Assessing a quality assurance tool used to
assess educator delivery of a structured self-
management education programme:

A Case Study

Thesis submitted for the degree of

Doctor of Philosophy

at the University of Leicester

by

Susan Cradock MSc, RN, RNP, Dip.N, FETC.
Department of Health Sciences
2016






Abstract

Susan Cradock

Assessing a quality assurance tool used to assess educator delivery of a

structured self-management education programme: A Case Study

Background

Recommendations for assessing quality delivery of self-management support
interventions for those with long-term conditions, like DESMOND in Type 2
Diabetes, encourage use of direct observation methods.

Aim

Using the DESMOND programme as a case study, this study assessed aspects
of effectiveness of the original assessment tool used to observe educator

delivery.
Method

A mixed methods approach was used to: (1) Assess the consistency of the
original assessment tool with the programmes’ underlying theories and
philosophy, (2) Develop a revised assessment tool suitable for assessing the
delivery of DESMOND, (3) assess the reliability of the revised tool and (4)

describe DESMOND delivery in relation to the revised tool.

Results

(1) The original DESMOND assessment tool demonstrated good theoretical
content validity. (2) The revised tool consisted of 39 core DESMOND and NON-
DESMOND congruent behaviours. (3) Inter-rater reliability of the tool was
assessed as moderate. (4) Educators used a number of DESMOND congruent
behaviours in their delivery of the programme, but also many NON-DESMOND
congruent behaviours. The reasons for this were related to time, professional
responsibilities and lack of confidence in knowing when and how to use the
DESMOND behaviours.



Conclusions

Current tools used to observe a nationwide structured self-management
programme delivery are complex. A stepwise approach can be utilised to
improve the validity of these and similar tools. Training needs of both assessors

and educators can be identified using structured observation tools.
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Thesis overview and introduction

The broad topic for my thesis is the role of the educator in the delivery of self-
management programmes to people living with long-term conditions and how
guality assurance processes relate to their delivery as an educator.

Chapter One examines the requirement for quality assessment of self-
management interventions that been developed to support those living with
long-term conditions such as type 2 diabetes. | highlight the key role of the
educator in the successful delivery of interventions. By reviewing the steps
taken by international and national organisations to provide standards of
practice in relation to the delivery of self-management education programmes, |
conclude that current processes are limited in terms of measurable educator
focused competencies and highlight the limited attention paid to the role of the
educator in the delivery of self-management education programmes.

In Chapter Two, | report how leaders of structured self-management education
programmes describe meeting the current standards for quality assuring
educator delivery. Highlighting the inconsistency of approaches, | investigate
guidance from the field of intervention fidelity research. | report how, despite a
number of guidance frameworks, inconsistencies remain when examining the
role of the educator. | highlight three aspects of good practice for assessing
educator delivery and develop a set of research questions for further study.
Chapter Three provides the rationale for the use of case study methodology to
guide my plan of work. The DESMOND programme and specifically the
associated quality assurance tools are highlighted as a suitable case for study.
Using a case study framework, | report my research questions as specific
research objectives and the plan of study to meet the objectives.

Chapters Four to Seven report the methods and results of four discrete studies
to meet the research objectives.

In Chapter Four | report the results of a narrative literature review designed to
assess the theoretical content validity of the current DESMOND assessment
tool. I compared the current DESMOND descriptions of educator behaviour
(n=100) with theory based behavioural descriptions from publications. My

examination of the DESMOND assessment tool and the literature highlighted a
XVii



number of issues for those who undertake research in relation to the
assessment of educator behaviours in the delivery of self-management
interventions.

Chapter Five reports how | developed the current DESMOND assessment tool
into a structured assessment tool through use of an iterative stepwise
approach. The final revised assessment tool combined behaviours from a range
of DESMOND related sources, used by educators in their delivery of
DESMOND. Each item was reviewed for its clarity using a-priori criteria and
were sorted into five categories by use of sort card task method. Finally, the
revised tool was assessed for inter coder reliability using percentage agreement
and Cohen’s Kappa statistic.

In Chapter Six | report on methods used to code taped recordings of actual
DESMOND educator delivery to quantify how the 39 behaviours in the revised
assessment tool relate to the delivery of DESMOND by educators. By coding
the delivery of nine DESMOND programmes, | analysed the use of DESMOND
and non-DESMOND congruent behaviours across all the sessions of the
programmes. | report on the commonly used DESMOND and non-DESMOND
behaviours, the differences between educator pairs and the presence of the
behaviours across the 11 sessions of DESMOND.

Chapter Seven reports my use of focus groups to illuminate educator views
regarding the current DESMOND assessment tool, the behavioural descriptions
in the revised tool and the requirements of a tool that would help them in their
delivery of the DESMOND intervention. By drawing on constant comparative
analysis method, | demonstrate how educator views provide explanations for
the findings in Chapters Five and Six.

Chapter Eight provides a summary of the whole thesis, highlighting strengths
and limitations of my work. Additionally; | outline implications for policy, practice
and future research in the assessing the quality of educator delivery of

structured self-management programmes.

Xviii



Chapter I Managing Long Term Conditions: structured self-
management education programmes and the role of the

educator

1.1 Introduction and overview

This chapter provides an introduction to the rationale for and the development
of quality standards in self-management interventions. | begin this chapter with
an overview of challenges related to the delivery of healthcare for those with
long-term conditions. Whilst the focus of this thesis is not to explore the
challenges facing healthcare systems in supporting individuals with long-term
conditions, an overview of such challenges provides an initial rationale for

exploring the quality for structured self-management education programmes.

| outline why national guidance recommends a structured approach to
developing and delivering self-management education programmes to support
people with long-term conditions. | use developments in the field of diabetes
care to highlight examples, as it could be argued that diabetes is at the forefront
of self-management developments and the only condition for which there is

national guidance on the structure of such interventions.

| go on to review the challenges for self-management interventions, being
complex interventions, in linking the development and delivery of self-
management education programmes to outcomes. | highlight the growing
recognition of the need to assess the quality of programme delivery with a key

component being the programme deliverer or educator.

Finally, | summarise the challenges posed by the current systems of assuring
quality of self-management education interventions and argue for more scrutiny

of how educators are assessed.



1.2. The demands of long-term conditions on the individual and the

healthcare system

Long-term conditions previously referred to as chronic diseases, are health
conditions that “cannot, at present, be cured but can be controlled by
medication and other therapies”; for example: diabetes, rheumatoid arthritis and
chronic obstructive pulmonary disease (Department of Health 2012).
Essentially, the focus for care is on managing the condition to minimise short-
term (quality of life, acute illness) and long-term effects (increased morbidity
and mortality).

Government reports demonstrate increasing demand for services, due to the
increase in the number of people with long-term conditions and highlight the
intensive (and costly) use of primary care and hospital services (e.g.
Department of Health 2012). In the UK, this demand has been characterised as
30% of the population accounting for 70% of the total healthcare spend (NHS
2014). The impact is also recognised at individual level (on physical and
psychological morbidity and mortality), family level (e.g. increasing care
demands) and societal level (e.g. loss of time from work) (Department of Health
2012).

Furthermore, these increasing demands are not a new problem; the financial
and personal demands of such conditions have been recognised for several
years (Dixon 2004). Therefore, healthcare systems have been considering new
ways of working to improve both personal outcomes (in terms of the effect of
the disease on the individual and their family) and the costs to society as a
whole. The recent NHS England report for the NHS: Five Year Forward Review
(‘The Stevens Report’) highlights the urgent requirement to change healthcare

delivery for these with long-term conditions (NHS 2014).

1.3 Long term conditions and changing systems of care

With the increase in demand for services for people diagnosed with long-term

conditions has come recognition of the need to improve the services for



supporting effective self-care. The UK Health and Social Care Act (2012)
emphasised improving services to those with long-term conditions and
highlighted the need for local healthcare commissioners to specifically
commission services to engage individuals in self-care. More recently the
‘Stevens Report’ focused on the requirement for health services to empower
patients by helping people to “do more to manage their health” (NHS England
2014 p12).

UK based policies have highlighted the benefits of using the Chronic Care
Model developed in the USA (DOH 2012). The model contains a range of
components with one relevant to this thesis: that of the requirement for health
care systems to support people to be more confident and in control of their
condition, to ‘reinforce patients’ active and central role in managing their illness’
(Glasgow et al. 2002). More recently, the language describing this model has
evolved from being primarily supportive, to more directive — i.e. ensuring that
healthcare teams are prepared and proactive and patients more informed and
activated (ADA 2015). The current Chronic Care Model (ADA 2015) comprises
six core elements (Figure 1.1), one of which continues to be self-management
support. In the US, three national key objectives based on evidence of impact
on service improvement, are in place to help healthcare professionals improve
their current systems. Each of the three objectives highlight change in the role
of the healthcare professional as well as the person receiving care.

Figure 1.1. The Six Core Elements of the Chronic Care Model
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It is evident that, to meet the needs of those with long-term conditions, it is not
just the patient who needs support for change but also the system of care and

those delivering the care, i.e. health care professionals.

1.4 Supporting self-care and the role of structured self-management

education programmes

The UK, like many developed countries, has invested in the development of
services to support self-care (Rogers et al. 2015). This work has been
supported by numerous reports by the Department of Health (DOH 2001),
charities (Diabetes UK) and think-tanks (Dixon 2004). The concept of
supporting self-care is based on the principle that individuals who are
diagnosed with a long-term condition are the main providers and decision
makers of their own care, given that most of care happens out with the clinic.
Thus, the role of healthcare services is to support them to become more
engaged and informed (Wagner 1998, Diabetes 2008). To optimise self-care,
those diagnosed with a long-term condition need information and new skills for
making lifestyle behavioural changes (in relation to diet, physical activity,

emotion management and medication taking).

Supporting self-care through group education programmes

Self-management programmes may be delivered to individuals on a one to one
basis or to groups of participants. The latter have been reported as a valuable
method of combining educational input and issues identified by participants
(Kings Fund 2004). The role of group-based education programmes for people
with specific conditions, is specifically mentioned in the NHS Five Year Review

as a means of ‘altering the relationship with patients’ (NHS England 2014 p12).

Many of the earliest UK references to group self-management programmes and
related national policy documents, refer to services to people with diabetes. For
example, in the UK, the National Service Framework for Diabetes included a

standard relating to self-management support (Diabetes NSF Team 2001).
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Alongside this, structured self-management group programmes are now part of

commissioned services to people in England (NHS England 2014).

Diabetes self-management education: a model for the development of

group education interventions

Diabetes is a long-term condition that can affect individuals at any age and
requires substantial changes by the individual in order to prevent the possible
complications of the condition. There are two main types of diabetes: Type 1
which is an autoimmune condition requiring insulin injections and self-
monitoring from diagnosis, and Type 2, which refers to 90% of all people with

diabetes and linked to obesity and sedentary lifestyle.

The demands of diabetes management include monitoring food intake, and
weight, taking and altering medication, being physically active, observing and
managing mood, monitoring the impact of all of these on blood glucose levels,
and regular checking for the development of long-term complications. The
individual with diabetes is largely reliant on self-care; hence, it is not surprising
that self-management education was identified as part of care as far back as
the 1930s, when doctors recognised the need to help people with diabetes
learn to administer their own insulin and test their urine (Tattersall 2009).

Many publications can be found in the literature regarding how to utilise
teaching materials to help educate people with diabetes (Baksi 1984) as well as
strategies for listening to patients and supporting motivation (Assal 1983). At
the time, such publications encouraged any healthcare professional working in
diabetes to start to deliver or provide education to people with diabetes. The
only skill required appeared to be that of diabetes knowledge, with the skills of
listening and supporting motivation being assumed as an inherent part of the
healthcare professional role. There was no mandate at this time for additional
training for educators to support behaviour change in the people they cared for,
an issue highlighted by others (Knight, Dornan and Bundy 2006a, Cradock
1994). This remains true today, with no nationally agreed self-management

competencies apart from those related to clinical care (Diabetes UK 2016).



1.5 Outcomes associated with self-care support programmes and the

development of national quality standards

Reductions in long-term diabetes outcomes such as cardiovascular fatal and
non-fatal events, (for example: renal disease and visual loss) are related to
changes in intermediate biomedical parameters. These intermediate outcomes
are improvements in glucose control, blood pressure control and weight
reduction. Therefore any intervention will be focused on improving such
intermediate outcomes. The last two decades have questioned the idea that
any teaching works for self-care and highlighted the need to demonstrate the
effectiveness of educational interventions on intermediate outcomes.
Systematic reviews and meta-analyses have suggested short-term benefits of
self-management education (Brown 1992, Brown 1988, Brown 1990, Norris,
Engelgau and Narayan 2001, Norris et al. 2002). Where programmes had
reported their components, a meta-analysis of what may work was published by
Ellis and colleagues (2004) who identified components of programmes linked to

‘modest’ positive outcomes (Ellis et al. 2004).

Recent systematic reviews of randomised controlled trials (RCTs) of
interventions aimed at improving intermediate outcomes in those with Type 2
diabetes highlighted the benefits, in terms of outcome measures, and
challenges in defining the most effective components of such interventions
(process measures). The reviews concluded that such interventions appear to
have beneficial outcomes for people with diabetes including: increased
knowledge, improved self-care skills and related self-care behaviours and
improved metabolic (glucose) control (Deakin et al. 2006, Loveman, Frampton
and Clegg 2008, Minet et al. 2010, Fan et.al. 2009, Coster et.al.2009, Heinrich,
Schaper and De Vries 2010). Some studies noted benefits for healthcare
system in terms of cost effectiveness and cost saving, based on simulation
modelling on their potential effect within a real world setting (Lin 2010). In terms
of strategies for delivery, interventions seem to be more effective when they
used face to face approaches that facilitate participants’ active involvement and

collaborative learning (including group sessions), rather than didactic or
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interactive teaching methods alone (Fan 2009, Heinrich 2010). One review
highlighted the potential for telephone-based interventions as ongoing
behaviour change support (Fan 2009). Lastly, interventions appeared to have
the same effect whether delivered by a nurse, doctor or dietitian, as long as that

person has been trained to deliver the intervention (Deakin et al. 2005).

However, these reviews highlight challenges for delivery of interventions in
practice including:

e Variation in outcomes between studies (Loveman, Frampton and Clegg
2008);

e Variable quality of study reporting and methodology (Minet et al. 2010,
Loveman, Frampton and Clegg 2008, Heinrich, Schaper and De Vries
2010) and

e Lack of clarity about resources required to ensure the educator can
deliver the intervention consistently and reliably (Loveman, Frampton
and Clegg 2008)

Whilst there are many patient-related variables that can contribute to the
variation in effectiveness of such programmes, the contribution of clinician-
delivered elements is highlighted. For example, the success (or failure) may be
related to the overall performance and specific skills of the educator, such as
developing rapport/using facilitation skills within a group context (Coster,
Norman 2009). This has been described as the sensitivity of the education
programme to the educator (Loveman, Frampton and Clegg 2008). Therefore,
the call for more detailed description, measurement and reporting of process
measures of educational interventions would presumably include the
performance of the educator (Heinrich 2010, Hoffman et al 2014). The
challenge for those developing self-management education interventions
continues to include a need to be clear about the active components of the
intervention that impact on the educator delivery and the relationship of these
to the desired (and possibly undesired) participant outcomes (behavioural

and/or biomedical).



1.6 The requirement for standards and quality assurance in self-

management education programmes

Much of the focus of quality assurance in the delivery of clinical healthcare
services has its roots in the early work of Donabedian (Best, Neuhauser 2004).
The Donabedian model of quality assurance in healthcare has three linked sets
of standards for healthcare quality: structure (what needs to be in place to
provide the care), process (how the structure is used to produce the desired

outcomes) and outcome (the anticipated outcomes). See Figure 1.2.

Figure 1.2 The Donabedian model of quality assurance
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In his later work, Donabedian critiqued the relative effort that had been placed
on the development of quality standards and criteria, rather than the objective
assessment of their impact in practice (Donabedian 1988). He suggested that
more effort should be placed on reducing assessor bias (i.e. how well the
assessor objectively assesses) and focusing on how quality assurance systems
improve the quality of the service delivered. Approaches to measuring quality in
healthcare mirror the challenges in evaluating the effectiveness of self-
management support interventions. When applying this to diabetes self-
management education interventions, as well as describing what should
happen in the delivery of a programme, there is a need to assess the quality
and completeness of delivery, i.e. whether what actually happened was planned

to happen.

Methods of establishing quality in diabetes self-management education

Different approaches to measuring quality of self-management interventions
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have been devised in different countries and different healthcare systems. At an
international level, the International Diabetes Federation has developed
standards for the structure, process and outcomes of diabetes self-
management services (IDF 2009, IDF 2015). An expert committee approach
provided standards at a strategic (related to the local healthcare system) and
local (related to the educator) level. Examples of such standards are listed in
Table 1.1.

Table 1.1 Examples of International Diabetes Federation standards for

diabetes self-management services

Strategic level: S.8.1. Strategic partnerships and referral pathways are
developed in order to improve communication and the consistency of services
among healthcare professionals, and to maximize the impact of diabetes
resources (p19).
Process level: P.3.1 The implementation of Diabetes Self-Management
Education (DSME) is learner-centred and facilitates cognitive learning,
behaviour change, healthy coping and self-management, and is extended to
families, supporters, carers and communities where appropriate (p21).
Outcome level: O.3.1 The physical, psychological, and emotional health of
the person with diabetes is improved (p28).

IDF 2009

However, whilst the IDF used the Donabedian model to develop the standards,
their approach to establishing effective programmes is limited. First, it does not
require the self-management programme to have assessed its effectiveness on
participant outcomes (physical, psychological and emotional). Second, there is
no formal monitoring system in place for assessing the impact of the standards.
Indeed the IDF report suggests that the standards are for benchmarking
purposes only (IDF 2009 p5). Last, descriptions of standards may require
further explanation as to how they would be observed and assessed in practice.
For example, using standard P.3.1 from Table 1.1, the need to include specific

descriptors that would suggest the implementation of DSME is ‘learner-centred
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and facilitates cognitive learning’.

Two US organisations have identified standards of practice for diabetes self-
management education. The American Diabetes Association (ADA) set
National Standards for Diabetes Self-Management Education (DSME). (Haas et
al. 2014). Ten overarching ADA standards represent Donabedian’s structure

standards; see Table 1.2 for an example.

Table 1.2 Examples of ADA standards for diabetes self-management

education:

Standard 6: A written curriculum reflecting current evidence and practice
guidelines, with criteria for evaluating outcomes, will serve as the framework
for the provision of DSME. The needs of the individual participant will

determine which parts of the curriculum will be provided to that individual.

Standard 7: The diabetes self-management, education, and support needs of
each participant will be assessed by one or more instructors. The participant
and instructor(s) will then together develop an individualized education and
support plan focused on behaviour change

Haas et al. 2014 pS147

Individual self-management support education programmes can seek
recognition from the ADA. Local healthcare delivery organisations are
responsible for documenting specific process and outcome standards related to
their self-management support programmes (American Diabetes Association
2016).

The second US based organisation, the American Association of Diabetes
Educators (AADE), has a system to accredit educators across the US. Educator
accreditation is based on the professional background and hours of diabetes

self-management experience. Individuals apply to become a certified diabetes

10



educator, which they achieve by undertaking a national certification exam
(AADE 2016). Australia has followed the system developed by North America
(ADEA 2016) to develop and accredit diabetes educators (ADEA 2016).

In terms of quality assurance, the strengths of the US based systems relate to
the existence of standards and associated national accreditation system to
encourage their implementation. However, limitations relate to a lack of a
process to monitor effectiveness of the interventions. Neither system considers
the participant related outcomes of the intervention. With no formal assessment
of an educator’s delivery of the self-management intervention, there is an
assumption that the relevant outcomes will result from whatever the educator

provides.

Across Europe, the development of quality criteria for patient education
continues be important. Kuske et al. (2015), has distilled the range of
international criteria (Department of Health, Diabetes UK 2005, IDF 2015) into
14 high level criteria (for example: core components of the educators’/trainers’
roles; monitoring the effectiveness and quality of the programme), providing a
brief description for each but with no reported plans to further define, measure

and compare how these are put into practice.

In the UK, national guidance on the use of patient-education programmes for
diabetes (National Institute for Clinical Excellence 2003) prompted the
Department of Health (DOH) and Diabetes UK (DUK) to call for the
development of programme specific standards, rather than focus on the role of
the educator. A multidisciplinary expert group published the Structured Patient
Education Report (Department of Health, Diabetes UK 2005) providing a set of
criteria to define a programme as structured. The five criteria and their

components are listed in Table 1.3.

The UK standards were developed in the absence of a national approach to
accreditation, i.e. there was no system in place to train and accredit those who

delivered such interventions, unlike in the USA. The DOH/DUK report, whilst
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providing some guidance on structured patient education, left a number of
areas requiring further explanation. Firstly there was little guidance regarding a
robust process for agreeing and measuring quality assurance criteria. Second,
whilst it highlighted the need for competence of the educator, this was in the
context of no national agreement of what constituted competence, and
therefore reliance on individual programme developers to define and establish
competency standards. The report also called for such programmes to be
patient-centred and yet acknowledged the lack of clarity about the phrase
(Michie, Miles and Weinman 2003). Despite the challenges, these standards
continue to be recommended as the basis for such interventions in the UK
(Loveman 2008, NICE 2015). How UK based programmes have adopted
aspects of the standards is considered further in Chapter Two.
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Table 1.3 Key criteria that a structured education programme should meet to fulfil NICE requirements (DOH DUK
2005)

Criteria 1: Have a Philosophy: The programme will be
evidence based, flexible to the needs of the individual and
dynamic; users should be involved in its on-going
development.

The programme should have a specific aim and learning
objectives, which are shared with patients, carers and family.
The programme should support self-management attitudes,
beliefs, knowledge and skills for the learner, their family and
their carers.

Criteria 2: Have a structured curriculum that is: Person
centred incorporating the assessment of individual learning
needs; Reliable, valid, relevant and comprehensive; Theory
driven and evidence based; Flexible and able to cope with
diversity; Able to use different teaching media; Resource

effective and have supporting materials; Written down.

Criteria 3: Have educators that: Have an understanding of
education theory appropriate to the age and needs of the
programme learners; Are trained and competent in the
delivery of the education theory of the programme they are
offering;

Are trained and competent in the delivery of the principles and
content of the specific programme they are offering.

Criteria 4: A Quality Assurance programme needs to be in
place. The programme needs to be reviewed by trained,
competent independent assessors who assess against agreed
criteria the: environment, structure; process; content and use
of materials; Whether the programme has actually been
delivered; Evaluation and outcome information

Criteria 5: The outcomes from the programme need to be
audited. The outcomes might include: biomedical; quality of
life; patient experience; the degree of self-management

achieved as a result of the programme
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1.7 Describing and assessing educator delivery

While still limited in relation to self-management interventions for long-term
conditions, other fields have made more progress in investigating the impact of
the deliverer on the intervention’s outcomes. Research into educational,
psychotherapeutic and behaviour change interventions has investigated the
relationship between factors associated with the therapeutic encounter and/or
therapist or educator behaviour and positive outcomes in clients (Keijsers,
Schaap and Hoogduin 2000, Anderson et al. 2009a, Anderson, Funnell 2008,
Hardeman et al. 2008). As a result, more effort has been spent on specifying
the role, impact of training and ongoing supervision of the deliverer of an

intervention.

Understanding the detail of the relationship has required the development of
clearer definitions of behaviours that link to the intervention (Carroll et al. 2000).
For example, where a therapeutic intervention benefits the client by them
gaining personal insight into their own world, the therapists would need to use a
certain set of skills, such as being non-directive and using a more empathic
stance to foster such inner exploration. In contrast, where an intervention
benefits the client by the adoption of a specific skills (for example, learning to
behave differently when faced with a certain experience) the therapist would
focus on the clients’ ability to acquire skills with which to perform the action.
Therefore, having clarity about which therapist behaviours align with which
approach assists in the training and development of therapists learning to

deliver such skills.

Developing such clarity in relation to educator roles may help improve
outcomes related to self-management interventions. However, research into
diabetes self-management interventions (group and one to one programmes)
highlights the lack of reporting about the impact of training on targeted aspects
of the delivery of an intervention (Loveman 2008, Minet 2009, Heinrich 2010). In
studies where this has been undertaken, for example where educators and

nurses were trained to deliver self-management interventions, subsequent
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evaluations demonstrated limited impact of training on performance of
educators, and subsequent low fidelity of the delivery of the planned
intervention (Anderson, Funnell 2005, Pill et al. 1999). Similar findings have
been found in more recent behaviour change interventions: for example, in the
ProActive Study, findings demonstrated a median delivery of 44% of behaviours
across participants by four educators, leaving the researchers to conclude that

the adherence to techniques was modest (Hardeman et al. 2008).

Educators themselves, however, appear to over rate their performance. In two
of the studies outlined above, educators’ views were gathered on their own
performance using different methods. Anderson and Funnell (2005) asked
educators to send in an audio-recording of a consultation that they themselves
had identified as showing the new techniques; when assessed by the
researchers themselves, they were not showing the techniques. Hardeman et al
(2008) asked educators, at the end of each intervention session, to rate their
own performance using the same checklist used by the independent raters to
assess the recorded sessions. Educators rated their own performance as
higher (97-100%) than the independent raters (44%).

