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ABSTRACT

This thesis reports on an action research projademtaken to explore the role of the
Clinical Nurse leader (CNL) in a District Health &d (DHB) in New Zealand. The CNL
role has evolved against a backdrop of significafdrms that took place in the country in
the 1990s. These reforms altered how public hesdthices were funded, organised and
delivered. Nursing leadership positions at botlhcakee and clinical level were challenged
in the reforms, as health services were expectddriction using a market model. Not
surprisingly, this clashed with the humanism of simg. The action research project
involved seven CNLs researching with the princijppalestigator to explore the role and
establish how support afforded the role could béhér improved. The research had two
phases: Phase One involved each CNL being inteedeane-on-one and Phase Two
involved a series of 10 action research meetingsralated activities. The findings of the
interviews consisted of 24 themes that relatedhéorole of the CNL, the attributes of the
CNL, the skills and knowledge requirements of tiéLCand the experience of being a
CNL. These themes were presented by the princips¢archer at the second action
research meeting as the starting point for the grmu decide its agenda. After three
meetings, the group chose to focus on two thenmesconflict experienced between the
leadership and management aspects of the roleprafessional development afforded the
role. The group identified what was important, @gng the role was one of leadership and
management as well as patient care. Plans fordelelopment for themselves and for the
advancement of new CNLs were also created. Theegroprovides an important
contribution to our understanding of the work ok tENL. Not only did it produce
outcomes related to role, support and scope kaisat shed light on the importance of the
relationship between the role and its context ef liHB. The culture of business and the
profession of nursing and a shared understandimgspionsibilities as a way forward were

recommended.
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CHAPTER 1. SETTING THE CONTEXT

Can you love or respect the people and assist/thgiinquiry without imposition of your will
Can you intervene in the most vital matters antbytie events taking their course
Can you attain deep knowing and know you do no&rstand
Conceive, give birth and nourish without retainimgnership
Trust action without knowing outcome
Guide by being guided
Exercise stewardship without control.
(Interpretation of words attributed to Lao Tzus60 BC in Wadsworth, 2001, p. 420)

1.1. Introduction

This thesis defines the project | began in Oct@#5 when | set out to explore clinical
leadership in nursing within a District Health BoafDHB) in New Zealand. This
exploration was to be achieved through a studydasethe principles of action research
(research which is cyclic, qualitative and parigry). My objective for undertaking this
study was twofold: to inform the ongoing evolutiofthe role; and to improve the support
afforded the role. Research surrounding clinicablegship in nursing has been generated
from various parts of the globe, including the @ditkingdom, Spain, Singapore, Israel,
America and Australia (Oroviogoicoehea, 1996; Ca®Q1; Duffield, Wood, Franks, &
Brisley, 2001; Firth, 2002; Connelly, Yoder, & Mm®/illiams, 2003; Stanley, 2004;
Mills, 2005; Stanley, 2006). There has also beemiaimal amount of New Zealand
research carried out including but not limited touDmond (2002), Kan (2002) and
Williams (2004). White (2004), although not coneatihg solely on leadership, outlined
the loss of nursing leadership positions in Newl&@®& when the health reforms of the
nineties were introduced. These reforms saw a ehanthe relationship the government
had with the public service, including health. Siynput, the market model was applied to
the delivery of health services throughout the ¢gufUpton, 1991).

Nursing leadership at executive and clinical lewls not exempt from such a model.

White (2004) explains that in the early 1990s mégpitals chose not to employ a



Director of Nursing and the then Charge Nurse wds often devolved into Clinical Nurse
Specialist or Resource Manager positions. Execuével appointments of nurses to lead
the profession are now back in place, with DHBstioming to function within a market

model responsible for distributing allocated researto its population. Some 15 years
after the reforms, having evolved from such sigaifit changes, the title used at this DHB
to lead clinical areas is Clinical Nurse Leader [(FNand at the executive level it is the
Director of Nursing. The CNL role carries formalcaantabilities within this DHB as a

health care provider structure.

The CNL is the nurse responsible for the leadersimg management of one defined
clinical or geographical area within the DHB seaitiThis could be, but is not limited to,
an acute ward, clinic or a mobile community serv{cknical Nurse Leaders work across a
myriad of specialities within primary, secondarydatertiary settings. Their patient
population may require intervention of a medicaljseal nature, for example within a
hospital, or a primary follow up within their homd&dey can function in relative isolation,
for example as a district nurse based in a remotd setting, or within the confines of a
ward, unit, clinic, theatre or department withirhaspital. They lead nursing teams of
various sizes and are responsible and accountabléd entire seven day week, 24 hours
of the day, although most are usually physicallgspnt for only five days. The CNL, in
whatever environ, is responsible for the mainteraoicnot only clinical standards, but
also the implementation of relevant organisatiopalicy whilst being mindful of the
budgetary responsibilities. They are in chargewsimg staff in their setting and attend to
this same staff by appraising their clinical pemiance on a regular basis. Cumulatively
there are expectations of the role from the patieihie nursing staff, the multidisciplinary

team, the organisation and the profession of ngrsin

The DHB where the research was undertaken is ori&l dDistrict Health Boards that
service a New Zealand population of just over fiultion people. District Health Boards
are charged with giving effect to governmental tiepblicy and responding to the health
needs of their defined population (New Zealand Rubdkalth and Disability Act, 2000).



New Zealand has approximately 45,000 nurses; 40442em are Registered Nurses and

just over half of all nurses work in DHBs (ClarlQQb).

| am one of these Registered Nurses. | am presamtigloyed as a Nurse Manager
responsible for Education and Professional Devetagnm the DHB where the research
was carried out. It was hoped that findings froms #tudy around the role of CNL would
support and inform any further development of thigotal role during ongoing role
reforms. The predicted benefits were to be the ywtdn of useful outcomes both
professionally and to the organisation where the was carried out. It was hoped that the
project would result in the creation of new waysstgport the nursing workforce to be
more effective within the context of where they qtieed. | advertised for six to 10
participants in clinical leadership positions tinjone in examining the role of the CNL.
Eight of us would research this senior nursing reihnin the nursing structure of a DHB
setting. In addition, it was hoped that the seveML€ as co-researchers would gain

something useful from the research process angrttiction of knowledge.

| sought to research with this group of CNLs toateeopportunities to solve problems for
themselves and for other CNLs. Early, in the prafmay phase, when reading one of the
works of Yoland Wadsworth (2001), | discovered thgening words quoted at the
beginning of this chapter. Wadworth’s inclusion taps beautifully what | wanted to
achieve with this research. The remainder of thig thapter includes the purpose and
reasoning behind the research, the situationalegbifthe DHB) and its connection to the
role of CNL. The practice and professional domamhich the CNL function within are

also described. The chapter concludes with an ewref each chapter of the thesis.

1.2. Purpose and Rationale

There were two questions that underpinned thisarebeproject: how can the evolution of
the role of CNL be further informed and how can swpport of the role be further

improved? These led to subsequent questions: shaeirole of the CNL presently, and
who should define this? Malterud (2001) statesrésearcher’s background and position

will affect what they choose to investigate, thglarof investigation, the methods judged



most adequate for the purpose, the findings corsildmost appropriate and the framing
and communication of conclusions” (p. 483). Actresearch was the methodology | chose
to conduct this enquiry because central to thishodlogy is participation. Coghlan and
Brannick (2005) assert that action researchers careeerned with the structure the
knowledge will have, how it will be collected, withooses the research agenda and who
profits from it. Greenwood and Levin (2005) arguetian research is a method of
researching a question or line of inquiry that ésnmitted to several basic elements, the

endorsement of participation with a strong emphasidemocracy and action.

The potential for a partnership between myself tes action researcher (Coghlan &
Brannick, 2005; Greenwood & Levin, 2005) and a graf CNLs resonated with my
objective for the project. In order to look at htive evolution and support of the role could
be both informed and improved, | wanted those erfle to collaboratively inquire with
me. | would be inquiring as a researcher whilsearployee of the organisation where the
research was conducted. From this position of eyeglpo | had both observed and
participated in clinical leadership roles. | hadnessed the effect of the reforms of the
1990s on clinical leadership as summarised by W(g@04). White found that “the
business model has left a legacy of economic adabiity and an expectation that all
aspects of healthcare provision are or will be @ablbe costed and this includes nursing
care” (p. 192). | had considered how the selectiot subsequent preparation for the role
of CNL differed significantly throughout the orgaation. Historically, the professional
development component attached to the role wasdan content and informed by
mainstream leadership/management theories. | wagsonvinced clinicians in the role
were well supported or that a recent investmentbesh made to actually review the role
and its accountabilities, although the position baén reviewed nationally in relation to
salary (New Zealand Nursing Organisation, 2007esEhperspectives, combined with my
long standing interest in clinical leadership, fesliin the formation of the research

questions and subsequent line of inquiry.

An amount of research preceding this inquiry hasnbeompleted. There is international

agreement that the role of an effective clinicadeer in nursing is key to the successful



implementation of present and future transmissibrmemalth care (Cook, 2001; Drach-
Zahavy & Dagat, 2002; Doherty, 2003; Williams, 2Rp0¥ot only does the role act as an
agent for success for the implementation of keyaoigptional strategies but, as Cook
argues, such leadership can directly impact ori stafale. Staff morale can decrease by
constant change, a feature evident in health c@oauréngeau & McGilton, 2004).
Tourangeau and McGilton argue that continued inldaland change through the delivery
of health care will see tension persist betweenrsthpply of cost effective health care and
the corresponding demand for health care workelsgdC(2001) analyses this constant
adaptation and classifies it as an ongoing streBsonurses. Leadership style, Clegg
asserts, is associated with a reduction in suelssirs.

International research while acknowledging the fa@l/place that the clinical nurse leader
occupies, and the dual functions of the role (lestup and management), also points out
the need to formalise the requisite professionaleldpment (Oroviogoicoehea, 1996;
Cook, 2001; Duffield et al., 2001; Firth, 2002; @eily et al., 2003; Stanley, 2004). These
researchers have employed various qualitative aadtgative methodological approaches
to direct their inquiry. There is international semsus about the significance of the role
and the need to enhance the functions of the rale @ducation on fiscal management
(Mills, 2005; Kupperschmidt & Barnhouse, 2006). Tlmited New Zealand research
carried out on this role describes, similarly ttemational researchers, that the role is key
in the successful implementation of organisatioclanges or initiatives (Drummond,
2002; Kan, 2002; Williams, 2004).

It is fair to say understanding about the role dpasvn from such work. This project aimed
to contribute to this existing body of knowledgewgrking alongside those in the role to
define the role. The background to the researckectibe was that | believed that role
evolution and support should be cognisant of tited perspective. The research outcomes
from the project needed to be accessible to thenuamties they practised within and
written in language that they could readily intetprCommunication of intent and
usefulness of knowledge is extremely important te. i@reenwood and Levin (2005)

reinforce my belief when they encapsulate the ingyae of the applicability of research.



They criticised the number of university socialestists who interact as little as possible
with the public on issues that are socially relévand conduct research confined by
language that is baffling to the people who are rtmpients of it. Wallis (1998) sees
action research as a plausible alternative to tleentraditional approaches. The
combination of the two commentaries of Greenwoadl lagvin and Wallis affirmed action

research as my methodology of choice.

Significantly, and what positions the importanceto$ research, is a very recent editorial
on clinical nursing leadership by Hyrkéds and De(2&08). These writers observed from
their review of clinical leadership in nursing tifate have not found a body of work that
has captured the essence of the clinical nursetetite environment in which they operate
or how and where the impact is felt” (p. 495). Thi®ject addresses some of these

knowledge gaps.

Ethics approval for the project was granted by Yhetoria University of Wellington
Human Ethics Committee (see Appendix 1). In addjtioreceived permission from the
Chief Executive Officer of the District Health Bodafsee Appendix 2) with a request to
inform the Director of Nursing at the District H#alBoard of the research progress and

outcome.

1.3. TheDistrict Health Board: The Setting

The responsibility for the provision of most pubtiealth services within New Zealand is
devolved from the government to the DHBs. Thesamigations have evolved from the
health service structure of the 1990s which, asadly outlined, resulted in significant
change for nursing. It is important to gain an ustinding about the function of this DHB
and its relationship with the role of CNL againise tbackdrop of such alterations. The
formation of the DHBs was a direct result of thesNéealand Public Health and Disability
Act (2000), as the legislative response by the gowent of the day to strengthen the
public health system. The intention of the governnwveas stipulated within the following
objectives of the above Act:

» to establish DHBs across the country;



» torequire the creation of the New Zealand He@ttlategy and the New Zealand
Disability Strategy with an annual report to Parlent on the progress of these
strategies;

» to foster co-operation between the health care@ggrand

» to encourage local community input to decision-mglkabout health and disability

support services.

The DHBs are charged with responding and givingafto health related policy from

government. The elected and government appointattdbare answerable to the Minister
of Health for the appointment and tracking of teefprmance of the Chief Executive, the
strategic direction of the board, and the compkaneth the law and the Crown

expectations relating to health service. The Mearistf Health is accountable to Parliament
for the outcomes in the health and disability sectithe main focus of each district is on
their region’s population, working within the apponed resources to improve, advance
and safeguard the health of their population. THBhas dual functions, as both funder

and provider of services.

The DHB where this research was conducted is @dediy three central advisory
committees one of which is a Hospital Advisory Coitbee. This advisory committee
monitors the performance of its hospital and relaservices. There are a range of
responsibilities which the DHB must meet, includiogt not limited to, making public
their District Strategic Plan and their Annual Rléoth of which include their strategic
direction and intentions (New Zealand Public Headitd Disability Act, 2000). The
Strategic Plan of 2002 - 20Mas developed to deliver on the community’s peroapof
their health needs and the systematic health need$ysis relating to the region’s
population. The then Chief Executive Officer (CE®),introducing the Strategic Plan,
stipulated that the strategy needed to have agtimrus on the community and involve
providers and consumers in decision-making. Thisi$carose from extensive consultation
about the way the providers, consumers and stafftadatheir health organisation to
operate. The Strategic Plan addressed issueshb@atommunity and needs assessment

deemed important and identified five specific regibhealth needs priorities. Nurses have



a key role in addressing the community’s needs iantlelping DHBs deliver on the
government and local health priorities. Essentjathe structure of the DHB can be
summarised by describing three: levels that of guamece, management and service

provision.

The governance remains the function of the boarth@fDHB. This board is advised by
various councils and committees, including thedlzere advisory committees, as dictated
by the New Zealand Public Health and Disability £&2000). The management function is
overseen by the CEO, with the service provisioruitiog the provider division. This
division provides community, secondary and tertiaegalth services and it is the division
of the DHB with which most members of the publicllwiave had interaction. The
provider division encompasses hospital and communaalth settings, which members of
the public may need to access through any one dieaith episode. Within the provider
arm, there are differing management positions betstructure encompassing the role of
the CNL can fall within either a hospital setting @mmunity setting. The position of
CNL is a number of management layers away frombtieed of directors that govern this
DHB and are responsible for working within appanged resources from the government.
Although significantly removed from the board, GHixecutive and general management,
it could be argued that the people of the distraly perceive this head nurse, the sister, the
CNL of the ward, clinic or department, communitytis®g) as a recognisable face in such a

structure.

1.4. TheCNL Within the District Health Board

The role of the CNL in the DHB and the recognititims role carries for the public, is
largely due to the CNL being the conduit to theivael of health services within a
multiplicity of settings. For example, all membefsthe multidisciplinary team operating
within their specific clinical area such as doctgrhysiotherapists, social workers, and
dieticians can relay various pieces of informatiohhe CNL sometimes all within an eight
hour shift. The CNL is the clinician with whom thgatients and families may
communicate in respect to a health care episodeecting them to be possessive of all

facets of the admission. It could be assumed witiincontext of a health-related episode



requiring intervention that very few individuals wid even think about the wider DHB

structure.

The CNLs’ duties and responsibilities include, arg not limited to, retaining information
about patients’ progress throughout the patienttthespisodes, contributing the nursing
perspective of patient care to the multidiscipiynggam discussion, and guiding nursing
staff in clinical standards. This DHB, in parts it provider arm, operates a patient
placement system. Some CNLs oversee the placerheatients after assessing her or his
available bed status and responding to requestsotbrarranged and urgent admissions of
patients. Consequently, this particular group magaoise the admitting of patients
requiring acute medical intervention and those iregy pre arranged or elective
intervention. A ward may well include several patsee who are not connected to the
designated speciality of that ward. Therefore, sdbMLs need to possess a clinical
portfolio that not only includes the ward specialgirofile and accompanying nursing
standards, but also covers the patient who maydbsdtied to their area outside of this

designation.

These types of duties or responsibilities of tHe aye typically defined within a position
description on which performance is measured ugwalan annual basis. Most, if not all
CNLs are party to a collective senior nurse agregmich determines the employment
conditions. This is complemented by a position dpson covering general role
expectations. Such a document, from within the Didiere the research was undertaken,
dated 2005 shows the nature and scope of theAblie beginning of the document the
purpose of the position includes: “the primary spbility of the Nurse Leader is to lead,
guide and manage the clinical nursing team in ttemption and delivery of safe and
effective patient care and outcomes” (p.2). Thisrppee is linked to various
accountabilities, one of which is the “provision gpfality, comprehensive care and ward
and unit team co-ordination” (p. 2). This accouiligbhas 14 performance measures,
which include the responsibility of managing woidip monitoring nurses, managing beds
and co-ordinating meetings with the multidisciptiypdeam and the patients’ families.

Another accountability includes ensuring effectstaff management and development,



and has 10 matching performance measures, Thessuraganclude monitoring of the
annual and sick leave of their nursing staff, adl as completion of their annual
performance reviews. Also, the CNL should “providadership, guidance and support to
staff” (p. 3) with a separate accountability thafers to managing a cost centre. Eight
performance measures match this one and includagmanthe clinical area budget within
agreed parameters in conjunction with their manafydurther accountability refers to the
provision of clinical support and guidance by thiaical nurse leader to the nursing staff.
This sees performance measured against threaaripeovision of clinical support advice,
guidance to ward/unit/team staff and provision méat expert patient care (p. 4). There
are in total 10 accountabilities with 69 matchiregfprmance measures, including but not
limited to, the responsibility of the role to impient a ‘Continuous Quality Improvement’
programme, as well as an effective ‘Risk Managempriagramme. There is also an
expectation that the CNL will consult with the Dater of Nursing on nursing matters of
DHB significance.

Towards the end of the position description are fbescriptors listed under the heading
“problem complexity” (p. 8) of the role. Two of theur include that “the incumbent will
be responsible and accountable for the clinicalviserdelivery, staff and financial
management of their clinical area” (p. 8). Secontiere is the need to balance clinical
expertise and mentoring of staff with the demantisa onultidisciplinary service and
budget. The role requires extensive use of proldelving skills and knowledge as well as
intense interpersonal interactions with patiergmify, the public, staff and management in

often demanding situations.

Selection to the role is not entirely dependentfamal academic qualifications and
ongoing professional development is individualisddipon successful appointment,
orientation differs widely both in content and dwwa. Opportunities to attend yearly
education days are promoted and encouragemenfyrdsig support may be accessed to
commence or continue post registration qualificaioRegular forums are held to update
changes to all facets of service delivery that ra#fect the areas the CNL leads. In

addition to this situational context in or of theHB, the CNL is also part of the
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professional context of nursing in New Zealand. g as a profession has seen not only
the cost corporate model being introduced to healithe nineties but has encompassed

changes to how nurses are trained.

1.5. The CNL Within the New Zealand Nursing Environment

The role of CNL has and will continue to developresponse to change. The health
reforms of the early 1990s resulted in a tensioveldping between the humanism of
nursing and the managerialism expected with theaages (Bamford & Porter-O’Grady,
2000). The notable changes to the preparationactise as a nurse in New Zealand can be
traced back to the release of the Carpenter Rgpi®itl). This report recommended
transferring training of Registered Nurses fromoapital base to a polytechnic education.
This resulted in the closure of the last hospitedal nursing school in 1992 (Keith, Peat,
& Marwick, 2001). As these authors further descrithee 1990s ushered in more rapid
changes with a degree programme replacing therdglgualification. As of 2001, all New
Zealand nursing programmes leading to registraa®m@a Registered Nurse were at degree

level.

The settings and how the students of such programmoek alongside existing registered
nurses have changed in response to internal amanektpolitical forces. The transfer of
internal politics into policy can be exemplified birategies such as health of older people
(Ministry of Health, 2002), Maori health (Ministrgf Health, 2002), and primary health
care (Ministry of Health, 2001). The commitment doltural safety and the Treaty of
Waitangi as the nation’s founding document explainghin the Nursing Council of New
Zealand (2002) guidelines for cultural safety atBoect the preparation to nurse and
present practise. The Health Practitioners Competéssurance [HPCA] Act 2003 was
introduced to protect the safety of the public bgviding mechanisms that ensure the life
long competence of health practitioners, includmgses (HPCA Update, 2003). The
Nursing Council of New Zealand, the licensing baflyNew Zealand nurses, released a set
of competencies that Registered Nurses must satisbrder to continue to practise. In
addition to satisfying these competencies, the enwsseking renewal of an annual

practising certificate must declare hours practismad professional development.
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Emanating from these internal factors is the infleeethe international nursing community
has on the New Zealand nursing body. New Zealandesuare active in attuning and
responding to international nursing dialogue. Tleewntribute to topics that include the
cultivation of magnet hospitals (Huerta, 2003) dhne potential blurring of professional
boundaries as described by Melling and Hewitt-TaykR003). Other examples include
involvement in global nursing research that exasim&d contributes to the work
surrounding reconstruction of health care as cedliby Schulz (2004). Nurses in New
Zealand in 2008 constantly assimilate all of thasiety and some of these nurses practise

as clinical nurse leaders.

Clegg (2001) although not from this New Zealandspective, acknowledges that clinical
leadership of nurses is a crucial role in the nesiahce of equilibrium within the constant
of change. Whilst it is necessary to be equippedntmage resources and lead nurses,
much more will be necessary and expected of the @NEkustain nurses through such
activity. Nurses will increasingly need to possesand business skills, financial planning
and quality assessment skills (Keith, Peat MarwigRD1). New Zealand nurses, as
summarised in theiBtrategic Review of Undergraduate NursiBducationreport to the
Nursing Council of New Zealand, will have to betaudlly safe, flexible, knowledgeable
and consultative in their approach. Nurses will ehao respond to even greater
accountability of their utilisation of the healtloldr. This responsibility will be coupled
with the diverse settings in which nurses and nigaders will practise. The nurse could

be a sole practitioner or a nurse in a large hakertvironment.

Lastly, the CNL, when sustaining their teams thioggch progress, do so within various
locations and are charged with the care of agingnoonities and populations facing

increasing social complexities. In my 28 years'oagstion with this DHB, | have noticed

that it is now common practice within the acuteecanvironment to see signs stating:
“Verbal or physical abuse will not be toleratedliniCal areas are locked after certain
hours and all staff, not just clinicians employedtihe acute care environment, require
visible personal identification. Security guarde aow often present within this setting

and monitoring includes the use of video surved&arnCNLs in remote rural settings have
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similar challenges but to a differing degree, vifie need to lead their teams and educate
them on their personal safety when visiting pase@NLs will need to have a myriad of
skills within the cost competitive model caring far society of ever increasing

complexities whilst providing framing, interpretati and support for the nurses they lead.

1.6. Summary

In this thesis | document all stages of the actesearch project | began in October 2005
when | set out to explore clinical leadership imsing within a New Zealand setting. In the
first chapter | have identified my objective foigtstudy, plus the purpose and reasoning
behind the inquiry and approach chosen. | haveredf@a general explanation of the role
and where it is positioned within a DHB. In additjahe relationship of the role to the

delivery of health care, the nursing profession tredpractice domain is discussed.

In Chapter 2, | include and expand on the indiealiterature on leadership in nursing and
on clinical leadership. The relationship the litara review has to the research inquiry is
discussed as well as how the review findings retatee aim of this project. The value this

inquiry would have to the existing body of knowledg also considered.

Chapter 3 details the action research methodolmggning with an overview of qualitative
and quantitative research. The diverse originscoba research and agreed features of this
approach are described. Action research and itBcappn to nursing inquiry in general
and its suitability in researching the role of Chlle discussed.

Chapter 4 examines the methods and processesngeliti the application of action
research to the data collection and analysis phaBes two phases of the research
(interview and action research meetings) are intted. The recruitment of the
participants and the processes attached to theviewes and action research group
meetings are presented. The chapter also explksass of ethics, rigour and the author’'s
worldview. This includes the perspective of conthgtresearch within an organisation

where you are employed.
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Chapter 5 sets out the analysis and interpretatfioRhase One of the research — the
individual interviews. This interpretation of inté@ws from the voices of the individual
CNLs revealed content relating to the role, attelsy skills and knowledge requirements
and the experience of being a CNL. This interpi@tatook the form of themes to be

presented to the action research group.

Chapter 6 introduces the next three chapters wéoekr the start of Phase Two the action
research meetings. This chapter accounts for tlablessyment of the action research group
and lays out how the group narrowed their focuthenfirst three meetings from the large
number of themes presented down to two themes. grbap/facilitator dynamic is
highlighted with planning, acting, observing andleeting (action research) activities
being illustrated in this and the remaining chapteBignificant changes, represented
pictorially, are traced from this chapter onwardsweell as inclusion of quotations from

group dialogue.

Chapter 7 describes the group’s analysis of onth@ftwo interview themes. This was
related to the conflict that occurs in the rolewsstn the leadership and management
accountabilities. The chapter presents the inteapos of meetings four to seven which
concentrated on this conflict and the agreemerdhexi by the group as to the components
of the role of clinical nurse leader.

Chapter 8 details the remaining action researchtingse and describes the group’s
activities in relation to coalescing for the futu@NL community. The preparation,
professional development and support afforded tie is examined with a proposal for
further professional development for the futureeagdr upon. Consultation about this
proposal with the wider organisational stakeholdediscussed. This chapter also presents

the details of the evaluation of the process bygtioeip.

