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Action Research

Collaborative / Participatory

50 health professionals
involved!

* Core Action group
* Individual interviews
* Group discussions

Pictures from https://www.google.com/



Action Research

Cyclic and reflective

Three phases with
multiple cycles

Coghlan & Brannick (2014, p. 38)

Austin (2017, p. 14)



Health professional

stories — what were Phase 1

they saying?

Q&

* More distressed than colleagues

* Blamed for poor outcomes

e Critical incidents not talked about

* Showing emotion is a sigh of weakness

“I don't know if maybe I'm a private person when it comes to stuff like that. | don't
really go around telling people about it, that I just cried last night ... that it affected
me as much. | didn't really tell many people until months later when it was ok”
(Participant)



Complexity Theory applied

Emergent properties

Explanation of behaviour between individuals
Rules and assumptions

Areas for change

Energy



Discussion



Phase 2 — creating an eBook resource

* Champions now visible

e Action group empowered

e Stories gifted

* Reflection on practice

e Specialist knowledge already existed

“energy for the change lies within the system”

(Burns, 2014, p.12)



Practical Knowing

Local expertise exists on how to address the everyday
concern

 The local way — knowledge is socially derived and
constructed

e Capturing the uniqgueness in practice

* Purpose of developing resource — based on good values

Based on Coghlan’s (2016) Philosophy of Practical Knowing



Phase 3 - Evaluation

Everyday concern became visible

| felt like three points | really got from it was
everyone’s going to have a critical incident at
some point, that it’s normal to be upset about
it and there is support for you if you need it ...
that came out really loud and clear
(Participant)



|deal state made explicit

“No | don’t think it is idealistic | just don’t think it
happens here” (Participant)

“Gosh it never occurred to me about the effect
on people when there is an RCA” (Root Cause

Analysis review) (Participant)



Uniqueness of situation - Identifying self

“..It comes into that first page and where you
are at. Okay this is me and | really liked how it
was written in the first person like | need this at
this time” (Participant)



Collaborative action to meet a need

“Something that could potentially fill up a big
hole that we’ve got here around critical
incidents ... everyone has stories...”

(Participant)



Rules / Assumptions in the complex system:

Individuals are to blame for critical incidents
Critical incidents are not talked about
Showing emotion is a signh of weakness

Modify to:
Come to work to provide best care possible
Experiences of critical incidents are shared
Showing emotion is normal















...and people quite often look quite surprised when
I'm prepared to say, well these are the bad things
that have happened to me and this is what | was

going to do about them, including resign. And
actually everyone’s had something but if no-one
tells you about it ... "Women’s Health professional’













Participant Summary

Participation Type

Number of Participants (50)

(7 participants were in more than one group)

Action Group

Health professionals

- Planning interviews (Phase 1)

Content experts (Phase 2) (3 also members of Action Group)

Health professionals

- Evaluation Interviews (Phase 3)

Midwives — survey (Phase 3)

Story tellers (all were involved as participants in other parts of

the study)




Now accessible to all...

http://nationalwomenshealth.adhb.govt.nz/health-professionals/critical-incident-e-book
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Thank you

| acknowledge the women and their families
who are the most impacted by poor outcomes.

Thank you to:
+»* Health professionals who participated
s Management team who supported the study

s Colleagues and manager at AUT
+* Supervisors: Associate Prof Lesley Ferkins, Dr Jennie Swann, Prof Liz Smythe

Study completed as part of Doctorate of Health Sciences
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