1.8 Current challenges

An intervention deliverer (the educator) has a key role; some interventions
require higher levels of educator delivery fidelity to both content and behaviour
as prescribed by the developers. In some cases this requires attention and
effort to changing long-established ways of working. Whilst some studies
suggest that educators find it difficult to change their behaviour to deliver new
interventions, this is based on an assumption that they know what they should
be doing and believe they should be doing it. In a study of the impact of an
empowerment-based intervention, Anderson and Funnell (2005) commented
that educators struggled to deliver the intervention as it required them to
undergo a paradigm shift in their belief from being an expert information source
and advice giver to a role where they do not give advice or information until the

person requests it.
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The challenges to educators in changing their behaviour may require additional
approaches over and above external training to ensure an intervention is being
delivered as designed - for example, training materials with detailed
descriptions of the targeted behaviours and the provision of ongoing support
(post training). Some of the skills required by educators may be a departure
from their usual advice-giving role in standard practice as a healthcare
professional and so may present challenges in changing long-established

habits in the way they work.

1.9 Summary

Long term conditions and the associated demands on both an individual living
with a long-term condition and the healthcare services require significant
changes to aspects of health service delivery. Services are being encouraged
to increase the number of people who are actively engaged with their condition.
Key to this is the need for greater provision of group programmes that support
and activate patients’ motivation and ability to self-care. While many self-
management programmes have been developed to meet this need, they vary
widely in content and outcome. Hence, a more structured approach to their
design and delivery is needed. The NHS has led the development of criteria
and framework for a more structured approach to assessing quality in their
delivery. However, the framework is limited in terms of detail and appears to

have underestimated the complex issues related to such an approach.

Educators delivering self-management interventions are expected to change
the way they work with people with long-term conditions; the challenges to this
may have been underestimated. Finding ways of being clear about what
educators should do, what they actually do and why, appears vital to being able
to assess and influence the impact of intervention delivery on participant

outcomes.

There has been limited attention paid to the role of the educator in the delivery
16



in complex interventions and yet studying this may provide insight into the
benefits of different delivery styles. Using research to develop specific
descriptions of educator delivery styles that impact on intervention outcomes
would also provide quality indicators that could be used to assess the delivery

of programmes in the real world of healthcare.

In Chapter Two, | explore quality assurance approaches used by self-
management interventions in the UK. | consider how they relate to national
guidance and how they contribute to the evidence base for understanding the

role of the educator in the delivery of such programmes.
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Chapter 2: Quality Assurance and Intervention Fidelity in

relation to the delivery of self-management interventions

2.1 Introduction

Chapter One provided an overview of, and rationale for, the development of
interventions to support self-management and highlighted the lack of both
description and measurement of the elements that make up self-management
education programmes (Loveman et al. 2008, Trappenburg et al. 2013,
Steinsbekk et al. 2012, Coster, Norman 2009, Fan, Sidani 2009). In some
countries, standards have been agreed to support the delivery of self-
management interventions, but these are focused on structural aspects of
quality assurance, rather than educator ‘process’ standards related to the
delivery of the programme. Identifying educator behaviour standards, that could
be measured, would provide a means of assessing the impact of different

educator styles on participant outcomes.

This chapter investigates how the quality of educator delivery is assessed from
two perspectives. First, in England, there is national guidance for the
development of standards related to the description and delivery of self-
management interventions, one of which relates to quality assurance processes

that focus on the educator role.

Second, from reported approaches to measuring intervention fidelity of complex
interventions.  Intervention fidelity is the term used when reporting the
assessment of quality delivery during complex intervention research (Newman,
Mulligan and Steedley 2008). Complex interventions are described as
interventions with several interacting components (MRC 2008). For example, a
group education intervention has interacting components related to; the
participants involved, the design of the programme, the duration of the
programme and the role of the educator. Following concerns about outcomes
related to psychotherapeutic interventions, standards were developed to
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support the development and reporting of intervention fidelity of complex
interventions during the research phase (MRC 2008, Bellg et al. 2004), as well
as for the implementation of interventions (Carroll et al. 2007, Durlak 2010).

2.2 Chapter Aims

This chapter provides an overview of recommended processes for assessing
quality of delivery in both self-management interventions in research and in
healthcare delivery practice. Specifically it aims to:
1. Describe how standards for assessment are developed and
assessed as part of processes for diabetes related SSMPs in the
UK.
2. Describe how standards for assessment are developed and
assessed as part of complex interventions in research.
3. Describe approaches taken to focus on the deliverer of the

programme (intervention).

2.3 Approaches to assuring quality in the delivery of UK based structured

self-management education programmes (SSMPs) to those with diabetes

A report by the Department of Health (England) and Diabetes UK provided
guidelines with five overall criteria for a programme to meet for it to be
considered a SSMP (DOH/DUK 2005). The guidelines emphasised the role of
quality assurance in ensuring the quality and validity of any education
programme. The report detailed specific elements to the quality assurance
process (Table 2.1) and provided further guidance for both internal and external
quality assurance processes, listed in Table 2.2. However, the guidance
provided little detailed description as to how to develop the standards and
assess them in practice.

In summary, the national guidelines recommended that an SSMP should

establish three components of a quality assurance system:
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(1) An assessment tool based on the course manual;

(2) Core standards linked to the content, process and philosophy/style of the
programme;

(3) Trained assessors who use the tool to observe the delivery and provide
feedback to the educator, based on the observed behaviours in comparison

with the standards.

The next section provides the results of a narrative literature search for
information on how these standards have been adopted and implemented by
SSMPs within the UK.

Table 2.1: Key Criteria for SSMPs (DOH/DUK 2005) — Criterion no 4: Quality

Assurance

A Quality Assurance programme needs to be in place.
The programme needs to be reviewed by trained, competent independent assessors
who assess against agreed criteria the:
1. Environment;
2. Structure;
3. Process;
4. Content;
5. Use of materials;
6. Whether the programme has actually been delivered;
7. Evaluation and outcome information.
(DOH/DUK 2005 p60)
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Table 2.2: Department of Health/Diabetes UK national guidance on quality
assurance related to structured self-management education programmes
(DOH/DUK 2005)

Three key elements:

Development of a defined programme, with a clear content, structure, curriculum and
underlying philosophy which educators are given the necessary training to deliver. The
training programme itself is tested and informed by the quality assurance process.

Defined quality assurance ‘tool(s)’ based on the set curriculum, philosophy and process that
identifies a core set of observable behaviours required to deliver the programme. These
should be described as standards and a benchmarking process could inform the standards
set and review on a periodic basis.

Internal and external process in place to assess the delivery and organisation of the
programme itself

Internal Quality Assurance processes:

Practitioners are reflecting on their delivery of the programme.

Reflective practice by the educator on an ongoing basis, via reflective diaries, peer
discussions with co-educator

Peer review of the delivery of a colleague trained in this process using the appropriate QA
tools

External Quality Assurance processes:

Reviewing the skills of the educators and the observation of courses at that Centre to ensure
that the intervention is being delivered according to the set quality standards.

Reviewing the processes the service has in place to ensure that they are delivering the
programme according to the philosophy, and set standards; employ video or audio tape to
assess skills.

Assessment tools should be based on the course manual or handbook

Core delivery standards set will cover the content process and philosophy/style of the
programme

The observation and the feedback should be based on identifiable behaviours and feedback
needs to be specific and concrete

The tools used in any quality assurance process need to be agreed by the educators.
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2.4 Implementing the national quality standards for assessment of

diabetes related structured self-management programmes (SSMPs)

Aim

To identify how UK based structured self-management programmes (SSMPs)

for diabetes have implemented the national quality standards.

Methods

The narrative review of the literature sought to identify papers that explicitly
described the use of ‘structured education’ as an intervention and how the

guality assurance criteria were reported.

Search Strategy

Two approaches were required to identify relevant reports. The first search
using electronic databases to provide a view of what has been reported in the
literature. A second, more targeted search strategy was required to identify how
the national programmes, including those named in the DOH/DUK report,

reported meeting the quality assurance recommendations.

Inclusion criteria:

Searched reports were included if they:

(a) contained a the term ‘structured education’

(b) related to an education intervention to people with diabetes

(c) based on primary research, reviews of research or reports

(d) published in the ten years following the publication of the DOH/DUK report
(e) full text available

(f) published in English language

Exclusion criteria

(a) the term structured was not related to an educational intervention

Procedure

The initial database search required the use of two databases to identify
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relevant papers. Firstly, using Medline identified 31 papers, of which 3 (after
removal of duplicates) related to the criteria. But this search did not identify one
of the main UK based structured education programmes (DESMOND, DAFNE
or X-Pert) and the second search was undertaken using Scopus.

Each paper identified as meeting the criteria was further examined to identify
the following:

1. When authors report an education programme as structured, how do they
define this?

2. How many reports of education programmes reference DOH/DUK report or
NICE criteria?

3. Which authors cite the use of QA methods?

The second stage of the narrative review was to identify reports using the
names and cited authors of the programmes identified from the database
search, as a basis to search for programme related publications on the
implementation of a quality assurance process. In addition, the UK based
Diabetes Education Network website (DEN 2014), cited by Clarke (2011) as
providing quality assurance support tools, was also searched for information
regarding how SSMPs have developed/delivered their quality assurance

processes.

Data Analysis: electronic database search

Each selected paper was examined for each time the phrase ‘structured
education’ was used and how this was defined or referenced.

If the paper referenced NICE criteria for structured education, it was examined
further for details of how the standards were implemented.

Results

The database search

The Medline search identified three papers published by two authors, one of
which (Yates 2012) was identified in the second search. The second author
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(Ridge 2012) referred to DAFNE programme rather than the NICE criteria.

The Scopus search identified 100 papers, only 27% of UK based and 2% of non
UK based authors referred to the NICE criteria or the DOH/DUK report when
describing their intervention. Many more referred to the three national
programmes (DAFNE n=31, DESMOND n=19 and XPERT n=7) mentioned in
the DOH/DUK report, but did not specifically reference the criteria for structured
education as described by the NICE report.

Seven UK based reports cited the NICE criteria in full, acknowledging that
‘structured’ means more than the delivery of the intervention itself and reported
specifically on the recommendations regarding quality assurance of educator
delivery (Deakin 2006, Skinner 2008, Clarke 2011, Daley 2014, Marsden 2009,
Price 2008 and Sturt 2008).

Analysis of the meaning of ‘structured’ in terms of education found definitions of
what structured education is rather than what it is not. Education programmes
are described as ‘complex’ and requiring evidence of effectiveness which
underpins the criteria recommended by NICE in order for a programme to be
described as structured (Jarvis et al 2009, Daley 2014). Structured also seems
to imply being organised rather than ‘ad hoc’ in their design and delivery (Clarke
2011).

The development of quality assurance processes was specifically mentioned by
Clarke (2011) in the delivery of the “Diabetes and You’ programme, citing the
use of a ‘peer review form’ from the Diabetes Education Network for internal
quality assurance and the use of employing organisation internal learning and
development department to support external quality assurance. These
processes were described as planned rather than implemented similar to
Marsden (2009), Price (2009) and Sturt (2008) where an educational
intervention had been developed and delivered that they described as

‘structured’ but had yet to actually put in place quality assurance processes.

Targeted search

Of all the programmes identified in the database search, three programmes
reported the development and implementation of a quality assurance
programme: DAFNE (Dose Adjustment for Normal Eating) — a five day

programme that helps people with Type 1 Diabetes adjust their insulin to match
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food intake (DAFNE Study Group 2002, DAFNE 2016). Two programmes for
those with Type 2 diabetes (T2DM): DESMOND (Diabetes Education and Self-
Management for Ongoing and Newly Diagnosed) — a six-hour programme
designed to help people with newly diagnosed T2DM (Davies et al. 2008b),
DESMOND 2016) and XPERT - a twelve hour, six-session programme for
people with established T2DM (Xpert Health 2016, Deakin et al. 2006). These
three programmes also presented details of their QA processes at a Diabetes
Education Network conference in 2008, with presentations of their work being
available on the network website.

The extent to which each of the programmes meet the recommended criteria for
quality assurance of their programmes is listed in Table 2.3.From this search, it
was possible to identify that all three programmes had developed many of the
recommended QA processes in line with the national recommendations.

However, there were some differences.

How did the programmes develop their standards?

Both the DAFNE and DESMOND programmes describe assessing the delivery
of the programme during the RCT study phase and used these results to inform
their standards. The DAFNE randomised controlled trial (RCT) reported
assessing fidelity during the trial phase. This is described as visiting each centre
at least once to “ensure that the course was taught to high standards” and using
the information gathered to compare sites (DAFNE Study Group 2002). The
paper does not specify details or report on how fidelity was independently
measured and if any differences in the delivery of the intervention were found.

There is no published evidence that the X-Pert programme did this.

What type of standards are described as being observed?

All three programmes described observing information based standards,
described either as content delivery or learning outcomes for participants. Only
DESMOND and DAFNE describe observing behaviours of the educators.
DAFNE describes observing educator behaviours related to the DAFNE
philosophy and adult learning. DESMOND describes observing behaviours in
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relation to both quantity (talk time) and quality (educator behaviours based on

delivery of the study).

How are inconsistencies in delivery identified and fed back into the development

of the programme and/or the quality assurance processes?

The Xpert programme provides no reported instances of inconsistencies, nor
how these are reviewed and rectified. The DAFNE team report that they identify
inconsistencies of delivery and that feedback of these may lead to
improvements in the local internal quality assurance processes, there is no
reported detail as to how and what this actually means. The DESMOND quality
assurance processes received acclaim when awarded the 2007 Health Service
Journal Award for Skills Development. However, concerns have been noted
about the level of agreement between assessors, when using the assessment

tools to observe the same delivery (Cradock et al. 2011).
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Table 2.3 The UK based structured education programmes and how they

meet the national recommendations for quality assurance

QA recommendations

Defined quality assurance ‘tool(s)
based on the set curriculum, philosophy
and process that identifies a core set of
observable behaviours required to
deliver the programme.

These should be described as
standards and a benchmarking process
could inform the standards set and

review on a periodic basis.

Internal and external process in place
to assess the delivery and organisation

of the programme itself

Internal Quality Assurance processes:
Practitioners are reflecting on their
delivery of the programme.

Reflective practice by the educator on
an ongoing basis, via reflective diaries,
peer discussions with co-educator

Peer review of the delivery of a
colleague trained in this process using

the appropriate QA tools

DAFNE
*Learning
outcomes

*Educator

behaviours

Based on

fidelity

assessment

of delivery

during RCT

Yes

Required

Required

No

evidence of

training

the use of

the tools

in

DESMOND

*Curriculum

Content

*Educator

behaviours

*Educator
talk time

Based on

fidelity

assessment
of delivery
during RCT

Yes

Required

Required

No

evidence of

training

the use of

the tools

XPERT
*Learning

outcomes

No

evidence

Yes

Required

Required

No
evidence
of
training in
the
of the

use

tools
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Table 2.3 contd. The UK based structured education programmes and

how they meet the national recommendations for quality assurance

External Quality Assurance processes:
Reviewing the skills of the educators and
the observation of courses at that Centre
to ensure that the intervention is being
delivered according to the set quality
standards.

Reviewing the processes the service has
in place to ensure that they are delivering
the programme according to the
philosophy, and set standards; employ
video or audio tape to assess skills
Assessment tools should be based on the
course manual or handbook

Core delivery standards set will cover the
content process and philosophy/style of
the programme

The observation and the feedback should
be based on identifiable behaviours and
feedback needs to be specific and
concrete

The tools used in any quality assurance
process need to be agreed by the

educators.

Yes

Yes

Yes

Yes

No

evidence

No

evidence

Yes

Yes

Yes

Yes

No

evidence

No

evidence

Yes

Yes

Yes

Yes

No

evidence

No

evidence

Summary

The three UK based SSMPS all report the development of quality assurance

processes, with varying levels of detail. Two specifically report their standards
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being based on the evidence from the original research study and curriculum,
whereas the Xpert programme based their standards on ‘session learning
outcomes’ (for participants) rather than educator behaviours (Xpert Health
2016). Although Xpert and DAFNE describe training assessors to carry out
external observations of educator delivery, DESMOND remains the only one
with publicly available reports about the assessment of educator delivery quality
and the challenges faced in developing and assessing the effectiveness of its
quality assurance approach (Cradock 2010, 2011).

As quality assurance processes are complex and resource intensive, they may
not represent value for money; this is critical if publicly funded (i.e. by the NHS
in the UK). However, quality assurance is vital to ensure that programmes are
implemented in the way that was found to be effective in an RCT.
Understanding the challenges involved in such processes could lead to

improvements, thereby justifying or reducing the costs incurred.

The development of self-management programmes for long-term conditions
other than diabetes is likely to increase. Hence, there is a need to create an
accepted method for developing generalisable quality assurance processes,
with guidance on how to develop standards for assessment, train quality
assessors and support educators. Given the recommendation for UK based
SSMPs to focus on a person-centred philosophy using adult learning principles
(DOH/DUK 2005), developing a set of core standards that can be applied
across programmes would provide an opportunity to develop a national
consensus. Finally, in order that programme developers can assess whether
the key educator components relate to the participant outcomes, it is also
important to develop observation tools that have proven validity and reliability.

| have so far focused on assessing quality in UK SSMPs. An understanding of
the approaches used to assess quality in other areas of complex intervention
development and delivery may provide further guidance.
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2.5 Quality and complex interventions: Intervention and implementation
fidelity

When designing and testing complex interventions, the measurement of quality
of delivery have been described as intervention fidelity. Intervention fidelity, as
a construct, arose in the 1980s following reports of differences in outcomes of
psychotherapy interventions (Mars et al. 2013). Alongside this, its prominence
in the literature is related to concerns regarding the changes made and uptake
of interventions following their original design. For example, the use of

motivational interviewing (Miller, Rollnick 2009).

Intervention fidelity is described as referring to strategies used to monitor and
enhance the reliability and validity of behavioural interventions (Bellg et al.
2004). A related construct, Implementation fidelity is described as the degree to
which programmes are implemented as intended by the programme developers
(Dusenbury et al. 2003). Implementation Fidelity includes aspects of
intervention fidelity, with both approaches having a focus on the appropriate
delivery of an intervention, by identifying active ingredients of the intervention
and assessing the delivery of the components (Carroll et al. 2007, Bellg et al.
2004, Borrelli et al. 2005).

Intervention fidelity strategies have been recommended as being classified into
five categories: design, training, delivery, receipt and enactment (see Table 2.4)
(Bellg et al. 2004). The categories were accompanied by a framework for their
assessment that focuses on developing clear definitions and strategies for
developers of behaviour change interventions (Borrelli et al. 2005). Borelli
(2005) provided specific guidance for these approaches with the purpose of
them becoming a standard approach to the conduct and evaluation of the
studies and as a means of avoiding Type 3 errors - errors related to the
intervention not being delivered as designed. Each intervention fidelity category
is further expanded into specific components. The delivery category consists of

nine components (Borrelli 2011) (see Table 2.5).
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When deciding on which methods to use to observe or measure the presence of
the components of delivery (Table 2.5), possible strategies are reported to
include:
e Audio- or video-record the encounter and review recording with provider;
e Review recordings blinded to intervention allocation
e Check for errors of omission and commission (not doing something or
adding something in) in intervention delivery;
e After each encounter, check that providers have completed a behavioural
checklist of intervention components delivered;
e Ensure provider comfort in reporting deviations from intervention manual
content. (Bellg 2004)

Table 2.4 Intervention Fidelity strategies

Design - can the study adequately test its hypotheses in relation to underlying
theory and clinical processes?

Training - have the intervention providers been adequately trained to deliver
the intervention?

Delivery - is the intervention delivered as intended?

Receipt - do the participants understand and perform intervention related
behavioural skills and cognitive strategies during intervention delivery?
Enactment - can the participants perform intervention-related behavioural
skills and cognitive strategies in real life?
(Borelli 2011)
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Table 2.5 Specified intervention DELIVERY components (from Borrelli
2011)

1. There is a method to ensure that the content of the intervention is delivered
as specified

2. There is a method to ensure that the dose of the intervention is delivered as
specified

3. There is a mechanism to assess if the provider actually adhered to the
intervention plan

4. There is assessment of non-specific treatment effects

5. There is a treatment manual

6. There is a plan for the assessment of whether or not the active ingredients
were delivered

7. There is a plan for the assessment of whether or not proscribed components

were delivered (e.g., components that are unnecessary or unhelpful)

8. There is a plan for how will contamination between conditions be prevented
9. There is an a-priori specification of treatment fidelity (e.g., providers adhere to

delivering >80% of components)

Recommendations for assessing Implementation Fidelity came from studying
the diffusion of innovations (Carroll 2007). Studying the fidelity of
implementation is suggested as going a step further than studying the fidelity of
the intervention itself. By focusing on what changes were made to the delivery
of an intervention, rather than focusing on what should have been delivered (as
in intervention fidelity) and how these related to the desired outcomes, can
inform the development of future interventions and the training required to
support effective delivery (Carroll 2007). The emphasis on quality of the
delivery, rather than just an assessment of whether an aspect was delivered,

seems to be one of the differences between the two models.

Hence, the implementation framework appears to provide a useful model for
assessing the delivery of complex interventions, but there is no agreed,
formalised and adopted process through which to apply the framework to

interventions such as SSMPs. To consider how aspects of the frameworks have

32



been applied, the next section describes how the frameworks are used in
practice, with a specific focus on how intervention developers assess the fidelity

of self-management interventions.

2.6 The implementation of the frameworks for assessing quality of the

delivery

A brief literature search using SCOPUS database for papers reporting fidelity of
self-management interventions, identified two recent systematic reviews. Both
reported the use of fidelity frameworks in relation to assessing the delivery of
self-management interventions delivered by physiotherapists (Toomey et al.
2015) and self-management interventions delivered to people with diabetes
(Schinckus et al. 2014). Toomey (2015) describes assessing implementation
fidelity reporting yet uses the Bellg (2004) and Borelli (2011) as the method of

benchmarking, highlighting the overlap of use of the models in practice.

Toomey reviewed studies of group based self-management interventions
delivered by physiotherapists, using the Health Behaviour Change Consortium
Treatment Fidelity Checklist (Borrelli 2011). They reported low levels of
adherence to the described model of intervention fidelity, a decade on from the
original Bellg (2004) recommendations (Toomey et al 2014). Despite 22
studies identified as reporting strategies, overall reporting of the strategies was
described as poor, with the mean intervention score (the proportion of
adherence to intervention fidelity components) very low at 30% with only one
paper scoring over 80%. Toomey (2014) reported these results as varied, in
terms of the extent to which the specific treatment delivery aspects were used,
with no paper reported all suggested aspects. The most commonly reported
aspect of delivery fidelity being ‘dose delivered as specified’ (Toomey et al.
2014 p290). Dose was described as the amount of intervention in terms of

duration and frequency, not related to the content or quality of delivery.

The second systematic review related to implementation fidelity reporting of

diabetes self-management interventions, using Carroll's model (Carroll et al.
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2007) and identified twenty self-management interventions (Schinckus et al.
2014) These consisted of fifteen empirical studies and five literature
reviews/theoretical papers, identified as reporting at least one of the seven self—
care behaviours recommended by the AADE (2013) and at least one aspect of
implementation fidelity. Six papers reported the quality of delivery made by
observation of delivery. Three of these papers used direct observation (Di
Loreto et al. 2003, Perrin et al. 2006, Rothschild et al. 2012) and three reported
using audio or video recordings to assess actual delivery (Huizinga et al. 2006,
Castro et al. 2011, Lakerveld et al. 2012), the latter two were described as
combining the observed assessment of delivery with a provider checklist of
delivery. | reviewed all six papers in more detail to identify processes used to

assess quality of intervention delivery of an intervention.

Huizinga et al (2006) reported assessment of a nurse-led telephone intervention
to people with diabetes, with fidelity described as the extent to which protocol-
based checklist items were delivered by the nurse. Differences between nurses
were reported, in terms of consistency of delivery compared with the protocol. It
is difficult to determine from the paper as to whether this assessment was
undertaken via direct observation or otherwise as the method was described as
using ‘qualitative descriptions of the extent to which (the) phone calls were
consistent with the intervention protocol’ (Huizinga et. al. 2006 p.4). The use of
a checklist by raters is reported but with no mention of who the raters were and
how they were trained. The level of intervention fidelity was reported by the
authors as excellent, with 80% of the protocol items being delivered and with

educators not differing significantly.

The TEAM physical activity intervention RCT examined the quality of a
telephone-based intervention delivered by professionals or volunteers and
consisting of ten curriculum content areas (Castro et al. 2011). Three measures
of delivery quality were described: the presence of discussion regarding ten
content areas of self-management concepts, whether ‘tip sheets’ were sent to
participants and whether goals were set by participants during the phone call. A

single researcher assessed recordings of telephone interventions for each of
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the three aspects of quality. Although the study found that volunteers were able
to deliver the intervention as well as professionals, the reported fidelity was in
relation to how well the peers delivered the intervention in relation to the
professionals, not how well the intervention was delivered against planned

fidelity levels.

The HOORN diabetes prevention study consisted of six (one-to-one)
counselling sessions delivered by practice nurses (Lakerfeld et al. 2012). First,
delivery quality was assessed using a questionnaire to assess nurse confidence
pre- and post-delivery. Second, counselling sessions were audio-recorded and
two recordings per nurse were identified at random and transcribed. Two
researchers independently analysed each transcript for the key intervention
components of three areas: Motivational Interviewing (MI) and Problem Solving
Treatment (PST), using previously validated rating scales, and for counselling
competence. Intervention delivery by nurses was reported as sufficient and
satisfactory for MI related skills and good for PST skills. However, the
intervention showed no benefit on outcomes to people with diabetes and
Lakerfeld commented how this may have related to mastery of the complex
counselling method by the nurses, as sufficient levels of reflection to question

ratio were noted in only 37% of sessions (Lakerfeld et al. 2012).