Chapter 9 presents an overview of the thesis atidcaission on the findings as they relate
to recent relevant literature around this clinieadership role in nursing. The insight and

recommendations for stakeholders in this reseaschvall as opportunities for future
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research are examined. The challenge of condusts®arch in the organisation where you

are employed is explored further. Reflections dilagvthesis to a close.
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CHAPTER 2. LITERATURE REVIEW

2.1. Introduction

This chapter introduces the literature review d@admportance to the research. The search
strategy employed to look at leadership in nursang clinical leadership is discussed.
How and why certain literature was accessed isagx@t and how the results relate to the

research inquiry is outlined.

The initial literature review from 1993 to 2004 wast intended to be a saturated
representation of the existing literature surrongdboth subjects. Rather it was intended
as the foundation to launch the action researcjeq@rorhe literature from 2005 to present
was accessed after exiting the field in 2006 ireotd obtain the recent research findings
and recommendations regarding clinical nursing deslup. The earlier literature is

presented in this chapter, while the latter literatis included in the concluding chapters at

the end of the thesis.

The decision to access only indicative literatusvadoped from my already described
ongoing interest in the topic and subsequent tetibbut leadership in nursing and clinical
leadership. Parallel to observing the effect onicdl leadership from the reforms of the
1990s and my summation of the lack of a recent releew, or support for nursing
leadership in the DHB, | became aware of an interggrend. This trend related directly
to professional development of clinical leadersnursing. | believe that the concept of
leadership in nursing as well as clinical leadgrstas been influenced by mainstream non
nursing leadership or management theories andrttiigence has shaped the professional
development. This has also led to a limited appgrosc the exploration of nursing
leadership as some research utilises these astivabframeworks to define what type of
leadership may be effective in clinical leadershipese results, albeit limited and not
representative of all research, when blended wi¢hnon nursing influence on leadership

in general produce an interesting combination.

Nurse leaders clinical and otherwise, | have oleknare encouraged to define their

leadership style based on mainstream theories.idOlum content or professional
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development offered to nursing leaders is drawmmfnecent non-nursing leadership
management theories such as transformational IglasigeiTexts indicating the curriculum

to be used in nursing leadership education draveuwmin theories. | had also questioned
whether this defining of leadership style and etlonabased on mainstream non-nursing
management and leadership was particularly usefutlinical nursing leaders and | was
interested in whether my claims and assumption® weaisonable to make. My continued
interest, my observations, my lived experience am@arallel, my awareness of this trend
for restricted research focus and subsequent wiofel development all informed my

objective for the research. To reiterate, this Wwaw can the evolution of the CNL role be
further informed and how can the support of thee rbé further improved? Questions

encompassed in this include what is the role anadl sttould define it?

This literature review therefore concentrated oscdbing what literature was already
informing the evolution of the role and what sugpeas recommended. In addition, who
was involved in these studies, how were they inedland what were the reference points
or framework that knowledge claims were made froeraferred to where appropriate. If
there were studies shifting the focus away from narsing leadership theory to unique
nursing related recommendations | was interestatigim aims, design and usefulness for

nursing leaders in a clinical setting.

2.2. Search Strategy

The purpose of the review was therefore to dravherliterature that sought to define and
advise on nursing and clinical leadership againshersonal beliefs and my ongoing
inquiry. The dates 1993 to 2004 were significanthat that they covered the period of
notable change to the health care delivery modellew Zealand in which | had also
observed and studied the changing role of the GMlas interested in literature that linked
to nursing leadership in general, not only literatthat specifically stated the term clinical
nurse leader, thus at the outset a broad searchumdestaken. The databases accessed
were Cumulative Index in Nursing and Allied Healtherature (CINAHL), Proquest,
Medicine and Allied Health collections. The keywondirsing leadership’ combined with
the time frame and full text availability resulted1084 hits. Leadership and nursing both
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as major subject headings resulted in 247 hitsvdmeh further limited to publication type
‘research’ saw 29 articles displayed. Clinical kathip and nursing as keywords

combined with the pre-selected dates plus researdhn full text access equalled 65 hits.

Variation in titles such as nurse leaders, clinfeaise leader, head nurse, ward sister, nurse
manager and charge nurse were used to searchifmwatleadership in particular. These
were also combined with particular publicationdukag but not limited to théournal of
Advanced Nursing, Journal of Nursing Managemestd Journal of Nursing
Administration Further advanced search parameters, such asrga@pucific, database
specific headings, research only and thesis workevepplied, which resulted in the
inclusion of some opinion led commentary. A seamhs run on the National
Bibliographic Database (Te Puna) of New Zealanddecess thesis work. Additionally, |
pursued the writings of prominent authors natignalhd internationally in the field of
clinical leadership within the dates described. ddly published texts on
leadership/management theories and their applitatm nursing were accessed to
determine what, if any, non nursing leadership/rgangnt theory informed curriculum

content of nursing leadership courses.

The articles obtained were read and key conceptact®d with the intent of seeing from
what or whose perspective they had been compldtecaddition, how the research
informed the existing knowledge base and what resendations had been made for

future inquiry were captured.

2.3. Leadership and Nursing

The search strategy produced results that upheldclayn that the broad topic of
leadership and mainstream management leaderstopabérad a link to nursing. It also
produced others that did not. Some time ago McCoknaead Hopkins (1995) suggested
that like other areas of nursing, external souocfdghowledge have influenced the growth
of nursing leadership and management theories. @bsertion has been endorsed by
Marquis and Huston (2000) and Moiden (2002). Th&tany of development of such

theories and acknowledgement of leadership stglesitlined in the nursing teRoles and
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Management Functions in Nursingheory & Applicationby Marquis and Huston (2003).
Leadership theories such as servant leadershipe(&af, 1970), transformational
leadership (Burns, 1978) interactional leadershipeengineering management (Hammer
& Champy, 1993) are referred to in this book. Tpiglication exemplifies how readily
accessed nursing leadership texts refer to thegestream theories when introducing the
content of their books. Greenleaf, Burns and Hamamer Champy are not nurses but, as
Moiden suggests, their theories are often used vdiscussing the attributes that allow

effective nursing leadership to take place.

Evidence of utilisation of such theories can benfbun several studies. Bowles and
Bowles (2000) sought to compare the degree to whish line nurse managers in a
Nursing Development Unit and a non Nursing Develepm Unit demonstrated
transformational leadership behaviour. The resmiticated that Nursing Development
Unit leaders have higher degrees of evidence ofstoamational leadership than their
counterparts. Upeniek’'s (2002) work further exeffigdi researching into nursing
leadership using non-nursing theory, in this caaeat&r’'s (1977) theory of organisational
behaviour. Kanter examined what constituted sufglesarse leadership and if there was
a link between the level of success and existiggumsational infrastructure. Sixteen nurse
leaders were interviewed for their understandindeatiership traits and a link was made
between access to resources and effective nursadetship. Stordeur, D’Hoore and
Vandenberghe’s (2001) study looked at the effeawvaik stress and the nursing leaders’
transformational and transactional leadership dred @ffect on the levels of emotional
exhaustion among their staff. Welford (2002) argthest transformational leadership is
principally suited to nursing leadership. Tourangead McGilton (2004) invited 73
nurses, consisting of pairs made up of leadersaapiing leaders, to use a 30 item tool
called the Leadership Practice Inventory (LPI) teasure their leadership behaviour. This
30-item tool had been developed by non nurses Koane Posner in 1995. The above
studies illustrate how the evolution of nursingdeiship in general has been influenced by
a dialogue derived from mainstream leadership/memagt theories as explained by

McCormack and Moiden and found in works by Margarsd Huston. Some authors,
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however, adopted new approaches to understandaatgrighip in nursing removed from

such instruments or theories.

Antrobus and Kitson’s (1999) study examined conteragy nursing leadership in context
without reference to general leadership theoriegenty-four nursing leaders identified by
their peers as effective nursing leaders were vigered. The results questioned the
political success that nursing leadership has hdanwconcentrating on “internal
professional concern” (p. 747). Antrobus and Kitsecommended that further research is
needed into nursing leadership; that consideratiauld be given to establishing a nursing
national policy unit; and that the creation of aeem pathway for nursing that includes
political, management academic and clinical areagquired. Hennessy and Hicks (2003)
conducted a Delphi study in Europe which identified characteristics considered to be
the most pertinent in a Chief Nurse. The experteevadgawn from appropriate personnel
from government level health departments, seni@ltheprofessionals alongside other
people agreed as having a key perspective on thjectuThe results included a profile of
characteristics considered to be pivotal to the adlChief Nurse that could be utilised for

selection and the future development of Chief Nsies@oss European states.

Sullivan, Bretschneider and McClausland (2003) da#iee design of a leadership
programme for nurse managers on results from atgtina study that used focus groups
to collect data from all levels of nursing leadérkis study, with 94 participants, allowed
those within the role to be involved with their f@ssional development. Laurent (2000)
and Porter O’'Grady’s (2003) contributions are ex@®mwf useful non-research opinion-
led commentaries. Laurent proposes the use of ttEn@p’s model for nursing to provide
a nursing foundation for nursing leaders to usé Iooimanagement and leadership. Porter-
O’Grady suggests leaders in health care need teraaay from the broad based themes
of leadership behaviour and become more self anl§paware. The context in which
health care leaders operate in is, he asserts,pfastd and driven by innovation and
technological change. He concludes that leaders oraft a new context for workers in
order for the profession to connect with the realf the environs they practice in. These

commentaries like Porter-O’Grady, alongside reseawuch as Antrobus and Kitson’s
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(1999), Hennessy and Hicks (2003) and Sullivan.esambolise the efforts in nursing to
move away from historical devotion to mainstrearuvties of leadership and management.
The indicative literature on leadership in nursgontains both nursing research utilising
non nursing leadership management theory and studiiesing evidence from those in the
role to inform nursing leadership knowledge.

2.4. Clinical Leadershipin Nursing

The search for literature related to clinical leatigp uncovered evidence of devotion to
non nursing leadership and management theoriesasugbove, contained evidence of
nurse researchers distancing themselves from tieshment. Exploration of clinical
leadership in nursing has been generated from wamparts of the globe including the
United Kingdom (UK), Spain, Singapore, Israel, @ditStates of America (USA),
Australia and New Zealand (Oroviogoichoehea, 1996pok 2001; Duffield & Franks,
2001; Firth, 2002; Kan, 2002; Connelly, Yoder, &ndr-Williams 2003; Stanley, 2004;
Williams, 2004). There were no general differenceghe type and focus of research by
country. The researchers, employing both qualéatwnd quantitative approaches, have
studied role definition, attributes deemed necegskareffectiveness, the pivotal nature of
the role and suggested professional developmerihérole. Nurse researchers have been

made attempts for some time now to define the role.

Defining the Role

McCormack and Hopkins (1995) concede that althdhghfollowing definition of clinical
leadership is inadequate it does speak to thecariglements of clinical work and the
nature of authority and influence. He states: “Visson of providing professional nursing
leadership by engaging in clinically based workaasexpert practitioner-thereby exerting
influence, power and authority effectively conamhlg and constantly within a specific
sphere of influence” (p. 162). Research, undertak@me years later, looked at what
literature addressed the role specifically as asgp identity of nursing leadership.

Cook (2001), as a prominent author on leadershipramsing, has completed studies that

use mainstream theories and completed further wW@kdoes not rely as heavily on such
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references. Firstly, he traced the renaissancdéirota nursing leadership across the UK,
the USA and Australia between 1992 and 1997. Coséd un-depth interviews with
clinical nurse leaders in the United Kingdom angmemented his data by study tours to
the remaining countries. The study findings indddathat these countries used leadership
styles such as transactional, transformational ective and renaissance, and that styles
are not necessarily country-specific but are aligte individual settings. He critically
reviewed leadership themes within nursing that wegeved from the aforementioned

countries.

Firth (2002), from the United Kingdom perspectiexplains that various titles such as
ward sister, nurse, charge nurse, or ward managersad to describe the clinical leader of
nursing in practice settings. She continues thapitke the variation in name, the role of
clinical leadership combines clinical and admim@istte knowledge. Her qualitative study
included interviewing and observing 12 ward mansagEmdings included that the ward
managers found the combination of having to devalgif and improve the quality of

services provided can be problematic.

Similarly, Williams, McGee and Bates (2001) whesea ching senior nursing roles in the
United Kingdom, found that ward managers reporiffttdlties balancing the managerial
and clinical practice of their roles. Duffield et §2001) study specific to Australia is
representative of the evolution of the traditiomadrd sister into the present model that
combines both administration duties with clinicaddlership. Nurse managers and charge
nurses were observed to examine how much timedpegt devoted to direct patient care
as opposed to unit related management.

Doherty (2003) and again Porter O’'Grady (2003) roffiginion led commentary. Doherty
states that: “At the beginning of the2dentury ward sisters and charge nurses are viewed
as having a pivotal role in health care, perhaph \ittle clarity about what this means in
practice” (p. 35). Porter O’Grady suggests thatm future, nurse leaders need to be self
and socially aware and invest in relationship manaant. Commentaries such as these

and research into role definition accompany infdramaon what is leadership and what is
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management in text devoted to nursing leaderdhgadershipRoles and Management
Functions in NursingTheory & Applicationby Marquis, Huston and Jorgensen (2003) is
such a text and includes definitions of leadersimg management. Discussion on whether
clinical leaders are more leaders than managewshether they should be possessive of
both is presented. Non-nursing leadership and neanagt theories feature in this book.
Similarly scrutiny has been directed as to whatresgpnts effective attributes and

competencies in the role of clinical nurse leader.

2.5. Effective Attributes and Competencies

The literature review revealed research on atteaind competencies, including the work
of Chiok Foong Loke (2001), Cook (2001), Conneltyagé (2003) and Stanley (2004).
Chiok Foong Loke surveyed 100 nurses and nurse geaman Singapore and concluded
that effective clinical nurse leaders enable othgrpromoting self belief resulting in a rise
in competence. They act as role models, regulactkn@wledging individual success.
Cook, in his second study, although referring td&rship typologies, provides a unique
collection of attributes of the clinical nurse leadHe identified five aspects of clinical
leadership unique to nursing. These attributesdaseribed as highlighting, respecting,
influencing, creativity and supporting. Highlighgins the ability of the clinical nurse
leader to invent new routes to completion that erd®m their pursuit of further
knowledge underpinned by their inquisitive behavidtxisting nursing knowledge and
procedures are questioned, and from this enquiriginal solutions are produced.
Respecting refers to the correct interpretatiorthgyclinical nurse leader of signals from
both health care personnel within a defined clinsatting and the organisation that
governs that setting. This correct interpretatiiovas for insightful responses from the
nurse leader to be formulated. Influencing is tlditg to predict potential in their
colleagues that will allow them to independentlndtion and translate that confidence to
the individual concerned. Creativity describes #teibute that clinical nurse leaders
possess that sees subscription to the shared w$ianhealth care organisation but also

sees the ability to remain calm when chaos mag dirtsn the implantation of that vision.
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Finally and importantly, supporting concerns theatality to support and maintain

equilibrium through times of change and uncertainty

Connelly et al. (2003) produced a list of 54 corepetes relating to the role of charge
nurse, a role equivalent to a Clinical Nurse Leaddrese were then grouped into four
categories: clinical/technical, critical thinkingrganisational and human relations skills.
Connelly et al. assert that having skills and kremgle in each of these categories is
necessary to function as an effective charge nilitse ability to act as a clinical resource,
delegate workload, manage crises and change, dématensaring, role model and build

teams is a sample of the identified competencies.

Stanley (2004), through a pilot study carried oomta paediatric unit in the United
Kingdom, uncovers similar skills the Clinical Nuréeader may possess. The results
indicate that ability to cope with change, flexityilin responses to nursing staff, clinical

expertise, consideration of staff and supportiiealveour are associated with this role.

In summary, research has captured the attributasiiical leader from the perspective of
their relations and interactions with their comntiaesi as well as identifying other qualities
such as clinical expertise. Not only has the raerbresearched to define the skills and
attributes of the CNL, but attempts have also beade to establish the position the role

has in the delivery of health care in various chisettings.

2.6. Pivotal Nature of the Role

There appears to be general agreement in thetlitereeviewed that the role is pivotal to
the organisation where it is included. Wilmot (1p@&plored how it was in the United
Kingdom for charge nurses to shift their role tordvananager. She concluded after
interviewing and surveying 47 Charge Nurses plieerst about the change to their role
that the majority of charge nurses wanted the chaeging the role as key for the future.
The paper acknowledged that whilst the new rolewadld those in the role to influence
practice, change was stressful. Doherty (2003)othtces how the UK equivalent to
clinical nurse leader, that of ward sister, wassobered pivotal to the review of the
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National Health Service in the United Kingdom. Thigotal nature links to organisational

objectives which includes change.

Kan’s (2002) New Zealand research concerns itséh wnderstanding the process by
which nurse leaders function when leading theirsasrthrough such organisational
change. One of the recurring themes that emergeddh her exploration was that nurse
leaders had great potential to achieve changearh#alth care environment and due to
factors both internal (cultural) and external (statl), this potential was often repressed.
Williams (2004), also from a New Zealand perspexstiwtilised a hermeneutic
phenomenological approach to explore the expergenédour Charge Nurses with the
view of interpreting their experiences of being newthe role of Charge Nurse. Her
conclusions included recommendations to recogmsedmplexity of the role, to prepare
and support those in the role and for organisatitmsvalue the Charge Nurses’
contribution. Both the Marquis et al. (2003) terntdaesearch acknowledge that a clinical
leader’s ability to cope or interpret change fog #ake of those they lead is a marker of
effectiveness (Cook, 2001; Connelly et al., 20Ganky, 2004). Whilst texts and research
have examined the attributes and pivotal naturth@frole, the professional development

necessary for the role has been also explored.

2.7. Professional Development

Gould, Kelly, Goldstone and Maidwell (2001) in aitéd Kingdom-based research project
interviewed 15 Clinical Nurse Managers and postedraey derived from results of these
interviews to a further 182 Clinical Nurse Managdrise survey results indicated that the
nurse managers felt clinically confident but laclasitainty in their ability to deal with

human resource and budget related issues. Gouald @ncluded that this evidence could
inform future professional development of the raMarquis et al. (2003) delineate what
areas of managing or leading should be developedht® future. Energy needs to be
expended on the development of enabling, whicliesvang nurse leaders or managers to
become coaches or mentors. Clinical supervision lmantilised following preliminary

education, allowing nurse leaders to operate méfextesely, whilst encompassing the

necessities of their organisations (Johns, 2008¢. rfesearch by Johns did note, however,
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that the clinical supervision model has limited aapon the growth of leadership ability
but did allow dialogue to problem solve. Sullivah &. (2003) based on qualitative
findings from senior nurses in management inclusivaurse managers recommend that
leadership programmes be structured around sudemse. Krugman and Smith (2003)
summarise it is essential to continue to evaluagdffectiveness of clinical leadership
programmes. Connelly et al. (2003) recommends lifeatcenario-based education to be
utilised when educating charge nurses. Thorpe and [2003) from a Canadian
perspective explore the emerging role of what ttegyned first line nurse managers or
those that oversee the daily running of nursingsufiheir study involved a triangulation
of investigators utilising interviews and a Delpbiudy as well as qualitative and
quantitative data. They recommend that these liimst nurse managers be provided with
training and development as well as a “supportiegkvenvironment” (p. 329). Thorpe and
Loo conclude that any future education should bgethaon the unique needs of these
nurses. Other writers argue that the professioeatldpment of those in the role needs to
be formal and structured commencing with educatiorleadership management, finance
and quality management (Williams, 2004). Cook arehthard (2004) expanding on
Cook’s (2001) research which identified the fivepously described key attribute, argue
that present preparation for clinical leadershimeomplete. Their reasons include absence
of agreed definition or descriptors of clinical dess, clinical leaders having voluntary
programmes which are uni-professional, and thatethrogrammes are “...disconnected

from wider organisational development strategigs™442).

2.8. Conclusion

The literature review from 1993 to 2004 was thenfiation for this study. It was the link

between my observation and consideration of theaghihe change of health care delivery
in the nineties had on clinical leadership in mgsimy beliefs on the evolution of this role
and my research objective. The indicative apprdadhe literature review was purposeful
in contesting these beliefs that the research igcthad been restricted to theoretical
framework derived from non nursing/leadership mamnagnt theories and this was not

only driving education for clinical leaders but delsing expected behaviours. It linked to
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the research question of how can the role be fuitifermed and the support be further
improved, separate from the research approachdefates the role in relation to such

theories.

The results of the review upheld my claim that reaEam leadership and management
theories were being utilised for research on ngrd@adership. However, the literature

review revealed studies on both leadership andceliteadership that did not utilise such

external sources of knowledge. These have prodsmer unique results when describing
how Clinical Nurse Leaders work. The literatureiegw process demonstrated that it was
worthwhile when exploring clinical leadership to pist that — seek out those in the role.
This provides a pool of data to draw theory andvedge that may be more pertinent and
useful than data analysed using external knowlellgeinforced to me that action research
was the methodology of choice. Action researchreffean opportunity for those in the

role to define the role and therefore inform thelation of the role and any future support

of the CNL in a New Zealand setting.
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CHAPTER 3. METHODOLOGY

3.1. Introduction

This chapter describes the methodology of actiseasch which was used to explore how
the role of CNL could be further evolved and how Hupport of the role could be further
informed. | was interested in working with nurseghe role and to co-operatively inquire
about the role believing this approach would predacmore pertinent contribution for
future role development and support. My intentiasuhat this study would be undertaken
based on the principles of action research, whsgbarticipative, qualitative and cyclic in
nature. The principles of action research are cagtwand organised under the broad

heading of qualitative research then action reseiarexplored in depth.

3.2.  Qualitative and Quantitative Research

In planning the study | commenced with the undeditay, as described in Greenwood and
Levin (1998) that “Action researchers accept noriarplimits on the kinds of social
research techniques they use... Formal quantitaqvaljtative and mixed methods all are

appropriate to differing situations” (p. 7).

There is general agreement by many researchersqttaitative research, often where
action research is categorised, supports the existeof multiple realities and a
commitment to those participating in research. TGoealitative research design usually
seeks out participants who have first hand expeeienf the phenomena under study.
Denzin and Lincoln (2005) state: “Qualitative resbas a field of inquiry in its own right.
It crosscuts disciplines, fields and subject mattéy complex interconnected family of
terms, concept and assumptions surround the teaftative research” (p. 2).

Qualitative research is associated with descripiiverpretive and critical perspectives or
theories. Descriptive research is concerned witinecb description of phenomena whilst
an interpretive perspective examines how peopleensase of their lives through their
definition of their lives (Gillis & Jackson, 2002Jhe critical perspective, with its ensuing
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theories, assumes that the behaviour of humaneesudt of differing groups endeavouring
to promote their interests at the cost to less pmivgroups of individuals. Denzin and

Lincoln (2005) endorse the critical and interpretperspectives within qualitative designs
but acknowledge that seeking out a single definita§ qualitative research is neither
useful nor appropriate. They express: “The opereénthture of the qualitative research
project leads to a perpetual resistance againstnpts to impose a single umbrella like

paradigm over the entire project” (p. xv).

Conversely, quantitative research adopts the apprdhat in order to understand a
phenomenon it is necessary to quantify it, redtte mumbers and utilise methods, such as
precise measurement or testing of hypotheses. lassociated with the positivist
perspective, which supports an objective approacteduce bias and seeks out facts not
sentiment (Gillis & Jackson, 2002). The empiricagtical paradigm informs this
scientific method with philosophical tenets thatlide reducing the phenomenon to parts
to explain and predict how they function. Quanéfion is used to translate the data
gathered by this type of research into numericah.d@ihe processes used also rely on
objective observation within a value free contekobgsey, Harvey, McDermott, &
Davidson, 2002).

Researchers studying clinical nurse leadership bageessfully used both quantitative and
qualitative methods. | consider both approachdsetaseful, depending on the objective of
the research, the method of data collection andnteaded benefits and scientific value to
the existing body of knowledge. Onweugbuzie (2080¢ourages both quantitative and
qualitative purists to “strive for epistemologicacumenicalism by using mixed

methodological approaches” (p. 3). There is usefgnn combining numerical objective
data with personal subjective data and addingtealriens to a response. However, whilst
supporting Onweugbuzie’s stance, | chose to pumsyenquiry in a study based on the
principles of action research, because my initisgntion was to assist CNLs in their work.
Hope and Waterman (2002) acknowledge that othendoof research also set out to
improve situations but they suggest that actioreasesh may be viewed as valid as it

attempts to improve social situations.
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3.3. TheBeginning of Action Research

Reason and Bradbury (2006) acknowledge the divarigens of action research and the
drawing of inspiration from pragmatic philosophyyitical thinking, democracy,
liberationist thought, humanistic and transpersoosychology, constructionist theory,
systems thinking and, latterly, complexity theofyhis diverse range of roots can be
illuminated by identifying the domains where theéi@t research approach has been used,
from questioning the development of the modern evdd questioning organisational
changes. Reason and Bradbury describe further haani be an inquiry relating on a
personal level to everyday life or an endeavowadionect with whole communities. Hope
and Waterman (2002) concur that action researalmess many forms and “has been laid
claim to by more than one school” (p. 123). Th&diof qualitative research does not draw
its explanations from a collection of principlesit lbather its fundamental nature includes a
dedication to the naturalistic, interpretive apgtoéGillis & Jackson, 2002). According to
Hope and Waterman, most researchers locate aagearch within the realm of critical

theory whilst others locate it within the constiuist/interpretivist paradigm.