The MATCH study involved community health workers delivering a community
based self-management intervention to people with diabetes (Rothschild et al
2011). Methods of assessing intervention fidelity were reported as each
community health worker completing a worksheet for each visit, documenting
the diabetes behaviour that was the focus for that visit and the self-
management strategies that were taught. A psychologist reviewed audio
recordings of visits and reported back to the community health workers on their
delivery. No details were reported about how the three fidelity monitored items
were described and assessed. A previous publication provided the details of the
self-management training techniques and the training of the community health
workers (Swider et al. 2010). The MATCH investigators described intervention

fidelity being of critical importance in a behavioural clinical trial but did not
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expand on this. The intervention was reported as being delivered using the
protocol-defined content but without further details of how this was defined
(Rothschild et.al. 2011).

Di Loretto and colleagues (2003) designed an intervention to be used by
physicians to promote increased physical activity in people with diabetes. Three
physicians (the authors) used a seven item checklist to self-report their delivery.
Physician adherence to the protocol was reported as ‘complete’ and the method
used to confirm this was described as all three physicians accurately following
the counselling strategy (Di Loretto et.al. 2003). The seven items within the
checklist combine a heading (for example: motivation) and a related instruction
(for example: explain benefits of regular activity), but with no further details
reported as to how these items were assessed as being delivered (Di Loretto et
al 2003).

Lastly, Perrin et al (2006) studied aspects of delivery of a previously evaluated
self-management programme during its replication in another geographical
area. They report using a standardised checklist, developed prior to the
observations to assess a sample of the programme delivery. The authors report
that systematic observation was used to focus on aspects of delivery related to
the organisation of the session, educator knowledge of the curriculum (content),
the educator competency as a teacher and the educator’s ability to respond to
questions. There is no further detail as to the meaning of these behaviours.
Intervention fidelity was reported in general terms, describing delivery style
‘varying between sites’ to deliver the same content and suggesting that this
variation had little impact of participant knowledge and understanding. However,
there was no objective data analysis reported to explain how this conclusion

was arrived at.

Of the six studies discussed, three described using at least two of the study
team members to review the presence of desired intervention components. The
remaining three studies either used a single rater (usually the lead researcher)

or did not clarify this. Only one study used validated observation tools to assess
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the delivery of the intervention (Lakerveld et al 2012), the others used checklists

related to the key aspects of the delivery.

There appeared to be little consistency in how fidelity levels were reported;
Toomey (2014) and Schinckus (2014) both concluded that approaches used to
assess quality in the delivery of self-management interventions were rarely
mentioned and reported. Even when they were reported, there was a lack of
consistency in the approaches used. Both self-report and observation methods
were used to assess aspects of the delivery. However, the aspects of delivery
observed were not always observed in a systematic way using clear definitions,
or by using existing validated tools. Only one study described detailed analysis
of the delivery by using previously validated tools, others reported a percentage
of protocol elements delivered as a measure of fidelity and others simply

described fidelity as complete.

The two reviews have highlighted inconsistencies in the assessment and
reporting fidelity components related to the delivery of behavioural interventions,
including diabetes self-management interventions. Developing and
implementing systems for assessing intervention fidelity and other quality
processes is complex and resource-intensive both in terms of clear guidance
and financial support. As some SSMPs already have processes in place, for
example DESMOND that has a process of external observation by assessors,

there is merit in examining which existing processes could be further improved.

The literature related to fidelity monitoring of intervention delivery introduced me
to the concepts of educator adherence and competence. These concepts are
not described in the national quality assurance standards for SSMPs but may
offer guidance for assessing educator delivery. The next section considers how
educator competence and adherence is described, assessed and reported in

relation to complex interventions.
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2.7 Assessing the performance of the deliverer of interventions:

competence and adherence

This section describes how the developers of different interventions have
approached describing, assessing and reporting the performance of the
intervention deliverer in terms of required and proscribed behaviours. In
particular | outline how the delivery relates to the constructs of adherence and
competence considered as two separate aspects of delivery quality (Carroll
2007).

Adherence and competence have been considered important in the assessment
of behavioural interventions for over two decades (Waltz et al. 1993a, Mars et
al. 2013, Forgatch, Patterson and DeGarmo 2005). The requirement for skilled
delivery of complex interventions is likely to involve competence in dealing with
the needs or demands of those receiving the intervention (Waltz 1993, Mars et
al 2013) and in knowing what to deliver (curriculum content) and how to deliver

it (for example by group discussion, role play).

Adherence is defined by Mars (2013) as the extent to which the intervention is
observed during delivery; in other words, the extent to which the therapist does
as he/she was trained to do and specified in the protocol, in terms of essential
content, delivery strategies and theories. Waltz (1993) developed the concept of
competence in terms of skilful adaptation, i.e. how a therapist adapts aspects of
adherence (prescribed strategies) in response to the client-related context.
Mars (2013) agreed with Waltz (1993) for the definition of competence as the
level of skill used to deliver the intervention, but suggested the definition is less
objective than that of adherence. Defining and measuring competence remains
the subject of debate due to the complexity associated with collaborative
relationships between those delivering and receiving an intervention (Mars
2013).

One example of a widely used scale is the Yale Adherence and Competence
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Scale (YACS) (Smith et al. 2014). This contains 49 items and was developed to
assess the delivery fidelity of therapists working in addiction research (Carroll et
al. 2000). It contains 49 items, each of which focuses on the behaviour of the
therapist and is rated in two dimensions: Quantity/Adherence: the degree to
which the intervention item was present in the session and Quality/Skilfulness:
the skill with which the therapist delivered the intervention. Both are assessed
using a 5-point Likert scale with response categories including: not at all, a little,
somewhat, considerably and extensively. YACS, and its subsections continue to
be used to assess evidenced based treatments related to drug and alcohol
abuse. Its detailed manual guides raters assessing the fidelity of the delivery.
However, it is considered a complex scale, with many items requiring expert

assessment (Smith et al 2014).

More recently, Mars and colleagues (2013) studied the level of adherence and
competence in the delivery of a group self-management intervention, to support
those living with chronic pain, delivered by healthcare professionals and lay
facilitators. The programme contained 24 course components, seven of which
were used as the focus for assessing fidelity in terms of adherence and
competence due to the link with behaviour change techniques and strategies
underpinning the intervention. Adherence being defined as: whether or not
specific components, described in the facilitator manual, were delivered or not.
Adherence was assessed by scoring systems of whether a component was
delivered (score 2), not delivered (0) or unsure (1). Competence was defined in
generic terms and related to how well facilitators created an environment for
participants to share their experience and learn new skills. Competence was
measured using an overall measure of the facilitator’'s behaviour, for example
their ability to generate group discussion, via a scoring system of whether a
behaviour was demonstrated (2), not demonstrated (0) or unsure (1).
Independent raters assessed samples of audio recorded delivery and inter rater
reliability was assessed using 10% sample of the recordings and percentage

agreement.

Whist Mars and colleagues (2013) demonstrated that their intervention was
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delivered competently and as intended they highlighted a number of challenges
when using this approach to assess fidelity of delivery. Specifically, the
relationship between competence and adherence; that low adherence can
relate to high competence. For example, a competent facilitator, adapting the
course to meet the needs of the participants, may score low levels of
adherence, as they did not include all of the ‘prescribed’ content behaviours.
Conversely, an adherent facilitator could perform in a mechanistic way, scoring
all the points for delivering all of the key elements but due to the mechanistic

performance, demonstrate low levels of competence.

However, definitions and assessment of both adherence and competence
require judgement to be made on what prescribed intervention elements are
essential to the delivery of the intervention, and what elements are optional.

Providing a comprehensive assessment of the delivery fidelity in relation to
competence and adherence requires a number of steps. First, defining
prescribed delivery behaviours within a protocol. Second, highlighting which are
vital and which are optional. Finally describing the components of competent
delivery. However, observing and assessing what is specified as included in an
intervention may not be sufficient. Indeed studying what else is happening, in
terms of unanticipated delivery components, may be important (Hardeman and
Michie 2009). A recommended framework for assessing all aspects of delivery
was described by Waltz (1993) and appears pertinent here given the complex
work of those delivering complex interventions. This involves the following

tasks:

1. Define competence in relation to the intervention

2. Measure adherence using a yes/no scale of item delivered or not

3. Measure and define behaviours within an intervention as (a) unigue
and essential to the intervention (b) essential but not unique (c) compatible but

not necessary or unique and (d) proscribed
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2.8 Developing tools for effective observation (monitoring) of delivery of

SSMPs or related programmes.

The literature reviewed so far demonstrates the need to precisely define
behaviours of intervention deliverers, but, unlike laboratory assay measures
used in drug studies, the assessment and measurement of such behaviours
relies on human observers. As human observers have been shown to be
unreliable, it is now commonplace for researchers to provide training for those
who can, in turn, observe the performance of others. The literature on the
development of tools for assessing programme delivery suggests intervention
specific fidelity monitoring tools are typically designed during the research
phase. These tools are then typically used to assess other interventions based
on the original intervention. See for example, (Miller 2000, Forsberg et al. 2007,
Carroll 2000 and Segal et al. 2002). Other observation tools have been
developed by adapting pre-existing tools, such as the Independent Tape Rater
Scale (ITRS) designed to assess counsellors’ adherence and competence in

implementing motivational interviewing (Martino et al. 2011).

The use of intervention fidelity tools to assess programmes that are currently
being provided appears to be challenging. This may be due to the need to
validate the tools used to assess the intervention delivery, train the assessor
and establish inter-rater reliability (Carroll 2000) and the complexity required
may be too resource-intensive (Madson, Campbell 2006).

Before summarising this chapter, | return to the recommendations for SSMPs to
be based on a philosophy of person centredness and how the use of such
phrases warrants further consideration when developing intervention fidelity

assessment tools.

2.9 Defining the intervention and its key components: The requirement for

clarity in the terms used for the delivery of SSMPs.

UK based SSMPs are recommended to be based on patient centred
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approaches (DOH/DUK 2005), yet there is no established agreement regarding
the components of a patient centred intervention. Indeed, where studies do
report a patient-centred intervention, there are differences in how they describe
the components of the intervention (Michie, Miles and Weinman 2003).
Furthermore, Michie and colleagues (2003) demonstrated how the reported
approaches to support person-centredness were not just different, but resulted

in different patient outcomes.

Published descriptions of interventions are typically not reported in sufficient
detail to allow replication and/or comparison with other interventions (Loveman
2008, Hoffmann et al. 2014). In addition, concepts relating to the theory
underlying an intervention can be used and defined differently. For example, the
concept of empowerment is described as a theory in one intervention (Deakin
2006), a philosophy in another (Skinner 2006) and not always sufficiently
defined (Skinner, Cradock 2000a, Asimakopoulou et al. 2012). Similarly,
commonly used phrases, such as ‘patient-centredness’ and ‘empathy’ are
defined in many different ways (Knight, Dornan and Bundy 2006b, Mead, Bower
2000, Pedersen 2009). In order to understand the delivery behaviours that are

informed by theories, the requirement for clear and agreed definitions is vital.

2.10 Chapter Summary

Available information from the UK programmes highlights that, whilst they
developed quality assurance processes to support the delivery of their
programmes, little attention has been paid to the description of the core
components for educator delivery. There is also little reported evaluation of the
tools used to support external assessment and also little acknowledgement of
the potential for inter-assessor variability. If the tools are not valid in what they
assess, and are used ineffectively by the assessors, then this is likely be
contributing to the delivery of a costly but ineffective process.

Reviewing the approaches used to assess delivery quality highlighted

challenges to measuring the fidelity of delivery, | wanted to establish markers of
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good practice for assessing quality of delivery of current SSMPs.

From the models outlined in this chapter, there are three aspects of good

practice for assessing the quality of delivery of an SSMP, which could include:

A clear description of the core components of the intervention, described
in terms of prescribed and proscribed educator behaviours.

A valid and reliable assessment tool, designed to observe the delivery for
the presence of prescribed and proscribed educator behaviours.

A treatment manual and self-reflection tool that support educators to

know what they should be delivering and how.

The limited publications relating to how well current SSMPs meet the national

quality assurance criteria highlight a need to understand the how the three

aspects of good practice. An in-depth study of one of the programmes, using

case study method (Yin 2003), would provide a means of answering such

questions. Using a diabetes SSMP as a case, one that has attempted to meet

the national criteria, provides an opportunity to consider how to improve current

systems for assessing the quality of delivery of SSMPs in diabetes care within
the UK.

The questions for such a study are:

1.

How well are the educator behaviours described in the current SSMP
assessment tool?

How representative are the educator behaviours described in the
assessment tool with the core components of the SSMP programme?
How do the behaviours in the assessment tool relate to educators’
delivery of the programme?

Which behaviours in the assessment tool do educators think are

important and relevant to their delivery of the SSMP?

5. How reliable is the assessment tool when used by others?

How and why is the assessment tool used for self and peer reflection?

As the DESMOND programme has already highlighted a need to review the

reliability of its quality monitoring processes (Cradock 2010), it is an appropriate
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programme to choose for studying further, and is described in full in the next

chapter of this thesis.
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Chapter 3: Case Study Design and research plan to investigate
the DESMOND assessment tools

3.1 Introduction

In Chapter One, | highlighted the increasing demand for services to support
people with long-term conditions and specifically the development of structured
self-management programmes (SSMPs) to help people look after themselves
effectively. | highlighted the role of the educator delivering such programmes as
a key component in the delivery of programmes, as approaches they use can
influence participant related outcomes of the programme. In Chapter Two, |
reviewed the literature to understand how the quality of intervention delivery is
assessed. | examined publications from three UK based SSMPs programmes
that reported quality assurance (QA) processes and highlighted issues for
further investigation. One of these programmes, the DESMOND programme,
had already identified a need to further examine the effectiveness of quality
assurance processes currently used to assess educator delivery of SSMPs.
Using findings from intervention fidelity approaches other research fields, |
described three aspects of good practices for further review. | generated six
research questions and identified the DESMOND programme as a potential
case for further study. The rationale for choosing DESMOND is expanded in

this chapter (section 3.3).

This chapter describes the rationale for use of case study approach, using
DESMOND and its quality assurance tools as the case. Use of case study
methodology provided me with a framework to investigate the original
DESMOND assessment tool in relation to the research questions. This chapter
outlines the structure of the remainder of the thesis, which involved four
separate studies to answer the research questions; the methods and results of

each are described in the subsequent chapters.

The specific aims of this chapter are to:
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1. To provide an overview of case study as a method for answering my
research questions and the rationale for choosing DESMOND as the
case.

2. To describe the elements of the chosen case that are key to studying
the quality assurance process.

3. To outline the research plan and specific study objectives that provide

the structure for this thesis.

3.2 Case study as aresearch method

Case study research is described as a method of studying an issue through the
use of one, or more, case(s) that is set within a context that has clear
boundaries (Creswell 2008, Hyett, Kenny and Dickson-Swift 2014). An
exploration of a defined case, through detailed and in-depth data collection, can
provide answers to questions that may not be amenable to being answered by
other research methods (Cresswell 2008). It is a method used to provide insight
into the delivery of complex interventions (Hasson, Blomberg and Dunér 2012,
Sanetti, Collier-Meek 2014, Macnaughton, Goering and Nelson 2012). Case
study methods have also been used to examine the specific behaviour of the
deliverer of interventions. For example, to assess the implementation of a

teacher based behavioural support plan (Sanetti et al 2014).

To be effective as a research method, case study research requires a clear
description of (1) the case and its boundaries and (2) the unit of analysis of the
case(s), meaning ‘what’ or ‘who’ is being analysed (Yin 2003, Stake 1995). The
strength of case study research is its reliance on multiple sources of evidence
to triangulate data in order to confirm the validity of its processes and findings
(Yin 2003). The requirement to triangulate data requires the use of mixed
research methods to incorporate qualitative and quantitative data sources can
include structured observations, interviews, audio-visual material, documents
and reports (Cresswell 2008, Greenhalgh et al. 2010).

A strength of adopting a case study research design is the iterative and flexible
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approach. The questions | seek to answer, or understand more about, are
reliant on the information from one another. For example, if the key delivery
components of the programme are not well described, a means of describing
these objectively will be required before comparing them to the delivery of the
programme. Another strength of adopting case study as a research design is
how the findings from the use of an instrumental ‘case’ to answer research
questions, can be generalised to other similar cases. Using a Diabetes related
SSMP to answer the research questions will inform other diabetes SSMPs who

seek to assess the educator behaviours used in the delivery of the programme.

3.3 Rationale for using the DESMOND Quality Development system as

both an instrumental and a descriptive case for investigation

My research focuses on the effectiveness of the quality of tools currently used
for assessment of educator delivery in a SSMP. | therefore needed to identify
an example of an SSMP with a quality assurance system already in place. The
DESMOND newly diagnosed programme presented an ideal example; it had an
established quality assurance process with associated tools and a curriculum
with training and guidance materials specifying details of essential and desired
aspects of the programme (The DESMOND Collaborative 2010). As potential
shortcomings have been noted about the effectiveness of the DESMOND
programme’s current quality assurance processes, the DESMOND collaborative
was already starting to question these and were therefore open to the idea of
allowing the processes to be scrutinised, with the aim of improving them. Lastly,
as the DESMOND team develops new programmes, those involved in the
development of new interventions would gain from knowing more about issues

related to assessing the quality of educator delivery of their programmes.
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The DESMOND SSMP: The context of the case

The DESMOND newly diagnosed programme arose from a collaboration of
interested healthcare professionals in response to the call for well-designed and
studied SSMPs (Diabetes NSF Team 2001, Skinner et al. 2006). The
development of DESMOND was contemporaneous with the development of the
national quality standards for SSMPs and was cited by the Patient Education
Working Group (DOH/DUK 2005) as an example SSMP that met the agreed
quality standards, including: a structured, written curriculum, trained educators

and with quality assurance and audit processes.

The programme involves eleven discrete sessions when delivered across a
whole day or 12 sessions when delivered over two days (two weeks apart). Two
educators deliver the programme to a group of up to 12 people with Type 2
diabetes and their partners. A randomised controlled trial (RCT) of the
intervention was delivered across a range of UK sites, by a range of trained
educators. The aim of the intervention was to see if the change in health beliefs
resulted in the predicted self-management behaviour changes (physical activity,
weight change, depression and quality of life) within the individual, which in turn
aimed to reduce the risk of diabetes related complications. The RCT showed
modest, but significant, changes in the desired direction but recognised that
further interventions would be required to sustain health belief and health

behaviour changes (Davies et al. 2008Db).

Core Components of the DESMOND programme.

Core components of an intervention are those aspects that are deemed
essential for the outcomes of the intervention. In terms of educator behaviours,
the core components would be the design aspects of the programme that
influence how the educator should behave. The DESMOND programme is
described in the educator curriculum as having a theoretical basis, with an
emphasis on self-management and an explicit person centred philosophy.

48



Specifically, social learning theory, dual processing theory, the common sense
model of illness perceptions and an empowerment based person centred
approach are described as underpinning the delivery of the programme and
therefore influence the role of the educator (Davies et al. 2008). Each of these

core components is discussed further in Chapter Four.

Assessment of educator delivery quality during the DESMOND study

The report of the pilot study (Skinner et al. 2006) mentioned the importance of
quality assurance methods but did not describe any details of how aspects of
delivery quality were determined. The RCT report mentions that the educators
were supported by a quality assurance component of internal and external
assessment to ensure consistency of delivery, and mentions that an overview of
the quality assurance was reported previously. While no specific detail about
the quality assurance processes undertaken was provided in these initial
publications, the team reported that the 34 educators were trained over two
days and were quality assured throughout the trial. (Davies et al 2008; Skinner
et al. 2006).

A subsequent report on educator delivery highlighted the nature of quality
assurance processes during the DESMOND RCT (Skinner et al. 2008).
Educators were observed during six sessions, but there was no mention of the
observation tool used to observe the quality of the delivery. However, the
quantity of talk time by the educator in relation to participants was assessed by
the use of an event coding method (Flanders 1968). The observer recorded
who was talking at 10 second intervals, facilitated by the delivering the sound of
a bleep every ten seconds through headphones. In the RCT, the talk time data
was compared to the data on illness perceptions before and after the
intervention. Analysis of the talk time data suggested a link between less
educator talk time and a positive change in participant health beliefs, as
anticipated from the modelling of theories that fed into the intervention (Skinner
2008). For example, the less the educator spoke, the more likely participants
were to believe that diabetes was serious and that they themselves could make
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a difference to the outcomes. Therefore highlighting the importance of

supporting participants to talk more during self-management interventions.

However, the analysis of the talk time data revealed that none of the pairs of
educators managed to restrict their talk time to the targets set for each session
(40 to 65%), determined by assessing the delivery of the programme during the
pilot phase. This led to the conclusion that educator behaviour change requires
more that initial training and that the DESMOND quality assurance process
should support the use of the assurance tools for educators and trainers for

self-reflection.

In addition to the impact of talk time by educators, the qualitative aims of the
educator role were highlighted as follows:
(1) To elicit learning rather than teach (Davies 2008),
(2) To deliver the intervention using a non-didactic approach (Davies 2008)
and
(3) To provide an environment that could be described as providing

scaffolding for the learning process (Skinner 2006).

However, there is no reported detail of how these were assessed as part of
fidelity monitoring the delivery of the intervention. My involvement in the
development of the DESMOND programme and the RCT study has provided
me with insider knowledge, which | acknowledge further at the end of this

chapter.

Current assessment of the quality of educator delivery

The DESMOND educator curriculum (The DESMOND Collaborative 2010)

describes the DESMOND quality assurance approach as including both quality

assurance and professional development components labelling the whole

process as quality development (QD) rather than quality assurance.

The nine stated aims of DESMOND QD process detailed in the same

curriculum are listed in Table 3.1 and can be mapped onto Donabedian’s model
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of quality, described in Chapter One; with aims 5, 6, 7 and 9 being the planned
outcome standards. Aims 1, 2, 3 and 4 relate to process standards; the how to
achieve the outcomes. These four aims link with my research questions. Item 8,
providing feedback for the on-going development and improvement of the

programme is one of the outputs from this thesis.

Table 3.1 Aims of DESMOND quality development process

1. Assisting educators to achieve and maintain competence;

2. Providing an opportunity for continuing development of skills, and
supporting the development of educator behaviours congruent with the
philosophy and educational theories of DESMOND;

3. Providing a framework for reflection on practice;

4. Providing a framework for peer review and feedback;

5. Ensuring that the curriculum is being delivered in a consistent way and is
underpinned by the DESMOND philosophy and educational theories;

6. Ensuring that the DESMOND intervention is reliable;

7. Ensuring that the DESMOND intervention is consistent across centres and
between educators;

8. Providing feedback for the on-going development and improvement of the
DESMOND programme;

9. Providing a process of accreditation of educators delivering DESMOND.

The original DESMOND quality assessment tools

The quality development process involves the use of observation tools as a
‘more objective measurement of educator skills and behaviours’ to assess the
delivery of the programme (The DESMOND Collaborative 2010) pb5).
Additionally, the ‘reflection and action plan’ provides the educator with a support
tool to help the educator reflect on how well they are delivering the desired

behaviours and content described in the observation tools.
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The observation tools are described as assessment tools and focus on three
aspects of educator delivery for assessment:

(a) Educator behaviour and facilitation skills: generic (whole programme) and
specific (those that are more important in some sessions)

(b) Content framework: the expected content within each session.

(c) Interaction talk time: a measurement of the ratio of educator to participant
talk.

Educators are assessed and formally accredited by a DESMOND assessor,
who attends a delivery of the programme in person and uses the assessment
tools to judge the educator’s performance. DESMOND assessors are educators
who have been formally accredited in the delivery of the intervention and
received further training in assessment. Training of assessors combines face-

to-face training followed by personal mentoring of their performance in the field.

The current DESMOND quality development process has been used to accredit
over 350 educators (personal communication from DESMOND national office in
2015) across the UK, Ireland, Gibraltar and Australia. This means that fully
accredited DESMOND educators have received two external observation visits

by trained assessors.

Challenges for the original DESMOND assessment tools and its

associated processes

The current process has resulted in the successful accreditation of the more
than 95% of educators (personal communication from DESMOND national
office in 2015). However, work undertaken during 2010 highlighted specific
issues relating to the assessment process. First, inaccuracies when using the
talk time system to assess educator talk time were identified (Harding et al.
2011). When the length of the session being observed was compared with the
10-second tally marks on the event-coding scheme, they did not always match.
Such inaccuracies were linked with the burden on assessors, who are expected
to observe, assess and document observations related to the content, educator
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behaviours and educator talk time simultaneously, for each of the sessions
being assessed. Second, assessors themselves have raised concerns about
the complexity of the paperwork. Third, consistency has been examined by
comparing the results of twelve assessors documenting their observation of the
same pre-recorded DESMOND session delivery. The results demonstrated that,
if the assessment had been an actual assessment, the educator would have
been accredited by two assessors and failed by the other ten (Cradock et al.
2010). Whilst ten out of twelve assessors being in agreement could be
acknowledged as a good level of agreement, the discussions between
assessors afterwards illuminated a need to enquire further into the differences.
The differences between assessors were greater when assessing educator
behaviour delivery (for example, whether the educator used open questions and
reflections) rather than when assessing content delivery (for example: whether
the educator mentioned insulin resistance). This further highlighted the potential
complexity of the behavioural descriptions in the assessment tool. Therefore,
with behaviours being interpreted differently by different assessors, concerns
about reliability were raised (Cradock 2010, 2011).

The DESMOND collaborative has sought educator views on the use of
DESMOND assessment tools (Taylor et al. 2011). 252 educators (155 not yet
accredited and 97 accredited) responded to a request to complete the online
survey. Educators reported that the self-reflection and peer review documents
were of some/great help to them. However, the findings contrast with the
anecdotal experience of DESMOND assessors that there is little evidence in
practice that educators use the QD tools for their reflection. Educators
requested further optimisation of the QD tools to help them with their personal

reflection and feedback to their peers.