DePoy, Hartman and Haslett (1999) are clear abdat writical theory is not, (a research
approach), but they provide scant explanation oatwh is. Whether critical theory is
philosophical, political or sociological in origins debated, but they conclude that those
who are devoted to critical theory use it to untird the human experience and effect
change in society. De Poy et al. explain the osigificritical theory can be traced back to
Social Institute of the Frankfurt School in Germadyitical theorists relocated to the
United States following the Nazis rule of Germang &urther developed critical theory as
knowledge to examine social, historical and pdditicontexts. They conclude that action
research and critical theory both place importasca democratic process. Fontana (2004)
describes the critical tradition utilised in nugginesearch drawing from the Frankfurt
school and theorists such as Jurgen Habermas and Paere. McNiff and Whitehead
(2006) urge that critical theory proposes that iideo to change a situation you need to
understand it, and social situations are generatedoeople, therefore they can be

dismantled and re-constructed. Finally, situatitimst are taken for granted need to be
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viewed in the context of power relationships. Imdasion, they propose that whilst action

research grew out of critical theory it went farthe

The history of action research can be traced to Jobwey (1859-1952), a pragmatic
philosopher of democracy and education, who is emlitgd with the epistemological
origins of action research. Greenwood and Levin98)9claim Dewey's pragmatic
philosophy was pivotal to public education in theitdd States. Tomlinson (1997), when
critiquing the contribution of Dewey to the scierafeeducation and comparing him with a
fellow educationalist Thorndike, claims that Dewajginated the idea that people do not
just simply respond to the world and suggested #itegmpt to transform their energies
into habits and behaviours to achieve their goals.

During the course of Dewey’s lifetime, Kurt Lewia,social psychologist, was credited as
being an early proponent of action research (Maste995; Greenwood & Levin, 1998;

Sandars & Waterman, 2005; Koch & Kralik, 2006). €tlvriters indicate the development
of action research had several roots. Kemmis anddggart (2005) argue that action
research may date back to Moreno, who was worKkiitly pvostitutes in Vienna at the turn

of the Twentieth Century. McNiff and Whitehead (BD@dd that John Collier in 1930 in

his role as commissioner for Indian affairs couldoabe identified as the other early
proponent of action research.

Nonetheless, Lewin reiterated Dewey's ideas, andarinarticle that was published
following Lewin’s death, he analysed social lifedaconcluded that many channels of
social life are circular in nature. Lewin (1946)reed the term action research as research
needed for social practice. He clarified and cimgiézl the status quo at that time in his
description of action research: “It is a type ofi@t research, a comparative research on
conditions and effects of various forms of socielian and research leading to social
action. Research that produces nothing but bookshat suffice” (p. 35). Lewin (1947a)
explains that “many channels of social life havé simply a beginning and an end but are
circular in character” (p. 147). This, he explaiis characterised by a cyclic process of

planning action and evaluation of that action, udaohg feedback to all involved. The
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original plan should not be “frozen” (p. 148) andosld allow for flexibility in the
response. Lewin, (1947b) in reference to sociaaes, describes the group decision as a
“change procedure” (p. 35). The three stages, Lelaonrised, can be defined as firstly the
dismantling of former structures (unfreezing), setty changing the structures (changing)
and finally transforming them into a permanentdtice (freezing). Greenwood and Levin
(1998) claim this concept of change had an infleemac the early days of action research.
Lewin was responsible for the creation of the ralethe researcher as involved in the
research process and not a distant observer. Tdeyhawever, that action research is not

a short term application, rather it is a continupadicipative learning process.

Greenwood and Levin (1998) also describe the GéBgrstems Theory (GST) which has
its foundation in physics, biology and engineeri@gntral to this theory is a collection of
holistic notions about the world and its assemi@GT sees the world as made up of
interacting systems (inorganic, organic and sodiocal) not of separate atoms and
molecules. These systems, by way of their intevactintegrate in a diverse manner with
the same basic material and produce the vast afrgghenomena humans encounter
throughout life. They propose that this is diffdrénom what they term as the particulate

view.

The world is not a neat stratigraphic map beginnintp inorganic matter,

passing to organic matter and then being transcebyesociocultural forces.
Rather the world is a complex, interacting arraysgbtems and system
processes, bumping into each other in a varietyays. (Greenwood &

Levin, p. 70)

Lewin (1946) was not alone in his determinationmethodically study a social problem.
The historical development of the action reseatbloseencompassed the founding of the
Tavistock Institute in London in 1946 (Trist & Mawy, 1990). This institute drew together
a group of psychiatrists, clinical and social psyolgists and anthropologists, who
developed innovations that related psychological ancial sciences to the needs of
society. The Institute became famous for a studynorers that explored the introduction

of new mining equipment which, surprisingly, didt h@ad to increased productivity. The
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results indicated that the lack of improved perfance could be traced to the
incompatibility of the new technology and the wogkas a group of human beings who
opposed operating as a separate entity. In ansthdy, Einar Thorssrud, a Norwegian
psychologist, in conjunction with Tavistock resdwns Trist and Emery, scoped a project
for a Norwegian setting. This project concerneedlitaith several experiments focusing on
democracy with workers on the shop floor. Althougtis initial experiment and

subsequent ones that took place in Norway weréetleas interesting they did not, in the

majority of Norwegian industries, translate to ojpan

Greenwood and Levin (1998) imply these core iddasdustrial democracy dispersed to
other sections of the globe. Concepts were forradlahat embraced contemporary
notions, such as sociotechnical thinking, which veasleparture from the Tayloristic
thinking of the day evident in the post war yedrsis philosophy, according to Morton-
Cooper (2000), was that workers were motivated twkwby, in the main, economic
rewards and were best controlled by a separat@iatythinterventions were designed that
realised clear links between technology, work oigation and psychological demands of a
job, culminating in the idea of semi-autonomous ug within a workplace. This
international evolution and the industrial demogrdevelopment saw the beginnings of
research that would improve the research partitgpaability to govern their own

situations.

Kemmis and McTaggart (2005) nominate four genenatiof action research. The activity
of the first generation can be in part attributed_ewin’s work. The second generation
followed on from the Tavistock group and was therkwvof the British contingent

Stenhouse, Elliot and Adelman. Somekh (1995), wingting on the contribution of action

research to the development of social endeavoxptaias why Stenhouse and later Elliot
were influential in curriculum development withirdweation. She explains Stenhouse
came to understand that if teachers were involvethé research into curriculum they
could change actual classroom practises. Elliod, similar fashion, saw the curriculum as

a fluid active process with the teacher’s involvetres a crucial component.

33



The third generation of action research was Austmatritical and emancipatory action
research, including the notable work of Carr andnkes (1986). Carr and Kemmis were
proponents of action research that emphasised mmrgrowth through collaborative
critical undertakings to empower the participants dhange society. Kemmis and
McTaggart (2005) state: “A fourth generation ofi@ctresearch emerged in the connection
between critical emancipatory action research aatigipatory action research that had
developed in the context of social movements in dbeeloping world” (p. 560). This
generation operated with two key themes; the coastm of theories for more action
oriented approaches to action research, and treefoe@articipatory action researchers to
affiliate with broad movements of society.

Nursing engaged with action research and addedisohistory. Nursing scholars are
reported to have become increasingly interesteatiion research in the 1980s (Holter &
Schwartz Barcott, 1993). Prior to this 1993 pultima Webb (1990) had speculated that
the main interest for nurse researchers in actesearch was that it extended an
opportunity to work with people in a fashion thanion-hierarchical and it could be used to
promote change and bridge the theory practice gathé profession. Furthering this
notion, Greenwood (1994) considered action researdirsing as social praxis. Hart and
Bond (1995) explained that action research was bgemurse researchers as a means of
narrowing the theory practice gap utilising refieet practice within a collaborative
enquiry to achieve autonomy in practice. Tayloalet(2002), in summarising how nurse
researchers have utilised action research, obsdhatdts use has been “varied, and it
includes studies aimed at changing work conditionsiwurses, helping them reclaim their
authority and organizing themselves to be morectffe in their practice and to clarify

their roles and their status” (p. 327).

3.4. Agreed Features of Action Research

Reason and Bradbury (2006) argue that action reflseara standalone research approach
that is synergistic with other qualitative desig@eenwood and Levin (1998) admit a
definition or even a general overview of actioneggsh is hard to find as its origins and

development have been complex attracting many ig®anethods, motives and problems.
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Although there are impressive differences amongsba research practitioners, there are
several basic elements. These include researchetitlirses participation with a strong
emphasis on democracy and action and aim to deeinitial situation to a more self-
managed one. Differing approaches are adopted égtifponers using action research.
Some wish to generate liberty through self reabsatand some emphasise political
interpretations which vary in intensity of the piclal agendas. Greenwood and Levin
further explain that these differing approachesauige incompatible. Examples of these
incompatibilities being that some rest on Marxigtions, pragmatic philosophy, or social
psychology and then they state: “And a few simplyarate that whatever the question,
participation is the answer” (p. 8).

Kemmis and McTaggart (2005) explain that althoughtimes action research is
inadequately described, the elements generallyistooa spiral of self reflective cycles.
These cycles include planning a change, acting @skrving the process and as a
consequence of the change, reflecting on thisargmwhg, acting again, reflecting and so
on. This cyclic movement had been presented ednjiddick (1993) a psychologist when
stipulating the conditions present in action reskegsroject. For Dick the process was
cyclic, qualitative and participatory and commenegath an intention to produce both
action and research outcomes. Dick states:

The purpose in action research is to learn fronr yoyperience, and apply that
learning to bringing about change. As the dynarofcs social system are often
more apparent in times of change (Lewin 1948) learrand change can
enhance each other. (p. 14)

Dick suggests that by bringing intention into thiegess, learning can be maximised. Dick
postulates that responsiveness to the situationattiethpts to achieve real understanding

designate action research as a feasible reseaatbgst.

3.5. Action Research and Nursing Research

The use of action research to bridge the theorgtioe gap by such a wide range of

disciplines continues to have merit for utilisatibly nursing researchers. Holter and
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Schwartz Barcott (1993) describe the charactesisifcaction research as being inclusive
of three approaches. They are the technical calddive, mutual collaborative and
enhancement approach. The technical collaborappeoach has a natural science as its
philosophical base, with a defined problem to geteepredictive knowledge. The mutual
approach has a historical-hermeneutic philosoplieak with problems grounded within
specific situations which produce descriptive krenige. Lastly, the enhancement
approach stems from the critical sciences basedatues clarification and it generates

knowledge which is both predictive and descriptive.

Hart and Bond (1995) describe the advantages to nilmsing profession of this
methodology by constructing a typology of the idfeadtle characteristics of action
research. This typology suggests action researddugative, deals with individuals as
members of groups, is constrained within a contart is problem focused. It includes
change intervention, is cyclic, aims to improve abtased on a relationship in which the
participants are drawn into the change process.

Dick (1993) suggests that when practitioners useracesearch they can learn consciously

from the process and create partnerships betweersearcher and the participants.

The virtue of action research is its responsivenktss what allows you to
turn unpromising beginnings into effective endinlyss what allows you to
improve both action and research outcomes throygioeess of iteration. (p.
9)

Somekh (1995) claims that action research througkip addresses the persistent inability
of research in the social science disciplines togoabout actual improvements. Somekh
continues that using this approach sees knowledge fgd back into the practice, the
unique frame of reference. She also adds thatrikatation of action research is realistic
and sensible. The researcher operates within th&r@ints of being a working practitioner
and, therefore, there may be limited time in treeagch process.
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3.6. Conclusion

The action research methodology lends itself tayshg how the role of CNL can be
further informed and how the support can be furthmaroved by allowing those in the role
to define the role and continue the inquiry in alicyparticipatory fashion. There has been
a substantial amount of international research andinimal amount of New Zealand
research carried out that looks at both the broadt tof leadership in nursing and then
specifically clinical leadership. Some of the reshaon clinical leadership has involved

those in the role and has produced unique knowledge

Action research as the methodology of choice (cdriteund, participatory, collaborative
and reflective) linked clearly to my objective tdoav those within the role to influence the
future development and dialogue around the roleis Tihethodology endorses the
participation | intended, and has a strong emphasidemocracy and action and aims to
alter the initial situation to a more self-manage. It is characterised by planning with
intention, acting, fact finding, evaluating andrnhepeating this process in a cyclic nature.
Nursing researchers suggest that action researeluesative and non hierarchical, as it
works with individuals as members of groups anthaalgh it is constrained within a
context, this enables it to be problem-focusedetisally for me, the CNLs were to be co-
researchers. The next chapter outlines how thigsearcher relationship was developed.
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CHAPTER 4. METHODS AND PROCESSES

4.1. Introduction

This chapter details the design of the study as$ agethe methods and processes used to
conduct this action research project. It addressssges related to ethics, rigour and
presents the author's worldview plus the challergfe conducting research in an
organisation where you are employed. A two stagggdewas used; the first involved
gaining individual perspectives of the Clinical Ner Leader (CNL) role. These
perspectives were used as a basis for beginningdhen research group process. The
characteristics of the participants were to be Cldt8ve in the role who worked in a
variety of practice settings within the organisati®he second phase was the presentation
of these themes post analysis to the action rdsegroup consisting of the same

participants.

The two stage design allowed me to collect a datdrem individual interviews and then
to take this collection to the group as a basisctonmencing group work. The interview
was the deliberate first start of a cycle. Esséwtithe participants would provide a pool of
data that would then allow me to analyse it andgmethe findings back to the group to
include, disregard, negate or ignore. Dick (1993%ounts that using a cyclic or spiral
approach allows for later cycles to question thelifigs, making the action research
approach “a process of iteration” (p. 11). He esdsrthis entering with intent influenced
by the work of Lewin (1948) who advised that thenaiyics of a social system are often

more apparent in times of change.

Phase two was the action group process. This comedenhen the interview themes were
presented for group consideration. The analysighef data, characteristic of action
research, did not occur in a chronological fashidhemes were debated, rejected,
revisited, rejected again and agreed in a fasheomtore spiral than linear. Gummeson
(2000) argues action research process could ndeseribed as either linear or efficient. It

is interactive, aiming at holistic understandingridg a project and, as Gummeson
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summarises, events unfold in an unpredictable déashihroughout the research project |
kept a journal which allowed me to reflect on mysition as the facilitator through the
action research process as well as account for wilaat happening within the group
process. Dowling (2006) describes this reflectian e examination of the level of
awareness of the relationship between the resaagioldethe context or environment where

the research is carried out.

4.2. Recruitment of Participants

Firstly, an electronic invitation was sent to th&lev group of CNLs within the District
Health Board, inviting them to be a part of theessh project (Appendix 3) with an
information sheet attached (Appendix 4). This aitommunication provided detail about
the opportunity to participate and what participgtivould entail. The two phases to the
research were explained in the information shegtildey the intention to include an initial
interview and then six to 10 meetings over apprexety six months. This attached
information included two options. If further infoation was needed or questions remained
| or my supervisors could be contacted. Alterndyivpotential participants could attend an

information meeting held on a specified date.

The responses | received included eight electnapties, two replies by phone and one by
attending an information meeting. From this inigabup of 11, four had to be excluded as
two were in management roles, one was active gamtco-ordinator role and one was a
midwife. The remaining seven were contacted andfarther information they required
was given. They were informed that a tape reconaerd be used to record interviews but
they could request, at any time, for it to be tdriodf. They also could withdraw at any
time without question. Thematic analysis of theeimtews would then be carried out by
me as the principal investigator to prepare foroedcphase analysis and interpretation.
The next stage of data collection would occur @rerto 10 action research meetings held
over six months where this first set of data wobddl initially presented. The potential
participants were informed that at the inceptiomcion research meetings the decision of
the group will direct any subsequent data collecfiwocess. Seven CNLs consented to

participate.
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4.3. Ethics

The potential participants were given assurancedhafforts would be made to protect
their identity and that they could withdraw at d@mye without question. These points were
included in the information sheet and verbally edpd in the consent process. The fact
that the group would determine the direction of tesearch (action research) was also
outlined in this sheet. Information given as pdrthe individual interviews and group
activities would be kept confidential to the resbar and supervisors. Data gathered from

the group process would also be confidential togttoeip.

The consent form (see Appendix 5) addressed thiameqmon of the research project and
issues of withdrawal and confidentiality. As pafttioee consent process, the CNLs were
given an opportunity to consider information releivéo the project (see Appendix 4:
Information Sheet). The consent form noted thatretheould be an opportunity for
guestions about the research and that these weulthbwered to the satisfaction of the
potential participant. The participants could witng at any point without having to give
reasons. The content of the research material woeldreated confidentially and every
effort would be made to protect any identificatibvat may arise from the data. The form
included that the data the participant would previdould not be used for any other
purpose than as a thesis or in related publicaBokspresentations and that the data would
not be released to others without written conskniias also noted that thearticipants
would check transcripts or meeting notes beforefdtiew up meetings. At the time of
consent the participant would agree to abide bymglorules as determined by the group.
Finally, as part of the application for ethical el to Victoria University of Wellington
Human Ethics Committee, a statement was includatifthduring the course of the project
any third party is named every effort would be madeprotect the identity of that

individual.

4.4. Rigour

Koch and Kralik (2006) suggest the rigour of anactesearch project is related to the
author’'s worldview, the credibility and dependailof the inquiry, the transferability of
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the findings and how believable the stuslyMy worldview as a researcher equates to one
of the positions Greenwood and Levin (1998) includieen explaining the differing
approaches to action research. After summarisiragge of approaches they state: “And a
few simply advocate that whatever the questiortigpation is the answer” (p. 8). This is
similar to my worldview as a manager and in partywhhave included Wadsworth’'s
“stewardship without control” in the opening ofghhesis. | facilitate and chair meetings,
attending to the principles of equal participatanmd will often invite those who may not
have had the opportunity to contribute to do sodifdnally, as | teach on nursing study
days | regularly use this statement: ‘I am intexddtom any others | have not heard from
yet ...l am interested to hear what you think’.

| believe in order to try to advance knowledge amprove conditions surrounding a social
situation it is helpful to ask the people in thduation what is going on. | wanted to
conduct research that would further inform the etioh of the role of CNL and further
improve the support afforded the role. My worldview a manager and researcher has
been informed to an extent by critical theory. Mi€ldnd Whitehead’s (2006) explanation
of critical theory being that it proposes that imder to change a situation you need to
understand it, and social situations are generétedoeople, therefore they can be
dismantled and re-constructed. They propose thalstwaction research grew out of
critical theory it went farther. They add that siions that are taken for granted need to be
viewed in the context of power relationships. liéet that in this inquiry, the context of
the DHB where the CNL is working cannot be separdtem how that context might
relate to the inquiry and the responses from timosee role.

The context where the research was undertaken vid$B3 one of 21 in New Zealand.
The role of the CNL is encompassed within the chhimanagement structure of this
organisation. There are other clinical leadersbips in nursing in other DHBs as indeed
there are internationally. This inquiry can at tleast inform those roles about the
usefulness of acquiring further knowledge for rdievelopment by co-researching with
those in the role. The importance of those paditiiy in the research being represented

adequately is related to the credibility of theuimg. In this study there were two phases to
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the design. The first phase was the interviews lwlgtowed each individual CNL the
opportunity to describe their experience of beif@NL. The second phase was the group
meetings. The values and interests the seven Chtigybt to both phases of the inquiry
were derived from the fact they were operatinghe tole before and throughout the
research. They were well placed, sufficiently sepbated in their knowledge, to contest
the reasonableness of the interview data as wedubsequent data arising through the
action research group. The interview data was thieally analysed by myself and
presented back to the group as a list of themes gftup was established and ground rules

which included balanced and respectful participati@re agreed upon.

| simultaneously attended through both phases ghl@o and Brannick (2005) describe,
to the content, process and premise that were gaglace. On interview, facilitating
writing summaries and reflections | questioned whas going on. | believe that | brought
to all stages of the research my belief that wreatélie query, participation with those
involved is the answer, in addition to what els@appening in this context, including my
role and responsibility as researcher. Prior toroemcing the research and in the planning
as well as the analysis, | considered the rolehefresearcher who is also an employee
within the organisation where the research is cotedl I, as the principal investigator,
was also employed as a manager in the DHB wheserésearch was undertaken. My
position as a researcher with a long-standing éstein clinical leadership is of relevance
to both the interview and action research groupedas well as this position as an insider

researcher.

Dowling (2006) proposes that the researcher willehan effect on the phenomenon
studied and it needs to be recognised that themeser is also affected by being in the
field. From the establishment of the group andulglothe group process | was conscious
that my role was to ensure equal participation twad all voices were heard. Coghlan and
Casey (2001) consider the tension of the reseaaténsider, noting that there has been
limited analysis of this dual role. They acknowledglthough challenging, nurses who
carry out research within their own setting do smduse they aim to improve certain

aspects of practice, education and management. fdfel to role duality as having the

42



responsibility as an employer as well as the resipdity as a researcher, which could
translate into tension between loyalty to the oigmtion and loyalty to the research
process and participants. | reflected regularlyhimita journal on my role in the action
research meetings, aware of such considerationsCagtlan and Casey’s description of
being the “insider” (p. 675).

The framing of the project is the key, accordingCimghlan and Casey (2001), even to the
detail of language used when referring to the dith@ project. To think in terms of issues
is the preferred option they suggest. If terms saglproblems are used, this may lead to
convergent thinking. Equally, they add using thedvtmpportunity” (p. 678) will lead to
divergent thinking, a sense of excitement and p@tkenreativity. | was very aware of
some of theses challenges at the outset. Findlgy summarise that one of the most

important of issues for the nurse researcher isagiag the politics of the organisation.

Undertaking an action research project in one’s dwapital is political and
might even be considered subversive. In many réspaction research is
subversive: it examines everything, stresses lisggremphasizes questioning,
fosters courage, incites action, abets reflectiond @&ndorses democratic

participation. (p. 677)

45. Phase Onelnterview

During the month of October 2005 | entered thedfiel commence the interviews with

those active in the role of clinical leadershipnimrsing. This first phase was important to
the research as it would provide an opportunityaibiseven participants, in a one-to-one
interview to say whatever they wanted about the.rvl order to facilitate this | used the
following opening question in all interviews. “Tetle about your experience as a Clinical
Nurse Leader”. Throughout the interview | used, rgheecessary, the following prompts:
feelings about the role, interactions with the camities they lead and a prompt to ask
them to describe the important features of the. rbte length of interview spanned from
40 minutes to 90 minutes as the seven CNLs respotadthe inquiry. These initial taped

one-to-one interviews were completed in Decembed52(Each interview was then
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listened to and transcribed by myself. The CNLseaggich given the opportunity to read
their transcripts and make changes or comments.e Naithe transcripts required

changing.

4.6. Analysisof the Interview Data

Following completion of these interviews a manini&@nhatic analysis of the interview data
was carried out by me. The style of analysis used wmformed by the writings of
Sandelowski (1993) and Tesch (1990). Sandelowskisad in undertaking such analysis

that the researcher should aim to create a piciundat is happening.

A representation in the same sense that an aastwith a few strokes of the
pen create an image of a face that we would rezeghwe saw the original in
the crowd. The details are lacking, but a good c&dn not only selects and
emphasizes the essential features, it retains itheéness of the personality in

the rendition of the face. (p. 3)

Tesch (1990) also uses an analogy with art, angaoes the analysis and interpretation of
qualitative data to that of an artist in motion.tWo researchers are assigned the same
qualitative exercise they will most certainly produdifferent results. Sandelowski (1993)
argues searching for similar detail may actualsruapt the quest for capturing the essence.
There is, they agree, no one exact way to dravwcea féhe duty for nursing, Sandelowski
suggests, is to find ways to capture and presesetheductions or, in this case, a thematic
analysis of the interview data to move towardsefuknowledge. The thematic analysis
process used in this research allowed me to ¢rafessence of the interviews, and provide

a representation or illustration of the data thatdgroup could recognise.

Commencing in chronological order of interviewseréfore first interview carried out

being one and so on, | read the typed transcriptl did, |1 assigned a colour, letter or a
symbol to each new theme | interpreted and claskds new. This initial thematic analysis
was carried out in one complete session. This ¢ypeanual thematic analysis is generally
thought to be a process which entails reading a&ackading, having the objective or

question central focus through this process andngoeth some fashion a word or words
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that secure the ideas (Roberts & Taylor, 2002).yTdefine that when you can no longer
reduce the themes without losing the uniquenesbeotiata then these become your final
themes. | arrived at a collection of themes, chups$o refine no further at this point. My

rationale for doing this was shaped by the writinfgSandelowski (1993) as well as this

being an action research project. Sandelowski densd:

Research is both a creative and destructive proeessake things up and out
of our data, but we often inadvertently kill thentp we want to understand in
the process. Similarly we can preserve or kill sheit of qualitative work: we

can soften our notion of (rigour) to include theaydliness, soulfulness,
imagination and technique we associate with marstia@rendeavours or we can
harden it by the uncritical application of ruleselchoice is ours: rigor or rigor

mortis. (p. 8)

My decision to generate a loose collection of themvas also informed by this being the
reconnaissance phase of the action research prejestarting point of a group process
which | wanted the group to direct. More detailelgsis of the interview themes may
have seen the loss of the individual voice withiis tcollection and seen mine dominate.

Two excerpts from my journal highlight my thinkingmaking this decision:

| was acutely aware that the participants in theemiew were sharing with me
in it appeared in an honest and candid way thepegiences within the role of
Clinical Nurse Leader. | was acutely aware that deded to protect their
identity but at the same time present their expees as true and accurate
representation of their data. | did at times fakell had been gifted gems of

knowledge and that caused me to consider how t foarthese gems.

| deliberately chose not to further refine any lé#ssn 24 for two reasons... How
did I know what was more important what would b&t o further refinement
how did | knowAnd then later.. on the other hand it felt right to let the group
decide as too much me in this part really...too nmehin the analysis. Tried to

do it quickly without too much interpretation anohsideration in my head.
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Hand (2003) sees that in using the qualitative @ggh, the researcher and the research
cannot be significantly separated and that detanhimseimpossible. The researcher both
affects and is influenced by the process of cagyint the research. Waterman (1998)
suggests that the action researcher, often a poaeti themselves as in my case,
strengthens their position by bringing to the ftreir preconceived notions and prejudice.
It is fair to say that as | carried out this anayisbrought my knowledge from 32 years
nursing, three as a student. My background of frawiarked at this District Health Board
for 28 years in a range of roles including actihgrge in various clinical settings and with
a long standing interest in clinical leadership niddad extensively considered the role in
its entirety, possessing as Waterman describesdpoeived’ ideas about the role. In light
of this, | was conscious of not reading my idea® itne interviews; rather | used my

knowledge to interpret what was shared throughritezviews.

Finally this starting point (the interviews and thgbsequent thematic analysis) saw the
results (presented in section 5.3) presented tadtien research group for further analysis
on the role of Clinical Nurse Leader. Phase Twe, phesentation of these themes post

analysis to the action research group was to follow

4.7. Phase Two Action Research Group Process

Wadsworth (2001) states that facilitating an actiesearch process and attending to both
the content and the action research process igtitignisocks on 24 needles at the same
time” (p. 421). Coghlan and Brannick (2005) expltie dynamics of action research in a
group are complex. One of the key elements of agsearch that Reason and Bradbury
(2006) refer to as important is “the developmentathtional participation” (p. 350). This

relational participation commences at the initistablishment of the group and centres on
the type of participation that arises from subsetjgeoup work. This relationship sets up a
space for the inquiry to be undertaken, a spaceemt@ncern for each other, trust, equal

influence and shared language is present.

Park (2006) refers to participative research utigjs dialogue as an “important

methodological link and as occupying a principakipon in action research among
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activities pursued because of its existential $icgmce for human life” (p. 84). Dialogue,

Park describes, holds a central point in fulfilliimg principles of participatory research. In
order for exchange of views or debate to occurwmaild see participants disagreeing with
each other a mutual trust had to be establisheasd®eand Bradbury (2001) view this trust
as vital, allowing the participants the capacityctmvey their views candidly to the entire

group without worry.

The “social space in which .... [participants] camarghexperiences and information create
common meanings and forge concerted actions togdtPark, 2006, p. 84) is central to
action research. Achieving this, according to Waalttw(2006), requires the facilitator to
be responsible for ensuring that the group rematudsed on the aim of the inquiry and
assists them in capturing and articulating the ressef the group work. Not only is this
focus necessary but, as Reason and Bradbury (20fX&) an action research project needs
to be: “explicit in developing praxis of relatidnparticipation, guided by a reflexive
concern for practical outcomes, include a plurabtyjknowing, engage insignificant work

and result in new and enduring infrastructure astanable change” (p. 350).

Coghlan and Brannick (2005) refer to the “meta eyaf inquiry” (p. 25) when content,
process and premise are all simultaneously attetad#dough the action research process.
The content refers to what is detected, planned ateld on. The process is how the
detection or diagnosis is undertaken what acticesns from that and how further
evaluation takes place. These authors describetlwovaction research cycles can work in
parallel. At the same time as | was involved in tth@eing of the project, | was
simultaneously diagnosing, planning, and takingoacas well as evaluating, how and why
actions were taking place. Such activity takes atoount the premise which refers to the
often non-conscious, causal assumptions that ditihaviour. They also suggest that the
culture of an organisation may have a powerfuluefice on how issues are regarded and
debated. All this taken into account such groupviigtrequired myself as the principal
researcher to not only constantly ask what is goimndere through the meetings but also
draw together the key aspects in the written sumrmobthe meetings so that they were not

lost between meetings.
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The context in which this research was undertakaes & District Health Board setting.
Those who participated were active within the ratel were working within the health
provider arm of the DHB. Passmore (2006) statesie“Workplace is central to our
existence” (p. 38). He further suggests that thesefore not surprising that much research
and effort has gone into studying behaviour indbetext of the workplace. The CNLs had
brought to the individual interviews, and would tione with the action research group to
utilise, as Heron and Reason (2001) describe, fgpes of knowing: Experiential,
presentational, propositional and practical. Exgrdral knowing arises from our
encounters with the actuality around us, presenmtatiknowing is the form we give to
express these encounters through language, imadetha like. Propositional knowing is
the distillation of both experiential and preseiotal into theories or statements and,
finally, practical knowing is bringing all three tiie aforementioned together that informs

the doing of appropriate things in a skilful manner

4.8. Action Research Meetings

The initial meeting was held in December 2005 aftez completion of the seven
individual interviews. It was held in a central wenwithin the hospital campus with a title
‘meeting’ only on the room in order to protect tbenfidentiality of the participants.
Subsequent meetings were held in a different, Isot@ntral, venue. These meetings were
included in published visible schedules relatingr@om bookings with only my name
attached. This was not unusual practice for me theraneetings | either attended or
chaired would often include my name on the pubtishst. Our first meeting covered
initial introductions, reiteration of this being &® Two of the research, and the intention
for this particular forum. The intention was to asdish how future meetings would be
conducted, their length, frequency and whether mplotules would be appropriate to
utilise. The group quickly and unanimously decidedconduct this meeting without the
use of a tape recorder to capture the dialoguskédathe question: How can we ensure
equal respectful participation? The following grdumiles were agreed on (see Figure 1,
page 49).
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Nine action research meetings, held approximateinthly, plus one evaluation meeting

were held over 11 months. The meetings in theiraetgtwere completed in October 2006.

Analysis of Action Research Meetings

On completion of interviews and the presentationttdmes, the group directed the
ongoing analysis of the content related to the mfleCNL, in accordance with the
principles of action research. In the following pteas this direction is illustrated
figuratively from the outset of the research projetlecting a number of factors: the aim
of the research, the questions, the methodologgethd®hase One then the simultaneous
flow of content and action points. It also repreésany role of facilitator: My query “what

is going on here?” and the “transformative momefs™330) of the research as described
by Wadsworth (2006).

+« Start times: Rooms to be booked 15 minutes priooffizgial start time to allow
debrief at Waikato campus

+«+ Food to be provided by Suzie

s Meetings will be taped with tape turned off if regted

« Group to keep each other safe in their discusdignallowing balanced respectful
participation of a courteous manner

% Group to protect confidentiality of others apadnfr Suzie as principal investigat
some members have already informed others of plagiicipation

s Group decided that Suzie may stop discussion if balanced or discourteous
participation appears to be occurring

+ Cell phones may be left on silent setting. If angmnbber of the group needs to leave
on ring that member must inform the group pre nneeti

% Humour is permitted

» Meetings need to be approximately an hour

s Summary of meetings to be in bullet points and utated pre next meeting
electronically through internal WDHB email with agia Suzie to type

[®)

r

Figure 1: Ground rules agreed on by clinical nursdeaders in action research group

49. Summary

This chapter has outlined the methods and processzsto conduct this research project

including how data was generated and analysedré&draitment and selection of the seven
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Clinical Nurse Leaders was described, as werewtbgohases of the study. Phase One was
an individual interview with each of the CNLs anldaBe Two a series of action research
group meetings with myself and the same group of db-researching. Issues relating to
ethics, rigour, my worldview as well as the positiaf myself in a dual role of researcher
and employee in the organisation where the reseaashconducted have been discussed.
Chapters five to eight are concerned with the titatgon of data interpretation through the
two phases of the research. They contain figures ithustrate the continuing cyclical
evolutionary process of the project, including radi@nce to content, process and premise.
These tracings start with the initial objective fbe research, subsequent questions plus
interpretation of interview and action researchugravork. The voice of the individual
CNL is highlighted as part of the presentationrafividual themes with all seven voices
informing the themes arrived at in Phase One. Ratfig on from this the group voice of

Phase Two is announced which informs the last stégee project.
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CHAPTER 5. ANALYSIS AND INTERPRETATION OF PHASE ONE
INTERVIEWS

5.1. Introduction

This chapter outlines the analysis and interpratatif Phase One of this research. Seven
separate interviews with the Clinical Nurse Lead@fdNLs) were held immediately
following the obtaining of informed consent anddrefany action research group sessions
were convened. Figure 2 depicts how Phase Oneeofdbearch followed on from the
initial questions, subsequent questions, literatakgew and choice of methodology. The
objectives for the study being how can the CNL tmdefurther informed and how can the
support of the role be further improved, with suhsnt questions being, what is the role,

and who should define it?

To restate the opening question of the intervievs:Waell me about your experience as
Clinical Nurse Leader”. None of the participantsreventerviewed twice. All of the
participants were ready to answer this opening tqpresmmediately and used examples
from their practice. The quotations were drawn frairparticipants with no distinguishing
statements included unless permission to do so ge&sed from the individual. The
guotations from the interviews are presented iicgand provide evidence for the reader
of what participants had to say about the varibesnes that emerged. The 24 themes that
emerged from the analysis are grouped using the $eradings as in the literature review
presented in Chapter 2. This regrouping was noemaken until after Phase One and
Phase Two of the field work were completed andathaysis of the group action research

process had been done. Table 1 provides a sumrhtrg themes.
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Figure 2: Towards Phase One of the research — the interviews

How can the role be further
informed?

How can the support of the
role be further improved

J

What is the role?
Who should define it?
What is the professional context?
What is the situational context?

How will it be approached?
Who will profit from it?

Principles of Action Research:
Participatory, cyclic, qualtative

Ask those in the role:

‘.. .whatever the question
Participation is the answer”
(Greenwood & Levin, 1998, p. 8)
Interview:

“Tell me about your experience
as a Clinical Nurse | eader

Thematically analyse

..we can preserve or kill the spirit of qualitative work:
We can soften our notion of (rigour) to include the playfulness, soulfuiness, imagination and
technique we associate with more artistic endeavours or we can harden it by the uncritical
application of rules. The choice is ours: rigor or rigor mortis (Sandelowski, 1993, p. 8)

,
Collection of themes- for phase two establish the
action research group and present the themes
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5.2.  Analysisand I nterpretation of Phase One I nterviews

The themes analysed from the interviews revealecteod relating to the role, the
attributes, skills and knowledge requirements Fa tole, plus the experience of being a

Clinical Nurse Leader.

Table 1: Thematic content of clinical nurse leaderdnterviews by key groupings

SKILLS
ROLE OF CNL ATTRgBFUTES KNOWLEDGE EXPERIENCE OF
REQUIREMENTS BEING A CNL
CNL
CNL
Pivotal/influential | Varied/adaptable | Systems Conflicting management vs
leadership
Standards Gender Professional
Relationship Separate/apart
Legitimate Enabling
power/authority Professional supportinternational
Respect/ colleague
Staff advocate consistency/
support fairness Feedback
Patients Sense of Humour Exciting/enjoyable
Complex Communication Privilege/humbling
Hard work &
emotionally draining
Relationship with manager
Moving away from clinical
skills

5.3. TheRoleof theClinical Nurse Leader

The role of CNL was seen as pivotal, possessivéegftimate power, responsible for
upholding standards of care, committed to pati@ané,can advocate for their nursing staff

and described as complex.

53



Pivotal/influential

All CNLs talked about features of their role. Theras a general belief that Clinical Nurse
Leaders holda very pivotal role on the ward” This pivotal role arises from the various
responsibilities that the nurse leaders have. As©NL said CNLs havémany hats....

Quality and Risk, Health and Safety. being the accountant being able to look at the

general ledger and being able to fathom out whaiaveee means”

Standards

Implicit in the role are the responsibilities th&lis have and the degree of responsibility
that the role carriesThere’s a big sense of responsibility that comek thierole”. These
responsibilities require the nurse leader to seting standards for themselves and for the
ward. As one CNL said] have set the standard and expectations and pedéplw the
standard[they] know what's expectedThe role entails more than setting the standard,
involves the CNL supporting staff to meet the staddand when, it is not met, to establish
why. One talked of the importance of clear commaiid of nursing standards to her

staff:

because that's what it's all about, having trust each other and from the
leadership perspective making sure they're vergrcébout what it is they are

providing, how they are to provide it and what gt@endard is

Meeting standards requires the CNL to monitor thality of nursing care given. This
process of monitoring involves recognising thatstendard may not always be ni¢m

very clear about the standard of care here we try really hard sometimes we don't
[always] get it right but we try really hard to get it righ Or, as another CNL described,
“every now and then when we have meetings, we batenk now what have we been

doing ¢’'mon think about what we can improve on”

Legitimate power/authority

Four clinical nurse leaders referred to the usthefauthority or legitimate power that the
role carries. One CNL clarified that whilst the johrried organisational delegation of
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authority to deal with issues such as performanaeagement of the nursing staff, that did
not carry personal significance for thefiim not in the job for the power | have over
people I'm not in the job to control othérsAnother CNL recognised the authority
invested in the role but saw that as an authootyto be used in isolatichh might be the
Charge Nurse but | cannot do anything by mysedf niot a lone job, | cannot do it without

the team of nurses”

The nursing staff and patients were key foci fa @NLs whether they were detailing the
role itself or the experience of being in the rofdl CNLs interviewed included a

description of how the CNL supports and advocateshfeir nursing staff.

Staff advocate and support

The CNLs talked of being an advocate for theirfstafd the amount of time invested in
this responsibility*Staff management is huge and it often takes atanhy timé& There
was general agreement about the importance of dhecacy component amongst the
CNLs. “I'm protective of my team cause | won't have angariticise them | might discuss
things with them but I'm very proud of my tear®thers described their staff as tHéap
priority”. Two CNLs described their response to being sadffocate for the nursing staff
“the staff are feeling a bit pressured and lookiegne” and“l was very much on the floor
to support them in their nursing duties in whateaeose during the day’Finally, one
CNL, referring to the advocate component of the Cbiltlined the expectation of
maintaining confidentiality'you have to keep your staff confidence as welbhdst [of
them]come to you with things in confidence”

Patients

Six of the CNLs spoke of the patient as a key foolshe role. They talked about the
importance of and responsibility to the patient dhe enjoyment associated with this
function within the role of CNL. One CNL saidrid it's seeing the patient | suppose
seeing their continuing clinical story that | fedsponsibility fof and another described

their love of‘patient contact”.
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One CNL referred to her strategy of refocusing loa patient to sustain herself in her
practice as a Clinical Nurse Lead@rtake it back to the patient and that's what Hga

keeps me on track in my role as a Clinical Nursadeg”. The same CNL described also:

It's all about going back to your patient care. because your role is to educate
patients and if we don’t know how can we go ahaatlexplain it to patients.
and getting patients to be more responsible and agana lot more and
understand their medications and their health amd prevent them from

readmissions to hospital ...we can make a differancekeep them really well

Another CNL, summarising her thoughts, commentsx rhe the biggest priority will
always be patients”.

Complex

Five CNLs described the role as a complex one. Hpeke of the complex nature of the
role, balancing the demand for acute responsertot gditients as core business of a health

care provider and patient needs. One CNL described:

so it makes the role very very complex...we have mdoe complex patients.
People[patients]are a lot older coming into the organisation a ktker so
their discharges are a lot more complex, the pressun the beds is absolutely
huge ... you come to work in the morning and your focus iraly on

discharges and beds

One CNL recognised the need to continually comnateichrough the complexity of
service delivery‘We don't have extra staff to manaffeed numbersko its coming and
going and how long you know you’re always antidipgtand that can be quite hardThe
same CNL referred again to this communication latehe interview. She described how

the role involved

being the hub of the ward or the speciality. being a link into all different
services and at some stages you're linking alldifilerent teams in making sure

that people know what the right hand and left hareldoing so to speak

56



This complexity was described in some detail by tfdhe CNLs. The complexity was

demonstrated using scenarios from practice.

In fact | said on Sunday to a lady in a restaur#mt | thought managing a
restaurant this neat little café would be similarrhanaging a ward and | don't
know why | said that but its leading the people imakhose decisions and
communicating. And then doing all of this with dans interruptions and that
is amazing and | think constantly well every ab®wr 4 minutes you'll be on
some track doing something then an interruptiorsfim.... and that's why |
related it to a restaurant that's that kind of thelhaos that the theme of the
meal is going through and chaos might be in thehlkeib but you're welcoming
the people to the ward or your restaurant ...I've tie relatives, I've got the
patients, I've got the nurses and all of their pedgpeir animals their creatures
their children and what's going on in their livewd got the District Nurse
phoning up some GP phogin.. someone from NZ city ...and its on the go

chatter and chaas

Another CNL stated that the role of the CNL is apradvanced one.

| don’t see the CNL role as a little role that Ijosst here I'm just a nurse I'm
just managing my staff and that’s it | don’t seastthat kind of role | see it as

being very advanced very multi pronged that’s ahably.

Finally, as one CNL summarised, the role copes wigimy of the changes to the delivery
of health care that affects the way clinical enngguch as the ones CNLs practise in. The
CNL said:

It's a challenging role it changes all the time lwihe nursing staff themselves
the health trends, the politics of health the wdykiamics and more challenges
with the health system the patient and the famylyachics we're dealing with

... it will challenge me every day
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5.4. The Attributes of Clinical Nurse Leader

All of the CNLs interviewed noted various attribsitihat they deemed significant or worth
including in the role of CNL. Attributes that weraitlined included being adaptable,
enabling nursing staff, being consistent, commuirigaeffectively and possessing a sense
of humour.Some attributes were raised by only a few CNLs,doample gender as a
factor that may influence how the role is performaes only mentioned by one CNL.

Varied/adaptable

Three CNLs described the ability to be varied addpsable as necessary attributes to
function in this role. As one CNL saitifo me the role varies from day to day ... it would
have to be one of the most adaptive role | suppdsere been part of”Another CNL
rated this attribute as key, describififjhe important features of the role certainly being
able to be adaptableand a third CNL referred to the many functionst@ tlinical nurse
leader as requiring the nurse to w&aany hats”.

Gender

One CNL raised gender as an attribute that mayenftte the function of a CNL, not
concluding whether one gender is more effectiva ttee other instead stating: think
there’s a huge gender difference between the madef@male Charge Nursand moving
on to further describe how a male and female Glinldurse Leader may approach

performance management issues with nursing stiiéreintly.

Enabling

Four CNLs spoke of the importance of enabling theursing staff to function
autonomously and make clinical decisions. One de=gtther response when nursing staff

had approached her for solutions.

Well that's good that you recognise that ... how do think we can change so
that they don’t think know that I'm not sendingrthaway to do it on their own,

I’'m willing to help them and there are other peoplé there that can help
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Another CNL described her approach to her stairagnabling one. She sd@hd | can
see the good in them and | think yeah | can seeahd.... to give them solutions'One
CNL recognised the need to maintain her nursindf'staesponsibility as individual
practising nurses distinct from the CN&nd its about keeping it in balance because if you
problem solve too much then you take it away filoemurse’s Lastly one CNL described
how to share a vision with her nurses and encongatiie nurses as opposed to being

autocratic in her approach:

but it's saying this is how | want people to bestisihow | want you to be, come
up and join us and people will aspire to that apaged to poking them with a
stick to try and get them where you want them tartzethat doesn’t work

Respect/consistency/fairness

One CNL spoke of the need to be respected consiagtehfair when working with their
nursing community. They shared how respect wasuamatic, but had to be earned.

You need to be consistent. you want people to respect the position but the
respect is one that is earned and | suppose youeasggtect from giving it as

well.

Sense of humour

Three CNLs concluded that one of their strategias inaving a sense of humour. For one
this was about the fun of the ward environménlike to work on.... a ward that enjoys
having fun life is too serious to be taken seripusiThe other two spoke of a sense of

humour as an attribute.

Humour | think to be able to laugh | think enjoyopke ...humour my sense of
humour.... and using it every day’And, a“sense of humour that's what
you've got to have in this role I tell you it shdude the key component of the

job description
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Communication

The role requires interaction with a wide variefypeople and organisational personnel
including patients and their families, nurses, dostand multidisciplinary team members
like physiotherapists and managers. Three CNLsrexfeo ability to communicate as one
of the attributes of a CNL. One CNL said

| think communication is a huge thing being abletatk with people at all
different levels.. we have a lot of interactions my whole day is spaiRing to
people and just discussing and drawing informabaon

The role also requires communication within compéeitical clinical situations as one

participant described.

| think there’s times when I'm abused not by skaff by patients and their
relatives and | stand to those people and | staindng and | tell them it's
unacceptable.... and again communication but a strength within that

communication ... | think the ability to communicatéhe most valuable

Agreement was found in the third CNL who statgdod communicatiorjabilities/skills]
find that essential” Although being an effective communicator was deeéno be a
necessary attribute, to an extent this was weawtd the other skills and knowledge

requirements spoken of by some of the CNLs.

5.5. Skillsand Knowledge Requirements of a Clinical Nurse Leader

Knowledge of systems and processes, relationshipageganent and ongoing professional
support were identified by some of the CNLs as s&a@gy for the role. One CNL spoke at
length about the level of support she had recearetithe lack of clear expectations as to

how to “comport yourself as a Clinical Nurse Leader

System and processes

The DHB where the research was undertaken utiis@sy protocol and procedures that

govern both clinical and non-clinical practices.eTdinical areas where the CNLs are
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responsible for the nursing care of the patiedise8 many policies, for example medicine
management which governs the dispensing of spegi@dicines by certain certificated
clinicians to patients. One CNL referred to the ampnce of such systems and her
responsibility as a Clinical Nurse Leader. She:sditley [the nursesheed to understand

systems and processes it’s critical they understand the systems and psses’.

Professional Relationships

Three CNLs included the professional relationshipat the Clinical Nurse Leader
manages, with one statirfyou know you're dealing with... all sorts as well as other
professionals’ Another CNL described the variety of colleagued tha@ CNL engages
professionally with;it’s your relationship with your boss your staffat work with you it's

your peers it's other CNLs, it's other departments”

Professional support

Three CNLs talked of the mentoring model as beisgful to support the role. As one
CNL said:“l would stress anybody to seek out there’s a wimndit a mentor”. One CNL

described her experience of professional developarahsupport within the role and said:

| found that there’s not a lot of coaching mentgrimelp for this role and a lot
of it is a little bit by trial and error...it becomedfficult when you’re dealing

with staff and handling personal relationships
Another CNL spoke at length of the level or lackpobfessional support she had received,
describing at one point:

you're not really taught how to comport yourself a<Clinical Nurse Leader
you hope that what you’re doing is what you're saggal to be doing you read
the job description but its pretty generic

The same CNL included how this may also be a fatistn.

| suppose it probably is a frustration but it's niméving a mentor | suppose
when you come into the role someone you can gaakdo about.... and

you hope you're doing it right and you hope someariecome and say to
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you hey.... so | think in that respect you're always left wondg as to is this
what the organisation wants you to do ... it woulchize if you go and do a

course or just went away a day a week for four weela structured way.

The experience of the being a CNL saw the CNLsitaltketail about how it was for them

to function in the role including judgement stateseabout the experience.

5.6. TheExperience of being a Clinical Nurse Leader

Six CNLs described the tension that occurs betwidenleadership and management
functions of the role. Five described the expement being a clinical nurse leader as a
privileged and humbling one, relating back to thexperience again with both their
patients and nursing staff. Five also described rtile as enjoyable, challenging and

exciting.

Conflicting management and leadership

The role of CNL within this DHB has a generic pmsit description which sets out the
nature and scope of the role and includes the pyimesponsibility of the CNL as being to
lead, guide and manage the clinical nursing tearthéndelivery of safe and effective

patient care and outcomes.

Six of the seven CNLs referred to the dual functwéreading and managing within their

role and, as one CNL, said the role is:

almost a schizophrenic role in terms of that iteyMfeagmented... sometimes it
can be in conflict with itself.. you end up with lots of pressure pulling you in
different directions and often | think that’s whizem you're leaving at 7 o’clock
at night you see other Charge Nurses trundling ddwvenhill at the same time |

think the role is bigger than one person can do

There was a general belief that these dual funst@wa often difficult to manage:

The Clinical Nurse Leader role is the kind of caithg in some ways you've
got the leadership role and a management role ardunderstand that whilst
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they’re often interchangeable they’re actually ofteot the same thing and
where as one is about efficiency and one is abibettereness | think sometimes

the roles can clash

One CNL described the challenge of being both andl 4 think the hardest thing about
being a Clinical Nurse Leader is being clinical iasour title and also management and

often they kind of clash”.

Another described an inability to influence the ¢eidalthough the position description

included this as a shared responsibility betweerQNL and their manager:

| feel the money is already spent | don’t have iapyt into the budget although
there’s that thing around capital what you wouldedebut | don’t have any

control of the ceiling of my budget

A third CNL described her response to the expemtati dual leadership and management

focus:

| spend a high component of my job is often orfldoe | am on the floor as in
clinical and I'm often hands on and so thereforeale this office with all this
paper in this basket that’s about this high andéohonest part of that is | need

to take responsibility and be a bit strict and galalo some of that paper work.

Separate /apart

As part of the experience of being a CNL, two CNaked of being separate and apart

from their team, with one commenting:

you get the phenomena of you walk into a room aewple stop talking that
people are very aware of where you are and thay theve to behave when
you're around and so its fascinating because thepfeethat used to work side

by side with see you as a force apart

Another CNL stated howit can be lonely being a Clinical Nurse Leader.
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International colleague’s interaction

The recruitment streams for registered nursingf stdf this particular DHB are
fundamentally new graduate nurses and Registeresgellurained internationally or from
within New Zealand. The Registered Nurse workfosgthin clinical areas where CNLs’
practice in is reflective of these recruitment @tns. One CNL spoke of the responsibility

of the CNL to communicate expectations to her magonal nurses and said

as a leader to make sure that those pedpiternational colleaguesieally
understand what they’re doing and the communicatibot | mean they all
strive hard and learn ... they will all have comenfrtnugely different nursing

backgrounds and expectations and standards

Feedback

Four of the seven CNLs talked about feedback, @tabk thereof, on their performance in
the role of CNL. One was interested in obtaining tleedback from the nursing staff,
commenting“it's very hard to get feedback about how the staéw you. Two others
referred to the lack of general feedback as proatemThe fourth CNL acknowledged that
whilst there was a process of regular review, thés not sufficient?l don’t know if
feedback is lacking but at the end of the day Itrhasloing something right cause no-one

told me it's time to move &n

Relationship with manager

Three CNLs commented both in general and spedifieddout the CNL relationship with
higher management. One CNL considerdtle get a lot of support from the...
managers”and another saidohe thing | guess is hugely important is my relaiap with
my manager | recognise that | have a manager aadd/idys run things past

Privilege/humbling

Five out of seven CNLs spoke of the privileged posithey are in when practising as a
clinical nurse leader and being humbled by thisoAs CNL said:
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The nurses are just brilliant population of peotile way they flex and float and
we do gripe and grumble but on the whole you kneweally do put 100% into
our jobs and | know no-one walks off my ward netirfig like they’'ve done a

full days work so its really humbling

Another said:

the good things about my job is actually workinghwa great team of nurses
being able to tap into this wealth of knowledge @&t | find it's absolutely

mind-blowing to be involved with intelligent peopleat are committed to
making a difference and find that absolutely wohdlels it specific to a CNL

role? Probably not. It's just nursing. That's thim# of people we are.