In sum, recent internal reviews of the DESMOND quality development process
suggest three areas of concern:

e The observation process is complex for assessors;

e The reliability of the assessment tools is questionable;

e There may be lack of use of DESMOND assessment tools by educators
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for personal reflection.

3.4 DESMOND Case Study Design and related components

Establishing the ‘case’ to be studied relates to the research questions. Whilst
the DESMOND programme is the subject of the case study, considering the
research questions, it is clear that the case to be studied is the assessment tool
itself.

The boundaries of the case

A suitable case should have clear boundaries (Stake 1995). This prevents the
potential blurring of the investigation boundaries, as well as allowing
generalisation of potential study outcomes. My research questions provide the
boundaries, identifying the limits of exploration of the study. My study will
therefore be limited to four items within the case.

1. The DESMOND description of the key delivery components, to be found
in the written curriculum for the programme. Such key components may
include the theories and philosophical approaches described as guiding
the development of the programme.

2. The delivery of the DESMOND programme and its relationship to the
behaviours in the tool.

3. The views of the Educators on the use of the DESMOND assessment
tool and the relationship of the educator behaviours to their delivery.

4. The reliability of assessors when using the assessment tool.

Elements of the research design.

Case study design should involve five components: the research questions, its
propositions or a clear purpose, its units of analysis, a determination of how
much data are linked to the proposition and lastly, criteria to interpret the
findings (Yin 2003). Using Yin's five design components and my research
questions, the design of my approach is detailed in Table 3.2.
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Research Question

Table 3.2

Purpose?

Case study design for my research

Unit of analysis?
(the who or what is being
studied)

How
data?

much

Criteria to interpret findings

1. How well are the

educator behaviours

To investigate the

descriptions of the

The observability of each

behavioural item.

Determined by

the number of

Defined a-priori criteria for a

suitable behavioural item

described in the current behaviours in the current behaviours

DESMOND assessment DESMOND assessment described

tool tool

2. How representative are  To consider how the core The behaviours within the All of the Mapping of core component

the educator behaviours
described in the current
assessment tool of the
core components of the
DESMOND programme?

components are
represented in the
assessment tool; to assess

content validity of the tool.

assessment tool and the
described key delivery

components

behaviours in the

assessment tool.

related behaviours to
DESMOND behaviours from
the assessment tool:
identifying those that are
related and those not.

3. How do the behaviours
in the assessment tool
relate to the educators’
delivery of the DESMOND

programme?

To investigate how many of
the assessment tool
behaviours are delivered in
the programme, and what
behaviours are missing

from the delivery.

Observation of the
presence of DESMOND
prescribed and proscribed
behaviours in recorded
sessions delivered by

educators in the real world.

Up to ten
programmes
delivered by a
range of
accredited

educators

The presence of prescribed
DESMOND behaviours; the
presence of proscribed
DESMOND behaviours and
differences between educator

pairs.
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Research Question

Table 3.2 Case study design for my research (contd.)

Purpose?

Unit of analysis? (The who

or what is being studied)

How

data?

much

Criteria to interpret findings

4. Which behaviours
within the assessment tool
do educators think are
important and relevant to
their delivery of
DESMOND?

To gain insight into the
views of educators about
the assessment tool
behaviours in relation to
their perception of
DESMOND delivery.

Qualitative interviews/focus
groups from educators in
relation to each of the
assessment tool

behaviours.

Data from each
educator whose
delivery is
observed from

Question 3.

The relationship of educator
views regarding the
importance and relevance of

each behaviour

5. How reliable is the
assessment tool when

used by others?

To determine the inter-rater
reliability of assessment tool
behaviours when observed

by more than one observer.

Data from two pairs of
coders providing coded
observations of educator
behaviours using the

assessment tool.

Up to 75% of all
data coded for

guestion 3.

Percentage agreement and
Kappa coefficient between

pairs of coders

6. How and why is the tool
used for self and peer
reflection? If the tool is not

used, why not?

To understand educator
perspectives on use of the
original tools for personal
reflection/development and

what could be improved.

Qualitative interviews from
educators observed to
answer Research Question
3.

Responses to
each question
from each

educator.

Specific reasons for the use
or not. What would a tool
have to be like to help them
use it to develop their practice
as a DESMOND educator?




3.5 The Thesis plan of work

To establish a plan of work for collecting and analysing data to answer the
research questions, | developed a set of objectives and related actions to

underpin my study.

Study Objectives

Objective 1: Review current DESMOND assessment tool and its behaviours.

(@) Review the original tool's consistency with underlying DESMOND
theories/philosophies

(b) Identify other behaviours from the DESMOND curriculum

(c) Review the presentation and description of behaviours within the current
DESMOND assessment tool.

(d) Identify problems with the original tool

Obijective 2: Develop a revised assessment tool suitable for assessing the
delivery of DESMOND

(@) Produce initial draft of revised tool

(b) Modify draft tool to account for further relevant (to DESMOND)
behaviours occurring in the delivery of DESMOND and identify proscribed
(NON-DESMOND) behaviours.

Obijective 3: Produce, evaluate and test a revised DESMOND assessment tool

(@) Produce 2" Draft of revised tool
(b)  Test usability of the revised tool
(c) Assess the acceptability and feasibility of the revised tool.

(d) Measure reliability of the behaviours in the revised tool
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Obijective 4: Describe DESMOND delivery in relation to the revised tool

(@) Investigate which DESMOND behaviours are more likely to be used by
educators?

(b) Investigate which DESMOND behaviours are less likely to be used by
educators?

(c) Establish which additional (NON-DESMOND) behaviours are more likely
to be used by educators?

(d) Establish which DESMOND sessions are most likely to involve educators
performing DESMOND behaviours (to | provide guidance as to which sessions
could be observed to capture the ‘majority’ of desired DESMOND behaviours)
(e) Investigate the differences between educator pairs in terms of
DESMOND and non-DESMOND behaviours used (to provide guidance on

which behaviours are more likely to be used by ALL or FEW educators).

Objective 5: Outline recommendations for DESMOND revised assessment tool

and associated processes

Outline revised tool and assessment process (to include training of assessors

and potential revision of training to educators)
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The Thesis Chapters

The research questions and the study objectives are now combined to show

how | report them in the remaining chapters:

Chapter Four: Assessment of Content Validity of the original DESMOND

assessment tool.

A narrative literature review identified possible educator behaviours that

underpinned the core components of the DESMOND programme. These were

then compared to educator behaviours described in the DESMOND quality

assurance tools to provide an assessment of the content validity of the tool.
(Research Questions 1/2 and Study Objective 1a)

Chapter Five: Developing and testing a revised DESMOND assessment tool.
An iterative approach was used to review and revise the current assessment
tool. All possible DESMOND educator behaviours were identified, examined for
overlapping items and classified into objective behaviours using a set of a priori
criteria. The objective behaviours were then sorted into a usable assessment
framework by the use of sort card task groups. The revised assessment tool
was assessed for its level of inter rater reliability.

(Research Question 2/5 and Study Obijectives 1b, 1c, 1d, 2a, 2b, 3a and
3d)

Chapter Six: Assessing the presence of DESMOND and non-DESMOND
behaviours in the delivery of the DESMOND programme.
The revised assessment tool was then used as a structured observation tool to
observe and code for the presence (or otherwise) of the DESMOND behaviours
in the delivery of nine video-recorded programmes, delivered by DESMOND
educators.

(Research Question 3 and Study Obijectives 3b, 4a, 4b, 4c, 4d and 4e)

Chapter Seven: The views of educators.
The use of focus group data and constant comparative analysis provided insight
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into the views of educators in relation to the use of the current/future QD tools
and the relevance/importance of the revised educator behaviours to their
delivery. The results of the analysis of their views was then used to illuminate
the findings in chapters five and six.

(Research Questions 4/6 and Study Objective 3c)

Chapter Eight: Thesis summary and conclusions.
Study Obijective 5.
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3.6 Reflection on my role

At this point in my thesis it is important to reflect on my experience led me to
design and undertake this piece of research. As a nurse working to support
people with diabetes, | developed an interest in self-management education
(Cradock 1994, Cavan 2010) which led to my involvement at a local level with
the development of a group programme for people with newly diagnosed Type
2 diabetes (Skinner et al. 2003) — the origin of DESMOND. Alongside this, | had
been aware of both the lack of training in skills to support self-management and
the challenges facing healthcare professionals in their adoption of an
empowerment based approach (Skinner, Cradock 2000, Anderson, Funnell
2005). Working as a founder member of the DESMOND collaborative, | was
able to start bringing these two interests together and experience the same
challenges faced by others, while being a DESMOND trainer and assessor, as
well as continuing to deliver DESMOND as a DESMOND educator.

| had a role in developing the quality assurance tools that are described in this
thesis. As we developed methods to assess the assessor, my awareness of
how people’s perceptions and interpretations of the behaviours in the
assessment tools differed markedly, started my thinking about ways of gaining
clarity and agreement the DESMOND behaviours and their importance.
Additionally, | started to reflect on the meaning and complexity of one of the

founding approaches of the DESMOND programme - empowerment.

My interest in this, alongside my work within both the Leicester Diabetes Centre
and the DESMOND national programme team, has provided me with an
opportunity (this PhD plan of work) to systematically study these issues, whilst
simultaneously informing the refinement of the DESMOND assessment tool. As
an assessor, | am accustomed to sitting quietly and observing DESMOND
educators’ delivery and mentoring educators who are keen to be the best
educators they can be. It is this experience that has driven me to understand
more about how to develop a system of assessment that is meaningful to

researchers (providing results which can be used to link to programme
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outcomes), and to trainers (so they can focus their training), as well as
providing clear guidance for educators and assessors about what prescribed
DESMOND behaviours look like in practice.

However, whilst my involvement in the programme provides me with a rich
understanding of the issues and opportunities within the programme, it also
means that my ability to be detached and open-minded could be judged with
some suspicion by others. My ability to adopt a position that is as unbiased as
possible needs to be explicit (Denscombe 2008). For example, | am partisan to
the cause of ‘empowerment’ and this may encourage me to be positively biased
in my reporting of findings that support this approach. Another example may be
that my use of questions during focus groups may be biased towards exploring
any behaviours related to those | believe to be more important than others.
Hammersley (2000) suggests that all research will have some bias in it and

what is required is that the researcher makes their bias explicit.

To reduce the impact of my personal bias, | used others wherever possible
(resources permitting) to provide input to decisions required and to provide
some insight into the objectivity of my observations in Chapter six, by assessing
the inter rater reliability of the tool that | used to observe and code educator
delivery. Chapter five provides an example of this where | used a range of
colleagues to provide input to decisions regarding the design, content and use

of the revised assessment tool.
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Chapter 4. Assessment of Content Validity of the original
DESMOND Assessment Tool

4.1 Introduction

Chapters One and Two introduced the concept of structured self-management
programmes, their value in delivery of care for people with long terms conditions
and the importance of training and assessment of educators to the successful
delivery of such programmes. Whilst many programmes are now tested for their
effectiveness in terms of participant outcomes, | highlighted limitations of the
current approaches to assess the delivery of programmes by educators. Chapter
Three introduced case study as my research method, using the DESMOND and its

related assessment tool as the case as a mean to answer my research questions.

This chapter focuses on how representative the educator behaviours described in
the current assessment tool are with the core components of the DESMOND
programme. This means investigating the content validity of the original
DESMOND assessment tool used to observe and assess the educators’ delivery of
the programme. Before assessing inter-rater reliability (the degree to which two or
more individuals agree about the coding of an item) of such an assessment tool,
behaviours in the tool need to be assessed as valid. That is, the content of the tool

should represent what it intends to measure.

Theories used to underpin self-management interventions can be described as
providing some of the active components referred to in Chapter Two. For such
theories to be objectively assessed as being delivered (or not), requires them to be
described in behavioural terms, as in what the educator would be seen to be doing

by an onlooker.
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The aim of this chapter is to describe the methods used to assess the content
validity of the current DESMOND assessment tool. | report on the operational
clarity, theoretical relevance and representativeness of the educator behaviours
contained within the current DESMOND assessment tool, and to present the
findings from this piece of work. The chapter starts with a brief overview of content
validity assessment, which has provided me with a framework for reviewing the
literature to identify potential educator behaviours that would be representative of
the theories.

4.2 Content validity: identifying a model of assessment

Establishing the content validity of any theory based assessment tool will be
dependent on how well the theory has been defined and operationalised. This
means taking a theory that is described as underpinning a structured education
programme and defining it clearly so that it can be identified by observation. For
example, using the theoretical concept ‘self- efficacy’ from Social Learning Theory,
a description of how the educator would ‘support self-efficacy’ would need to be
defined in terms of specific behaviours or activities expected to be observed in an

intervention.

The DESMOND programme used a number of concepts (theories, models or
philosophies), operationalised them in terms of educator behaviours and listed
them in an assessment tool designed to assess the behaviour of an educator.
There has been little systematic evaluation of the content validity of this tool.
Indeed, as mentioned in Chapters Two and Three, there is evidence of the

subjective nature and potential low inter-rater reliability of the tool.

Establishing content validity is just one aspect of assessing overall validity of an
observation tool. However, it is the next step beyond face validity and is described
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as a more systematic approach to assessing whether the content of an
assessment or coding tool “appears logically to examine and comprehensively
include, in a balanced way, the full scope of the characteristic or domain it is
intended to measure” (Bowling 2009 p167). Whilst it is not the only aspect of
assessment that is required to ensure a tool is as valid as it can be, without
confirmation of the validity of the content within it, any tool is more likely not to

measure the concept it intends to.

Content validity is reported as the most common assessment of validity in the
literature (Beckstead 2009); a number of methods have been used to assess it.
Assessment of content validity is described as a three-step process, the first step
being a detailed review of the literature relating to the concept to be described, the
next step being defining concepts as behaviours that can be operationalised and
the third step being the judgement by others of the operationalised concepts (Lynn
1986, Sridhar 2013, Wynd 2003). The most commonly reported process of
establishing content validity is the final step: expert judgement. This step involves
using a panel of subject experts, ranging from three to over fifty, who are asked to
rate each of the included items in the tool for relevance and representativeness to
the concept (Hayden 2014, Beckstead 2009).

The development of content for the current DESMOND assessment tool indicate
that step 3 was followed, as subject matter experts (the clinicians and
psychologists who developed DESMOND) generated behaviours from their
knowledge of the concepts and grouped these together (through personal
communication and experience). However, there is no reported evidence that the
behavioural descriptions were formally assessed. Additionally, there is no evidence
to suggest that step 1 and 2 were undertaken. My first step in assessing the
content validity of the original DESMOND assessment tool was therefore to
undertake steps 1 and 2. Figure 4.1 provides an overview of the steps | took to
undertake this task.
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Figure 4.1: Flowchart representing my approach to establishing content
validity of the DESMOND assessment tool

Establishing list of DESMOND educator behaviours

Examine the DESMOND assessment tools for discrete behaviours

Establishing list of theory based behaviours

Examine the literature related the DESMOND theories

A 4

Mapped the DESMOND behaviours onto the theory based behaviours

How many DESMOND behaviours map onto How many theory based behaviours do not
the theory based list map onto DESMOND behaviours

4.3 Establishing the DESMOND behaviour list
Aim

To identify a list of educator behaviours from the original DESMOND assessment

tool to be able to compare them with a theory based list of behaviours.

Method

Materials used:

Any tool that contains educator behaviours and used to assess the delivery of the
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DESMOND programme: the DESMOND educator curriculum and assessment

tools.

Procedure

| examined the separate components of the original DESMOND assessment tool
(see Appendix 1 for the current DESMOND observation tool and Appendix 2 for the
current DESMOND core behaviours tool) for behaviours that related to the
educator delivery of the programme. To ensure that the behaviours in the
DESMOND list could be easily compared to those in the literature based list, each
behaviour was further examined for its specificity, using the following questions:

o Does it relate to a single item of behaviour?

o Does it relate to the behaviour of the educator?

Results

A total of 100 behaviours were identified from the DESMOND assessment tools.
Table 4.1 lists the sources of the behaviours, i.e. which session in the programme
they related to. Each of the identified behaviours were then examined for its

suitability as an observable item.

During the process of examining each behavioural description, | found reasons that
may explain why assessors had reported the current tool as complex and
cumbersome. First, 40 original behaviours contained more than a single behaviour.
For example: ‘uses open discovery questions, reflection and visual tools
to...enable participants to work out treatment options for managing blood glucose
levels’. This example shows three potential behaviours (uses open discovery
questions, uses reflection and uses visual tools), which contain three elements and
in their current format cannot be separately assessed. | therefore separated such

behaviours out into single behaviours for inclusion in the final list.

Second, many of the same 40 behaviours, despite being listed as educator
behaviours, included specific knowledge content. This suggested potential for

duplication of content (what to teach) and process (how to teach), as well as
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confusion for the educator or assessor on what to focus on. For example; ‘uses
open discovery guestions, reflection and visual tools to enable participant to work
treatment options for managing blood glucose levels’. Yet the DESMOND
assessment tool also includes separate sections for knowledge content-related

behaviours.

Lastly, | noted behaviours that may give rise to misinterpretation or be difficult to
observe. Examples include ‘works with co-educator to deliver this session’ and
behaviours that contained the word ‘reflection’. For the former example, working
with co-educator could mean delivering the session as a pair, or could mean that
one educator takes the lead and the other manages the time. The phrase reflection
implies a process of interaction which may include a range of specific educator

behaviours.

Despite these last two observations, | decided neither to remove any content
originally included as part of an educator behaviour assessment nor to make any
major changes to the individual behaviours at this stage until | had identified

behaviours from the literature.
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Table 4.1 Sources of educator behaviours from the current DESMOND

assessment tools.

DESMOND

Session ID

I @ m m o O - >»

(A

K
L

DESMOND Session Title

Introduction

Patient Story
Professional Story 1
Taking Control 1
Monitoring

How am | doing
Reflections
Professional Story 2
Physical Activity
Taking Control 2
Self-Management Plan

Burning Questions

CORE Behaviours (across the whole programme)

TOTAL

No of Educator Behaviours

and Facilitation Skills

g N 00 © O »~

100

4.4 ldentifying literature based behaviours

As identified in Chapter Three, the DESMOND programme used three theories and

a philosophy to guide the development of the intervention. | start this section with

an outline of each theory before reporting the results of literature reviews related to

each. | considered the literature from two perspectives. Firstly, | consulted the

DESMOND publications and looked for words or phrases used to describe the

delivery of the programme in relation to the behaviour of educators. Secondly, |

searched the literature for interventions reporting to draw on the same theories, to

see how they had described educator behaviours.
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DESMOND theoretical concepts

Social Learning Theory was originally described as Social Cognitive Theory
(Bandura 1997) and has been widely used in the development of interventions to
support behaviour change (Zinken 2008). It comprises of three inter-related
concepts: self-efficacy, outcome expectations and social support. It proposes that
human behaviour is often learnt by observing and modelling the behaviours of
others. Self-efficacy is described as the ‘beliefs (of people) in (their) capabilities to
organise and execute the courses of action required to produce given attainments’
(Bandura 1997 p3). Such beliefs relate both to the confidence that the individual
has in their ability to perform the behaviour and the belief that the outcome of

behaviour change is a positive one (outcome expectancy).

The Common Sense Model (Leventhal 1984) describes how people create mental
representations of their illness based on sources of information in order to make
sense of and manage it. These representations are usually derived from what
people already know (from observing and interpreting the experiences of people
around them), what they are told (by healthcare providers or others) and what they
experience in relation to the problem (for example, symptoms or no symptoms).
How people then interpret this information becomes the first step towards seeking

help and making changes or not doing anything.

Dual Processing Theory is described as a model of information processing and is
used to understand how better to communicate health messages (Chaiken 1999).
The dual aspect refers to the potential for messages to be received and/or
interpreted either using heuristics or short cuts, for example ‘stop smoking’ or ‘take
the stairs’, or a systematic approach, where learning is built using a scaffolding or
building upon the current understanding of the learner. The latter requires more
effort to understand the message. Dual processing theory is also described as a

‘persuasion model’, referring to its use when trying to influence messages received
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by participants (Cameron 2009). Advocates of this theory argue that messages
developed using a systematic approach are more sustainable, as systematic
processing encourages an individual to think through and evaluate for themselves
the correct message. On the other hand, messages received through heuristic
processing use less effort and can be easily changed or influenced (Maheswaran,
Chaiken 1991).

The fourth underpinning concept reported by the DESMOND collaborative is the
‘empowerment based’ approach developed originally by Anderson and Funnell
(2000). Approaches to support patient empowerment are frequently referred to in
the academic and policy literature as an alternative approach to delivering care to
people with long-term conditions (NSF Diabetes 2001). Anderson and Funnell's
approach stems from a set of beliefs about people with diabetes and a set of
principles of practice for the healthcare professional. It is described as an approach
that recognises the central role of the person living with diabetes to manage most
of their care themselves (Anderson et al. 1995). Anderson and Funnell’'s model is
based on the work of Carl Rogers related to ‘client centred therapy’, where the role
of the therapist is non-directive (Rogers 1966). The model proposes that people
tend to make decisions that are right for them at the time, given their perception of
their current situation, and unless healthcare professionals consider this, then
advising their patient of potential change strategies may be fruitless. It is an
alternative to traditional medical advice giving and as such, it has implications for

the role of the health care professional.
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4.4.1. Literature based behaviours reported in the DESMOND publications

Aim
To identify behaviours reported in the DESMOND publications to support educator
delivery of the underpinning theories.

Methods

| reviewed the key DESMOND publications (Skinner et al 2006 and Davies et al
2008) to search for descriptions of educator behaviours related to the DESMOND
theories and philosophy. | looked for words and phrases used in the publications to
describe any aspect of educator delivery of the programme, for example, how a

theory was used to guide activities.

Results

1. Social learning theory: the DESMOND collaborative described this as guiding
activities that support the participant to focus on their goals and action plans.

2. Dual processing theory: this was described as guiding the design of the teaching
and learning component of the programme, with the aim of guiding the educator to
encourage the participant to be actively engaged in learning.

3. The common sense model of illness representations: this was described as
guiding the educator to support participants to explore their own personal model of
diabetes.

4. The empowerment-based approach to person centred care: this was reported as
guiding the professional responsibilities within the programme (Skinner et al.
2006).

As the DESMOND collaborative stated that the content and process of the
programme have been developed from these theories, one would expect that the
educator behaviours in the DESMOND assessment tools would be related to these
approaches. One DESMOND publication (Skinner et al 2006 p373) tabulated how

73



the theories related to the various sessions within the whole programme (Table
4.2). But this only describes three of the theoretical concepts. The DESMOND
collaborative describes empowerment as grounding the programme (Skinner et al
2006), and therefore it can be assumed that any behaviour linked to such an
approach would be seen across the delivery as a whole. However, the DESMOND
publications do not specifically mention the relationship of the theories to specific

educator behaviours.

However, in relation to in implementing the empowerment-based approach in
healthcare delivery, the DESMOND collaborators acknowledged potential
challenges (Anderson and Funnell 2005, Skinner et al 2006). For example, the
empowerment approach is often described as a way of being i.e. what the
healthcare professional should believe about the changes that the person with
diabetes should make, rather than a concrete set of professional behaviours.
Hence, the DESMOND collaborative developed a set of ‘professional
responsibilities’ in relation to the principles of this approach as a way of describing

behaviours that would represent the beliefs (Skinner et al 2006 p. 371).
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Table 4.2: The DESMOND programme and linked theories (Skinner et al 2006

p373) — table as published

Theory Sample Activity Mins

Introduction 10

Patient Story CSM Participants asked to tell their story of how they 40
discovered they had diabetes and their current
knowledge of diabetes

Professional CSM Use participants stories to support them learning how 55

Story 1 DPT the body regulates blood glucose

Taking SLT Knowledge and Skills for food choices to control blood 40

Control 1 DPT glucose

Monitoring SLT Supports participants exploring benefits of monitoring 30

DPT and how to use it for feedback

How am | SLT Participants reflect on what issues have come up from 5

doing the program so far

Reflections SLT Participants reflect on what issues have come up from 15
the program so far

Professional CSM Uses participants’ stories to support them discovering 45

Story 2 DPT how other risk factors (BP, Lipids, depression etc.)
affect diabetes and the development of complications

Physical SLT Exploration of benefits and barriers to physical activity 20

Activity DPT

Taking SLT Knowledge and Skills for food choices to reduce risk 55

Control 2 DPT factors

Self- SLT Patients supported in developing their own self- 30

Management management plan

Plan

Burning CSM Check that all questions raised by participants 10

Questions throughout have been answered and understood

What Follow up care outlined 5

happens min

next

CSM (Common Sense Model
DPT (Dual Process Theory)
SLT (Social Learning Theory)
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Whilst Table 4.2 shows how the theories are linked to sessions within the
programme, there is no further reported detail about what one would be expect to
be observed in practice. In addition, the linkages are not explicit between this
table and the session specific DESMOND assessment tool (Appendix 1). The
DESMOND publications contain little explanation for the above table not linking

to the assessment tools.

In sum, examination of the DESMOND publications did not provide me with
specify or report theory based educator behaviours. However, the publications
cited a number of sources related to the theories. | next examined these to

identify any educator behaviours.

4.4.2 Theory based behaviours from the DESMOND reported references

Aim
To develop a comprehensive list of behaviours related to the underpinning
theories of the DESMOND programme.

Method

| scrutinised references cited in DESMOND publications for descriptions related
to theoretical concepts. | identified and tabulated key statements, words or
phrases used in the papers to describe behaviours related to the specific
theoretical approaches. For example, how educators would behave when
delivering an empowerment based intervention. | then looked for educator

behaviours that could be used to populate a theory-based list.