This privilege accorded to the role is not onlyided from the nurses but also the patients
and, in one case, the wider community. One CNL spokthe trust that patients have

accorded her in the role and said;

and some of the things I've been told and the thet they[patients]give me,
it's fantastic. What an honour to be told somehwfse stories that people tell

me. That's amazing trust

One CNL talked of walking in all worlds:

| just think I'm very lucky to have this job thamnlin because I'm Maniapoto
Ngati Maniapoto and I’'m very privileged to be abdbecome back. | feel 'min a
privileged position ... | am able to walk in all wdsl My greatest pleasure one
day | was in the Emergency Department this youngdamne in and | knew him
really well and he goes ‘Oh you are a nurse. Do ywauk here? | thought you
just worked in all the kitchens the pa kitchensd dnust laughed and thought

that was the biggest compliment | could ever ha\glovely.
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Hard work/emotionally draining
Three of the CNLs referred to how difficult the @otan be as and at times, with two

saying “but | do think it sucks up your time, | spend & &b extra time at work that’s not

paid forand“at times it's very emotional and it's a lot of wof.

Exciting/enjoyable

Five of the CNLs when responding to recountingrte&perience as a CNL, spoke of how
enjoyable the role is with four of them acknowledgiat the same time that it was
challenging. One saityeah its challenging and I think if you have a pis for being a
nurse it is a really good positidnwith another statingl love it ... I love the role on the
whole just because of the challenge$his enjoyment from being challenged came as a
surprise for one CNL‘I like the challenge of leading a team now causdidn’t think |

really wanted to do this job but I'm surprised howch | love it"

Two other CNLs sayingl enjoy my role ... | enjoy where | anédnd*l enjoy the role and

| enjoy the challenges that go along with. it”

Moving away from clinical

The balance of responding to both the leadershibraanagement aspects of the role of
CNL was evident again when three CNLs talked ofrtile of clinical currency. One CNL
rated as important maintaining clinical currencyonder to be able to assess and support

your nurses:

| think my personal feeling is that you have topkeetouch with thajfclinical]
to know where your staff are at too sometimes andhave to walk the talk sort

of every now and then and | couldn’t just sit in@fifyce and not do anything

One CNL, contemplating what this may mean to herr&icareer choices, sdidsuppose
I’'m getting to a bit of crossroads in my careertae moment. | want to maintain the
patient contact in a way’Another, lamenting the loss of clinical time,dsdi’d love to
have more time to show nurses the craft of nureagse | love that hands on nursing and

| don’'t have time to do that”
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5.7. Summary

This chapter outlined the interpretation of theeseindividual interviews that was Phase
One of the research. The thematic analysis of teniiews revealed content relating to
the role, the attributes, skills and knowledge menents for the role, plus the experience
of being a CNLThe seven CNLs spoke to the role and the experiehbeing in the role.

In general, they saw the role as pivotal and imitizé with delegation of authority to be
responsible for their staff and nursing standafdiss same nursing staff and their patients
were important to them. This was reflected in hdvofthem talked about the importance
of supporting their staff and advocating for the®ix of them spoke to the importance of
and responsibility to their patients and how thaswan enjoyable aspect of the role. There
was general agreement that the role is complexmaasng the changes to the patient
profile, the delivery of health care and its sysieamd the environment in which they
practise. The CNLs in the majority saw the abititycommunicate effectively as a key
attribute. This communication was important as dtidiaciplinary team member, to liaise
with managers and for talking with patients andifanrour CNLs talked of enabling their
staff as an attribute. Attributes that were alsscdbed included being adaptable,
consistent fair and respectful as well as possgsssense of humour. One CNL raised the
issue of gender, not concluding whether female tmiogh more effective than male but
describing how the two sexes may approach issukesatitly.

Skills and knowledge required for the role includédte importance of knowing
organisational systems and protocols. One CNL de=strthe importance of conveying
such knowledge to all nursing staff. The mainteeaot professional relationships with
other roles for example relationship with peersnawgers and staff was raised. Professional
support was seen as important with one CNL recondmgnthat all CNLs should have
mentors. A CNL spoke of the lack of support andfggsional development describing it
as a frustration. This was spoken to by three sthwren talking of the experience of being
a CNL but was referred to as lack of feedback.

Six of the seven described the tension betweemdiiig to clinical leadership and

management requirements within the role. The exasngiven of clinical leadership were
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leading nursing care and the examples of managerherdtion were budget and
paperwork. This was also reflected when three spbkaving to move away from clinical
care to perform, for example office duties. The ornity found the role exciting and
enjoyable and spoke of being one of privilege. disywsome said, hard work emotionally

draining and lonely.

These 24 themes provided a baseline for the opedisgussion of the action research
group to consider further when researching how e can or could be further informed,
and how the support of the role can or could bth&urimproved. As will be shown in the
next chapter, the themes revealed from this arsmbysthe interviews were introduced to
the group as a random list of themes. This wadéginning of Phase Two of the study.
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CHAPTER 6. ANALYSIS AND INTERPRETATION OF PHASE TW O
MEETINGS

6.1. | ntroduction

The analysis and interpretation of Phase Two datovered in the next three chapters.
Phase Two involved nine action research meetingsiiing myself and the seven CNL

participants as an action research group. A tergbtimg was held to evaluate the process
for us all. These meetings spanned from Decemb@s &) October 2006. We, as a group,
considered, analysed and debated the reasonableinttss Phase One data derived from

the seven individual interviews.

The action research cycle of planning, acting, olisg and reflecting (Kemmis &
McTaggart, 2005) is illustrated in these three ¢b@p The turning points in the action
research meetings with indicative content are captrawing on the literature about
action research to highlight what is happening.e&lirquotations from the meeting,
excerpts of meeting summary notes and observatdnreflections made by myself are
included. All of these illustrate when the acti@search group addressed an issue whilst
continuing to research what is the role of CNL. STl also, as Coghlan and Brannick
(2005) term, the “meta cycle of inquiry” (p. 25) &reby content, process and premise are
all simultaneously attended to. The quotations frganticipants are in italics and direct
quotations from my reflective journal are introdd@es such. When using my own journal
and reflections, a particular focus is on captunmgdecisions, actions and thoughts as an

insider, outsider, researcher and group participant

This chapter covers meetings one to three as @ebict Figure 3. Meeting one was
concerned with establishing the action researclumm@n important turning point in the
research where | was given the responsibility aiueing balanced participation while also
facilitating the group to take ownership of the jpob. The next meeting was the
presentation of the 24 themes to the group. Thiusian of direct quotations from the
meetings are evidence of, as Heron and Reason 20@6e, “authentic collaboration” (p.

150) and “challenging of consensus” (p. 150). Theug was simultaneously deciding
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what do to with the themes, questioning my intergidor this data and seeking further

clarification on what action research entails. Negthree saw the group reduce focus to
two themes. This was not a rejection of the calbecbf themes as such but a statement
that while they were all integral to the researalydwo were best captured as a topic for
exploration in their own right. These two were tbenflict that occurs between the

leadership and management aspects of the ClinigedeNLeader role and the professional
development and support afforded the role. Meetinge saw the change of ownership of
the group from myself to all members. Meetings ftmmine are described in chapters

seven and eight.

6.2. Meeting One (December 2005): Establishing the Group

The initial meeting was held in December 2005. d heflected prior to the meeting that
the seven participants were all nursing leadershéir own right and how that might
impact on the participatory process of our actiesearch group. | was, however, confident
in my skills as a facilitator. It was summer ane@ tjroup looked tired and hot. Their
respective clinical areas were progressing strasefyir Christmas inpatient bed reduction
plus increased allocation of annual leave, measmge ward closures and subsequent
amalgamation of inpatient areas. Meeting one wamitathe establishment of us as an
action research group and included introductionglbmembers plus agreement on the
ground rules for future meetings. This first megtimas conducted, on request from the

group, without the use of a tape recorder.

The respect and concern for each other was eviderthis first meeting and was
particularly noticeable around the ground rule asston. My responsibilities included
booking the venue 15 minutes prior to official stane to allow the participants to debrief
before the action research meeting. This was iporese to the fact that the Clinical Nurse
Leaders would mostly be coming straight from clhipractice to the meetings. The group
decided that it would be more beneficial to therd Hre research if they had the ability to
debrief about their respective days before the grmammenced. The group agreed that
any meetings (not the debrief time) would be tapatithat the tape recorder could be

turned off if at any time requested by any of thartipipants. This was an
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acknowledgement of the often critical/confidentiature of their work and that they would
feel safe within the group if they could request tape recorder to be turned off. The

group agreed that | could halt discussion if it egmed there was unequal participation.
Humour was to be encouraged.
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Figure 3: Phase Two - first three action group meetings

Establish the action research group
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Present 24 themes from interviews
What do they mean?

@

Distillation of the themes
Reduce focus to two themes

Action research-
Ground rules-how should we
manage our research activity?
Group given responsibility of

balanced participation to
principal investigator
"Stewardship without control”
(Wadsworth, 2001, p. 322)

Discussion on principal
investigator role

Systemically/intentionally
reflective consideration

of themes against context
of careers

Change of ownership to all
as co-researchers

Action research group to next consider the new
focus of two only themes from phase one

N
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The first meeting closed following an explanatiamd ashort discussion from the group
about action research as a process and informatam me about the early typing of the
interviews. | relayed that, during my typing ofentiews, | had noticed how the CNLs
talked of how the role was challenging and enjogalbéry busy, and conflicting at times
between the managerial and leadership componetite oble.

Immediately following the meeting, | reflected dmetprivileged position the group had
given me in being able to halt the discussion o tiroup. This reminded me of
Wadsworth’s (2001) inclusion of the words of Lao uTparticularly relating to

“stewardship without control” (p. 322).

6.3. Meeting 2 January 2006: Presentation of 24 Themes

| presented the 24 themes or constructs derivad fhe thematic analysis to the group as
listed in the order presented in Figure 4. The graas quiet as | read out the themes. |
spent some time talking, facilitating and explagnihow | thematically analysed the

interview data to reach these themes. While | wasglthis, | was aware that this meeting
was also still about the group becoming establisttagual participation needed to be

attended to; a responsibility for me as facilitator discharge. Equivalent levels of

contribution became more evident as the group lsatitadeciding what to do about these
themes that had been derived from Phase One.

Group consideration of this standalone represemaif the elements associated with the
role of CNL is evidenced by the lengthy discussiepresented as in the following
quotations from meeting two. The group were clandytheir level of participation and
ownership of this analysis by asking me what | wdn®ollowing discussion of both my
motive for the research and how to manage the theimehose to reiterate that the data
from Phase One should be discussed and reflectdry dine group. In essence, we were
becoming an action research group and this neededcur so that ownership could shift
from myself to the group with us all as co-researshAs you will read, the group finally
agreed to preserve all themes at this point. Tmenoents from both myself (named) and

the participants are in italics and, unless stadeglfrom different participants.
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Varied/adaptable
Gender
Pivotal/influential
Standards
Conflicting/management/leadership/budget/appraisals
Separate/apart

International colleague’s interaction
Legitimate power/authority

Staff advocate/support

Enabling
Respect/consistency/fairness

Sense of humour

Patients

Feedback

Complex

Systems

Professional relationships
Exciting/enjoyable
Privilege/humbling

Communication

Hard work/emotionally draining/scary
Relationship with manager

Moving away from clinical skills

Professional support

Figure 4: The 24 themes presented to the ClinicaliNse Leaders

74



Following the reading out of the themes, a paréioipgqueried'with those themes do you
try and condense them a bit when you write up loesis or do you just write up all those

themes?”l replied:

We decide what we are going to do with all thoserths now. If it was just little
me yeah ... | think it's amazing data and it's ughe group if that's what you
want to do or if you want to send me back and seyeScompress them so be it
... going back to my original thing I will certainhelp and advise and facilitate
as much as | know about the research process butewigle what we want to
do'.
Another participant saitiyou could do grouping of things.. look at domains and lump

some of them whichever theorist”

Coghlan and Brannick (2005) state:

In action research the members of the client systeanco-researchers as the
action researcher is working with them on theiuésso that the issue may be
resolved or improved for their system and a cootrdn be made to the body

of knowledge. (p. 11)

As the group decided what to do with all 24 thensespe of the participants again queried
my intention for the research. | used the oppotyuta reiterate the principles of action
research as being ones of participation and deropcia participant contested that tying
the themes to a theorist would be restrictive sayirthink that’s boxing ifthe themesin

a bit”. Another agreed, stating:

That's perfectly fine but if you have such a wealthnformation to be able to
create something of your own from this rather thelate it back to a theorist
who has been out there forever and you are bringimigething new to it ... it

seems a shame to squeeze it into a box of sombserse e

Two of the participants then questioned my intenfar the collection of themes related to
the role of CNL. One askedtit when you finished doing all that and analyseallidid

you have your own thoughtsBefore | had answered another asked You have any
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thoughts of where you want to go with itMy response wa¥ clearly want to go with a
group of CNLs"and | continued by summarising the objectives aidehOne and outlining
how Phase Two of the research should precede. dthime, as the following quotation

shows, reminded the group of what had been disdwsse first group meeting:

because remember at that first meeting about aatsearch about how it is
really a participatory process and part one wasrgpio be this which | did and
part two was going to be us so my responsibilitiethe group was to present
this and then as part of the participation acti@search we all make a decision

what we are going to do with it

Several participants suggested that rather thasepmag all 24 themes, the group
concentrate on a small number. Another participamtever was firm in her response that
she did not want to restrict the number of theri@glly, the discussion reached a point of
agreement-an action about the themes. One of theipants, who had not up till this
point contributed, said:

| think it's important to identify you .... are tatig about the role of the Clinical

Nurse Leader and you want to identify how big thie is and how complex the
role is. And | think once you start to clump thinggether it may not come across
like that, you might not be able portray what is tiugeness of the role and the

complexity but it maybe better to stick with a# themes you have identified.

The group all agreed to preserve the themes i #mirety, as they considered they
portrayed how large and complex the role of Clihidarse Leader was. Following this
consensus, the discussion centred on what the groumdividual’s responsibility would

be in researching and actioning the themes. Thelities of research were discussed
alongside whether the themes should be discusseghins. At times the discussion

diverged then converged back to how to analyséhiimes.

Some of the group then hesitated as to the wayaiahand sought out clarification of the
action research process. One participant questithreedction research method, her ability

to understand it and how she was struggling witiwwo other participants shared their
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thoughts on the method. One statdddbn’t understand it, it is too nebulous not
structured” and another just shared that it was the researclergiy that she was
struggling with. Others listened, neither agreeiog disagreeing, appearing content to say
nothing. The discussion continued and at this pamet of these participants presented their
interpretation of why some of the other particigastruggled. She sai@rid that's because
your roles, our roles are structured. Every day @ase planned out as well as dealing
with all those interruptioris The implication was that the participants werellwised to
imposed structure and when there appeared to Ipeerdefined direction this, for some of
them, was out of the ordinary. Coghlan and Bran2€05) talk of the importance of the
quality of the action researcher and member’simlahip being built on trust and concern
for each other. This trust Reason and Bradbury p0few as vital, allowing the
participants the capacity to convey their viewsdidly to the entire group without worry.
Although this was only meeting twbreflected at this point that the group were acimg

candid constructive dialogue.

Meeting two drew to a close with the decision méaaénitially focus on the first three
themes of varied/adaptable, gender pivotal/inflizénThe group decided to individually
consider these in the following weeks to deterntm&hat extent they were reflective of
what each of them did in their work as a CNL on alydbasis. This individual
determination would then be reported back fromrthetes or observations to the group at

our next meeting.

The following is an excerpt from my journal writtem this point, related to the challenge

of myself as the insider, outsider, researchergandp participant:

Lot of me in this meeting all my talking at the inegng.... group were very quiet
when | read out the themes. the room much better.. action research
methodology again discussedine ... group responding to my what do yeant

to do now unsure process for thenwe are all used to deadlines, directives, can

understand how they feel Settling
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6.4. Meeting Three (February 2006): Reduction of Focus

Meeting three started with attending to the firsee of the 24 themes. This intention had
been agreed by the group at the previous meetihgsd three themes were entitled
varied/adaptable, gender, pivotal/influential relgtto the role of CNL. The intention had
been that all of the participants would considerethlr these three were reasonable
constructs to include when defining their role. STkeonsideration would be undertaken
formally or informally whilst they carried out thedaily practice. The participants had
decided at the previous meeting to retain all 24 espresentation ottfe hugeness of the
role and thecomplexity. Each separate direct quotation (italicised) tisitautable to one
person at a time unless stated otherwise. | rentan only member of the group

identifiable.

The meeting commenced with discussion around the bbeing varied and the Clinical
Nurse Leader needing to be adaptable. There wasa@eagreement that a Clinical Nurse
Leader needed to respond to multiple demands. panicipants spoke in detail of this.
One described, how after the last meeting, shewrdtén down the jobs she had done on

one particular day. Her description read:

| had budgeting, rostering, supervising, monitoriogstaff, patient advocacy,
consumer relations that were with the family anel patient plus the surgeon. |
had compliance, quality and risk, continuous quaiprovement by looking at
different things so these were just the thingsne day that | had to cope with.
So it was getting, giving and processing realhgmember that | had read that
somewhere and that was what it was getting, giaimg) processing information
and that was what my day was all ahdtitvas all just before morning tea

Another agreed the role was varied but saw it nagrthe Clinical Nurse Leader having the
ability to problem solve, adding:

There is certainly variation in our daily role | gt add to that ... mine has
been totally problem solving today from quartes&ven this morning until we
got it resolved at like about 11080 you add that on to all the things first
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talked about.... so subconsciously probably every minute of theyaayare
making decisions all the time.. hugely varied every single day every single
hour and people of course outside our roles domtlarstand that's what
happens ... so | think the varied part of that saysbably something quite
different is it from the adaptability in a way ... gou’ve got the varied role
and being totally adaptable for every single pdrtlmat role that you're doing

all the time

Living in “three separate dimensiongias how a third participant described the varied a

adaptable nature of the role. The three separatergiions were; having to problem solve
past issues such as incident forms or patient camtp| present concerns of family
members of very sick patients, and address fussees like nursing staff roster deficits.
The presentation of these dimensions led to atioparticipant recalling an analogy she
had heard from a colleague where the CNL had bé&endd to a signal box at a train

station:

| remember quite a number of years ago a colleagfuaine who was also in a
Clinical Nurse Leader role in... She said more or less the same tHegthe
dimensionsjand | have always remembered that she felt likevsge a signal
box at a train station and all the signals cameiher. She had to process them
and make decisions around the signals and then sehdther signals and
responses ...it's always stuck in my headYou have to analyse the
information and then make a decision and a lot tofsi based onyour]
experience being in the role. If something likes thas happened before how
are you going to deal with it2..You try and come up with the best way to deal

with the situation so that’s how | see the varied adaptability issue as well.

Gender, in comparison with the other two themeseived scant attention or interest
except to agree that the participants had heatdstme male Clinical Nurse Leaders used

the appointment and time in the role as&pping storiefor future promotion.
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Heron and Reason (2006) suggest action researehtyaatonsists of convergence,

divergence, chaos and order. Meeting three sawgbmnee away from the discussion on
the first three themes and convergence insteasdwaritiwas to be a Clinical Nurse Leader.
This convergence, divergence and chaotic movenesadted in the group satisfied that it
had actually explored many more than the origihedée¢ themes. The fluid movement of

the discussion started as one participant said:

You're expected to nurse. You are the Clinical Bursader you help nurse
the patient you help lead the staff. You're thahownications point for all
the team...but people keep coming to you and fedldatgnformation and to
get anything done you need to learn abauf{You're a] kind of jack of all

trades when you want to be a master

The group then talked of not being allowed to havmd day when in the role, of not being
allowed to show the stress or frustration and assaid e put on this bland face all the
time with a smilgpainted on your face At this point | chose to facilitate the discussi
back to the last of the three themes, pivotal/eriliel. The dialogue that occurred at this

point is presented next.

Suzie: ‘The CNL role is pivotal and influential and you kaw absorb all the

stress?”

Participant:*Yeah superwomen supermen. We need to be on tepeoything
be able to run a cardiac arrest without even stagtio break a sweat. Things
go wrong you can just cruise in and fix it like ntagnd that’s the expectation

sometimes”

Suzie: ‘Is it the expectation or is it your own expectafion

Participant: “I mean | can go from an arrest situation, revietlve death

certificate [as] the person is going off the ward, and | am cailet a family

meeting to deal with the next one”
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The group persevered with the converging to andrding away from the logical order of
discussing the themes, so | decided to establigttheh there was group consensus on the
relevance of the first three themes to the explomadf the role of CNL. | also wanted to
see how the group wished to progress. | ask&id good people it's getting hot and it's
getting late what about the rest[tiie themes]"?

Following on from this question, ways to look at¢ tlemaining 21 themes were explored.
A suggestion by one participant to systematicatigneine the next four themes in order of
recital was made, but was challenged as not bémdpést way to proceed by another and
then subsequently rejected by the group. Therethas an attempt to reject the theme
relating to professional support but again a caundsponse from a participant saw it
retained. It was at this point that a participasight my opinion on the progress, asking
“Do you think maybe we’'ve have covered some of thetoday’s discussion?This
participant then proceeded to present a case éogithup having already covered several
more of the themes.

She noted that'we've talked about communication and we've talkedout some
professional relationship maybe on a slightly seraicale .... talked about professional
support”. When she was questioned by another participanttalbather the group had
actually discussed such matters, the original @pent respondedou weren't here at

the time sorry”.

One participant then suggested that the groyst“randomly choose another four
[themes]”. No response was made to this suggestiowever, the group did agree that
communication would be a constant in all of theriks. At this point, there was evidence
of an early devotion to the theme of conflict beswethe leadership and management
expectations in the CNL role. A suggestion was miadexplore the conflict between
leadership and management and participants comthe@tee shared how they haletn
looking at a job in another place and the thinghsy don’t have to do appraisals. and |
thought aren’t they a burden”Another participant agreed. The subject of budgeta

management component of the role was raised alsis. Meeting, inclusive of all the
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divergence, convergence and chaos as Reason (2@8®Yyibes, finally came to a

conclusion as follows:

Participant:*What about professional support? Did we talk abthat?”

Participant:Briefly at the beginning we said that when yourgo a job you go
into the job because you think that you can dod you might have some skills
but you go in with the hope you going to actuaky that support from other

more experienced people and you don’t oftentget

Suzie: ‘So am | hearing do you want as a group to pick up kcnfnd

professional suppoPt

All agreed. Koch and Kralik (2006) talk of respdaibiies of researchers in participatory
action research and include the attendance ofetbearcher to the dynamics of the group,
observing and checking power relations within tleug to create a safe environment

where relationships can prosper.

My journal entry following meeting three shows thaensed a change of ownership:

Less of me... thankfully.... still asked some questions. wonder about my
influence by doing that.. group responded quicker and with more certainty to
the what do_yowvant to do [I was] surprised and pleased that they wanted to
focus on the conflict leadership/management andegsional supporfthemes]

.... pleased that as a group they were decisive atddegithat these were the
two themes they wanted to keep ... going

6.5. Summary

This chapter accounts for the first three of nicdoa research meetings analysing the
Phase One data. Phase One data was derived froem sedividual interviews that
culminated in 24 themes relating to the CNL rolbée3e themes were presented to the

group for consideration and analysis. In additioriie presentation of these themes, this
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chapter includes the establishment of the group tedevolving role of myself as
researcher responsible for the creation of a greydronment that allowed for honest
dialogue and equal contributions. The shift of thembers from individuals to an action
research group is recognised. By the completiomeéting three, the group decided to
reduce the focus to two themes, agreeing howewaty fibr example, communication was
integral to the role but was encompassed withirrdtein differing ways and was best not
captured as a subject in its own right. Two themsgsained as the future focus for the
group as we moved into meeting four. They were dbeflict that occurs between the
leadership and management aspects of the CNL nol¢hee professional development and
support afforded the role. These two would be ritonsidered, contested, analysed and

checked for reasonableness in the remaining sixingse
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CHAPTER 7. IN THE THICK OF IT — SHARING AND LEARNING FROM EAC H
OTHER HOW WE MANAGE AND LEAD

7.1. | ntroduction

This chapter describes the content and actions edtings four to seven, where the
analysis of the theme relating to the conflict tloaturs between the leadership and
management aspects of the Clinical Nurse LeaderLJGNle took place. This was a
significant, almost turbulent, stage of the reseamhere the group shared and learned
from each other as to how they actually managdeadt| describing the reality of practice.
Figure 5 represents this stage of the researchn@®threse meetings there were times of, as
Heron and Reason (2006) describe, “research cydmd.50), “chaos and order” (p. 151)
and what Wadsworth (2006) terms “transformative raots’ (p. 330). These moments
being when resolution was achieved through theaagsearch group process as to what
should be included in the representation of the Gble. There were also times when
some of the group felt powerless as to a way fadwar

The excerpts included in this chapter illustraté tae above points. Discussion on
budgetary, cost centre responsibilities as wethasall clinical care featured prominently
in the meetings as examples of the conflict thatuoce between the leadership and
management functions. The tension caused by thenadrative responsibilities of the
CNL, such as writing of appraisals, processingdant forms and attending to the generic
organisational requirements was raised. There vegreated references by the participants
of the importance within the role of patient canmed asubsequent clinical leadership.
General agreement was reached that the role sd@gdnse with the administrative duties
tied to the use of a computer and the actual tymhipng documents that need to be
completed to satisfy management, and regular aggdraf nursing staff. Solutions were

proposed.
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Figure 5: Summary of meetings four to seven

“In the thick of it -learning
from each other the reality of
practice of being a CNL

J

Two themes remain from Phase One
First theme- the tension between
leadership & management aspects of
the role

(

Group times of
chaos, order & research cycling
(Heron & Reason, 2006, p. 157)

Debate on whether leadership &
management should be in the role

Powerlessness for
some of the group

How do we manage the tension of the
dual leadership/management functions
for the future?