Results
The two key papers reported in the literature related to the development and

delivery of the DESMOND intervention (Skinner et al 2006, Davies et al 2008).

These contained ten references related to theoretical underpinnings of the
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programme. Seven of these related to the originator of the theory (Bandura
1997, Leventhal et al. 1984, Cameron, Leventhal 2003, Leventhal, Meyer and
Nerenz 1980, Chaiken, Wood and Eagly 1996, Chaiken, Trope 1999, Chaiken,
Ledgerwood 2012), two were expert opinions (Skinner and Cradock 2000 and
Anderson et al (in Snoek and Skinner 2000) and one reported on the delivery of

an intervention (Anderson et al 2005).

| examined each paper, looking for descriptions of how the theory would or
should be implemented to support delivery of an intervention. On reviewing
these, it became clear that there were a range of operational descriptions, i.e. not
just descriptions of educator behaviours, but | noticed that these could be
categorised; so | devised a table (Table 4.3) to sort them into the following

groups:

1. Behaviours that focused on the strategy (direction, plan).

2. Behaviours that described a behavioural technique (a procedure to
complete a task - but not specifically on the role of the educator).

3. Behaviours that focused on the role and behaviour (range of physical or
verbal actions) of the participant.

4. Behaviours that focused on the behaviour (range of physical or verbal

actions) of the educator.
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Table 4.3 Potential theory related operational behaviours extracted from DESMOND cited papers

(1) Social Learning Theory Self efficacy (Bandura 1977)

Theory related strategy Theory related technique (procedure to Theory related Theory related

(direction, plan complete a plan) participant educator behaviour
behaviour

Performance Participant modelling No descriptions No descriptions

Accomplishments Performance desensitisation found found

(Mastery)

Vicarious Experiences

Verbal Persuasion

Emotional Arousal

Performance exposure

Self-instructed

performance

Live modelling and symbolic modelling
Suggestion

Exhortation

Self- instruction

Attribution; relaxation; biofeedback;
Symbolic desensitisation

Symbolic exposure
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Table 4.3 contd.

(2) Potential theory related operational behaviours extracted from DESMOND cited papers:

Common Sense model of iliness perceptions (Leventhal et al 1980. Leventhal et al 1984 and Leventhal et al

2003)

Theory related strategy Theory related technique Theory related Theory related
participant educator
behaviour behaviour

Interventions must be holistic and Correcting existing systems of No descriptions No descriptions

integrative: taking into account all beliefs found found

aspects of the model

Interventions must follow diagnosis
Hierarchical strategies are needed to
maintain motivation: to allow for
surprises or failures to occur in the

reappraisal of the model
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Table 4.3 contd. Potential theory related operational behaviours extracted from DESMOND cited papers:

(3) Dual processing theory: Heuristic-Systematic processing (Chaiken et al 1996, Chaiken et al 1999,

Chaiken et al 2012)

Theory related strategy

Theory related technique (procedure to

complete a plan

Use systematic processing when

messages/actions are important

Systematic processing is more likely
when careful thought is given so that it

generates judgment confidence

Systematic processing is more likely

when the message is particularly
relevant to the person; their goals or

their interests

Theory related Theory related
participant educator
behaviour behaviour

No descriptions No descriptions

found found
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Table 4.3 contd. Potential theory related operational behaviours extracted from DESMOND cited papers :

(4) Empowerment based approach (Skinner and Cradock 2000, Anderson et al 1995, Anderson et al (in

Snoek and Skinner 2000)

Theory related Theory related technique Theory Theory related educator
strategy related behaviour
participant
behaviour
Acceptance of Helps the person change what they want to change Participant is HCP role is to:
decision-making Explore emotions that the person associates with the problem responsible  for Refraining from judging,

rests with
participant
Unconditional
positive regard for
the person by the
HCP.

Emotional
exploration part of
the  consultation
content

Autonomy of the
participant

Alliance

Assisting people to make informed choice

Providing them with information they need, in an environment
that enables them to use it.

Help people understand the impact of the self-care choices on
the control of their diabetes

Identify and set realistic goals

Apply a systematic problem solving process to eliminate
barriers to achieving those goals

Cope with circumstances that cannot be changed

Manage the stress caused by diabetes

Identify and obtain appropriate social support

Improve their ability to be self motivated

the majority of
the content of

the consultation

Active

participation

condemning or in any way

conveying any negative
assessment of the participant.
Be a very active listener;
checking understanding

Guide the participant actively
through the process.

Action of the HCP is influenced
by the participant

Act as a mentor, advisor and
coach rather than of complete

control and responsibility
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As demonstrated in table 4.3, the DESMOND referenced literature contained
many descriptions of strategies and techniques, but very few behavioural
descriptions related to the educator were identified in relation to three of the four
theories. There were more behavioural descriptions derived from the literature
related to principles of empowerment; with behaviours being described from two
perspectives: what the educator should do and what the educator should not do.
For example: ‘being a very active listener: checks understanding’ and ‘refraining
from judging, condemning or in any way conveying any negative assessment of
the participant’. However, a problem with educator behaviours that were
described, was that some behaviours would require further definition for them to
be observed objectively. For example, ‘HCP [Healthcare professional] role is that

of mentor, advisor and coach rather than of complete control and responsibility’.

Altogether, the many gaps in the table made it difficult to develop a
comprehensive list of behaviours to compare the DESMOND assessment
behaviours with. However, the identified strategies, techniques and participant-
focused behaviours could be developed further in into educator behaviours, as
identified as one of the steps to undertake during assessment of content validity
(Lynn 1986, Sridhar, Pluye and Grad 2013). As the descriptions did not allow for
a list of theory based behaviours to be compiled, | decided to review a wider
range of theoretically related literature for how others may have operationalised

the theories.

4.4.3 Review of the wider literature for descriptions of educator behaviours

Aim
To identify, from a wider search of the literature, theory based educator

behaviours for delivery of interventions based on the DESMOND related theories.
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Method

A structured literature search was undertaken to identify published literature for
studies that reported interventions based on the DESMOND related theories:
Social Learning Theory, Dual Processing Theory, Common Sense Model and
empowerment-based principles. This included identifying papers written by the
originators or developers of the theories.

Search Definitions

The terms ‘self-management’ and ‘intervention’ were used to identify an initial
group of articles in each of the four searches. To then specify studies that applied
to the above theories, | added the following key terms in turn:

e Social Learning Theory and/or Self-Efficacy

e Dual Processing Theory and/or Heuristic Systematic processing

e Common Sense Model

e Empowerment-based

The details of the search strategy and results for theory based behaviours are

provided in Appendix 3.

Inclusion criteria:

Type of intervention: Papers were included if they related to face-to-face
interventions with adults and were published in English. Internet based
approaches were included if they were delivered alongside face-to-face
interventions;

Article Types: Papers were included if they were original and review articles.
Study Design: As descriptions of behaviours were sought, rather than outcomes

of the intervention, all types of study design were included.
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Exclusion criteria

Articles were excluded of they were delivered to children; internet based only

and/or related to non-health based interventions.

Search Procedure to identify theory based behaviours:

A five-step process was utilised for each of the four DESMOND related theories

and identification of behaviours.

Step 1. Two databases were used to identify relevant articles: Medline and
Scopus, using the search terms outlined above. These databases were chosen
as they covered a broad range of subjects (healthcare and social sciences)
where relevant papers would expect to be published. Both databases were
searched for published articles between 2000 and 2014. The year 2000 was
chosen as the start year to provide a 15-year time frame for the search, to
account for years before and after the development of the DESMOND
intervention (started 2004). Articles from previous years were included if they
were cited by articles identified by the search and related to the work of

originators of the theories.

Step 2: Titles and abstracts were read to identify relevant papers. Each paper
was then assessed for the following

o Did the paper report the theory?

o Did the paper report the originating author of the theory?

o Was the paper related to an intervention?

o Did the paper mention theory related techniques?

o Did the paper mention potential educator behaviours?

Step 3: Any publication that mapped onto at least three out of the five criteria was

then scrutinised in detail by myself to identify words or phrases that specifically
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described how the target theory was operationalised.

Step 4: The words and phrased identified from the literature were combined to
create a comprehensive list of potential educator behaviours relating to the
DESMOND related theory.

Results

The results for each of the search and review steps for each DESMOND theory

are now presented separately.

Search Results: Social Learning Theory

Using the steps outlined above identified 164 papers, 32 of which were extracted
after reading titles and abstracts. The 32 were reduced to 16 papers by
assessing each against the five criteria. One of these was a previously examined
DESMOND publication, and therefore not included in step 3. The details of the
final 15 papers are listed in Table 4.4.

| then scrutinised each of the 15 papers for words and phrases that provided
behavioural descriptions for how social learning theory had been operationalised
in the reported intervention. Many of the papers reported on the use of the self-
efficacy aspect of the theory, firstly in terms of how to define it using concept
analysis techniques (Liu et al 2012 and Zulkowsky 2009). Secondly, how to use
self-efficacy in practice, but with differing terms ‘defining elements’ (Liu 2012),
‘antecedents’ (Zulkowsky 2009), ‘source of information’ (Kasikci 2011), ‘elements
that build self-efficacy’ (Martin 2008) and ‘sources of self-efficacy enhancing
information’ (Wu 2011, Zinken 2008). As well as different words being used to

describe the same thing, words used in many papers appeared complex, for
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example ‘fostering self-efficacy enhancing skills’ (Liu 2012) or ‘helping
participants to modify existing maladaptive behaviours’ (Zulkowsky 2009) without

any further description regarding what educators would do to support this.
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Table 4.4: The final papers used to identify educator behaviours related to Social

Learning Theory

Report
theory
Reference

Included

phrase
‘Self
Efficacy’

Describe
d
interventi
on

Included
of details of

educator

behaviour
to s

Included
details
specific
concepts
related
Social
Learning
Theory or
Self Efficacy

Liu 2012

2| <2

Kasikgl 2011

Shi, Ostwald and
Wang 2010

< <2

Zulkosky 2009

2 2L 22

Martin et al. 2009 \

Krichbaum,
Aarestad
Buethe 2003

and

2Ll 22 2L 22

Wdowik et al. 2000

Maindal et al. 2010

Bastiaens et al.
2009a

Jack Jr. 2003

Zinken K. M. et al.
2008

N
N
N
Jones 2006 \
N
N
N

Allen N.A. 2004

Lee, Arthur and Avis +
2008

Koopman-van den +
Berg, Dorine JEM,
van der Bijl, Jaap J
2001

2 <2 222

<2 <2 222 2Ll =22
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Only one out of the 15 papers identified specific educator behaviours, specifically
describing behaviours related to supporting self-efficacy (Zinken 2008).
Descriptions for self-efficacy supporting behaviours included being person-
centred (Maindal 2010) and not being one where participants are in a passive
information-receiving role (Zulkowsky 2009). Maindal (2010), reporting
challenges from educators in the delivery of self-efficacy based intervention,
provided one example of a negative educator behaviour: educators should not
give the information they thought was important.

Zinken (2008) developed a tool to assess the delivery of these in practice and
recommended that, as the self-efficacy based strategies are quite broad, they
need to be developed into specific verbal techniques to allow for assessment of
educator delivery, drawing attention to the need to consider ‘what is said’ as well
as ‘what is done’. To do this, Zinken created a compendium of verbal techniques
from a review of intervention studies that were based completely or partially on

social learning theory.

My findings of few detailed educator behaviours was supported by Jack (2003),
who called for those developing self-management education programmes to be
more specific and detailed on how they utilised theories such as social learning

theory in their interventions.

I mapped items found in the 15 identified papers using four headings (Strategy,
participant focus, techniques and educator behaviour) to identify the overall
descriptions of operalisation of Social Learning Theory. The mapping details are
listed in see Table 4.5.
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Table 4.5 Words and phrases reported in the literature relating to operalisation of

Social Learning Theory

Strategy Participant Possible Techniques Educator Behaviour
Focus
Performance  Participant Establishing small goals (Lee LL) Facilitates pro-active self: facilitator supports patients in
Accomplishm  Modelling taking responsibility for their learning outcomes, well-
ents Personalised, individualised and being, illness management and setting benchmarks (e.g.
Performance valued goal setting (Lee LL; Wu and what questions do you have that will better help you
Desensitisation  Jones) understand the topic?)
Performance Make the performance visible by the Successful Trial: facilitator brings patients to practice new
Exposure use of personal diaries (Lee LL). skills, guides through the task (e.g. use the instructions to

Self-instructed

performance

Use of small group discussions
(Shi)

Hands on activities (Widowk)

Practising skills (Zulkosky)

help you use the pen)

Self-Reflection: facilitator asks questions which bring
people to self-reflection and self-learning based on
previous and current experiences. (e.g. what did you
learn from the experience?)

(Zinken).
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Table 4.5 contd. Words and phrases reported in the literature relating to operalisation of

Social Learning Theory

Strategy Participant Possible Techniques Educator Behaviour
Focus

Vicarious Live Meeting with others; use of videos of Creates the opportunity to observe others in action

Experiences modelling role models; ensuring comparable Competent other: Facilitator who has personal
Symbolic role models (Lee LL) experience of chronic illness management/Facilitator
modelling Sharing and peer support (Wu) provides the opportunity for expression of successful

Watching others (Zulkowsky)

Learn new behaviours through

modelling and observation (Zulkosky)
Successful role models (Shi;
Widowik)

Stories and videos from role models
(Jones)

Group sessions (Maindal; Martin)

attainment (e.g. what exactly did you do to avoid bruising
from injections?)

Group Solving: Facilitator brings group to solve someone
else’s problem (e.g. if this was you, if this was your
problem, how would you solve this situation?)

Sharing Obstacles: Facilitator asks the group about the
obstacles met and the difficulty of the task (e.g. has
anyone in the group ever had a similar problem?)
(Zinken)
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Table 4.5 contd. Words and phrases reported in the literature relating to operalisation of

Social Learning Theory

Strategy Participant Possible Techniques Educator Behaviour
Focus
Verbal Suggestion Encourage people to interpret Encouragement from healthcare providers
Persuasion experience as a success (Lee LL) The facilitator appraises an individual's skilfulness
Exhortation Caution with encouragement: (Zinken).
unrealistic expectations from others Planning for obstacles: Facilitator guides participants in
Self- can weaken confidence (Lee LL) finding a solution, supports in making a plan (e.g. how
Instruction Reinforcement and persuasion would you know that lemon tea raises your blood sugar
strategies/verbal praise (Shi; Wdowik) levels?)
Proactive Provision of specific feedback (Jones) Positive Feedback: facilitator praises success and
coping Support to detect ambivalent feelings anticipates future success by targeting skilfulness (e.g. if

regarding self-management (Jones;
Lee LL).

Praise efforts (Kaskci)

you monitor and apply these priciples, what you will find
with time is that you will be able to make sense of the
information)

Elicitation of knowledge: Facilitator elicits knowledge and
explores beliefs about diabetes (e.g. what do you know

about monitoring?)  (Zinken)
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Table 4.5 contd. Words and phrases reported in the literature relating to operalisation of

Social Learning Theory

Strategy Participant Possible Techniques Educator Behaviour
Focus
Emotional Attribution Enhance positive physical states, The facilitator creates the opportunity for the individual to
Arousal Relaxation, teach stress management attribute physiological and affective symptoms
techniques (Kaskci)
Biofeedback Exploration of physiological state: facilitator guides
Methods to encourage individuals recognition and correct attribution of illness specific
Symbolic to cognitively appraise self- physiological symptoms (e.g. how did you feel when having
desensitisation management of symptoms. a hypo?)
(Jones)
Symbolic Exploration of affective state: facilitator guides recognition
exposure Consider alternative interpretations and correct attribution of illness specific emotions (e.qg.

towards physical symptoms

Discuss emotional issues

(Wdowik)

when you say you feel burned out, could you describe how

it feels for you

(Zinken)

Table 4.5 contd. Words and phrases reported in the literature relating to operalisation of

92



Social Learning Theory

Strategy

Participant Focus

Possible Techniques Educator Behaviour

Outcome

Expectancies

Identifying areas of
concern for the

person with diabetes

Facilitator guides the anticipation of outcomes (benefits
and costs) resulting from diabetes related
performances (e.g. if you had some information about
food, what difference would it make for you?)

(Zinken)

93



Social Learning Theory: key educator behaviours

To develop a list of educator behaviours that support the use of Social Learning
Theory, | used the labels from the ‘strategy’ column in Table 4.5 and added
specific educator behaviours based on the items in the ‘educator focus’ column. |
then provided each of the potential behaviours with an identification label (e.g.
SLT 1) to allow easier mapping against the list of DESMOND behaviours that |

had already developed.

Mastery Experience: (within self)

SLT1 Facilitates proactive self by using open questions to assist the patient to
take responsibility for their learning outcomes, well-being, illness management
and setting benchmarks

SLT2 facilitates the development of successful trials by supporting participants to
practice desired activity and guides through the task

SLT3 Facilitates self-reflection and self-learning based on previous and current
experiences

Vicarious Learning/Role Modelling: (within group)

SLT4 Facilitates the expression (what did you do and how did you do it) of
successful attainment by a competent other role model

SLT5 Facilitates the group to solve a problem from within the group, seeks
strategies from within the group

SLT6 Facilitates exploration of obstacles met by others during goal attainment
Verbal persuasion:

SLT7 Facilitates participants to find a solution, make a plan

SLT8 Facilitates positive feedback, helping participants interpret the experience
as success

SLT9 Facilitates elicitation of knowledge in relation to the desired
solution/behaviour

Physiological and Affective States:
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SLT10 Facilitates the exploration, recognition and correct
attribution/interpretations of specific physiological symptoms (How did you feel...)
SLT11 facilitates the exploration, recognition and correct attribution off illness
specific emotions.

Increases Outcome Expectancies by

SLT12Facilitating reflection by individuals on outcomes/consequences (benefits

and costs) resulting from diabetes related performance.
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Search results: Common Sense Model

Using the steps outlined above | identified 60 papers, 32 of which were extracted
after reading the titles and abstracts. The 32 were reduced to 14 papers by
assessing each against the five criteria. The details of the final 14 papers are
listed in Table 4.6.

All of the papers described studies of health beliefs in people using the common
sense model and called for interventions to assist both the exploration and
techniques to assist correcting unhelpful beliefs. However, the reported
interventions lacked clarity on the components to be delivered and indeed, what
was delivered in the intervention. For example, ‘provision of information’ was
often mentioned without detail of how, what, or when information should be
delivered. Whilst alluding to the need to influence unhelpful beliefs in people with
long term conditions, and being recognised as important frameworks for the
development of interventions (Van Puffelen et al 2014, McAndrew et al 2008),
none of the 14 papers contained specific behaviours related to educator delivery
of an intervention. Six papers described the relationship between illness
perceptions/illness beliefs and their impact of self-management of long-term
conditions (Malanda 2011, Kaptein 2010a, Kaptein et al 2010b, Hagger and
Orbell 2003, Hale 2007 and Horowitz 2003), but did not focus on how this should
or could be achieved. In the four papers reporting an intervention designed to test
the impact of a common sense model on self-management behaviour beliefs,
there was no description of educator behaviours (French et al 2008, Breland et al
2013, Harvey and Lawson 2009, and Phillips et al 2012).

I mapped items found in the 14 identified papers using four headings (Strategy,
participant focus, techniques and educator behaviour) to identify the overall
descriptions of the operalisation of the Common Sense Model. The mapping

details are listed in see Table 4.7.
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Table 4.6 The final papers used to identify educator behaviours related to

Common Sense Model

Reported Included Described Included Included
theory reference intervention details of details of
Reference to specific educator
Leventhal concepts behaviour

related to
Common
Sense Model

Breland et al. 2013 N N N

Malanda et al. 2011+ N N N

Kaptein et al. 2010a < N N N

Kaptein et al. 2010b  + N N N

Harvey, Lawson 2009  + N N

French et al. 2008 \ N N \

McAndrew et al. 2008 N N N

Hale, Treharmme and + N N

Kitas 2007

Fowler et al. 2007 \ N N N

Hagger, Orbell 2003+ N N

van Puffelen et al. + N N N

2014

Kasteleyn, M.J.et al. + N N

2014

Horowitz, C.R. , Rein, + N N

S.B. , Leventhal, H.

2004
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Table 4.7 Words and phrases reported in the literature relating to operalisation of the

Common Sense Model

Strategy
Use all 5 domains of the CSM
and identify individual personal

meaning (all papers)

Use a bottom up approach
focusing of behaviours when
self-monitoring of symptoms is
possible.
2008)

(McAndrew et al

Use a top down approach to
provide a conceptual
framework when symptoms
are absent. (McAndrew et al

2008)

Possible Techniques

Focus on illness

beliefs before
discussing goals (Van

Puffelen et al 2014)

How to perform self-

monitoring

Performance review —
monitoring effects of
changes (e.g. changes
on BG levels of diet
and exercise) (Breland
et al 2013)

Participant Focus
Support participants to
teach themselves to

become expert self-
managers (Breland et al
2013)

Explore their own
important outcomes. (Van

Puffelen et al 2014)

Educator behaviour/Focus

Explore participants illness
representations before action

plan(McAndrew et al 2008)

Assess, explore and challenge
emotional responses to illness
perceptions and
negative) ( Phillips et al 2012,

Fowler et al 2007)

(positive

Noting beliefs (Fowler et al
2007)

98



Table 4.7 contd. Words and phrases reported in the literature relating to operalisation of the

Common Sense Model

Strategy
Emotional exploration (Fowler
et al 2007)

Target key CSM
(Breland et al 2013) for self-
blood glucose monitoring

steps

Explore, change and review
illness beliefs (Van Puffelen et
al 2014)

Possible Techniques
Group discussion:
Identifying

associated with poor

beliefs

outcomes and
influencing these (Van
Puffelen et al 2014)

Integrate cognitive and
behavioural techniques
(McAndrew et al 2008)

Participant Focus

Educator behaviour/Focus
Give information to provide
symmetry between disease
and symptoms. (Fowler et al

2007)

Teach skills related to how to
test, how to interpret results,
how to respond to results and
how to appraise
efficacy. (Breland et al 2013)

response
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Common Sense Model - key educator behaviours

Developing a list of behaviours supporting the use of the Common Sense Model
proved difficult due to the lack of descriptions in the papers. This is evidenced by
the lack of information in the educator behaviour column in the Table 4.7. |
reviewed and summarised the items in the table as potential educator behaviours
and labelled each with a code to allow later mapping against the DESMOND
behaviours as follows:

The educator will:

CSML1: Explore and challenge currently held cognitive beliefs in relation to the
five aspects of the model (Cause, Consequences, Controllability/Cure, ldentity,
and Timeline)

CSM2: Listen and assist in forming accurate representations of the illness
CSM3: Provide information that assists in the forming of accurate representations
of the illness

CSM4: Explore and challenge currently held emotional beliefs about the illness.
CSM5: The use of ‘sensory monitoring’ to correctly attribute symptoms to the

illness.
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Search Results: Dual Processing theory (the Heuristic Systematic Model)

Using the steps outlined previously, | did not identify any papers. However, as |
was keen to see how the literature reported the use of this model, | searched just
using the terms the Heuristic Systematic Model. Medline search provided 82
papers and Scopus 696. | reviewed each of the abstracts of the 82 Medline
search and the titles of the Scopus search. | retrieved 21 papers that were
reduced to ten papers following detailed review using the four questions. Each of

the ten papers is listed in Table 4.8.

Ten papers were identified that met three or more secondary criteria, and
provided information to complete Table 4.9. Many of the papers explored the
complex nature of decision making in relation to risk information, but did not
iluminate specific HSM related behaviours that a healthcare professional could
use to assist people to process risk information. For example, interventions
described how tailoring paper based messages impact on decisions related to
smoking cessation (Webb Hooper et al 2013); reducing intake of junk food (Yan c
et al 2014); increasing physical activity (Suri et al 2014); and providing general
risk information (Kahlor et at 2003). One explored the benefits of using heuristic
processing methods versus systematic processing to increase uptake of

messages related to risk of prostate cancer (Steginga et al 2004).

| mapped items found in the ten identified papers using four headings (Strategy,
participant focus, techniques and educator behaviour) to identify the overall
descriptions of the operalisation of the Dual Process Theory (Heuristic

Systematic Model). The mapping details are listed in see Table 4.9.
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Table 4.8: The final papers used to identify educator behaviours related to

Dual Process Theory (Heuristic Systematic Model HSM)

Reported Included Described Included Included
concept: reference  intervention details of details of

Reference Heuristic to Chaiken related educator
Systematic concepts behaviours
Model to HSM

Suri et al. 2014 v v v v

Webb Hooper M \ \

et al.

Gibbons, \/ \ \ \

Houlihan and

Gerrard 2009

Etchegary, \ \ \

Perrier 2007

Ryu, Kim 2015 \ \

Yan 2015 v x/ v v

Smith et al. 2013 v v v

Jonas, Schulz- \ \ \

Hardt and Frey

2005

Steginga, \ \ \ \

Occhipinti 2004

Kahlor et al. \ \

2003
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Table 4.9 Dual Process Theory (Heuristic Systematic Model): Words and Phrases

Strategy Possible Techniques Participant Focus Educator Behaviour/Focus
If time available: Provide information and then To engage in systematic Ask open questions (to
Promote systematic stimulate cognitive processing — processing the individual explore)

processing of a positive
health message (Suri et
al 2014)
Induce deeper
thought:
elaboration (Chaiken et
al 2001 Etchegary and
Perrier 2007)

analytical

deep thinking — about how it

applies to the person (Suri et al
2014; Gibbons et al 2009)

Personalised, tailored leaflet

(Webb Hooper et al 2013)

Target the reasoned path:

encourage the person to think
before it

about the behaviour

happens (Gibbons et al 2009)
frame in

Target ‘disadvantage’

ambivalent individuals

must  have  cognitive
ability and capacity in
relation to the decision

task (Smith et al 2013)

The level of interest of
the participant is linked
with increased systematic
processing (Etchegary

and Perrier 2007)

Avoid commands

Provide time for processing
Provide follow up
(Gibbons et al 2009,
Etchegary and Perrier 2007

and Steginga et al 2004))

Provide unbiased information

(simple clear messages)

(Etchegary and Perrier 2007)
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Dual Process Theory (Heuristic Systematic Model): key educator behaviours

Developing a list of potential behaviours appeared initially easier due to number
of specific entries in the educator behaviour column in Table 4.9. | was conscious
that | did not want to lose the meaning of the behaviour related to the theory. For
example: using the words ‘use open questions’ appears to be theory unrelated.
Hence, | have added the potential theory related purpose behind the use of such
guestions.

The educator will:

DPT1: provide the least possible information, facilitating the exploration of
knowledge and information within the group

DPT2: use open questions to keep the participants of the group engaged in
dialogue related to the subject/topic

DPT3: use open questions and reflective discussion to enable participants to

explore in a deeper, analytical manner.
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Search Results: Empowerment based principles

| repeated the steps outlined in section 4.4.2 to search for literature related to
Empowerment-Based Principles. However, the initial search using the term
‘empowerment’ highlighted many results (for example, the Medline search
retrieved 29781 articles) that appeared to be unrelated to developing an
intervention based on empowerment principles. Many used the term
empowerment as an outcome measure rather than as an underpinning construct.
A review of a sample of papers relating to the approach described by Anderson
and Funnell, found that the term empowerment-based was more useful and
specific. | used this term for the search, as it focused the search more on

interventions and practical applications of related principles.

Using the steps previously outlined, but using the key word ‘empowerment-
based’ rather than empowerment, identified 434 papers, 39 papers were
extracted after reading titles and abstracts. The 39 were reduced to 22 papers by
assessing each against the five criteria. The details of the final 22 papers are
listed in Table 4.10.

Empowerment Based Principles: Words and Phrases

| scrutinised each of the 22 papers for words and phrases that provided
behavioural descriptions for how empowerment-based principles had been
operationalised in the reported intervention. Anderson, Funnell, and one of their
research associates, Tricia Tang, published eleven of the 22 papers. The
majority of the papers related to the development of an intervention underpinned
alone by empowerment based principles or used empowerment based principles
alongside other theoretical approaches and provided a rich source of descriptors
- see Table 4.11.
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Table 4.10: Search Results for Empowerment based principles and application of

secondary inclusion criteria.

Reported Included Described Included Included
theory reference interventi  details of details of
to on related educator
Reference ,
Anderson concepts behaviour
and Empowerment
Funnell based
principles
Kuo, Lin and Tsai 2014 N N
Arvidsson etal. 2013+ N N N N
Tang, Sohal and Garg + N N ) N
2013
Tang et al. 2012a \ \ N N
Spencer et al. 2011 \ N N N N
Tang et al. 2011a \ N N N N
Loukanova, Molnar and  +/ N N
Bridges 2007
Siminerio, Piatt and N N
Zgibor 2005
Funnell et al. 2005 \ N N N N
Anderson etal. 1995  + N N N N
Yeung, Oh and Tang ~ N N N
2014
Tang 2012 \ N N N
Kyung Chang, Fritschi + N N N
and Kim 2012
Tang et al. 2012b \ \ N N
Tang et al. 2010 \ N N
Tang et al. 2011 \ N N N N
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Table 4.10 contd. Search Results for Empowerment based principles and

application of secondary inclusion criteria.

Reference Reported Included Described Included Included
theory reference intervention details of details of
to related educator
Anderson concepts behaviour
and Empowerme
Funnell nt based
principles
Naik et al. 2011 \ N N N
Tang et al. 2014 \ N N N
Anderson et al. 2009b N N N N
Bastiaens et al. 2009 N N N

Seven papers (five from Funnell and Tang) provided educator behavioural
descriptions; however many used challenging phrases to describe the delivery
aspects of the intervention. For example, educating patients to promote informed
decision-making rather than adherence/compliance. The word ‘education’ implies
the giving of knowledge, and would need greater description to support ‘informed
decision-making’ rather than supporting ‘compliance’. It appeared likely that
being described might not be sufficient to be understood as operationalised
behaviour. My observation was supported by the findings of a systematic

review/meta-analysis empowerment based interventions (Kou et al 2014).

Lastly, Anderson and Funnell (2012) commented that ‘the empowerment
approach does NOT (their capitals) involve convincing, persuading,
“empowering,” or changing patients (or getting them to change).” This was
another potential behaviour identified in terms of what would not happen in an

intervention.
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Table 4.11 Empowerment based principles: words and phrases

Strategy Possible Techniques Participant Focus Educator Behaviour/Focus

The major elements of empowerment Initiates patients to take Self-awareness and Elicit participants goals

based approach: responsibility for self-motivation; and help them formulate
managing their own (Kuo et al 2014) their own action plans

Building partnership; condition; enhances (Siminario et al 2005)

Identifying ones problems or concerns; problem solving skills

Goal setting and action planning; and increases SE Elicit participants

Utilization of resources; (Kuo et al 2014) experiences and requests

Communication with HCPs; for information to Dbe

Overcoming obstacles; provided during the

problem solving and reflection or review sessions

of changes (Kuo et al 2014) (Spencer 2011)

Approaches based on motivational

interviewing (Spencer 2011)
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Table 4.11 contd. Empowerment based principles: words and phrases

Strategy

Possible Techniques

Participant Focus

Educator Behaviour/Focus

Order and flow dependent on participants

needs

Affirming that the person with diabetes is
responsible for and in control of the daily self-
management of diabetes;

informed

Educating patients to promote

decision making other than

adherence/compliance;

Learning to set behavioural goals so that

patients can make changes of their own

choosing;

Integrating  clinical,  psychosocial, and
behavioural aspects of diabetes self-
management (Funnell et al 2005)

Requires flexibility and
excellent facilitation
skills to ensure that all
patients have a chance
to speak and have
answered

that

guestions
and to ensure

educators can respond

to misinformation
provided by group
members.

(Funnell et al 2005)

Reflecting on their self-
management
experiences
Discussing emotional
experience of living

with diabetes

(Funnell et al 2005)

Facilitate discussion of

emotional experience of

living with diabetes

Answer clinical questions

rather than providing pre-

determined content
(lecture)
Engage in systematic
patient centred goals
setting and problem
solving

(Funnell et al 2005)
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Table 4.11 contd.

Empowerment based principles: words and phrases

Strategy

Possible Techniques

Participant Focus

Educator Behaviour/Focus

Affirming the participants as experts on
their own learning needs;

Affirming the ability of participants to
determine an approach to diabetes self-

management that will work for them;

Affirming the innate capacity of patients to

identify and earn to solve their own

problems;

Respecting cultural, ethnic and religious

beliefs of the target population;

Creating opportunities for social support;

and
Providing ongoing self-management
support. (Funnell et al 2005

Use metaphors to increase
engagement of participant
(Funnell et al 2005)

Problem based learning to
stimulate participants to dare
to be active in the discussion:
to ask questions; activate prior
knowledge and appraise new
knowledge and its application
in their own lives

(Arvidsson et al 2013)

Participant’s self-management
guestions and concerns guide
the group discussions.

(Tang et al 2012)

Demonstrate 5 step
behavioural goal setting
process

Demonstrate the process of
problem solving

Demonstrate group based
facilitation of ‘evaluating the

behavioural experiment’

Demonstrate empowerment
based facilitation (*)

*Active listening

*Asking

guestions

open ended
*Making reflections
*Clarifying personal values
(Tang et al 2011, 2012 and

2013)
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Empowerment Based Principles: key educator behaviours

Identifying potential ‘Empowerment Based Principles’ educator behaviours was less
of a task, as many of the columns in Table 4.11 contained items. But again, to avoid
losing the meaning of the behaviour, | needed to include a purpose in some of the
behaviours.

The educator will use open guestions and reflection to facilitate:

EMP1: Prompting of exploration of challenges with self- management

EMP2: Prompting of exploration of the fact that participants are the ones who can
effectively manage their condition

EMP3: Prompting of problem solving by the participant

EMP4: Prompting of exploration of meaning

EMP5: Prompting exploration of feelings

EMP6: Prompting personalised goal setting/action planning

EMP7: Prompting personal commitment to action

EMPS8: Use interactive teaching strategies that assist personalised learning from
content developed by participants

EMP9: Spend more time listening than giving advice

EMP10: Avoid Lecturing: defined as not presenting information not brought up by the
group

EMP11: Avoid Judging — both positive (well done) and negative (that is not good

enough)
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Summary: review of the wider literature for descriptions of educator behaviours.

By reviewing the literature related to the DESMOND theories, | developed a set of 31
behaviours across the four theories, to compare with the behaviours in the current
DESMOND assessment tool. However, whilst | identified a number of behaviours
directly from the search, many authors did not describe their interventions
specifically in terms of individual behaviours. Hence, in order to provide a
comprehensive list, | had to interpret their words into possible behaviours. As noted
throughout this section, there is a clear need for interventions to be specified in
greater detail regarding what and how educators should be doing, and not doing.

Following the identification of behaviours for each theory, | combined these to form a
full list of theory based educator behaviours in readiness to compare with the
DESMOND list of behaviours.

4.5 Assessment of the content validity of the DESMOND assessment tool.

This section describes how | used the two lists of educators to assess the content
validity of the DESMOND assessment tool. By identifying the entire domain of
content related to the DESMOND theoretical concepts, | created a list of 31 theory
based educator behaviours, as described section 4.4. | next compared how many of
the DESMOND educator behaviours (n100: described in section 4.3 and listed in
Appendix 4) could be mapped onto the theory based list. By doing this, a percentage
based level content validity could be established in terms of the percentage of

DESMOND behaviours that mapped onto the theory based behaviours.

Aims

To assess content validity of the DESMOND assessment tool by calculating the
percentage of DESMOND behaviours that are congruent with theory based

behaviours.
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Method

Two lists were developed and compared using a three-step process:

Step 1: For both lists, each behaviour was identified using a discrete code (see
section 4.4).

Step 2: The behaviours from the DESMOND assessment tool (n=100) were
compared with the theory based behaviours. This process identified theory based
behaviours from the literature that were not present in the original DESMOND
assessment tool list.

Step 3: The behaviours from the literature-based list were then mapped onto the
DESMOND list to identify behaviours that DESMOND had included but were not

included in the list identified from the literature.

Results

Overall, 77/200 of the DESMOND behaviours mapped easily onto the literature-
based list, suggesting that the content validity, based on the literature, is acceptable
(Wynd, Schmidt and Schaefer 2003).

23 DESMOND behaviours could not be mapped (these are listed in Table 4.12) and |
reviewed these further to understand how they related to the delivery of DESMOND.
Of the 23 behaviours not linked to the DESMOND theories, ten were related to
setting up the session (A1-A6, A8, G1, G3 and L3) and six to group management
strategies (A7, B3, J9, K2, L1 and CO5). Three related to supportive activities (D9,
H10 and K3) and the last four related to emotional processing or being non-
judgemental (F2, CO10, CO12, CO16). One of the last group of behaviours
highlights the complexity of some of the DESMOND behaviours:

Demonstrates empathy using words or phrases (reflective questioning) that show
you have recognised what life is like for that individual (entered the persons world)

and/or recognised their emotions; noticing their unique experience. (C10)

This behaviour may relate to the empowerment based ‘exploration of feelings’,

however for it to be objectively assessed would need to be more specifically
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described.

When comparing how many of the theory based list could be mapped onto the
DESMOND list, five of the 31 behaviours could not be accounted for. Further
examination of these (listed in Table 4.13) showed that four of them related to
generating views, experiences and expectations of participants, with the fifth one
relating to the talk time of participants. The five behaviours that could not easily be
mapped need to be considered further as to how they could be incorporated into a
future DESMOND assessment tool. For instance, item EMP9 ‘spend more time
listening than giving advice’, seemed to be related to the quantitative aspect of the
DESMOND assessment of ten second event coding of talk time, that measures who

is doing most of the talking within a session, highlighted in Chapter Three.
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Table 4.12: Behaviours from the DESMOND list that were NOT found on the

theory based list

Al Prepares room and resources for the programme

A2 Begins the session on time and introduces themselves/any observers and
their roles

A3 Welcomes participants and their accompanying person

A4 Provides necessary housekeeping, health and safety information

A5 Explains the aim of the day and the rationale for the course

A6 Outlines the style of the sessions

A7 Answers questions relevant to this session

A8 Introduces the Patient Handbook and the Action Plan

B3 Ensures everyone in the group is heard and given time to tell their story

D9 Supports participants to plot their own HbAlc results onto their own My
Health Profile

F2 Acknowledges feelings

Gl Have all flip charts visible

G3 Outlines main topics covered in the rest of the programme

H10 Facilitates completion of the My Health Profile

J9 Avoids giving unsolicited generic healthy eating messages.

K2 Works with co-educator to deliver this session

K8 Provides individual time for those with specific needs

L1 Uses flip chart to review individuals burning questions

L3 Brings session to a close and thanks participants for their contributions

CO5 Uses participants words/phrases and analogies when working through the
session content

CO10 Demonstrates empathy using words or phrases (reflective questioning)
that show you have recognised what life is like for that individual (entered
the persons world) and/or recognized their emotions; noticing their unique
experience.

CO12 If people attend but choose not to make changes, that is respected by the
Educator

CO16 Facilitates participants to contribute in a way in which they feel

comfortable by acknowledging contributions
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Table 4.13: Behaviours from the theory based list that were NOT included

in the DESMOND list

EMP2

Prompts exploration of the fact that participants are the ones who can

effectively manage their condition

EMP7

Prompts personal commitment to action

EMP9

Spend more time listening than giving advice

SLT8

Facilitates positive feedback, helping participants interpret the experience as

SuUcCCess

SLT1

Increases Outcome Expectancies by facilitating reflection by individuals on
outcomes/consequences (benefits and costs) resulting from diabetes related

performance
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4.6 Chapter summary, discussion and limitations

This chapter documented the steps | took using Wynd’s (2003) initial steps to assess
the content validity of the original DESMOND assessment tool. Operational
descriptions of the theories underpinning DESMOND were identified from a
structured literature review. Comparison of the DESMOND behaviours with the
theory based list provided me with an initial measure of content validity in that 77%
of the items were backed by theory. The 23 remaining DESMOND behaviours that
could not be mapped to the theory based list related to group management and
facilitation. When reversing the mapping process, five theory based behaviours were
not found in the assessment tool, these will be reviewed in the final chapter of this

thesis.

This work highlighted a number of issues that should be considered by those who
are responsible for the development of assessment tools for programmes. First, the
process confirmed the complex nature of the original behaviours in the DESMOND
assessment tool. Such complexity is likely to result in different interpretations of the
observed behaviour by assessors, leading to a low level of reliability in the use of the

tool to assess educators.

Second, | have highlighted how reports of interventions rarely describe how the

underpinning theory was operationalised in the intervention and specifically, how the
target behaviours are expected to be delivered by educators. Hence | argue that
many interventions are theory inspired rather that theory based (Michie and
Prestwich 2010). Furthermore, the majority of the papers | included did not report
whether a process was included for checking if the techniques purported to be
included in their intervention were delivered. Intervention fidelity monitoring in

relation to the delivery of interventions appears to be elusive.

Third, the need to ensure any quality assessment tool for an intervention
incorporates all key aspects of its underpinning theories to provide a comprehensive
assessment of the delivery of the theory as a whole, rather than in part. This chapter

has highlighted how, whilst the development of the DESMOND programme was
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informed by the four theories, its assessment tool does not take into account all of
the relevant aspects of these, for example, the explicit mapping of theory related

educator behaviours onto each session delivery.

The final issue relates to the use of meaningful words and phrases to represent
theories in action. How intervention components were described varied across the
reviewed literature. | summarised descriptions into four types of descriptive
categories.

1. Descriptions of the planned strategies, for example building partnerships and
using approaches based on motivational interviewing.

2. Descriptions of the techniques, for example, “use metaphors to increase
engagement of participants”.

3. Descriptions of the desired behaviours of the educator, for example “eliciting
participants’ experience”.

4. Many interventions described strategies and techniques together.

However, overall, there was no systematic framework for describing an intervention

in terms of educator behaviours.

It is important to reflect on the strengths and limitations of the work reported in this
chapter. The search strategy was successful in identifying a number of papers that
reported the use of the theory-based concepts. The Empowerment and Social
Learning Theory searches provided larger numbers of papers than the other two
searches. This appears to suggest that they are being used widely in the
development of such interventions or potential interventions. The initial search did
not identify some interventions that | would have expected to see in the results, for
example the Xpert Programme (Deakin 2006) which describes using an

empowerment approach to develop a structured education programme.

| chose to use two databases to provide the literature for pragmatic reasons. Given
the programme of work in my PhD, | was aware of the time available for each step of
my research. However, if | had used a wider number of databases, | may have

identified different literature.
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A lack of clarity about what intervention providers would be expected to do,
prevented me from developing a list of behaviours that | was certain matched each
other entirely. Ideally, | would have undertaken a method of gaining agreement by a
range of experts. Indeed, to have agreed definitions is possible, as shown by the
detailed work undertaken to create the Behaviour Change Taxonomy v1 (Abraham,
Michie 2013).

A recurring theme in the literature on empowerment-based interventions was that the
subject content of these programmes is generated from the participants and not
guided by a curriculum. The DESMOND educator curriculum contains a sample
script, which is often followed by the educators in some detail (as | have observed).
The manual suggests that the script should be used to support new educators as
they start to deliver the programme. The script provides a detailed menu of content-
based discussions that may focus the educator more on the content rather than the
actual delivery process e.g. how to engage participants. However, this seems to be

in contrast to developing content based on the needs of the participants in the group.

| undertook one aspect of content validity assessment, the relationship of the
literature to the behaviours. To fully assess content validity of the behaviours of the
original DESMOND assessment tool would require a review agreement by a panel of
experts. Before doing this, the DESMOND behaviours, which were complex and
overlapping, would need to be constructed into single, observable, educator
behaviours rather than a mix of behaviour, programme content and participant
related purpose. Many papers did not describe the approaches taken to
assess/check whether the stated techniques/strategies were actually delivered as
planned (fidelity assessment). There appeared to be an inherent assumption that
they were. If steps had been taken to assess the fidelity of delivery of the
interventions, researchers may have recognised the lack of clarity in their operational
definitions. This purpose of this review, however, is not to discover the effect of the
interventions but to see how such interventions are operationally described. There
have been recent calls for better reporting of intervention components and fidelity
assessment (for example: (Kuo, Lin and Tsai 2014, Chen, Ruey-Hsia and Tang

2011, Radhakrishnan 2012, Loveman, Frampton and Clegg 2008, Hoffmann et al.
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2014). My review echoes this.

This chapter has provided some evidence that the DESMOND assessment tool has
some validity in relation to theory based content. However, given the challenges |
found during this process, further study needs to be undertaken to ensure that the
behaviours in both lists are agreed as relevant and representative of the concepts. |
undertook this work to provide me with confidence in the potential of the original
DESMOND assessment tool to act as an effective coding tool for use in my
research. Operational definitions that could be taken forward to a new assessment
tool were hoped to be identified, but this part of my study has highlighted the need
for further consideration of what makes an operational definition of behaviour. The
next chapter (Chapter Five) focuses on how the behaviours within the original
DESMOND assessment tool were assessed further regarding their operational
definition in order to develop them into a reliable assessment tool to analyse the
delivery of DESMOND.
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Chapter 5: Developing and testing a revised DESMOND

Assessment Tool

5.1 Introduction

Chapter Four described how | evaluated the content validity of the original
DESMOND assessment tool, by comparing the behaviours in the tool to
behaviours identified from a structured literature review relating to the four
theories and principles underpinning DESMOND. | was able to demonstrate that
the assessment tool showed good content validity in relation to the theoretical

literature.

However, during the process of reviewing the DESMOND behaviours, |
identified a number of concerns that potentially undermined the assessment
tools’ objectivity and reliability, echoing the findings of previous evidence
(Cradock 2011). First, the large number (100) of behaviours for observation by
assessors could contribute to observer burden. Second, many behaviours
combined descriptions of both content and the process of delivery, which could
cause confusion for assessors about which aspect they should be trying to
observe. Third, the subjectivity of the language used for some behaviours (i.e.
‘the educator uses reflection; the educator uses appropriate humour’) is likely to
further reduce assessor reliability, as it is reliant on interpretation by the

assessor.

The revised assessment tool is a potential replacement for the original tool used
to assess DESMOND educators and as such would be used by a number of
assessors. Before others can use an assessment tool reliably, the target
behaviours need to be as specific as possible. Objectively observing educator
delivery of predefined behaviours may be likened to the method of structured
observation. Making observation structured requires explicit rules for both the
observation and recording of the educator behaviours (Bryman 2008). In order
to develop the original assessment tool into a more objective and reliable

version, | was guided by other work in this field and planned a stepwise
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approach for the development of explicit rules in relation to: what should be

observed, when to observe this and how to record the observation.

Structured observation is described as a method of observing behaviours using
well designed tools to support the collection of data in relation to what people
do in defined situations, rather than relying on what people say they do (Bryman
2008, Bryman 2015, Denscombe 2008). A well designed, structured
observation tool has a number of functions: It enables observers to look for the
same things, it allows for the observations to be recorded systematically and
thoroughly, producing data that can be analysed. Finally it enables relatively
accurate observation with reduced observer bias, allowing the observation tool
to be used by a number of observers (Denscombe 2008). However, for a tool to
fulfil these functions, its development requires systematic attention to a number
of steps (Bryman 2015, Denscombe 2008). These steps form the structure of

this chapter and are outlined in Figure 5.1 below.

Chapter Aims

The overall aim for this chapter is to describe the steps taken in the
development of a revised DESMOND assessment tool suitable for use as a
structured observation tool.

The specific aims of this chapter are to report the methods and results from a
series of small studies used to answer the following questions:

(1) What DESMOND behavioural descriptions should be included and how
suitable are they for inclusion into the revised DESMOND assessment tool?

(2) What is the optimum design and coding procedures to incorporate the
behaviours into a structured observation tool?

(3) What training of coders and changes to the revised tool are required to
optimise its use by coders.

(4) What is the inter-coder reliability of the revised assessment tool?

My personal bias
Given my involvement with the development of the original DESMOND
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assessment tool and my interest in this work, | decided to use an open and

facilitated approach, involving others, for all of the steps involved in the revision

of the DESMOND assessment tool. Facilitating others to discuss and make key

decisions allowed my own views to be taken into account but along with others.

Figure 5.1
Overview of
steps taken

to revise

DESMOND
assessment

tool

= From programme doCuments

= Thegretically relevant
literature

= From actual defivery
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behaviours:

Assess suitability of
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Incorporate behaviours = Layout
into structured = Group labels
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agreement
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5. 2 ldentification of suitable DESMOND behavioural descriptions to be

included in the revised DESMOND assessment tool.

| reported in Chapter 4 that the original DESMOND assessment tool contained
many behaviours used to observe and assess educator behaviour. Whilst
revising the DESMOND assessment tool, | decided to consider other
DESMOND congruent or proscribed (non-DESMOND congruent) behaviours
that educators may use as part of their delivery and which might not be
currently included in the assessment tool. Identification of such behaviours
provides additional information about the fidelity of delivery (Waltz et al. 1993a).
Such behaviours could potentially be found in the DESMOND educator
resources, the DESMOND Educator Manual and curriculum that are provided
during educator training. The educator curriculum combines a description of the
desired behaviours (outlined in a box at the front of each session) with a
detailed session plan, described as “containing all the prescribed activities”
(The DESMOND Collaborative 2010) Chapter 8 p2). . As noted in chapter 4,
many of the behaviours from the original assessment tool were complex and as
such may not be suitable for inclusion in the final assessment tool. Following
identification of a behavioural description, | needed to ensure its suitability for
inclusion into the revised tool. To do this, | needed to decide upon the criteria

for classifying the specificity of a behaviour’s description.

Aim

To identify DESMOND educator behavioural descriptions and their suitability for
inclusion in the revised assessment tool
Method

Procedure

First, the identification of observable behaviours likely to be used by educators
in the delivery of DESMOND required review of any resources provided to
educators to support their delivery of the programme. Second, each of the
identified behaviours were assessed for their suitability as an objective

behavioural description.
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Sample

The first set of behaviours were taken directly from the DESMOND Core
behaviours list (Appendix 2). Additional behaviours were identified from the
written curriculum provided to educators following training. As the DESMOND
programme is delivered over six hours, supported by the large detailed
curriculum, | considered that reviewing the whole of the curriculum would be too
large a task, given available resources, and | opted for a pragmatic approach to
identifying additional behaviours. First, | reviewed one of the larger curriculum
sessions (larger in terms of time and amount of educator activity): Session C:
Professional Story 1, and identified additional behaviours. Second, | reviewed
the curriculum chapters that specifically related to the operationalisation of the
underpinning theories and philosophy (chapters 3, 4 and 5) and facilitation skills
(chapter 6).

Data collection

Each DESMOND educator resource was read through in order to identify
possible phrases that represented instructions to the educator on how to

behave.

Data Analysis

Following identification of potential behaviours, each description was assessed
using a priori criteria for a suitable behaviour:

(1) The item focuses on the action of the educator (i.e. not the action of the
participant)

(2) The item is observable (i.e. it can be seen to be delivered rather than, for
example, be inferred).