Solutions

OO

Agree on elements of role -leadership, management, patient care.

Carry solutions forward what then of professional development for the role?

(
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7.2. Meetings Four and Five: Management versus leadership

Meeting Four

Meeting four was held in March 2006. | began thecdssion by revisiting the individual
interview transcripts surrounding conflict betweba leadership management expectations
of the role. At the time of thematic analysis oé thhanscripts | had a sense this conflict
created tension for those in the role. A substhtitiee was spent in this meeting analysing
this tension, with the majority of the group noéwing undertaking budget activities as a
priority within the role. Park (2006) talked of thgue being central to the objectives of
participatory research such as action researchtteatdthere is a need for the creation of
what he terms a “social space” (p. 84) wherebyi@pénts can craft common meanings
and build deliberate actions. The dialogue attadbetthe consideration of the leadership
management aspects of the role like the budgetpoedumost of this meeting as the group
moved to agree on what relevance this expectatiay have to the role of CNL. The
group agreed it was not a priority for the CNL bamme felt there was little the group could

do to remove it from their organisational positaescription.

At the outset to the discussion about the budgebwatabilities there was general
agreement that the position description did notecefwhat actually occurred. One
participant raised questions concerning the Climarse Leader’s level of responsibility

over the actual budget.

Around budget | actually question do we really heagponsibility for a budget
because we don’t have any input into setting th#gbtiexcept we have input
into capital what we would like in capital expendé .... and that's neat that

we have that and then somebody higher says yagyor n

Another participant, in agreeing that there wempoasibility issues related to budgeting,
commented that although the Clinical Nurse Leadpdsition description states that the
role involved managing a cost centre, her expeeemas that this was not a reality. She

implied the role did not have great deal of contnagr the cost centre of their work area.
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This experience appeared to be a frustration shayedthers in the group, with two
participants also describing that they had no cbrdver the budget with one stating: “
have not really got control over a budget at allt bwe got this budget responsibility
Another elaborated on this point, noting/é don’t have angontrol over our budget we
have got the ability to order equipment up to [$XXX and anything that is above that
you have to write a proposal.. [which] can sit on someone’s desk for quite a long time

before it is approved”

One participant suggested that the position detsonighad to be changed to reflect what
the CNL actually does in relation to budget andKieal: ‘How much input do you have in
equipment then if we are saying that perhaps wet ¥earetain that? This led to dialogue
about whether to retain product input from the Gllmanagement that allowed purchase
of large equipment attached to their areas. Angplaeticipant cautioned the group about

the risks of removing the CNL’s input into prodyetrchase. She thought

it would be quite dangerous in some ways for thé& @bt to have input into it
because if you have people outside of the sendcelithg what is required and

also how much money.. just on the type of equipment

A third participant agreed that the CNL should hawput into choice of product and
equipment for their area but as for the overallgeidesponsibility suggested that the CNL
has no input into amount set addifignd who gave me that figure how do they Kitow
The dialogue continued with other participants ¢joeghg the accountability versus input
or control on budget ceilingAre we responsible or accountableWith “that’ s the other
issue” and“I’'m accountable for the budget far. but | can’t do anything about”itOne
participant then captured that what was actuallypleaing for some of the Clinical Nurse
Leaders was that they were experiencing a tensétwden managing the budget versus
directing patient care requirements. She statéde probably don’t focus too much on
budget we focus on patient care
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Meeting four finished with a discussion that unaewk the feeling of powerlessness
created by the inclusion of the budget accountgbilithin the role. As one participant

said:

| think I we could talk forever around it but we'n@t going to resolve anything
and | just feel if the resolution is for CNLs ofetliuture | think we've
concluded. | feel we’'ve concludgtie budget theme]..can'’t take it out of the

CNL description

| asked directly: Why not"?The same participant answered:

Because we've said that accountants don’t knowmamytabout our job so they
need us but whether we could have a closer relshignwith[the accountants]
.... We speak different languages we talk about pataré and they look at

dollars.

While at the time this was a “transformative momdmM¢adsworth, 2006, p. 330), it was
also a moment symbolic of the feeling of the grbwaping no control over the setting of
budget and subsequent accountability in their roley had agreed they wished to retain
components such as review of product and equipctasite but the amount set and any
ability to have input into that figure was limitet.suggested that we continued this
discussion in meeting five and the group agree@.mbeting closed directly following this

discussion.

Park (2006) states that in addition to the morditianal methods of quantitative and
gualitative inquiry a non-canonical approach canused by reaching into the arts to
“reveal the more submerged and difficult-to-artatal aspects of the issues involved” (p.
84). Taylor (2006), when discussing reflective @s8es in research, writes the researcher
can be creative in the strategies used. Followirgtmg four and the group’s perceived
powerlessness to influence the organisational é¢apens of the role, | chose a non-
canonical approach. The analogy | wrote to captihie powerlessness and tension

between the leadership and management aspects afl¢his presented in
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Figure 6, entitled The Racé The Race was my reflection and interpretatiothé point

and does differ significantly from the interpretetiand language used up till now in the

thesis. It articulates that the focus of the redgaat this point, was the expression by so

me

| want you to imagine you are about to start a latistance race not an ordinary race or a race

that you have ever experienced. It doesn’t have déedaps or even a defined route as you knov
One thing you are certain of is that you would likestart. You start slowly but you soon real
that you will have to speed up to complete befoeither gets too cold or too dark to function.
you run faster but then you have a weight throwgat and others call to you that they want
join in the running but they don’t know enough abitwe race or the route so you stop and exp

v it.
ze
So
to
ain

to them and they thank you but leave their packéorto carry. So you start running slowly again

as the pack is quite heavy. Still more call forryattention and you feel as if you have stood @n
spot. They are race officials and urge you to firas there are others waiting to use the track
they admonish you for not following the rules @& tace. You have not left enough room for oth
to race and even start to question you as to wtiereest of your team is.

You become confused and you enquire as to whattée are but they disappear too quickly
explain those but did tell you that you race waeid you may want to become an official
learning how to complete this race. Another offitiackons to you and you cease moving ag
They enquire why are you racing that way and tlmatryteam did not complete the race that tc
place yesterday correctly and what were you goindd about that. You promise when you fin

th
and
ers

to
by
ain.
DOk
ish

this race you will teach them new techniques awrddtfficial thanks you politely and disappears.

Your pack slips but still more runners call to yand again you stop to help and agonise that if
have to do this all day the darkness and the cdliddefeat you. You know clearly though that
not a choice as you are expected to complete &las.rYou are paid handsomely to run.

Time keepers call out your lap times but you areiloered, as you haven’t completed a lap
even a straight line. The route twists and moreppstop you, thanking you profusely, lovely K
words, but they also leave your more packs to cafgu don’'t mind and you want to spend m
time with these people and ponder briefly if youldostop altogether. Suddenly there is a

ahead made of sand and you know you have to ctisdimiehow very soon. Other runners dr
alongside you and seem to be able to chat to ydlgtwhey race then they wave and turn off or
it appears. Still you smile and people standingdeethe route and at the bottom of the hill som
whom are your team, applaud you and give you drarkd sun block. Runners behind you ¢
your name and thank you for showing then how thewld run this race. You start to climb, yo
feet sink deeper at each step as you have now &taupacks to drag up the hill.

It happens that you do get there, to the handslgalkind the congratulations. You smile
acknowledgement. Thankfully you can at least sitrdaow. You sit at the top of this hill a
really want to sleep. Instead you turn to seesrsthgtting too just like you and resting agair
their pack. You know they have raced too and yeucamforted greatly by their presence e
though none of you can talk. | wonder if they hiagd any training you think? How do they ke
fit? You relax and you know you have done well@msngst against the same amount of pack

you
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the others. Strangely and wondrously you look fedaa racing on another day.

Figure 6: The race
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of the group of the inability to influence theirggotice as a Clinical Nurse Leader both
present and future. We were “in the thick of it” ®ospeak, illuminating the reality for

some of the practice of CNL in a New Zealand sgttin

Meeting Five April 2006

In meeting five the group continued to examinedbeflict between the clinical leadership
accountabilities and the management accountabilgieceh as the budget. The continued
emphasis on this conflict uncovered the frustrasome of the participants felt when not
being able to totally concentrate on clinical cdreere were moments of divergence away
from what was being discussed to convergence anchamts of clarity. There was
frustration expressed that the leadership and nemeagt elements within the role often

could not be accomplished effectively or efficigntl

Meeting five commenced with one participant expresger frustration at the dual aspects

of the role, that of leadership and management.satik

| guess for me it's always been a bit of a boneositention about the conflict
in the role because one is clearly about beingcieffit and one is clearly
about being effective within that there is this éwgpnflict every single day
and | guess we all have a bent sometimes towardsoonhe other. Or one
takes over because of the external pressureshe priorities for me quite
often every day are wrong for me personally becangdocus is not always
about professional leadership. ...You come in thenmgrand you try and
make sure you've got the right number of staff,thar right sort of patients
you're looking after, over and above that it's likew many beds have you
got?, where are your patients going?, what aboig%thwhat about that?. We
haven't got enough productithere’s] broken machinery...That isn’t what
I'd really like to do in a day. ...It wouldbe] really nice as a senior
professional leader to come and say right, I've thatt, but | haven’'t got the

right skill mix today. So let’s see what you canatbout that but you actually
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have to let that go so | find that quite difficolh a day-to-day basis and you

don’t consciously always think about it like that kthat is how it is actually.

At this point there was an emergence of not onlyflad of budget responsibility versus
management but also that of clinical leadershigw®management. This tension between
clinical leadership of nurses versus managementisfes was to remain a constant thread
on one of the “24 needles” (p. 323) that Wadsw¢2006) refers to when facilitating an

action research project.

There was general agreement that the actual fitdimical Nurse Leader was a misnomer.
One participant acknowledged that the title Walliant” but that the CNL had to do
more than lead clinical practicEhe reason given for why the CNL could not devdte a
their time to such leadership was because timettded spent fulfilling the management
expectations of the role, as the role wasbedded in all this paperThis comment was
followed by a participant askinvhere do you go2.. One person can’t do all this”
Another added:

What are we? We’re nurses and to lead the nursiregtize is what I'm
passionate about and to be expert, expert of exuedl. I'm not a secretary,
I’'m not a typist, I'm not a finance person. but | want to pass on my passion
about this craft of nursing, and this paperwork sldleat make any difference

to the quality of care to the patient?

The three others in the group considered this guesind agreed they personally didn’t
make as much difference to the quality of carehefgatients as they would like with one
stating: “I don’t think I make any difference to the patiemuch at all”. Another

participant agreed and was adamant that the foctieagole should return to standards of

practice.

No, | absolutely agree, | think that is the bit sf®uld focus on, coming back to
being Clinical Nurse Leaders because we are paassoabout nursing and
about standards of practice and maybe being ablmaée a difference to the

patients.
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When | asked what the group wanted to retain ambve from the CNL role there was
general agreement that the patient and ward siaffsfremain. As one participant sdid:
want to retain the patient focus and the ward siadis”. Others added’| want to let go

of the budget stuff.. some of the generic quality stuff some of the emdection control
stuff and “the health and safety stuff’'One participant, however, wished to retain the

quality and risk initiatives.

The budget was again raised with a further genseckhowledgement that it was not a
priority for Clinical Nurse Leaders. One participaated it as the lowest priority at this
time and another respondedt’s interesting though, because | believe thatlalihat's
how we view it, | don’t believe other people vi¢wuite like that for us This statement
seemed to bring the meeting to a natural close waithaction point for one of the
participants. The participant was to compare thangk in the position description and

bring her findings back to the group at meeting six

7.3. Meeting Six

Meeting six was held in May 2006 with the aforenmamed participant presenting her
findings on the comparison of the two position dggions of the clinical leadership role.
The present day conflict, she wrote, within thesrof Clinical Nurse Leader, was caused
by trying to lead, manage and carry out directgudtcare. If the direct patient care was
relinquished by those in the role then dual leadprand management accountabilities
could be met more easily. The participant had drapma written overview of her findings

and the next quotation is part of that:

| believe we all have a passion for clinical inpoiherent in us and this seems
to give us more satisfaction than other aspecteurfrole and we tend to do
this in support of both patients and staff. Therer can be pressure from staff
and an expectation that we will assist with clinicare when workloads are
heavy or staff cannot be replaced. Some of thamses]believe that's also

part of our role Staff are not always aware of the wider aspectthefCNL
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role and they often judge the CNL by the abilityhef CNL to work with them

in the delivery direct nursing care

In summing up this overview she had written:

So | guess in all this, my belief now is that the key functions of our CNL role
are leadership and management and quite cledthys goes].. with the

expertise to overview/ supervise the provisioniafaal care, not do it.

In addition, she shared a pictorial image (see Adpe 6) she had produced that

represented the conflict between the leadershipagement and direct patient care.

Following on from this direct comparison, a papamt challenged the need to give up
direct patient care resulting, in her view, in @asof her clinical competency. One
participant opposed this, seeing the Clinical Nursader needing to be knowledgeable
about the clinical standards without being clificaurrent. Another participant, however,

was adamant that the CNL needed to de the floof, expanding as follows:

| probably take it from the opposite view of yoauYvant your Charge Nurse
on the floor work with the people. The typing, sle¢ting up for appraisals a
lot of the paperwork background that you need tpya could get someone
else to do it at $18.00 an hour where you take rocbnAnd my argument
would be that you get someone who is reasonablgrjloecause you get too

many senior nurses trying to do the same role.

The group diverged and converged as they contebtedt patient care as an element of
the role. Convergence seeing general agreementhghayping involved in the role could
be carried out by a purely administrative persomo Pparticipants added that they saw the
role of clinical nurse leader being involved inedit patient care as fulfilling the leadership
by example and role model aspects of the role. igesix closed without general

agreement as to whether direct patient care shmilémoved from the role responsibility.
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7.4. Meeting Seven June 2006

Meeting seven saw the group moving towards claarderstanding of the key elements of
the role. This understanding was arrived at by udisimg how they encountered the
leadership/management tension in their day-to-dagtige and how they managed that.
The group were very clear that the role shouldimdtide some particular compliance and
clerical responsibilities that were presently ditt to the management and leadership
aspects of the role. Their devotion to the patrembained and the role of an Associate

Clinical Nurse Leader was suggested.

One participant summarised for the group what athtnative tasks she would like to see

removed:

| guess for me to start the ball rolling | thinketie are things like the quality
and risk expectations, the health and safety eqpiecs...certainly the quality
and risk and the health and safety stuff and thisiaistrative stuff like the
typing in of reports and the typing letters and tiiping in of performance
reviews and all that sort of stuff. | thifdome of this]should actually go to a

clerical [person]whether there’s a clerical person that is employed

There was general agreement that administratikes tas described above should not be a
critical element of the role and that it should dmsigned to a further resource. After
lengthy discussion and recycling the suggestionwade that the most agreed solution for
CNLs would be to establish an associate CNL pasitithis associate role could be full-
time or part-time based on how many full time ealewt staff the Clinical Nurse Leader

was responsible for. The discussion where thisuésa was gained finished as follows.

One participant supported the suggestion made ofassociate CNL versus an

administrative non-clinical support person:

| think maybe an associate CNL would be better bged think within our role
we ...are leaders and we also have to be responfsibme management and
that’s just the way it is- managing some complekity maybe the problem is

the role has got too big
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A further participant endorsed thid: feel what we are saying is our role has got tagp b
it's too complex and that maybe it should be carwvetvo”. Participants addedThen
your associate would be based on your FTE becaasevery[one will need a fulltime
one]’and ‘maybe a smaller area might have a Q.5br others in the group the interest
was not so much in the specific title, but in hgvitan additional person there with the
level of skill to support you'Finally, a participant concluded:

Right at the beginning one of the comments we disceissing was the fact that

we took on the CNL role because we thought we abwlitt So you applied for

it, you got it and you’re suddenly thinking whertig support there’s no one to

go to.

During meeting seven, the group finally committeddhat they saw as the critical or key
elements to the role of the CNL. This commitmenmhean response to my askingvhat
do we all think the key clinical components ar¢hi® role or the key componentsSbme
individuals in the group respondedLeadership”; “leadership and management”;
“patient care”; while others disputethat it could bée'leadership and managementh its
own. Given this list, | asked whether it could“beadership and management and patient

care”?

The group responded favourably to this suggestibim general agreement thaWe really
do have that responsibility to oversee that patee”. This response led to a participant
noting that, although the focus of hospitals ispatients, taking care of staff assists this

focus.

If you turn the hospital upside down, tipatient is the only reason the
organisation exists and so quality, health and saéeerything like that is there
to support our staff to look after our patientsiove get our patients looked
after properly everything else should be there baght up. Unfortunately it's

not, it tends to stand in the way of looking afiatients and | think that’'s one of
the big issues we have. And | think whether itsimgakure your staffing is OK
and they’re getting annual leave so they’re ndliriglsick.... then it's all about

keeping your patients safe. Keeping your staff.safe
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“Isn’'t that leadership leading your team?and “It's also about being there” Another
participant added:To me | put that into the leadership bucket abtedding the team

knowing what's happening making sure care is pregidnd all of that stuft”

Meeting seven closed with the group agreeing thatremaining theme of professional
development and support accorded to the role needbd debated. This was to occur in

meeting eight.

7.5. Summary

The period that covered meetings four to sevenangignificant point in the research. The
group analysed the conflict that occurs between lgmdership and management
accountabilities in the role of Clinical Nurse LeadLeadership was seen as the role
modelling of clinical standards for patient care¢d ananagement was attending to budget
and generic organisational responsibilities. Theugrshared and learnt from each other,
with examples from their daily practice, about hilvy managed this conflict. Some of the
participants voiced their frustration at their iféyp to influence the development of the
role especially in relation to this tension. As thlesearcher, | chose a non-canonical
approach to illustrate the level of frustrationtlas point of the inquiry and wrote “The
Race”. Some acknowledged that even though theirtipws description included
accountabilities like budget it was not a prioripatient care was. The group agreed that
the title Clinical Nurse Leader was a misnomerhasrole stood at that point and due to all
the other accountabilities that there was no timéeéd clinical practice. The role, some
said, was “too big” and “too complex”. The role wasbedded in all this paper” and they
were not “typists”. A comparison of position deptions by one of the participants
acknowledged the tension of trying to be a leader @ manager. The tension, she wrote,
was due to the CNL attempting to retain direct Isamd patient care. Consensus was not
reached within the group that ceasing direct patiane would solve the tension. Some
saw direct patient care as attending the role niiodehecessary to lead nursing staff in
demonstrating clinical standards. Solutions howstarted to be created.
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There was general agreement that the patient weadottus for the role and the group
agreed that the role was one of leadership, managieand patient care. For the future, the
role of Associate Clinical Nurse Leader in certsired clinical areas would be beneficial
in supporting the present CNL to achieve these fkegtions. In order to address the
excess emphasis on typing of lengthy staff appsaisand attendance to some
organisational requirements, these tasks needetttidig to another non-nursing role.
Meeting eight, the group agreed, would analyseptioéessional development and support
given to the role. Interestingly, this theme of fessional development and support had
been agreed some months prior by the group as btieedwo themes that were to be
focussed on through the action research. Howeter,conflict between leadership and

management had occupied four of the nine meetings.
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CHAPTER 8. COALESCING FOR THE FUTURE CNL COMMUNITY:
PROFESSIONAL DEVELOPMENT AND SUPPORT

8.1. Introduction

This chapter details all of the action researclugi®last meetings. At this point, the group
had moved to a clearer understanding about theamdehad drawn from their everyday
practice as to how they managed the conflict thatus between the leadership and
management functions. The focus had shifted froweplessness, an impediment of
earlier meetings, to sharing strategies and hoverstlexperience their reality. They
listened and learned from each other as criticedpgamions. The role, as defined by the
group, was one of leadership, management and paiee. Amongst the move to better
understanding of their role they had demonstratectern for the future communities of
Clinical Nurse Leaders (CNLs). This was to be fartadvanced in these, the last of the

action research meetings.

These meetings were remarkable by the fact thatpgconsensus was quickly gained on
what shape the professional preparation and deweopfor the CNL should take. Figure

7 summarises what was discussed and the actiotspiaiken. The contesting, recycling
and the debating that featured in meetings fowweien was absent as the group showed a
concern for the future CNL workforce.

Meeting eight was held in July 2006. The purposehef meeting was to analyse the
professional development and support given andinedjof the role of CNL. Meeting nine

was the last action research meeting and was aoetevith a professional development
proposal that evolved out of the meetings. | hat tpgether this proposal and would
present it to the group for endorsement or rejactdeeting 10, held in October, was the

evaluation of the overall research process.

98



Figure 7: Summary of last action research meetings-Phase One and Two complete

What shape should the
professional development
support related to role of CNL be?
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Concern for the future
community of CNLs

What is current professional
development and support
against present practice

Group reached
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Propaosal for preparation
professional development
& support agreed on

How do we communicate
proposal?
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Agreed to begin consultation on proposal with view to implementation
Phase one and two finish

N
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82.  Meeting Eight

This meeting examined what professional developraedtsupport should be afforded the
role of the CNL. One of the participants proposatal gauging of previous experience to
inform future professional development. This assesg would be in the form of a needs
analysis or questionnaire sent to either the nevexsting CNLs. There was general
agreement that the CNL should be given informatwonorganisational processes, for
example, human resource training for performanceagement of staff. The orientation to
the role, the participants suggested, should imclbdth the use of and terminology
attached to information technology. The use of apsbeets, rostering software and the
systems that held patient-related information eicample diagnostics or inpatient tracking,
were raised. An appointed or chosen mentor wasestiggd, particularly in the orientation

phase.

The role of feedback, not only at initial inductiamo the role but also ongoing, was
important for the CNL. One participant commentegou don’'t do[receive feedback]
unless you do something wronghd then went on further to say:
| didn’t know what | was doing was OK until. walked in and said you know
you're doing an OK job ... And that was all. just giving you the bit of
encouragement that you're doing alright and | sugppathere should be
something that... structure something that's official that there’gpeocesdfor
feedback]

This led the group to talk about the essentiallskadr the role (as one participant said
“people skills... it's the nature of our work™and the timing of the education, both for the
new clinical nurse leader and those already inrtiee The yearly performance appraisal
was not deemed sufficient as a basis for a prafeakidevelopment model for the CNL.
As one participant summarised! think you always need it, you always need that
support”. Two further participants agreed: one explainbdcause we are working in a
changing environment that evolves all the time Berd’'s always somethiig The
frequency of the professional development was Bggmt with general agreement that it

needed to be regular both at commencement and threcéCNL was established. A
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suggestion was made by one participant that amm#bappraisal should be undertaken at
three months into the role. Another participantsidered that such an appraisal process
would result in an opportunity for feedback and esgnent on future professional
development. A third participant felt annual eduaratsessions were insufficient because
“you’re up here and you have say a performance isswelearning deficit you can't get

in ‘til the end of the year what use is that"?

The orientation of the new Clinical Nurse Leaded &éme role of their future nursing staff
or teams in this orientation were also raised. ggestion was made:Sbmeone doing
some team prefpreparation]work to ensure the team you're going to lead hy’one
participant who was overwhelmingly supported to ékéent that she was unable to finish
her statement. The responses includétat’s a very good idea”; “that’s lovely”;“that’s

brilliant” and“that’s very good.

One participant acknowledged that the transitioto ithe role of CNL and the
establishment as leader of a nursing team canfbeutti She said: That[starting in the

role] can be a very rough time’Another participant describing it abiige”. This led to

further discussion about the importance of the iCdinNurse Leaders’ relationships with
the nursing teams. Some participants shared thatings this can be a difficult
relationship. The need for a mentor was again daisit, this time, mentors were
considered to be important not only for the inittalentation of a CNL but also as an

ongoing support. The meeting concluded with a p@dnt summarising the discussion.

And trying to break down the myth about the managetoesn’t matter what
your title is when you have a group of people yeu&ading you'll always be
the manager and it's trying to break that barriéiell actually I'm just like

them

8.3. Meeting Nine

Meeting nine was the last of the planned actioearssh meeting and was held in August
2007. Prior to this meeting | had reflected ontlaél outcomes the action research group

had achieved in exploring how to inform further tiée and how to improve the support
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of the role. | knew that | would take some timeatate our findings up in the form of my
thesis. It was at this point | decided to put gposal to the group drawing together all the
solutions, particularly from meeting eight, in orde create a potential action for the
future. This action or proposal related to the g@ssfonal development and support of the
role and would not be dependent on my timelinea agident. If the group agreed it was
worthwhile then I, in my organisational role, wowddmmence the consultation with my
appropriate managers and commence implementatieetiMy nine commenced with the
presentation (see Figure 8) drawn up on a whitebd2nor to the meeting, | had sent the

group electronic notification of my intention togsent a proposal.

The first section of the meeting was occupied \aithexplanation of the proposal. The two
part proposal was a culmination of our solutiomsfrour research relating to professional
development of the Clinical Nurse Leader. Part A wapilot a professional development
model with four Clinical Nurse Leaders from withihe District Health Board (DHB).
These four would be chosen with varying experieacd from different settings in the
DHB: One with greater than five years in the raee less, one from a satellite hospital
and one from the primary health setting. These foould look at their present position
descriptions and identify any gaps they felt they land these would be put to their
respective managers as opportunities for ongoingadn. The most frequently used
organisational position description was an overvigwthe accountabilities. From these
accountabilities, a skills list would be createdisTskills list would be prescriptive. Levels
of familiarity with, for example, rostering systemerformance management and patient
allocation systems would be asked of the CNL. Faurtiore, if the CNL agreed, an
independent facilitator would meet with nursingnbsato facilitate discussion on the
team’s understanding of the role of Clinical Nutsader. This would be a strictly role-

related discussion. Nursing staff could, if intéees pick up one of the CNL'’s portfolios.
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PART A (Pilot) Length = 12 months

Participants: 4 CNLs active in role

X 1 CN5 years

X 1 CNL5 years

X 1T sfutal

X 1 Pamy Health
Offer :

CNL /PD Nursing team
match +
Assess present skills against PD? what opportsnitie Independent facilitator to
further skill update against the skills list d/w nurgiteam

their understanding role

J J

D/W Ops/Manager as to what to access
Develop interested gp.
of nurses in wd. /dept
reate S/N CNL support gp.

Create: [ CNL Gp. }

Profile

CNL group Intranet site
Photo background, ins¢seof role —potential mentors/support

+
Establismi®e nurse lounge on campus

PART B

If new appoir@nt occurs access to all above

PD SKILLS + TEAM + CNL Gp.
MATCH Profile

Figure 8: Proposal — preparation, professional devepment and support/Clinical
Nurse Leader role

103



Parallel to these initiatives an intranet siteJusive of a photo and profile, would need to
be established for the CNL group in the DHB. Thisfile should include how long they
had been employed as a CNL, their areas of interpkis any committee or project work
they had undertaken. This site could also haveptiential for ongoing networking and
support amongst the group. A further proposal wouded to be put to the DHB to
establish a lounge that CNLs could use when thesh&d, either in their breaks or after
they had completed their clinical day. Part B mdltio new appointments that may occur in
the interim. A new Clinical Nurse Leader would bi#ered, in conjunction with their
manager, the position description analysis plulisskst. In addition, an introduction to a
more senior CNL as a mentor would be provided.

On completion of this explanation, | reiteratedtttme proposal was created from all of our
ideas from research process. This included theusssons, questions asked, changes
suggested and group endorsement of the proposatvach Initially, a participant
guestioned whether the name of the lounge shoulthde&linical Nurse Leader Lounge,
and whether the lounge should only be restrictethése who had this as their title. This
participant was concerned that there was a riskheflounge becomingelitist”. To
prevent elitism happening, skaggested it should be called Senior Nurse Louhbgere
was general agreement in the group that the naméddsbhange. The group then discussed
if the proposal would be suitable for those who @gtinto the role temporarily. It was
suggested even if the tenure was only in termsesfka, another CNL could be appointed
as a support. It was agreed that the longer appeinis covering maternity leave would
benefit from access to the position descriptioweal as another CNL as a support.

Following on, a participant commentedYdu have done very well with all that
information”. Another askedDid it come out like ping or... did this idea come ping or it
Is just something that has grown over tithefelayed how the idea did develop suddenly
but came from a period of immersion through all msearch. My reply included:

and then suddenly the other night I thought thiguslast meeting we’ve got all
these ideas surely we can start to do something witv them”, continuing

later “and all of our work about mentoring professionalelepment it’s all of
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our ideas and that’s really very satisfying causat®s what we were supposed

to achieve through all thigction research].

The details of the proposal were discussed withigggants agreeing that breaking down
the position description was useful. One saidltiKe the idea of breaking down the job
description because ... | know when | first looked H} had no idea really... and they
are deliberately broat Further feedback on the proposal led to angtlagticipant saying:
“It's quite mind-blowing, it's quite overwhelming darfantastic to think that somehow

that’s come out of us in seven eight months”

| explained that if the group agreed with the psglpa consultative approach would be
used as the next step towards implementation. dppsoach could involve any of them if
they wished and would be in the form of short pnésttons to nursing directorate and at
appropriate managerial forums. One participant igdewho would be responsible for
“driving” the proposal as they did not have a lot of exinae. My present role was
Operations Manager for Education and Support siiorined them that, after appropriate
consultation with my manager, it would fit well Wih my present role. The group agreed a
general electronic invitation with attached infotroa explaining the proposal would be
sent out to the DHB’s CNL group and | would faat# that process. The meeting closed
with the participants agreeing it was a positivevento consult and implement the proposal
instead of waiting until the completion of my tlesiSome of the closing comments

included:

Participants:“Exciting” ; “l think you’'ve done a great job actually™...it's

been great’ “Yes it has”.

Participant:*Amazing learning for me in the process and tkisccomplished”

Suzie: Thank you all very, very much ... | actually see ighe beginning
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| reminded the group at the closure of the meetivay an evaluation meeting on the
process was still to be held. My reflections follademonstrating that the researcher will
have an effect on the phenomenon studied and dsnteebe recognised that the researcher
is also affected by being in the field (Coghlan &€y 2001; Dowling, 2006).

Tired group.... lots of me in this meeting as in participant wantedjive them
something which | thought worthwhile from all ouonk not only so it will help
CNLs, but so they could be proud of all of theiead ... brilliant ...
straightforward for me to pull them together ... Qulughtful bit of sadness
...wanted to be business like bowing out back to mmbmehat style they are
used to ...wanted to get out quick without too muaitsideration time for us
all...memorable moment though ... thought that... Thiangsly

8.4. Meeting 10 Evaluation

A final meeting was held on 5 October 2006 to eawuhow the process and the action
research methodology had been for the group. Timezabers of the group were unable to
attend. One had contacted me electronically to cemirhow she had enjoyed the process
and the meetings. At this meeting, two of the pgoéints stated that at the outset and
separate to the meetings they questioned how nmudd ceally be gained out of what they

termed as such a vague process. One said:

Well | think sometimes as we went through the @®¢egot a little bit lost and
| was thinking gosh you know where we are headmghat were we trying to
say cause we had the question but it was tryingptae up with | suppose not
the answers but the way we found the role and swnitevas quite difficult at
times. The challenge of it to get it clear, getlmgpd around it. | didn’t realise
what it was we were trying to achieve, | found floatt at]....the last meeting
and probably the one before thaf{lt.was then thatthings really started to fall

into place

Another participant said:
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| think like .... | mean initially | struggled hugely with no struce it felt like
where are we going?, why are having all these mgs#l, and what’s going to
happen?.... It took a little bit of timdto learn]that that was OK. I think you're
[CNLs] so used to going to things and being structurke We have a meeting
and its structured and often we try and have thieaue before we've even got
the question so | found that quite difficult.

Others added:Yeah ...the point | found it very hgmlas] at the start and
| was like a fish out of water and as time wenitlgot easier with the process. |
did find it hard coming in at the start picking thee threads again but | found |
was able to do it easier and easier as time went byit might be because of
what’s happening out there you come in you sit dewd .... where are we
again, so it was good at that last meeting it ..|guulall the threads together

and it was great

One of the participants felt that it was thereféver problem and that | as primary
investigator seemed to be comfortable and confidernhe process. Another participant
spoke of what andmazing journéyit had been for her. Furthermore, she would nies
group meetings when they finished. A third par@éeipdescribed how proud she was of the
work produced at this stage, referring to the psaparound preparation and professional

development for the role.

The group then discussed how it was different fleow they operated within their role of
Clinical Nurse Leader and, as one sailftaybe it's we want outcomes, we want them

quicker”. Another added:

It's interesting because in my opinion ... we lookhatoutcomes first because if
you have a complex patient going home you're attutdat end coming

backwards right saying we’ve got to achieve thaatndo we do not we need to
do this to achieve that cause you start in the nmgrhis one is going home

what does he need...Yeah you're right

| spoke of the challenge for me as the primary stigator and said:
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The challenge for me was | knew you were all lesderyour own right and
you wouldn’t, and | predicted that you probably \emit, like it and you
didn’t. And so that was cool and | was cool witlatthbut equally as much |
expected you to say where are we going, becauss th@ normally how we
operate. The actual methodology comes from allssoftdisciplines, it's used
in psychology, education and social science and & really good way to get
those in their own community to actually affect raypa for themselves within
their own community that’'s why 1 like it. It's nabout me researching on you

it's about me researching alongside you ... [@ksort of social research.

The group then thanked each other and | summariz#td the consultative and
communicative process for the future. The meetiras wlosed following a display of
humour from one of the participants who saifio“dare | say it, where to nextl?eplied

“Shall | say it's up tgyou”?

8.5. Summary

The last stages of this action research, exploniony the role of CNL could be further
informed and the support of the role further im@aysaw the group working swiftly.
They demonstrated concern for the future CNL. Pagpan for the role, support and
ongoing professional development was crucial foséheither newly-appointed CNL or in
existing positions. Meeting eight saw agreementhenworth of either the new or existing
CNL assessing their learning needs and the preparat their respective nursing team.
Access, timing and frequency of education were irgmb, with yearly performance
appraisals and annual education sessions insufici& mentor either appointed or
selected was also endorsed.

Meeting nine agreed on a proposal that outlined repgration and professional
development model for the CNL. The proposal inctudeviting four further CNLs of
differing experience and settings to participata ipear long pilot. The group agreed that
the proposal should be started prior to the writhgny thesis. The proposal expanded

meeting eight’s outcomes and had four key pointstli, the learning needs analysis that
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the CNLs completed against their relevant expegemould include a skills list reflective
of the skills needed within the organisational posi description. It would be quite
prescriptive in nature, asking the CNL how familihey were with, for example, the
computer system or performance management of mussaif. Secondly, the CNL would
be offered the opportunity to have an independaaititator meet with their nursing team
to discuss what the nurses considered the rolde@fGNL to be. Thirdly, the support
structure required would include the establishnuéra District Health Board intranet site
that had both photos and profiles of the existitigi€al Nurse Leader group. Lastly, the
group agreed that a request would be put to the BiH&stablish a Senior Nurse Lounge
where CNLs could go for breaks or on completiothedr day. If a newly-appointed CNL
commenced, they would be given information aboetgbsition description and advised

about the need for a mentor.

Meeting 10, the final meeting, saw five of the gronvolved in an evaluation meeting and
one further participant provide written feedbackeTparticipants verbalised how they
struggled initially with the action research praxes it was foreign and different to the
way they worked in their Clinical Nurse LeaderserdHowever, they appreciated the end
outcomes, particularly relating to the agreed psap@nd, for some, they enjoyed their
own personal growth throughout. They enjoyed tHeidéng prior to the meetings and for

some they would miss both this aspect and the nggeti

This chapter is the conclusion of the analysis mwerpretation of Phases One and Two
data plus the research project overall. The renesintithe thesis presents a discussion on
the findings and what insight or implications thegve for others, what is presently known
about clinical nurse leadership, and for the DHB which this research was set.
Recommendations are made alongside the challemgdga@tations of the project, as well

as suggestions for future research.
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CHAPTER 9. DISCUSSION, RECOMMENDATIONS AND REFLECTIONS

9.1. Introduction

This final chapter commences with an overview @ftifiesis to this point as a basis for the
discussion, recommendations and reflections onfitigings that follow. The chapter
contains insights gained through this research tatloucal nurse leadership and identifies
opportunities for future research as well as thallehges and limitations of the project.
The chapter presents recommendations for locaektdélers, including management and
Clinical Nurse Leaders (CNLs), the nursing direaterand nurse educators in the District
Health Board (DHB) which arise from the researche thallenge of conducting research
in the same organisation where you are employedasmined with reflections drawing the

thesis to a close.

9.2. ThesisOverview

This action research project examined the attraied features of the role of the CNL
within one District Health Board in New Zealand.€eTikesearch objectives were twofold: to
explore how the evolution of the CNL role couldfbgher informed; and to establish what
CNLs considered would support improvement for thantheir role. The questions from

these objectives were what is the role and who ldhdefine it? The study was based on
the principles of action research; it involved mapiation, and had a strong emphasis on
democracy and action. Seven nurses, active in limc& Nurse Leader role and from a

variety of practice settings, consented to be @fatie research. They would define the role

and add to the discussion on its evolution and adpp

The project was divided into two phases. Phasevasea face-to-face interview with each
of the CNLs about their experience as a clinicasadeader. Phase Two involved these
seven CNLs joining with me to form an action resbagroup. This group met on a
monthly basis for ten months to work as an actiesearch group with the data derived

from the interviews.
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Key aspects of the context of this research wexeDHB where the CNLs were employed
and the position of nursing and nursing leaderstiijhin New Zealand. The DHB is a
crown agent charged with responding and givingceffe health related policy from the
New Zealand government. The focus of each DHB istilese their allocated resource to
improve, advance and safeguard the health of gapulation (New Zealand Health and
Disability Act, 2000). The Clinical Nurse Leademfttions within one specific clinical
setting and is some management layers away frombdlaed that governs the District
Health Board function. The CNLs are responsiblddading and managing nursing teams,
for the maintenance of clinical standards in tlaeea, and for giving effect to how nurses
deliver on and comply with DHB policy. They are thenduit for the patient-related
information, the key person that patient, family mibers, managers and the
multidisciplinary team approach or contact. Essdliyti when they are there they are
expected to know what is going on in their areatfair patients and, if they do not
possess such details, know where the details cabtaened. When they are not there they
are accountable for what goes on in their absehiteough the DHB where the research
was carried out employs approximately 5,000 pedpeCNL is a recognisable face of the
organisation. The public knows that where there @agents, there will be someone,
usually a nurse who is in charge whether it be mdwainic or mobile team. The function
of the CNL role is typically described within theganisation position description and
Chapter One described one such example. This eradgsicribed the CNL as having 10
areas which they were accountable for, with 69 quathnce measures which their
performance is evaluated against. The selectioegso for appointment into the role,
subsequent orientation plus ongoing professiona&keldpment of each CNL varied in

length and content across the DHB.

The professional and situational context which @MLs practice within has altered
significantly over the past 30 years. Since 2001natsing programmes preparing for
Registered Nurse status have been delivered barteeducation providers with the newly
graduating nurse having a degree (Keith & Peat M&w2001). The expectations of the
skill set of the registered nurse and of the CNlieehalso changed. Increasingly there is a

requirement for those in senior positions to passesind business and financial planning
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skills as well as being able to undertake qual#¢yessment. As the CNLs in this research
attested, these skills are necessary to demondigatey accountable for how nursing
services impact on the health dollar. This addsdafiresponsibility can be traced back to
the country’s health reforms of the 1990s. This maked a significant change in the
delivery of health care. DHBs were to operate based cost competitive market model
and as a result of this change in operation, semimse positions like the Director of

Nursing and the then Charge Nurse were reviewed.

Whilst the change to the delivery to health carge &léered so too has the patient profile
that access services within the DHBs. CNLs, in godjion with their nursing teams,
increasingly care for aging communities and indreasomplex social situations of some
patients. These changing patient profiles have g@®ysical infrastructure altered to
include standard notification within hospitals thetrbal or physical abuse will not be
tolerated from the public. In addition, CNLs in ret@ rural settings lead and educate their
teams on personal safety.

Findings from the Phase One interviews with the GbNealed themes relating to the role,
attributes, skills and knowledge requirements @f @linical Nurse Leader. Some of the
themes were representative of struggle and unogrfaothers were not. Some were
directly opposite to each other (e.g. exciting/gajude compared to hard work/emotionally
draining) demonstrating both the tensions and tplusnof being in the role. 24 themes
were identified; this large number of themes istandalone representation as to the

complexity of the CNL role.

In Phase Two the action research group was edtalliShe 24 themes were presented as
a list at the second meeting to start the groumpmacind reflection. Four of the nine
meetings concentrated on the reality of practiag the tension caused by the leadership
plus management mix within the role. The role wae of leadership, management and
patient care. The group agreed that a supportiealongside the CNL would be useful,
for example an associate, as the present abiliaghdeve all that the organisation expected

of the role was constrained. This constraint, erréality of practising in the role, could be
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lessened by removal of accountabilities deemedabe a priority, like the typing of long

documents.

The last two meetings were concerned with prepgaratind ongoing professional
development for the Clinical Nurse Leader. Theirnoprofessional development, the
group established, was essential support for thoste role. The group agreed on a
preparation and professional development propdedlwould be put to the DHB where
the research had been completed. This proposalded! individual assessment by the
CNL of their learning needs against the organisafigposition description. The proposal
would also recommend that the DHB establish a senicse lounge, and set up an intranet
site as a mechanism for CNL communication. Thisaimét site would profile each Clinical
Nurse Leader employed by the DHB. In addition théLCcould have their respective
nursing team explore what was their understandinth® role. The expectation of the

group was that the proposal was to be progressiEgphandent of the thesis.

9.3. Discussion

In general, the research findings resonate withetkisting literature. | was particularly
interested in the relationship this research hath Wwrevious works. Studies such as
Tourangeau and McGilton (2004) who utilised a namsimg Leadership Practice
Inventory Tool to assess nursing leadership andfafiel(2002) who suggested that
transformational leadership (a theory produced Inpm@nurse Burns, 1978) are examples
of these. | believed studies that relied on sudoties, whilst informing the discussion
around clinical leadership, were not the only applo This concentration on what type of
mainstream leadership behaviour is effective mayberauseful for Clinical Nurse Leaders.
It is known from such works, derived from non-nuagsileadership theory, that certain
agreed traits may be effective characteristicagplay within the role of CNL. Kan (2002)
warns, however, this may be to the detriment ofetlgying clinical leaders. She suggests
that devotion to emulating the so-called charasties of an effective nurse leader may in
fact promote the unattainable and unachievabl¢himse in the role. Research that had not
relied on such non-nursing theories and involvexsé¢hin the role or their teams produced

appropriate and arguably more attainable recomntemdafor those in this leadership
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position. The CNLs in this research were co-redesarc defining the role and creating
solutions for future communities of clinical nusaders. This study addressed some of
the knowledge gap as identified by Hyrkas and Def2@98). They suggested, in their
editorial, that a body of work had yet to be congidethat encapsulates the essence of the
role as well as the setting the clinical leaderawking function within and exactly where

or how the impact is experienced.

The interviews with the CNLs contained content @ning the role, attributes, skills and
knowledge requirements and the experience of heitige role. Cook (2001) found that a
CNL’s core set of attributes include respecting arftlencing. Respecting is when the
CNL is open to others’ perspectives and influencasghe ability to assist others to
understand others’ attitudes. While in this rededahe word respecting was not used, it
was assumed in how the CNLs talked of their profideing influential, however, was
referred to but unlike the perspective of Cook, ftis was on enabling staff as opposed
to assisting.

Other researchers highlighted that the role is tpivim the successful implementation of
present and future health care strategies (Cle@@1;2Doherty, 2003; Drach-Zahavy &
Dagan, 2002; Drummond, 2002; Kan, 2002; Willian304). Again, this set of interviews
highlighted the pivotal nature of the role as vadlthe legitimate power and authority that
the role carries. This means the CNL needs to Hkasvledge of all aspects of their
respective clinical area. The action research gmoeptings raised the key place the role
occupies being the conduit for patient informatfon family, multidisciplinary team and
management, the responsibility as patient advoeditesation of newly-admitted patients,
budget accountability and rostering of nursing fst&his pivotal place meant that, on
occasions, CNLs attend a series of events withma#ter of hours. Such events could
include assisting at a critical clinical situatidike a cardiac arrest, overseeing the
documentation necessary to accompany a deceadedtigatransfer from the ward, and
attending a complex family meeting concerning aeotbatient may occur. This pivotal

presence occurs in a pressured health environsrdeller et al. (2004) state:
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The role of front-line managers has become mordesttang during the past
decade. In today’'s turbulent healthcare environmenirse managers are
expected to provide leadership on units that hawgh Istaff vacancy and
turnover rates, patients with higher acuity le\aeis higher incidence of chronic
diseases, more limited financial resources and atipgiaff and increasingly

complex technology and reporting requirements2(d.)

General widespread agreement that the role invateedlict is reported in the literature.
Firth’'s (2002) study involving ward managers, thetiBh equivalent of CNL, described
how ward managers found the balancing of clinicatl ananagerial responsibilities
“problematic” and a cause of “conflict” (p. 489)hi$ current research also contained
content relating to conflict that occurs betweea ldadership and management aspects of
the role both at interview and throughout the actiesearch group work. We now know
more about this tension. The administrative resjhdigs to type up staff appraisals and
progress incident forms are time consuming and tAkeCNL away from the clinical
leadership aspects of the role. The responsihilita cost centre was not a priority for
some CNLs and left them feeling powerless to dothang about it. Patient care and
overall responsibility for clinical care were th@irorities. The patient should be retained
as the focus and the administrative tasks shouldetvelved out of the role. Solutions to
the CNL workload were explored and raised the neestope the size of the role in each
area and to establish the feasibility of an assedtdinical Nurse Leader position being
developed. West, Lyon, McBain and Gass (2004) atipatethere can be role overload and
the role can only progress quality of patient garele expectations are made clear at the
outset. Latterly Mills (2005) describes the extragsure on the nurse leader roles as one of

“role conflict and lack of role clarity in increagly complex organisations” (p. 20).

The tension caused by the leadership/managemerdtidos, as derived from the
organisational expectation of the CNL role, remdimeconstant thread throughout this
research. It was one of the 24 themes from thmlinitterviews, one of the remaining two
after the action research group reduced the foedgte one that occupied four of the nine

action research meetings. Clinical leaders in ngrsmpact on quality of patient care
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delivered but need support mechanisms and rolecefpens made clear at the outset
(Stanley, 2006). He states: “The result can be limbnfconfusion, challenges to the
clinician’s values and beliefs, or ineffective leaship and management, leading to
diminished clinical effectiveness, or even dysfumrwdl ward or units, and therefore poor
quality patient care” (p. 31).

One of the participants summarised similarly:
What are we? We're nurses, and to lead nursing toradgs what I'm passionate
about and to be expert, expert of excellence. loh ar secretary, I'm not a

typist, [and]I'm not a finance persar(Meeting 5)

Professional development is deemed important irp@upof the CNL role (Cook, 2001;
Sullivan et al., 2003; Connelly, Nabarette & Smi#§03). Education, commencing at
undergraduate level, needs to include leadershignagement, finance and quality
assurance (Williams, 2004; Mills, 2005). Cook arehthard (2004) deem preparation of
the role inadequate. They conclude: “much lear@aibgut leadership is undertaken once a
person has been designated as a clinical nurser|leadher than in preparation for the
position” (p. 440). They add current clinical leestep programmes are in the main
disconnected from the wider organisational direttibhorpe and Loo (2003) suggest that
not enough attention is given to meeting the irdiiel needs of nurse managers (Canadian
term to generically describe those in roles simtlarthe clinical nurse leader). They
propose that nurse managers should be involvedieimr education planning. Spence-
Laschinger, Purdy, Cho and Almost (2006) suggestdiganisational support plays a role

In retaining nurse managers.

The current research uncovered the lack of preparaind ongoing support experienced
by the seven CNLs. This research again added moosvlkdge not only about the
suitability of the professional development affatdée role but also the content, timing
and self assessment by the CNL about what educetioeeded. In the interviews, the
limited feedback about how they were doing whest iin the role was highlighted, as well
as the varying levels of access to professionapaupfor example a mentor. The action

research group were clear that the present préparasupport and professional
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development afforded the role could be further ted and that the support needed to be
continuous. The professional development modeltedetom this research is based on a
learning need analysis against the position desenigarried out by the CNL themselves.
This arose from the group raising the lack of ragfgéedback on performance, particularly
in the orientation stage. The yearly performanegere was not seen as an effective tool to
plan education and a suggestion was made to ukdeaatainformal review at three months
into the role. The position description would alldkose already in the role, and those
beginning, the ability to rate their understandimfgthe key functions of the role and
develop, in conjunction with their manager, an witlial plan. The details could include
such topics as education around human resourcegaiu@at or around computer tasks or
software necessary to function in the role in aydaorganisation. The nursing staff

understanding of the role of CNL also was an avemasted for further development also.

This focus and partnership with those in the reabit clinical leadership practice was
valuable. Significantly, the group agreed that thejor components of the role are
leadership, management and patient care. Conftictirs between the management and
leadership functions of the role but the group edneatient care was still vital to the role.
The CNLs defined the role and offered new solutimnghe future community of CNLs in
the DHB. These new solutions addressed the terthi@noccurred when there is both
leadership and management accountabilities withé drganisational expectation of the
role. This tension is already described by exislitegature aforementioned. The solutions
included a specific professional support model arstoping exercise to be applied to all
clinical settings to see the feasibility of an Adste Clinical Nurse Leader. These
outcomes were arrived at after the constructivélldison of data surrounding the role by
the group and the focus on two aspects that sutfaden in the role in a DHB setting.
The group listened and learned from each othettlaard coalesced for the future of CNLs.
The situational context or environment of this exsh, the role of the CNL within the
District Health Board and the DHB structure, wagopal to and within the inquiry. The
findings surfaced the strategies those in the tme for managing the organisational
expectations of the role. When researching the watkin this context with those in the
role, I was and remain reminded of the tension ¢icatirred in New Zealand between the
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humanism of nursing and the managerialism of the corporate market model in the
1990s (Bamford & Porter-O’Grady, 2000; White, 2Q089r example, a DHB articulates
its outcomes in terms familiar with the cost cogier model reflected in the CNL's
position description, including terminology like rf@mance measures and
accountabilities. Nursing measures are communidatezrms of humanism with a holistic
approach adopted to patient care. This is deriveth ftheir professional context and
curriculum that shapes the student to achieve degtatus as a Registered Nurse to
practice. Nursing is grounded in the humanities seidnce, not in business. Significantly
White adds: “The professional and business cultnatsonly have a different values base

but have their own language systems” (p. 184).

This research revealed this mismatch between thiegsion of nursing and the culture of
business, in this case the CNLs’ expectations ardotganisation’s requirements of the
role. Qualitative and quantitative research apgreacare often described as occupying
completely opposite positions, much like the CNLd ahe organisation, with differing
expectations and language attached to outcomesiough Onweugbuzie (2000) is
referring to these two research paradigms, his tdradopting an ecumenical approach for
better outcomes in research resonates and may ékisvheeded here. An ecumenical or
combined approach to seek better understandingatf ether’s role may well enhance the
relationship between the profession of nursing #rel culture of business such as in
DHBs.

9.4. Insight and Recommendations for Stakeholders

The District Health Board and Clinical Nurse Leadeis- Inextricably Linked

The action research group explored a key roledbakd not be separated from its context,
the District Health Board. The research findingsreveelated to the role of a CNL

responding to their environment. The DHB, as a &rahd provider of health services to
its population, employs senior nurses to fulfilstifunction within its clinical management

structure. Both the DHB and the CNL have respohsds that fall out of their

inextricable link.
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The CNL is responsible for the running of a clihieaea with a DHB formal position
description attached to the role. This positioncdgsion is a document that serves to both
outline function and measure performance within @MNL role. Their responsibilities
include, but are not limited, to walking alongsgkgients throughout their health journey,
contributing the nursing perspective of patientecé the multidisciplinary team and
guiding nursing staff in clinical standards. Thisidance incorporates the organisational
expectation of performance management of the nyrsiaff, as well as rostering of the
same staff to allow for up to 24 hour cover of thpatient area. The role also carries a
traceable accountability to quality and risk irtittas of the organisation as well as the
ward budget.