(3) The item description starts with an active verb (e.g., ‘asks’)

| mapped each of the possible behaviours against the criteria. Those that met
the criteria were added to the list of behaviours to be included. Behaviours that
did not meet the criteria were reviewed and considered how they could be
changed to meet the criteria. For example, if an item contained both a
behavioural description and also referred to the behaviour of the participant,

then | would remove the part related to the participant behaviour. To allow me
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to review the changes | made to the original DESMOND assessment tool, |
created a database of the origins of each of the behaviours. As | reviewed each
item, | revised the current DESMOND behaviour database of the possible
behaviours (Appendix 5) in relation to their origin in terms of the DESMOND
resources and the changes made. This was a complex task and my
assessment of the behaviours was checked by, and discussed with two of my

supervisors (HE and WE).

Results

The potential DESMOND behaviours

From the educator manual and curriculum, | identified 69 potential behaviours:
43 from the manual sections related specifically to Session C and 26 from
curriculum chapters 3, 4, 5 and 6. These were then added to the 36 behaviours
already identified from the original DESMOND assessment tool. The final list
included 105 potential behaviours, shown categorised in Table 5.1, and listed in
full in Appendix 5. Each behaviour was then allocated a unique code.

Table 5.1: Sources of additional potential behaviours to review for inclusion in

the revised DESMOND assessment tool

No. of behaviours
DESMOND Behaviour Source identified

Core Behaviours from original DESMOND assessment tool 22

Educator behaviours from Assessment tool for Session C 14
Educator Manual: Session C sample script 43
Educator Manual chapters 26
TOTAL 105
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Determining the suitability of each behaviour

Following my initial assessment and changes, for example by removing the
content or participant behaviour, and the addition of an active verb, 39
behaviours met all three criteria. A further nine behaviours were able to be
refined to meet the criteria. The remaining 57 descriptions consisted of
behaviours that duplicated others and/or had very detailed actions (e.g. points
to flip chart). The process of mapping and revision reduced the initial 105 to 48
behaviours (see Appendix 6) that were retained for inclusion in the revised
DESMOND assessment tool.

As | reviewed the 105 behaviours, themes emerged amongst the behaviours in
relation to the type of item they represented. | identified ten overall themes into
which each of the 105 behaviours could be placed and that may be a useful
guide for others developing behaviours in future work. These are shown in
Table 5.2. | noted thirteen behaviours that warranted further consideration of
their relationship with the delivery of the programme, despite them not meeting
the criteria. As | had retrieved them from the DESMOND resources, | did not
want to completely discard them at this stage of my research. These behaviours
appeared to be important for the delivery of the programme yet were not
specific behaviours; for example, ‘facilitates participants to contribute in a way
in which they feel comfortable, by acknowledging contributions’. | categorised
each of these as complex and documented these separately for consideration

later in my research.

Summary of findings

By focusing initially on session C from the DESMOND programme, | had
identified a potential 105 behaviours for inclusion into the revised DESMOND
assessment tool. Examination of the DESMOND educator curriculum chapters
and a single session from that manual (session C) suggested a potential 57
behaviours, which justified the decision | made regarding initially focusing on
one of the sessions, due to the large numbers of behaviours generated from the

resources for a single session.

127



Developing three criteria to assess each of the 105 behaviours and a strategy
for amending them allowed me to identify 48 behaviours to include as
observable behaviours in the revised assessment tool. | now had a list of 48
potential behaviours for developing into an assessment tool focused on delivery
of Session C of the DESMOND programme. However, they were not yet

organised into a revised assessment tool that could be used by others.
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Table 5:2 Overview of characteristics of 105 original behaviours

Characteristic
1. Attitude of educator

2. Combined educator

behaviour and content

3. Combined educator
behaviour and intended

outcome

4. Overlap of item with another*

5. Intended outcome with
unclear behaviour

6. Potential behaviour but
includes subjective meanings
7. Suitable behaviour for

inclusion

8. Potentially suitable behaviour
with small change (e.g. removal
of content or making explicit by
addition of active verb)

9. Complex item — needs further

review**

10. Overly detailed action

No
2

14

11

13

29

Example
If people attend but choose not to make
changes, that is respected by the educator
Uses visual tools to enable participants to
work out treatment options for managing
blood glucose levels.

Uses open discovery questions to elicit
information from participants so as to
develop a picture of what happens in the
body with type 2 diabetes

Facilitate a discussion to explore what the
group know about Type 1 diabetes

Assist participants to explore
misconceptions and gaps in knowledge
Appropriate body language, tone of voice
and non-verbal communication

Uses participants words/phrases and
analogies when working through the session
content

time for

Provides participants personal

reflection including the use of silence

Facilitates participants to contribute in a way

in which they feel comfortable by

acknowledging contributions
Indicate this by using the diagram of the cell

and the rusty locks.

* 30 of the behaviours were noted also to be duplicates as a secondary

characteristic

** Behaviours reviewed in section 5.4
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5.3 Incorporating the behaviours into a structured observation tool: initial

design and coding procedures.

To increase the usability of the revised assessment tool, organising behaviours
into groups with meaningful labels would mean the tool was designed in a way
that made sense to potential users. Categorising behaviours myself would have
introduced a large element of bias, given my role in the design of the
DESMOND educator materials and the labels used in the original tool.

As the revised DESMOND assessment tool would be used as a coding tool for
observing the delivery of DESMOND as part of my research and potentially as a
quality monitoring tool by DESMOND assessors, involving others in the design
of the tool would provide feedback at an early stage about aspects of layout and

explicitly formulated rules for coding procedures.

5.3.1 Study Design

| used an exploratory study design, incorporating results of one step with the
next step. This was partly due to my wish to be as open minded and facilitative
as | could be, using the views of others to inform the decisions made about the

content, design and layout of the revised assessment tool.

5.3.2 Determining meaningful labels

Aim
To incorporate the 48 revised behaviours into a usable framework that others

can use reliably to observe the behaviours of interest during the observation

period.

Method

Sort card task

| chose a Sort Card Task method to develop meaningful categories in a

systematic way (Rugg, McGeorge 2005). Card sorting provides a level of insight

into the mental models of the ‘sorters’ and the meaning they are applying to

particular words. Identifying the varied meanings and clarifying these within a
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group to reach agreement can help in the design of a tool and optimise its
usability. The method involves asking a number of people to sort a number of
cards (with each card displaying an individual item to be sorted) into meaningful
categories. | decided on a two-stage sort card task, using two different cohorts
of users, and considered how to choose the most suitable users to take part in
the task (Rugg, McGeorge 2005).

Setting and participants

Previous researchers who had used the sort card task method suggested an
ideal range of 6-12 participants in a group, and a lower limit of 35 behaviours to
sort (Paul 2008). For the first sort card task, | wanted my participants to have an
understanding of social and behavioural science applied to health, but with no
direct involvement with DESMOND. | recruited departmental colleagues via

email and invited them to a planned 1-hour group session.

Procedure
Once | had introduced the session and explained the task, | provided
participants with the cards arranged in a random order by shuffling the cards,
each card displaying one of the 48 behaviours as an item to be sorted, and
provided the participants with the questions on a flip chart as follows:

e What meaningful groups can be identified within the 48 behaviours?

e Which behaviours should be grouped together?

e Which groups should be linked with each other?

e What other labels should be used to (better) describe the behaviours on

the cards?

e Which behaviours overlap?
The sorters worked in two groups. During the hour, | facilitated the group to aid
their focus on the task. Before and during the session, | responded to any
guestions to clarify the task, but left the sorters to work. | photographed the final

sorted card groupings to keep a record.

Analysis

A structured open sort card method using established behaviours was the
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sorting method of choice, as | wanted pre-defined behaviours (the behaviours
were the structure) sorted into categories which the participants would name
themselves (Paul 2008). The results from both groups were compared to
identify common labels and groupings.

Results

Both groups allocated the cards into ten groups, although one group had a
remaining ungrouped item. Both groups provided labels for each group. The
labels and the number of behaviours allocated to each label are detailed in
Table 5.3 below. The full list of behaviours grouped under each label can be
found in Appendix 7.

Table 5.3: Item labels generated from two groups in sort card task 1

Labels developed by Group 1 (n=4) Labels developed by Group 2 (n=3)

Uses Flipcharts to record (n3) Non Judgemental approach (n3)

Focuses on what comes out of learning
for practice: moving from discussion to
action (n4)

Dealing with issues of factuality/facticity
(n7)

Problem solving (n2)

Ask and answer own questions (n2)
Prompting discussion (n8)

Time to think (n1)
Interpersonal and Facilitation
skills/Reflecting back/Summarising (n10)
Making it real (n2)

Responding to emotion (n9)

Reflecting back content from the group
(n8)

Checking understanding (n3)

Functional delivery (n3)

Group dynamics (n3)

Planning and Goal Setting (n6)

Non Didactic delivery (n6)

Empathic delivery (n5)

Elicits thoughts, feelings and beliefs (n5)

Responding to emotions (n5)

Group did not allocate item 38

There was only one label that both groups used: ‘Responding to emotions’,
although the numbers of behaviours allocated to this label differed between the
two groups: group 1 allocated nine behaviours, yet group 2 allocated only five

behaviours, all of which overlapped with those of group 1. In terms of the other
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labels, there was some overlap between the two groups’ allocations, albeit with
different labels (see Table 5.4).

Due to the lack of congruence of labels allocated by the two groups, the next
stage was to take the labels from both groups and use a second sort card task

to further refine into meaningful categories.

Table 5.4 Groupings of behaviours from stage 1 sort card task

Behaviours Group 1 label Group 2 label

allocated

together

6 and 22 Uses Flip chart to record Reflecting back from the group
29,33 and 39 Focuses on what comes out of Planning and Goal setting

learning for practice
40 and 41 Dealing with issues of Non Didactic delivery

factuality/facticity

22 and 37 Problem Solving Planning and Goal Setting

4and5 Ask and Answer questions Non Didactic delivery

7,8,10 and 14 Prompting discussion Elicits thoughts feelings and
beliefs

3,25 and 47 Interpersonal and facilitation skills Functional Delivery

26,43,44 and 45 Interpersonal and facilitation skills Empathic delivery

12 and 28 Making it real Reflecting back from the group
16,17,18,19 and Responding to emotion Responding to emotions

20

24,46 and 48 Responding to emotion Group Dynamics

5.3.3 Finalising meaningful labels

Aim
To develop meaningful categories from the labels identified by sorters from the

first sort card task.

Method
| used the same Sort Card Task method as before, however with a different
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group of sorters.

Setting and participants

| used a structured sort card task (as in stage 1), but this time | provided the
sorters with the labels developed at the previous stage. | used DESMOND
experts as sorters to finalise the organisation of the assessment tool based on
the labels used from the first group. | recruited two members of the DESMOND
team (CT and MH), both of whom were identified by the funding organisation as
coders to be involved in the reliability assessment of the tool. CT was a
DESMOND educator, trainer and assessor, with many years’ experience of
working with the DESMOND programme. MH was a DESMOND educator.
Given this, | decided that involving them in these final stages of the

development of the tool and its behaviours would assist in the future tasks.

Procedures

| facilitated this sort card task more actively than the first one, with the aim of
establishing consensus within a short period of time. Firstly, the labels
developed by the first cohort of sorters were reviewed by the two expert sorters
and reduced to a number of labels that they agreed fitted with the DESMOND
programme. These labels were then used to sort the individual behaviours by
reviewing each one in turn and, following discussion and agreement, placing

them in the most suitable label.

Analysis
The questions for this sort card task were:
e Which labels, and behaviours contained within, seem to make most
sense?
¢ Which labels should be rejected?
e Which behaviours belong to which labels?

e Which behaviours are left that need a new label?

Results

The expert sorters mapped all of the labels and behaviours from the first sort

card task onto five labels. The expert sorters decided that three pairs of
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behaviours overlapped (behaviours 26 and 43 both related to open body
language, behaviours 3 and 6 both related to prompting discussions about
emotions and behaviours 13 and 14 both related to sharing stories) and
therefore these were combined. Two behaviours were deemed
confusing/ambiguous and were therefore reworded to allow ease of
understanding by coders. Three behaviours could not be added to a category.
The final numbers of behaviours were reduced to 46 within five labelled groups
(Appendix 8). Table 5.5 shows the final labels (with number of behaviours) and

how they related to the previous two sets of labels from the first sort card task.

Summary of findings and next step

The use of the sort card task method succeeded in providing five group labels,
incorporating the 46 behaviours. The first group of sorters highlighted the
challenge of language used to describe labels and behaviours, i.e. the different
possible meanings that one word or phrase can have for individuals. The results
of the first groups of sorted behaviours and labels provided a useful basis for
the second group of sorters. The expert coders (sort task group 2) identified
labels that represented those identified by the first sort task group. These labels
then provided a structure to allocate the behaviours. The total number of
behaviours were reduced by two following identification of further duplicates.
After this stage, the draft revised DESMOND assessment tool now contained

46 behaviours sorted into five categories.
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Table 5.5 The relationship of findings from sort card task 1 labels (from groups

A and B) to those from sort card task 2

Stage 2 Labels

A. Eliciting and Responding to
Emotions (5 behaviours)

B. Planning and Goal setting

(7 behaviours)

C. Facilitates non-judgemental
engagement of all participants
(9 behaviours)

D. Overall Group Management

(5 behaviours)

E. Facilitates reflective

learning (20 behaviours)

Stage 1(Group A) Labels

Responding to motion

Focuses on what comes out

of learning for practice:
moving from discussion to
action

Problem solving

Time to think

Interpersonal skills

Facilitation skills

Uses Flipcharts to record
Dealing with issues of

factuality/facticity

Ask and answer own
guestions

Prompting discussion
Reflecting back

Summarising

Making it real

Stage 1 (Group B) Labels

Empathic delivery
Elicits feelings

Responding to emotions

Planning and Goal Setting

Non Judgemental approach

Functional delivery

Group dynamics

Reflecting back content from
the group

Checking understanding
Non Didactic delivery

Elicits thoughts, and beliefs
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5.3.4 Developing the initial design, coding procedures and

comprehensiveness of the revised DESMOND assessment tool.

Introduction

Using the sort card task methods with different groups of sorters resulted in a
revised assessment tool that contained 46 behaviours sorted into five
categories, with agreed labels. The next stage was to develop these into a
structured and reliable assessment tool to assess the delivery of the
DESMOND programme. To increase its reliability when used by others, a
structured observation tool needs to be easy to use by coders, with clear
procedures about how to use it (Bryman 2008).

This next stage involved me continuing to work with the DESMOND experts
from sort card task 2 (hereafter referred to as expert coders) to help decide on a
number of procedural decisions including the initial layout of the behaviours in
the tool.

Working closely with the coders allowed consideration of the
comprehensiveness of the developing tool in terms of DESMOND behaviours.
To do this, | needed to review two groups of potential behaviours that | had put
aside in the early stages of identifying behaviours. First, the thirteen behaviours
previously labelled as ‘complex’ (from study 1) and potential behaviours from
the other eleven DESMOND sessions, as so far the tool had been developed

with a focus on behaviours from Session C.

Aim
To develop the initial layout, coding procedures and comprehensives of the
revised DESMOND assessment tool by:
e Reviewing initial coder agreement to highlight those behaviours that
need reviewing.
e Agreeing how the behaviours previously labelled as complex should be
considered for inclusion in the tool.
e Reviewing all the remaining eleven DESMOND sessions and highlight
any additional behaviours.
e Agreeing and finalising the procedural aspects of the observation

process by use of a non-study recorded DESMOND delivery to rehearse
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the use of the revised tool.

Design

At this stage, | became more actively involved with the process. My role was
twofold: to act as a facilitator of the process and as an expert coder. Although
the four steps appeared separate, | used an iterative design process that
involved all three expert coders (myself and the two expert coders), combining
the following four steps. For example, inter coder agreement highlighted
behaviours requiring more attention, which in turn highlighted potential protocol
issues related to observing the behaviour.

Determining initial inter-coder agreement

Assessing the initial inter-coder agreement provided an opportunity for the three
coders to experience coding a DESMOND session with the list of behaviours to
start highlighting issues of layout, meaning, and possible areas of confusion

between us as a coding group.

Method

Participants: the three coders consisted of myself and two DESMOND
educators (part of the Leicester Diabetes Team), one of whom was also a
DESMOND trainer and assessor. The additional coders were allocated to my
study based on available time in their schedule and the potential for them being

users of the revised DESMOND assessment tool.

Sample

Coders were asked to code a single recorded delivery of a DESMOND session

(session C)

Procedure

Each of the three coders (the two expert coders and myself) independently
viewed a video recording of a single DESMOND session (a video usually shown
during the first part of educator training), and used the revised assessment tool
to code the observed educator behaviour. Each behaviour was coded for

whether the behaviour was observed in one of three ways: yes (‘seen’) no (‘not
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seen’) or N/A (‘not applicable’).

Data Analysis

Each of the behaviours within the three sets of coding results were analysed for
percentage agreement of whether there was complete agreement (all three
coders agreed), some agreement (two out of three coders agreed) or complete

disagreement (none of the coders agreed).

Results

Assessment of the initial coder agreement found just nine (18%) of the 48
behaviours had complete agreement (all three coders agreeing), with thirteen
(27%) behaviours showing complete disagreement. The remaining 26 (55%)
behaviours showed moderate agreement, with two out of three coders

agreeing.

The low percentage agreement provided a benchmark for future assessments
of agreement as well as a means to highlight which behaviours required further
discussion. Additionally, the experience provided coders with questions on how
the tool in its current state needed to change to increase its usability as a

structured coding tool.

5.3.5 Inclusion of additional ‘complex’ behaviours

Aim:
To determine if any of the complex behaviours are already/should be

considered for inclusion into the final list of behaviours.
Method

Sample:

All descriptions of behaviours labelled as ‘complex’ previously put aside for

further review (section 5.2 p127)

Procedure:

Each behaviour was discussed in turn by the three coders using the question:
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‘Is the behaviour already included in the current list of 48 behaviours or the five
labels?’ If the answer was yes, then we excluded the behaviour. If no, then we
considered whether the behaviour could or should be included and whether it
met the previously developed criteria for inclusion. Disagreements were

resolved by referring back to the criteria.

Results

Five of the previously labelled thirteen complex behaviours were identified as
already covered in the list of 48 behaviours for the revised assessment tool. Of
the remaining eight complex behaviours, two were considered worthy of
including as part of the next stage of development of the tool (behaviours Cb19

and DM16). Table 5.6 outlines the decisions made for each behaviour.
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Table 5.6: The decisions made following review of behaviours previously
identified as complex during review of the overall DESMOND behaviours

Code Behaviour Detall

papnjoul
Apealy
apn[aul,

o

Cb16 Facilitates participants to contribute in a way in which Partly N
they feel comfortable by acknowledging contributions

Cbl17 Uses the curriculum to support the structure of the No No
sessions whilst adapting it to meet the needs of the
group

Cb18 Educators work as a team to deliver a person centred Partly No
programme

Cb19 Uses time effectively to ensure that the key messages No Yes

are explored

Cb22  Uses appropriate humour to support group engagement ~ No No

CSS In order to manage time it may be helpful to park some Partly No
(c)6 of those questions by informing the group about the food
activities taking place later in the course

CSS If any participants are on newer therapies the following No No
(c)36 explanation of these may be used. If there is no one on
these therapies there is no need to discuss them.
Participants may be able to explain to the group how the
medication works, or the educator may explain in simple
terms:

DM2  Support participants to process and understand new Yes n/a
information

DM3  Educator behaves in a non-judgemental way to all Yes n/a
participants and their decisions.

DM4  Educator acts in an empathic and warm manner Yes nla

DM6  Ensuring individuals are supported in developing general Yes  n/a
self-management skills such as goal setting, action
planning and problem solving

DM10 Ensures active engagement of all participants throughout Yes  n/a
the programme

DM16 The educator does not lecture or dictate, they use Partly Yes
guestions (mainly open questions) to elicit the
information from the group
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5.3.6 Inclusion of additional behaviours from the remaining eleven
DESMOND sessions.

Aim
To identify any potential behaviours (i.e. a behaviour described but not yet

included in the current list of behaviours) from the DESMOND sessions not

previously reviewed.
Method

Sample

| developed a list of additional potential educator behaviours from the original
assessment tool for the remaining DESMOND sessions (A,B,D,E,F,G,H,l1,J,K
and L).

Analysis

The expert coders and | reviewed each behaviour, using the previously
described criteria (section 5.3) and the questions used for scrutinising
complexity as in (2) above. Using the previously developed criteria, potential
behaviours were identified. These were further examined for duplication with
any of the current behaviours, and if not, were allocated to the most relevant

category.

Results

A total of 65 potential behaviours were identified from the remaining DESMOND
sessions. Using the previously developed criteria, eight additional potential
behaviours were identified and were added to the relevant category in the

revised tool. These are listed in table 5.7.

5.3.7. Agree initial layout and coding procedures.

At this stage, with all additional behaviours reviewed, reworded and/or
removed, the final number of behaviours for the revised assessment tool
totalled 37, organised into the five labels. However, whilst the tool now

contained a comprehensive list of DESMOND behaviours, to help make it
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suitable as a structured coding tool, a number of procedural issues needed to

be decided upon.

Aim
To finalise the coding procedures for the use of the revised DESMOND

assessment tool to code educator delivery of the programme.
Method

Procedure

The expert coders and myself discussed options related to three procedural
aspects, decided on an initial approach and used it to assess the recording.
Each procedure was discussed following its use for coding and a final decision
on the choice of procedure was made in relation to each of the following:

1. The time frame in which to code the target behaviours. For example,
using a defined time sample (5 or 10 minutes) to assess its presence or
assessing the target behaviours presence over the duration of the
observed session.

2. The most suitable method for recording the target behaviour’s presence.
Examples include: cumulative counting of occurrences and simple
recording of yes/no of its presence; use of a Likert Scale to assess range
of use of target behaviour (for example: most of the time, some of the
time, little of the time and none of the time); or general impression of
presence i.e. coding as ‘tends to’ or ‘does not tend to’.

3. The optimal layout for the tool.

Results

The group discussed each of the procedural options and agreed initial
approaches. The choice was based on what approach appeared to be the
easiest to operationalise and would provide the information required for
assessment of coder agreement.

Time sampling: initially we agreed to use ten minute time sampling to assess
the presence or absence of each behavioural item. The decision to use ten
minutes followed a period of practice, and was chosen as it helped keep the

attention of the coder on the task. The focused attention allowed the coders to
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become more familiar with the task and highlight errors in coding earlier.

Coding the presence or absence of the target behaviour: we decided to use just
two parameters, ‘present’ or ‘not present’.

Optimal layout: we identified paper in a landscape orientation with a separate

page for each group of behaviours, as the initial format.
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Table 5.7 Behaviours identified as potential new behaviours from remaining

DESMOND sessions

New behaviours included

DESMOND Assigned to group label

Session
Explains overview of day/session Aand G Overall group management
Outlines style of sessions A Overall group management
Provides time for people to tell their B Overall group management
story/quietly  reflect on their
plan/support specific needs
Clarifies understanding of B Facilitates non- judgemental
participant’s contribution engagement of all participants
Supports participants to plot their D Supports behavioural change,
results on health profile/complete planning and goal setting
their plan
Facilitates self- talk about how key F Facilitates reflective learning
messages apply to them as
individuals
Prompts reflection of changes G Supports behavioural change,

participants have already made (in

between session 1 and 2)

planning and goal setting

Avoids giving unsolicited general

healthy eating messages

Facilitates non-judgemental

engagement of all participants
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5.3.8 Summary

Working with the two expert coders provided a means of establishing the initial
level of agreement when using the behavioural descriptions in the early
development stages of the revised DESMOND assessment tool. Whilst only
18% of the 48 behaviours showed complete agreement, this was unsurprising
at this stage and provided evidence for inter coder discussions on the meaning
of the words and the rationale for coding decisions.

Working as a team, the expert coders and | were able to agree on the inclusion
of outstanding behaviours in order that the revised tool represented a
comprehensive set of DESMOND derived behaviours. We were able to practise
using the tool and decide upon some initial coding procedures.

The work described thus far led to further development of the revised
DESMOND assessment tool, developed as a structured observation tool, and
ready for piloting.
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5.4 Piloting and final optimisation of the revised assessment tool.

To have confidence in the findings of observation based research, the tool used
to generate the observation data should demonstrate reliability when used by
more than one observer. The low inter-coder agreement (section 5.3.2) of the
first draft of revised DESMOND assessment tool, suggested that the tool was
not ready to be used with confidence. Further work was required to optimise the
tool in order to improve inter-coder agreement before the assessment tool could
be used by others to code educator delivery. Increasing inter coder agreement
can involve ongoing training of coders and the development of a coding
guidance manual (Torrey 2012).

Assessment of coder agreement can be established by using a range of
methods (Shen & Ary 2014). Such methods range from estimates of percentage
agreement to more complex statistical methods of reliability including Cohen’s
Kappa. The use of percentage agreements can highlight areas of concern and
can help inform other decisions, for example, about the layout of a tool
(Bakeman and Gottman 1997). However, percentage agreement does not
account for the agreement occurring due to chance. Once an acceptable level
of agreement has been reached, then a more robust assessment of the
reliability of the revised tool, using methods that take account of agreement by
chance (for example, Cohen’s Kappa) should be undertaken (Hallgren 2012).
At this early development stage of the revised assessment tool, | chose to
assess percentage agreement only. This would allow me to highlight areas of
concern related to the layout and structure of the revised tool. | planned to
further assess coder reliability, to account for coder agreement by chance, once
outstanding questions regarding the revised tool had been addressed (for
example, it contains a complete set of behaviours, coding rules have been

agreed and layout details finalised).