The DHB is responsible for employing the CNL and ttritten expectations of their role
contained within their position description. The imansight this project offers for the
DHB where it was undertaken is that much can bedonmprove both the CNLs’ and the
DHB’s understanding of each others perspectiveci3ision between the CNL and the
DHB can take place and collaborative inquiry canubelertaken going forward with a
collective responsibility to key issues. To reiterathe CNLs involved in this research
agreed the role was about leadership, managemergadient care and that individually in
interviews and as an action research group patsrdsnursing staff were very important
to them. This point of overall responsibility foapent care is significant. The organisation
would benefit from establishing if the role of CNagross all areas, does govern clinical

standards and is totally responsible for patierg.ca

Collectively, the DHB and the CNLs need to exteabiweview the position description
and the number of nursing staff each CNL is resjpta$or, and look at the potential for
scoping an associate CNL dependent on the sizbeofatea. There have already been
encouraging beginnings as the DHB has endorsedyriwgp’s proposal relating to the
professional development model at its early stagkiding the establishment of an intranet

site and, more recently, the creation of a SenimsBl Lounge.
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This work needs to continue, as the reality is tha¢ cannot do without the other as the
majority of New Zealand nurses, including CNLs, kwavithin a DHB setting. They

therefore cannot develop in isolation from eaclentkvhite (2004) recommends:

Nurses need to be assisted to reframe their urashelisg of the expression of
the nurse-patient relationship and nursing practicethe contemporary
healthcare system and to see themselves as carthgamnected knowledge
workers who bring humanity to an otherwise oftefuteanising technically

focused illness-cure system. (p. 207)

The DHB would benefit from such reframing in order understand how nurses are
prepared at undergraduate level. This is where (@BiLs develop from. This, in part,
explains why the CNLs through nine meetings anthrview maintained the importance
of the patient. Not the budget, roster, quality aisl accountabilities, but the patient and
their nursing staff. They are a nurse, a nurseyjraenand, as White (2004) suggests: “The
focus on nurse-patient relationship, to the virteiatlusion of other relationships, has left
nurses in a position of vulnerability” (p. 208).iFposition of vulnerability can be altered
by such collaborative work as suggested. The CNLulevdbenefit from a deeper
understanding of the DHB as a crown agent, the BHBSponsibility to its population and
how that responsibility is translated to varioukesan this market model. Then, as White
goes on to suggest, New Zealand nurses would db taetontinue to develop their
understanding of the political processes that erfies health care delivery, such as the
nineties health reforms and she states: “to worth Wyovernments and opinion-makers

persuasively with a rich blend of evidence andyst(y. 216).

9.5. Directorate and Nurse Educators

The professional development model that is basaddividual learning needs assessment
by the CNL and extension of knowledge to their mgstaff and the role of a mentor, was
indicated as important by the group. This is oévahce to the DHB’s executive nursing
officer, senior nurses and education team as vwelhwsing degree programmes. The

undergraduate nursing curriculum needs to pregeaentirse for the reality of the health
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sector and the sector needs to be involved in ctdon development addressing
specifically the two positions of business cultuaed nursing culture. The present
education for the role is influenced by and resddo non-nursing leadership models and
management philosophy. This research adds to amegsipe amount of nursing-led

research on a nursing role. It is timely to consithe review of education offered to the
CNL in this DHB to be underpinned by this collectiof nursing-led research on a nursing

role.

9.6. Challengesand Limitations

Action research was the methodology | chose toysumsy inquiry within this DHB. I, as
the principal investigator, was already employedaimursing management role at the
District Health Board. Coghlan and Brannick (206&te:

Sharing the power of knowledge production with tegearched subverts the
normal practice of knowledge and policy developmentbeing the primary

domain of researchers and policy-makers. Actioreaghers work on the

epistemological assumption that the purpose of ewad research and

discourse is not just to describe, understand apthie the world but also to

change it. The issue is not so much the form oktimvledge produced or the
methodology employed to gather data/evidence but dtides the research
agenda in the first place and who benefits direedyn it. (p. 7)

Koch and Kralik (2006) ask the following questiosfsan action research project: Is the
inquiry useful? How do we know we have a qualitge&ch practice? Has it made a

difference and are actions sustainable?

The group initially struggled with the action resdea process but achieved remarkable
insight and outcomes. Separate to this uncertaagyDick (2001) describes, a climate of
support was established. This climate within th&oacresearch group saw frail and

conflicting data contested. Themes were rejecdaming ones discussed and realities of
practice applied. Dick explains in an action reskarocess language and dialogue form a

large part of the data, allowing participants ascasd involvement to challenge the
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researcher. The group’s outcomes surrounding tleeofdCNL related robustly to relevant
recent research and, in addition, the group defthedrole producing a unique proposal

related to preparation and professional development

The position of being an “insider” (Coghlan & Caseé3001, p. 675) if undertaking
research where you were employed, was a view lamase of before entering the field. |
was not only employed in the organisation but bdlad functioned in clinical leadership
roles. | did not find it a limitation. The parti@pts were willing to share their experiences
with me in a frank and honest manner. This cangigr@ch was maintained throughout
the action research group work. | am not convintet we would have reached the
outcomes as described if | was an “external agg@wghlan & Casey, p. 675) to the group.
This research was carried out to work with CNL eafjues to further inform the evolution
of the role and the professional support affordesirble as well as for my own personal
development. Coghlan and Brannick (2005) refensider action research as first, second
and third person research. First is research usidmrtthat contributes to the researchers
own personal development. Second person reseavagthi€olleagues on issues of mutual
concern and third person research sees the devetdpwf theory from such a
collaborative research experience. Coghlan and riickndescribe how the insider has
valuable information about the culture of theiramggation but caution being too close to
the data as this may mean not enough questioninigeoresearcher’s part. Journaling was
a regular process for me and that allowed me tbdilke non-canonical and honest about

my pre-understanding. | constantly asked myseihengroup work, what is going on?

One criticism of action research is that it is ofbgally relevant. Freshwater (2005)
contests and states “social and political contedt mave some resonance with other
organizations, while the local factors may difféglstly; the principles underpinning the
transformatory approach to theory and practicettamsferable to any clinical situation”
(p. 220). | agree with Freshwater as there arécelimeadership roles in nursing throughout
the other DHBs in New Zealand. While each may héiferent organisational position

descriptions it is likely that the findings of thetudy will have some relevance.
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9.7. Future Research

This research project has allowed for those aativéhe role to be co-researchers in a
project that looked at how the evolution of theerof CNL could be further informed and
how the professional support of the role coulduréher improved. This exposition clearly
lends itself to further research which concentratescontext, that of a District Health
Board structure, and connection to that contexifrie CNL role. The responsibility
within that structure and expectations that falt otithe strength or weaknesses of this
connection should be further explored. This coakktplace following the collective effort
of both the DHB and the CNL group to review theerol relation to responsibilities and
scope based on the findings of this research. @risds complete and an associate role
installed in certain areas, this intervention coddevaluated from both those in the role
and the organisation. Do the organisation and tHhesCagree this role is one of the major
recognisable clinical faces of the DHB to their leh Does the DHB agree the CNL is the
conduit to the communications of all the multid@imiary team and patient or family
enquiries? How much does a CNL know about the tetween their role and the function
and responsibility of the DHB and in particular f@vider arm? Is the role a depository
for organisational expectations that are necessargespond to as part of their DHB
structure and accountability to the public? Andit ifs, how much preparation goes into
managing the added responsibilities? Questions sasghthese could underpin the
agreement on what future research would add tohdurtunderstanding about the
inextricable link between the situational contekadHB and the professional context of
nursing. Nationally this research could be shaasdhe role of Clinical Nurse Leader (now
Clinical Nurse Manager — see post script) is caesty/ used throughout New Zealand.
The findings of this research would warrant an eration of the joint expectations of the
CNL and their respective organisations. At the tleas analysis of the preparation and
professional development attached to this role didel useful throughout New Zealand to
compare educational programmes. Internationallghés research on the significant place
of patient care within health care organisationd who is ultimately responsible for that

could be explored. How to minimise the agreed dcinéxperienced in the role between
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leadership and management aspects of the role beuekamined further, unpacking just

what are the components of such conflict.

This chapter summarised the thesis as a wholegmiiag a discussion on how the findings
relate to recent relevant literature and what neavkedge has been added to the research
on the role of CNL. How the role can be furthéormed and how the support of the role
can be further improved has been addressed. Whatole is has been answered, as
defined by those in the role; the patient and tbaie identified as significant by the CNLs.
Their leadership of their nurses is also importanthem. A comparison to Bamford and
Porter-O’Grady’s (2000) work where the tension ealuby the craft of nursing practising
against the backdrop of the culture of busineddew Zealand and work is included. The
role seems to symbolise the humanism of nursingtla@aontext in which it is practiced,;
the DHB symbolises the cost corporate model ofthezdre. This is, however, the practice
reality as the majority of New Zealand CNLs workihim this structure. Keith, Peat and
Marwick (2001) advise this market-driven modelikely to continue and nurses will have
to adapt. White (2004) advises nurses in general need assistance to reframe their
understanding of nursing within this corporate mofdemore ecumenical approach to the
relationship between the CNLs and the DHB is suggeas a way forward.

This chapter highlighted the main insights thas thioject offers for the stakeholders, that
is the DHB, CNLs, executive nursing leaders, semarses and education teams. It
acknowledges that the DHB where the research wdsrtaken has already embraced part
of the research outcomes, namely an intranet sdady adoption of a preparation and

professional development proposal for the role armkeptance of a proposal to establish a
Senior Nurse lounge. This research project coulddbended and the proposal to continue
to concentrate on the link between the situaticcwitext, that of the DHB and the

professional context of nursing, has been made.
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9.8. Closing Reflections

I commenced this research intending to exploreiaginleadership in nursing within a
District Health Board setting in a study that wasdx on the principles of action research,
that is research which is cyclic, qualitative arattigipatory. The role of Clinical Nurse
Leader in the District Health Board matters. It tee to the organisation, it matters to the
patients and it matters to me. Due to the naturactibn research the evolution of the
project was unpredictable but it was expected thgtelf at the outset as principal
investigator alongside the participants would beoived in a responsive, emergent,
flexible and reflective approach. Firstly, the msdional preparation for the CNL role has
been previously influenced and restricted to kndeadership models and non-nursing
management philosophy. In addition to this limitefluence, there has been a very
minimal amount of New Zealand research carried autthis role. | commenced this
research aiming to inform any further evolutiontbbé role and to improve the support
afforded the role. | decided that those in the neleuld define the role and be co-

researchers.

Action research with my colleagues has been chgihgnand complex, fascinating and, to
some extent, an episode of discovery. It reaffirrttedlway | know others and how that
might appear and what that translates into, as Wadls describes, spoken or unspoken,
conscious or subconscious. It also uncovered hbehhve as a result of that knowing. |
am reminded of the opening words of this thesisctvHinishes “exercise stewardship
without control”. As a group, we completed a sigraht piece of research that explored
the role of CNL without any control over how theearch would unfold or what would be
the outcomes. That is the beauty of action resediod qualitative nature of the research
allowed for not only an opportunity to display juwestactly how it is to be in the role of
Clinical Nurse Leader but also to include both dimllenges and privileges that this
methodology affords the principal investigatorwhis, as | said at the outset, to be a time
of growth. | entered the research with my expeotetiof the group and in order to
demonstrate reflexiveness and thus strengthen dhéity, | recorded my perspective as

we worked as a group.
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| was entrusted with narratives that were deeplyingpband personal about how it was to
function in the role. These were powerful piecesliafogue which spoke to the role, the
reality of the practice under such expectations lamd they all made sense of these. |
witnessed the tiredness and the sense of apathyhina could not make a difference. |
equally saw their commitment and obvious enjoynadrthe role and the research, hence
the reflections contained in “The Race”. Whilsttambes, in the thick of it, the group
expressed such apathy the solutions reached armltbemes achieved were remarkable.
The in-depth analysis of the role achieved by thios¢he role that this methodology
afforded us resulted in useful, significant outcemdhis research will, | believe,
contribute to making a difference. My comments le ffinal action research meeting

reflect this belief.

| thank you all for the trust and for the gems addem you gave me ... | know
we did a good job for our colleagues and those whidbe the future CNLs that
will walk down the hill to their cars tired but scure that they made such a
difference to their staff and their patients. Ta gwup rest now and know you
all were magnificent. | did not have the answersddariously and proudly we

had the answers.

Post Script

The professional development proposal, which inetldpreparation and ongoing
professional support plus an intranet site andosemirse lounge was presented, as an
agenda item at Operations Managers’ forums; nurdiregtorate and senior nurse forums
(see Appendix 7). All supported the professionalefigdment concept. This concept was
electronically circulated to the CNL group with gavitation attached to meet with me if
they wished to use the model. Four CNLs respondéket invitation. Three existing CNLs
drew up a learning development plan for themseares one further CNL discussed how

ongoing work with the nursing team may be faciitht

The intranet site has been established, entitlet Gtwork, with photos and profiles of
CNLs included. This is to be extended to other au@atside of the larger hospital. This
project is well supported by the information teclogy and communication experts in the
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DHB with future plans for it to be an interactiviees The proposal for the establishment of
a Senior Nurse Lounge was first sent to the Chigér@ting Officer then the Director of
Nursing plus the nursing directorate. Followingsthit was presented to the campus
redevelopment committee who indicated their suppod commitment to include senior
nurses in their campus allocation of senior statfniges for 2009. Lastly, the title of
Clinical Nurse Leader was changed to Clinical NuManager as of February 2007
following a national project that looked at semairse titles within district health boards in

New Zealand.
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Your application has been approved and this approval continues until 30 April 2007. If
your data collection is not completed by this date you should apply to the Human Ethics
Committee for an extension to this approval.

Best wishes with the research.

Ailison Kirkman
Convener
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1A: Extension to human ethics approval

[ Suzie Gardner - RE: Ethics

From: "Allison Kirkman" <Allison.Kirkman@vuw.ac.nz>
To: "Suzie Gardner" <GardnerS@waikatodhb.govt.nz>
Date: 7/03/2007 21:01:02

Subject: RE: Ethics extension

Dear Suzanne
This extension is approved.
Best regards

Allison Kirkman
Convener, HEC

Dr Allison Kirkman

Associate Dean (Students) & Senior Lecturer in Sociology

Faculty of Humanities & Social Sciences

Victoria University of Wellington

Te Whare Wananga o te Upoko o te lka a Maui

Box 600, Wellington

Ph 463 5676, Fax 463 5209

http:/fwww.vuw.ac.nz/fhss

<https://webmail. vuw.ac.nz/exchweb/bin/redir asp?URL=http://ww.vuw.ac.nz/fhss>

From: Suzie Gardner [mailto: GardnerS@waikatodhb.govt.nz]
Sent: Wed 7/03/2007 4:30 p.m.

To: Allison Kirkman

Cc: Kathy Nelson

Subject: Ethics extension

Dear Allison

RE: Approval : No 107/2005-Clinical Leadership in nursing within a New
Zealand setting

| would like to apply to the Human Ethics Committee for an extension to
my approval as described above to December 2007

Kind regards
Suzanne Gardner

28 Huntington Drive
Hamilton

cc: "Kathy Nelson" <kathy.nelson@vuw.ac.nz>, "Katy Miller" <Katy.Miller@vuw.ac.nz>
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APPENDIX 2: LETTER OF PERMISSION: CEO

Waikateo District Health B

| Waikate Hospital Campus
Hackin Building
Selweyn 5t
PO Box @2
Hurmilten, Mew Zealand

17 August 2003

Surie Gardner

Operations Nurse Manager /
Level 01

Campbell Johnstone Building

Dear Suzie

Thank you for your letter of 8 August 20035, regarding the research project vou wish
to undertake.

It appears that the rescarch will be of bencfit to the development of Clinieal Nurse
Leaders within the District Health Bourd, therefore T give permission for the research
tor 20 ahead.

Can ¥ou please ensure that the Director of Nursing is kept informed of progress as the
cuteomes of your ressarch wre known.

Yours sincerely

@M,\:Laik,

DrI.M. White
Chief Executive

Te Haongo Whalaranga M5 Te iwi - Evilding Haalthy Cammunities

[ e P, 9
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APPENDIX 3: ELECTRONIC INVITATION

From: Suzie Gardner

To:

Date: 9/6/05 11:03

Subject: Invitation to participate in research

Please circulate to Clinical Nurse Leader group only including T's and Community Services - with
thanks

Dear colleagues

As same of you are aware | am about to undertake a research project for my Master degree. | am
writing to invite you to be involved in my research which is looking at nursing leadership within a
clinical setting. Please find attached an information sheet explaining the proposed research project
and feel free to contact me to discuss any queries you may have regarding my research

Suzie Gardner

Operations Nurse Manager

Education Support & Professional Development
Ext. 5876

gardners@waikatodhb.govt.nz

CccC:
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APPENDIX 4: INFORMATION SHEET

VICTORIA UNIVERSITY OF WELLINGTON
Te Whare Wananga o te Upoko o te Ika a Maui

T8
Information Sheet for a Study on Clinical Leadershp in Nursing within a New Zealand
District Health Board setting

Researcher:

Suzanne Gardner (Suzie): Graduate School Of Nwr&nMidwifery, Victoria University of
Wellington

| am a Masters student in Nursing at Graduate ScbbdNursing Victoria University of
Wellington. As part of this degree | am undertakangesearch project leading to a thesis. The
project | am undertaking is a study based on tlmciples of action research exploring clinical
leadership in nursing within a District Health Bdagetting. This research has been approved by
Victoria University of Wellington Ethics Committeend the Chief Executive Officer of the
Waikato District Health Board.

| am inviting nurse leaders, as defined by theiiik&t District Health Board position description,
presently practising in either a clinical nursedieraor charge nurse role to participate alongside m
in this study. The study will be undertaken basedtlee principles of action research that is
research which is cyclic, qualitative and partitiipp. The research project will consist of two
stages of data collection involving 8-10 partici{zan

The first phase will involve a one on one interviamproximately an hour long, exploring clinical

leadership. Following on from this a thematic as&ywill be done to provide the basis for the first
of 6-10 meetings. The direction of the research thién be determined by the group. You can
withdraw at any time without question. If you volaer participation will span over approximately

six months and will entail regular meetings of doetwo hours. The agenda and venue will be
determined by the group and the contents will peda

All efforts will be employed to protect the idegtiof the participants within the research thesis.
This action research project will form the basis my thesis, which will be submitted for
examination to Victoria University of Wellington @eposited within both the University library
and the District Health Board library. It is intexttithat one or more articles will be submitted for
publication in scholarly journals. All written mai@ will be destroyed two years after the end of
the project.

All participants will be sent a summary of reseaficlldings and depending on the outcome, the
group may decide to give a joint presentation @rgerence.

If you have any questions or would like furtheroimhation there are two options:

1) Please do not hesitate to contact myself amdyosupervisors- see below for contact details
OR
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2) Attend an information meeting on the ... at ... vetigr | will be explaining action research and
what it means to be a participant in an actionaeseproject.

The closing date for recruitment of participantt e ...

Supervisors

Dr Katherine Nelson - Lecturer
Graduate School of Nursing & Midwifery Victoria Usrsity of Wellington
Ph: 04 4636138

Email: Kathy.Nelson@vuw.ac.nz

Dr Pamela Wood - Associate Professor

Graduate School of Nursing & Midwifery Victoria Usmrsity of Wellington
Ph: 04 463 6650

Email: Pamela.Wood@vuw.ac.nz

Principal Investigator

Suzie Gardner

Operations Nurse Manager Education, Support, Psiafeal Development
C/- Level 01

Campbell Johnston Building

Waikato Hospital

07 8398899 ext 5876

pager 20372

Email: gardners@waikatodhb.govt.nz

Suzie Gardner

Operations Nurse Manager

Education Support Professional Development
LO1 Campbell Johnston Building

Waikato Hospital

Signed
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APPENDIX 5: CONSENT FORM

TE WHARE WANANGA O TE CPOKQO O TE IKA & MAUL

FERE VICTORIA

UNIVERSITY OF WELLINGTON

VICTORIA UNIVERSITY OF WELLINGTON
CONSENT TO PARTICIPATION IN RESEARCH

Title of project: Clinical Leadership in Nursing within a New Zealand setting

0 I have been given and have understood an explanation of this research project. I have had
an opportunity to ask questions and have them answered to my satisfaction. I understand
that I may withdraw myself from this project without having to give reasons or without
penalty of any sort at any point.

0 Tunderstand that any information as part of the project and within the project group
will be kept confidential to the researcher and the supervisors. The published results will
not use my name and that no opinions will be attributed to me in any way that will
identify me. I understand that the tape recordings of research meetings will be
electronically wiped at the end of the project and all paper files after two years

o T agree to abide by the ground rules as determined by the group.

O I understand that I will have an opportunity to check the transcripts or meeting notes of
the action group meeting before the follow up meeting.

0 I understand that the data I provide will not be used for any other purpose or released to
others without my written consent,

0 Iwould like to receive a summary of the results of this research when it is completed.

0 Iagree to take part in this research.

Signed : Date :

Name of participant
(please print clearly)
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APPENDIX 6: PICTORIAL IMAGE (PARTICIPANT)

MANAGEMENT

(Efficiency)
Co-ordination of resources
Meeting organisational goals

LEADERSHIP

(Effectivenes}

Managing ones self and Budget
relationships with others. Role Staffing
modelling Rostering
Vision Equipment
Motivation\ Environment
Support Service delivery Provision of

Group cohesiveness Clinical care

CONFLICT el

DIRECT CLINICAL CARE

Helping physically
Taking load
Filling gaps
Relieving meal breaks
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APPENDIX 7: PROFESSIONAL DEVELOPMENT PROPOSAL

Clinical Leadership in Nursing Within A New Zealand Setting

Principal Investigator Suzie Gardner (Ops Mgr G@lahi& Nursing Service)
Student of Grad. School of Nursing & Midwifery

Victoria University, Wellington

021549635

Aim of research:
“To explore clinical leadership in nursing witharDistrict Health Board setting in a study basedhes
principles of action research, that is researclthvis cyclic, qualitative and participatory.”

Comm’d Dec 2005 completed Dec 2006 Thesis for ematign April 2007.

Please note the following proposal arose asrpaf the outcomes from above research.
This is not a summary of the thesis as irraft form only at present as of Jan 2007.

Background

« Principal Investigator Suzie Gardner student ofds&chool of Nursing & Midwifery Victoria
University Wellington enrolled in Master of Nursing

* “To explore clinical leadership in nursing withirDastrict Health Board setting in a study based on
the principles of action research, that is reseaitich is cyclic, qualitative and participatory.”
Ethics application to VUW HEC

e Gained approval from VUW and also Dr Jan White GEOHB,recruit & consent process- +
DON aware ,update to present CEO to be given

« Comm’'d Dec 2005 with 2 parts to data collectione @m one unstructured interview with 7 CNL’s
,6-10 meetings held over six months = 10 meetirgdd dver 11 mths

* AR methodology permeated industrial psychology, agement and educationalists.

*  Mid 1800’s John Dewey —philospher of democracy &aation, Kurt Lewin = study systemically a
social problem co-operatively with intention towablnd generate new knowledge. Picked up by
psychology, management and education and latterisimg.

e First draft to be sent Dec 1st. submit for examil&007.

« However one of the topics that we, as a group vebitat@resent pre exam was a proposal to pilot

Preparation,Prof. Dev & Support for the CNL withive WDHB = drawing together all ideas
related to both from the group over a period ofridhths.

Cont'd. Clinical Leadership in Nursing Within A New Zealand Setting
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Proposal
 Two parts
Part A = pilot with length of 12 mths choose 4 CNL'’s aetin role
X1CNL>5yrs
X1 CNL < 5yrs

X 1 T Hospital
X 1 Primary Health

All above do a analysis of their skillgainst their PD (skill list suppl'd)
CNL decide against this & PD where oppftother dev. is and d/w Mgr as to when can

upskill

+CNL gp profile increased = CNL gp intranet sitedfi) b/g interests) =
Potential mentors/support

+ Nursing Team independent fac to d/w CNL’s nursignt understanding of role of CNL =
interest gp. Of nurses within area to dev. SN/CNpport gp to learn about various aspects of role

Extra for Part A

Senior Nurse Lounge on WH campus

Part B

If new appt to CNL role occurs new CNL gains acdessll

PD skills match  + Teamwork  + SN/CNlpport  + CNL gp profile
Evaluation of pilot

Questions

For any further enquiries/commentstietato this summary please contact

author Suzie Gardner on em@ardnerS@waikatodhb.govt.nz work mob; 021549-635
Thanks
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APPENDIX 8: FURTHER CEO PERMISSION

Woaikato District Health Board

Woaikato Hospital Campus
Hockin Building

Selwyn St

PO Box 934

Hamilton, New Zealand

24 January 2007

Suzie Gardner

Operations Nurse Manager Education & Support
Clinical & Nursing Services

Level 03

Campbell Johnstone

Dear Suzie

Following on from our meeting of 18 January 2007, I wish to confirm in writing, my
agreement for you to include in your thesis:

1) The reproduction of a diagram representing the management structure and
frontline staff connection (which includes the CNL position) contained in a
Waikato DHB document entitled “A Guide to the Structure and Committees of
Waikato DHB including Provider Division Health Waikato™.

2) General reference to the Waikato DHB Strategic Plan in order to explain the
functions of the DHB.

All the best with your research and study.

Regards
N
1o
| s U‘j"— (e L\_z .

Malcolm Stamp, CBE
Chief Executive

Te Hanga Whaioranga M3 Te Iwi - Building Healthy Communities

muan
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