Aim

The aim of this section is to describe the methods used to pilot the revised

assessment tool and how further training was required to establish an
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acceptable level of percentage coder agreement for behaviours within the

revised DESMOND assessment tool.

Design

To optimise coder agreement, | used an iterative training process involving
coders using the tool to code a recorded DESMOND session, assessing the
coder agreement and discussing the results as a coder team. The training
utilised results of the assessment of behaviour agreement between the two
additional coders and myself as the basis for discussions. This allowed the
three coders to review and reflect on individual coding results and compare
them with the results of the other two coders. Thus it provided a basis for
discussing how to change descriptions or clarify meaning. By discussing
differences in coding result, coders were able to explain the reasons for the

allocation of codes and explore the differences.

Method

On-going assessment of percentage agreement.

By using an on-going assessment of percentage coder agreement to guide me,
| refined behaviours whilst simultaneously working to develop a tool that made
sense to the coders. Throughout the process, | focused on developing an
acceptable level of coder item agreement. | defined acceptable level of coder
agreement as complete agreement (all three coders agreeing) on 70% of the
behaviours within the assessment tool. My decision for using 70% as the cut off
was based on the level of percentage of agreement as reported in a similar

study by colleagues (Hardeman et al. 2014).

Coding discussions

| facilitated the process of coders participating in either face to face or
teleconference meetings. Each meeting was audio-recorded to allow me to
facilitate and take part in the discussions, while at the same time, ensuring an

accurate record of the discussions to refer back to.
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Coding Sample

Sessions of DESMOND educator delivery for coder training involved using
video recordings of DESMOND programme deliveries already obtained. How |
obtained these is described in more detail in chapter 6. Sessions C and K of the
programme were selected for the piloting of the tool as they represented 25% of
the total programme delivery and contained the majority of the behaviours
within the revised tool. All three coders used the revised tool to independently

code the same single recorded DESMOND session.

Data collection

Each coder was asked to observe and code the behaviour of the educator
based on each of the behaviours within the tool. Each behaviour was coded by
allocating a tally against the agreed criteria in relation to the presence of the
observed behaviour i.e. ‘present’ or ‘not present. The two expert coders

returned the coding results to me either by post or email.

Data analysis

For each of the three sets of coded data, | calculated the inter-coder agreement
for each behaviour based on three categories: complete agreement (all three
coders had placed their coding mark in the same rating criteria), some
agreement (two out of three coders had placed their coding mark in the same
rating criteria) and no agreement (each of the three coders placed their coding
mark in different rating criteria). | then calculated how many behaviours showed
complete agreement to provide the overall percentage coder agreement for the

tool.

Procedure

Whilst the level of overall percentage agreement remained below the planned
70%, | used the coding results as a means of feedback and discussion with the
other two coders. To do this, | first mapped the three sets of coder results onto
a single coding sheet, to highlight the behaviours showing disagreement and
sent this to the expert coders by email. Where possible, | facilitated a
discussion with both coders via a face-to-face meeting or a conference call, to

discuss the inter-coder agreement results. We discussed each behaviour in turn
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and, where there had been coder disagreement, | facilitated a discussion with
both coders to explore which behaviours were being identified by coders as
problematic and asked them to illustrate their reasons for coding. | then made
changes to, or reworded behaviours, based on feedback, discussion and
agreement. When disagreement was not easily resolved through discussion, for
example regarding whether a behaviour was present or not, | provided a
transcription of the delivery for us to discuss its presence or absence. However,
this was only useful as a means of identifying verbal behaviours.

Development of coding guidance manual

During the initial stages of this work, it became clear that written guidance was
required to document our agreed coding decisions. To support this, | developed
a coding guidance manual (see Appendix 10 for an excerpt) to support the
decisions made on the use of the tool and examples of illustrative behaviours to
support coding agreement. The manual was used to support discussions
regarding coding decisions at each stage and was adapted to take account of

revised behaviour definitions.

Results

Overall, following initial training practice, five rounds of coding and feedback
were required before the level of 70% agreement was reached. During these
rounds, a number of changes were made to both the layout of the tool, the
behaviours themselves and coding procedures.

Layout and number of behaviours

The layout of the revised assessment tool was changed from landscape to
portrait, to reduce the amount of wasted space between categories. The initial
version of the tool contained 37 individual behaviours contained within five
categories. The final assessment tool had 33 behaviours contained within five

categories.

Coding procedures: move from time sampling to global coding

Following initial coder training, the ten minute observation time sampling
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generated large amounts of data for agreement analysis. Discussion with the
statistician (DB) advised that whilst this level of observation frequency may be
valuable for detailed analysis of the quantity of the behaviour, for the purposes
of my work, this level of detail would not be required to answer my research
question in relation to the presence of educator behaviours. Therefore, from
round 3, global coding was used, meaning that the behaviour was coded on the

basis of a holistic view of the delivery over a single session.

Addition of third coding options: for coding of context relevant behaviours

Whilst the majority of the behaviours were noted as being seen during the
delivery, the presence of three behaviours were dependent on certain
eventualities happening in the session. For example, the behaviour denies
participant emotional response could only be coded as present or absent if a
participant provided an emotional response. To allow for this, a third coding
option of ‘not applicable’ was provided. Initially this was added to all behaviours
within the tool, but after noting that this was not required for most of the

behaviours, it was only applied to the three context dependent behaviours.

Change of coding category

The initial coding category was defined as a yes/no response to seeing the
target behaviour. The use of a global sampling approach (i.e. coding a
behaviour seen over an entire session rather recording each occurrence)
demonstrated that the ‘yes/no’ category was difficult to decide on. For example,
terms such as ‘uses all (right and wrong) responses to questions to support the
group to answer their questions’. Coders found it difficult to code this behaviour
as a DESMOND behaviour unless every participant response was observed as
responded to. This issue was resolved by amending the coding category from
‘ves/no’ to ‘tends to’. Further, a supporting explanation was added to the
guidance manual and to the coding instructions for the use of the coding tool
itself.

The inclusion of prescribed DESMOND and proscribed non-DESMOND

behaviours
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Nine of the original DESMOND behaviours were descriptions of ‘negative’
behaviours, for example, ‘ignored participant emotional response’. During early
feedback discussions with coders, rephrasing these as positive DESMOND
behaviours created uniformity in the tool. The negative ‘non-DESMOND’
behaviour was kept in the tool, as the polarised description of the behaviours
provided coders with clarity. From round 3, this approach was used for each
behaviour, i.e. each behaviour in the tool described the target prescribed
DESMOND behaviour and its opposing proscribed behaviour, described as a
Non-DESMOND behaviour. Figures 5.2 and 5.3 provide an example of the

changes from a behaviour in the first tool to the same behaviour in the final tool.

Figure 5.2 Behaviour description example from initial Ten minute coding

version of revised DESMOND assessment tool

Behaviour description ‘1 2 3 4 ‘5

Figure 5.3 Behaviour description example from final version of revised
DESMOND assessment tool

A3  Acknowledged participant emotional responses

(positive or negative)

DESMOND Tends to Tends to Non-DESMOND Emotional

behaviour DESMO  non- behaviour Response
ND DESMO not seen
Behaviour ND

behaviour
7 The educator The  educator

acknowledges and/or retreats

prompts exploration from/ignores/de

of participant nies participant

emotional response emotional

response
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Levels of Inter-Coder Agreement

The development of the revised DESMOND assessment tool required five
practice rounds to reach percentage item agreement of above 70%.
Assessment of percentage agreement, in the initial rounds when coding the
presence (or not) of the behaviour at ten-minute intervals (Figure 5.1 (a)
above), was based on coding indicators allocated in an identical manner. For
example, a session with four time samples (i.e. the session ran for 40 minutes)
would have four coding indicators allocated by the coders. Complete agreement
meant that all four indicators were placed in the same coding boxes. Prior to
coder training, percentage level of item agreement was low at 19% (9/46
behaviours), but 51% (24/46 behaviours) showed some agreement, meaning
that two out of three coders allocated their coding indicators in an identical
manner. Item agreement following initial rounds of training discussions rose to
32%, but as the revised assessment tool now contained fewer behaviours
(no=37) this now represented twelve behaviours. Six behaviours (16%) showed

complete disagreement.

During the later rounds, as the coding sampling method moved from ten minute
time sampling to global (whole session) sampling, the assessment of item
agreement was estimated from where the coders placed their single coding
indicator for each behaviour. The coding options were then DESMOND
behaviour, non-DESMOND behaviour or NOT SEEN. By coding round five, the
level of inter-coder agreement reached 72% (24/33 behaviours). Table 5.8
shows the summary of inter-coder agreement in relation to the number of

behaviours.
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Table 5.8 levels of coder agreement during development phase

Percentage of behaviours that were rated in agreement (3/3 coders) some

agreement (2/3 coders agreed) or complete disagreement

Round No of COMPLETE SOME COMPLETE
behavi agreement agreement DISAGREEMENT
ours % (no of % (no of % (no of

behaviours) behaviours) behaviours)

Pre Training 46 19 (n9) 51 (n24) 28 (n13)

1 (post initial 37 32 (n12) 51 (n19) 16 (n6)

training)

2 30 53

3 27 36 (n9) 28 (n7) 36 (n9)

4 25 44

5 33 75 (n26) 25 (n7) 0(n0)*

* at this coding stage, only two coding options available for most of the behaviours,

allowing only total or some agreement calculation

Five behaviours showed sustained agreement throughout and are listed in

Table 5.9. It is unclear as to why these behaviours showed most reliability

compared to others, but behaviours six and seven are related by being the only

two behaviours under the label eliciting and responding to emotions, and were

often discussed by coders during the feedback sessions.

Seven behaviours showed poor agreement, with one out of the three coders not

agreeing with the coding of the other two coders. The behaviours are listed in

Table 5.10. Behaviour 1, relating to open body language, required a number of

judgments to be made from a list of potential body language techniques,

leading to greater potential for disagreement.
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Table 5.9 Behaviours with sustained agreement (with behaviour descriptions

from the final revised assessment tool)

ltem No DESMOND behaviour

NON-DESMOND behaviour

6 The educator prompts participants The educator avoids actively
to express and explore their engaging participants in emotional
feelings about diabetes during the discussion
session

7 The educator acknowledges The educator retreats
and/or prompts exploration of from/ignores/denies participant
participant emotional response emotional response.

18 The educator acknowledges when The educator appears to expect
participants decide not to make participants to make necessary
any future changes to self-care changes. This may be implicitly or
behaviours or beliefs explicitly expressed.

22 The educator prompts the The educator avoids active problem
individual or group to problem solving support
solve possible barriers to change
(e.g their desired changes or
possible barriers to self-
management)

23 The educator prompts the The educator avoids reflective

participants to reflect on their

goals/plans

discussion regarding the goals/plans

During the discussions with the expert coders, confusion often arose from the

use of apparently commonplace language. This reiterated the need for clarity of

terms, for example, the behaviour described as ‘uses language that supports an

empowering approach’ was included as a result of coder discussions regarding

the use of judgmental (positive and negative) statements by educators.

However, after the use of this phrase for a single round, it was dropped due to

lack of agreement on the behaviour that matched this description. To provide a

coding option for coding judgmental responses, this was incorporated into
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behaviour 2 in the final tool: ‘uses non-judgemental statements in response to

participants’ verbal responses’.

Finally, coder discussions highlighted a potential gap in the content of the
revised assessment tool: that of behaviours that educators may use in the
delivery of DESMOND, yet were not captured in the DESMOND assessment
tool.

Summary and next steps

The piloting of the revised assessment tool, using a stepwise collaborative
approach between three coders, succeeded in producing a revised DESMOND
assessment tool that had good inter-coder agreement with a percentage item
agreement of more than 70%. However, eight behaviours demonstrated levels
of agreement that suggested more work was required outside of this study. |
was unable to review these further due to the availability of the two expert

coders to my study.

The approach | used to pilot and revise the DESMOND assessment tool
highlighted the complexity of developing behaviours for an observation tool and
gaining coder agreement. Despite the two expert coders having experience in
delivering DESMOND and one being a DESMOND trainer/assessor, gaining
complete agreement between all of us was not possible on all behaviours.

Following the coder training and five rounds of practice coding, we had reached
an acceptable 75% percentage coder agreement of the behaviours. | now had a
revised assessment tool that could function as a structured observation tool for
the purpose of my research. However, this coder discussion highlighted a
further aspect of the tool to consider: the identification of possible DESMOND

behaviours not included in the DESMOND assessment tool.
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Table 5.10 Behaviours with poor agreement (using item definitions from the

final revised assessment tool

DESMOND behaviour

Non-DESMOND behaviour

1

The educator uses a range of open
body

support

language techniques to
engagement of

participants

The educator tends to use more closed

body language behaviours

11

The educator prompts the group to

discuss/answer their own

guestions

The educator immediately answers most

guestions asked by the group

14

16

The

participants to ask questions about

educator prompts all
issues discussed

The educator prompts group to
their (group)
understanding of the content under

summarise own

discussion

The educator rarely invites all participants

to ask questions

The educator tends to summarise what
s/he thinks is the groups understanding
(without checking)

20

The educator prompts participants
to review the impact of possible

choices on their future health

The educator avoid generating discussion
about a range of options/impact OR only

prompts a single participant to do this

21

The educator prompts participants
to talk about what they are going to

do as a result of the session

The educator does not ask participants to
talk about what they are going to do as a
result of the session (or only discusses

this with one participant)

27

The educator uses strategies to

manages time within session

The educator avoids using strategies to

assist with managing time
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5.5 Identification of possible DESMOND behaviours not listed in the
DESMOND assessment tool

Introduction

When assessing the fidelity of delivery of a complex intervention, the
identification of unanticipated delivery components and their relationship with
the intervention provide useful feedback to those developing the intervention
and related training (Hardeman, Michie 2009, Waltz et al. 1993b). For the
DESMOND programme, such unanticipated delivery components would be
behaviours that educators may use as part of their delivery. Such behaviours
would include those not yet included in the DESMOND assessment tools,
manual or curriculum. ldentification of such behaviours would allow me to code
all possible behaviours delivered by DESMOND educators and to consider their
relevance to the delivery of DESMOND. For example, this may include
proscribed behaviours. | had planned to undertake this work later in the process
as part of my analysis of the delivery of DESMOND in relation to the
DESMOND assessment tool (see Chapter Six). However, the iterative work with
coders suggested it was a timely point to consider doing this so that any new

behaviours could be added to the assessment tool.

Aim

To identify any behaviour used by educators when delivering DESMOND but
not included in the revised assessment tool.

Design

| used a pragmatic, in-depth observation of educator delivery using two

approaches to identify additional behaviours

Method

Participants
Myself and one of my supervisors (HE) who had no experience of assessing
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DESMOND but is experienced in qualitative research

Sample

The previously transcribed video recording of a DESMOND session (session C

- developed as part of coder training)

Procedure

As | was very familiar with viewing the recorded delivery that | had been using
for activities in section 5.2 to 5.4, | reviewed the transcription of the delivery and
listed all the behaviours using the tool. Any behaviour that was evident, but not
present, in the tool was listed separately.

To capture behaviours that | may have been blind to, | tasked one of my
supervisors (HE) with watching the same video recording and identifying all the

educator behaviours she could see in the delivery.

| compared the two lists (mine and HE'’s) with the behaviours in the revised
DESMOND assessment tool. From this | identified behaviours that were novel

and could be included.

Results

My own observation identified many behaviours that appeared to represent the
opposite of recommended DESMOND behaviours and provided examples for
the descriptions in the coder guidance manual. The observation by HE
identified 46 behaviours, 15 of which could not be mapped easily onto the
behaviours in the revised tool. Further details of the two lists can be found in
Appendix 11 (an excerpt of coding transcription) and Appendix 12 for the
behaviours identified by HE.

Using the previously adopted a priori criteria (section 5.2) for inclusion, six
additional behaviours were added to the revised DESMOND assessment tool.
The relevance and importance of the behaviour to the delivery of DESMOND
was not considered at this stage, but was considered later when interviewing

educators (see Chapter 7). The new behaviours were listed under a separate
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category labelled: Additional Behaviours (NOT IN Revised DESMOND
Assessment Tool). Labelling them separately allowed them to be assessed for
coder agreement independently from the rest of the tool, which had been
previously reviewed in depth by the three coders. The six additional behaviours

are listed in table 5.11.

Summary

This task identified six behaviours that were not included in the revised
assessment tool. The resulting six behaviours were added to the revised
DESMOND assessment tool as a separate category, in order that coder

agreement could be assessed separately.

Table 5.11 Behaviours identified as potential additional DESMOND behaviours

not currently included in the revised assessment tool

No Potential DESMOND Behaviour Non-DESMOND Behaviour

34  The educator only provides new The educator provides new information
information after group with little exploration within the group
discussion/explorations

35D The educator explains/discusses The educator avoids discussion of
key terms (eg: glucose, HbAiIc) meanings of new terms

36D The educator engages participants The educator avoids using rapport
using rapport building skills building skills

37D The educator facilitates full The educator tends to facilitate
participant engagement in interactive tasks with only a few
interactive tasks participants

38D The educator avoids giving their The educator gives their own opinion
own opinion

39D The educators tone of voice is The educators tone of voice is

warm and curious

dominant and autocratic
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5.6 Assessing the inter-coder agreement of the final version of the revised
DESMOND tool

Introduction

I now had a revised DESMOND assessment tool that was ready to be used as
a structured observation tool to assess the delivery of the DESMOND
programme. However, the assessment of tool coder agreement had only been
assessed during a training process, and did not include agreement relating to
the six additional behaviours. Therefore, further assessment of inter-coder
reliability was an important next step to provide information that could highlight
potential problems. Any such problems could then be considered and
addressed prior to the tool's use by DESMOND assessors and educators in

practice.

Approaches to the assessment of Inter coder agreement

Assessing coder agreement involves quantifying the level of agreement
between two or more coders (Hallgren K.A. 2012). Demonstrating that an
behaviour can be coded with a high level of agreement provides confidence in
its reliability (Fletcher, Mazzi and Nuebling 2011). As discussed earlier in this
chapter, coder agreement can be measured and reported in a number of ways
(Suen and Ary 2014). One approach is reporting percentage agreement (as an
index of agreement) between coders, which illuminates any differences
between coder behaviour. However, assessing simple percentage agreement
does not take account of the possibility of agreement occurring by chance,
which is key for acceptance of the tool by others (Fletcher et al 2011). Thus, an
alternative method of assessing agreement that takes account of chance is
required (Bateman and Gottman 1986, (Krippendorff 2011). The most

commonly recommended method is the Cohen’s Kappa (Suen and Ary 2014).

However, given little work has been done in the specific area of educators
delivering structured self-management interventions, there appears to be no
prescribed method for this type of reliability. In the development of an
observation tool developed to code the use of a brief opportunistic intervention,

3 coders were used to code all available data samples, reliability being
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assessed using inter class correlation (Torrey 2012). The use of ICC is cited as
preferable to use of Kappa as the latter assesses the overall scale reliability
rather than, as Kappa, agreement by item (Stein 2007) The appropriate use of
agreement and reliability measures remains a subject of debate in the literature.
For example, the terms agreement and reliability have different meanings in
themselves, yet are used interchangeably in the literature (Fletcher et al 2011).
Amongst the range of options for assessing inter-coder reliability, | selected two
commonly used methods, reported in recent literature, used to assess coder
agreement of the behaviours within the revised DESMOND assessment tool
(Suen and Ary 2014, McHugh 2012). First, calculating the percentage
agreement for each behaviour, and second, the Cohen kappa coefficient value

for each behaviour.

Aim
To assess levels of agreement and reliability of the revised DESMOND

assessment tool.

Method

Participants

Myself and the two DESMOND coders. | and Coder B had experience of using
the original DESMOND assessment tool to observe educator delivery for
accreditation purposes. Coder C, a health psychologist had little experience in
assessment of DESMOND delivery but, as a DESMOND educator, had
awareness of the behaviours expected.

Sample

The total amount of available observation data for coding consisted of 88 video
sessions delivered by fifteen educators. By using two expert coders as well as
myself, | had the option of calculating agreement on the same data sample
between three coders. However, due to the coders’ availability, this would only
have provided reliability data on 25% of the overall data. To provide a larger

data set for inter-coder reliability analysis, | used a paired coder approach i.e.
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with each expert coder's sample overlapping with mine. | planned that coder
pair A (coders SC and expert coder A) would code 50% (n=44) of the individual
DESMOND sessions, and coder Pair B (coders SC and expert coder B) would
code a different 25% (n=22) of the 88 available individual DESMOND sessions.
The decision regarding the proportion of sessions to be double coded was
largely based on the availability of the two expert coders. Given the range of
timings of the sessions (from five to 55 minutes) | chose not to randomly sample
the sessions to be coded. The sample of sessions chosen was balanced across

educators and DESMOND sessions.

Data collection

| provided each coder with a pre-recorded DVD recording for each of their
allocated sessions to be coded for each of the behaviours within the revised
assessment tool. Each session was independently coded using the revised
assessment tool. All coded data were entered into a spreadsheet to allow for
assessment of agreement. | developed an SPSS database to manage the data
for reliability analysis. The planned data consisted of paired data from 44
(Coder pair A) and 22 (coder pair B) of the potential 88 DESMOND sessions.

Data analysis
Two methods were chosen to assess inter-coder reliability: percentage
agreement and Cohen’s Kappa.

Calculation of index of coder agreement

Assessment of inter-coder agreement involves dividing the number of
behaviours on which the coders agreed, by the total number of behaviours, and
reporting this as a percentage of the total behaviours, described as an index of
agreement (Bateman and Gottman 1997). This requires the development of an
agreement matrix (Bateman and Gottman 1997); meaning that | plotted the
detail of the coder agreements and disagreements to this matrix for each
behavioural description. For example, see Figure 5.4. By plotting the coding
score allocation by the coder pairs for each session, and subsequently

comparing matrices for each behaviour, | could easily identify if agreement
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levels were due to systematic areas of disagreement or agreement. Systematic
areas of disagreement may suggest a problem with the coding tool itself, rather

than the behaviour.

Figure 5.4 An example of an agreement matrix, showing allocation of

coder agreement (in bold) and disagreement marks for 39 coded

behaviours.
Coding Index of agreement
Behaviour | Coder A Total | 16/39 x 100
No: 27 1* | 2* | 99* =41%
1* (1119 |4 25 *Coding score 1= DESMOND behaviour
Coder coded.
2* |5 |3 |2 10 _ :
B Coding score 2=NON-DESMOND behaviour
Q*|12 |0 |2 |4
coded
Total 181138 39 Coding score 99 = behaviour not seen or not
applicable.

Assessing coder agreement using Cohen Kappa

As my data were nominal (i.e. three discreet categories: the educator tends to
demonstrate DESMOND behaviour, tends to demonstrate non-DESMOND
behaviour or behaviour was not observed) and | was analysing inter-coder
reliability between two coders (myself and each of the two coders as pairs) |
was able to use Cohen’s Kappa statistic for the calculation of agreement
beyond chance.

Calculating coder reliability using Cohen’s Kappa produces possible values that
range from -1 to 1, with 1 representing perfect agreement, O representing
completely random agreement and -1 representing complete disagreement.
The interpretation of Kappa values has been informed by the work of Landis
and Koch (Landis, Koch 1977) and Krippendorff (2004), who suggest a Kappa
value of greater than .60 as meaning substantial agreement beyond chance
agreement. Inter coder reliability of coder pairs was prepared for analysis by
entering the coding results into an SPSS database. | computed the Cohen
kappa value for each set of paired coder data.
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Data interpretation

Percentage agreement

Interpreting the level of percentage agreements can be difficult in that it
provides a number that, using other methods of assessment, may be different.
But a level of 70% agreement or more is cited as acceptable by others
(Hardeman, Torrey 2012). As | was using percentage agreement to highlight
potential systematic errors in coding as well as to highlight ongoing issues with

specific behaviours, | used 70% or more agreement as acceptable.

Cohen Kappa
| used Kappa values (Table 5.12) reported by Landis and Koch (1977) and

adapted by Altman (1999) to judge the level of agreement of each item.

Table 5.12: Kappa Value level of agreement (based on Landis and
Koch 1977)

Value of Kappa Strength of agreement
<0.20 Poor

0.21-0.40 Fair

0.41-0.60 Moderate

0.61-0.80 Good

0.81-1.00 Very good

As the value of Kappa is dependent on the marginal distributions of the data, |
reported both the Kappa statistical significance (p value) and the calculated
95% confidence intervals (Cl) for each item. | tabulated both the Kappa values

and percentage agreement for each pair of coders.

Results

Obtaining coding data from video recordings

A total of 39/88 (45%) sessions were coded by expert coder A and 18/88 (20%)
sessions by expert coder C. This means that 57 (65%) sessions were double

coded overall. This was nine less than the planned 66 (75%) sessions, due to
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the limited availability of additional coder time and more than anticipated coder
time being taken up by the initial training of coders. The range of specific
sessions coded by expert coders are listed in Table 5.13. The final sample
remained balanced across educator pairs and sessions.

Table 5.13 The sample of DESMOND sessions allocated to coders (a) and

(b)

Programme ID 1 2 3 4 5 7 8 9
Session

A b n/a n/a b na b b c

B C b b na b c na b
C nla c n/a na. nla b b c

D c b b c b nla nla c

E na nla b b c b b n/a
G na b b Cc na nla c Cc

H b Cc n/a b o b b n/a
I na. b c b b na c b

J b n/a n/a b na b b c

K nfa nla c b b c nfa b

L na nla b b c b b n/a

Session F for all deliveries and delivery 6 not available for reliability analysis
b = session allocated to coder B
¢ = session allocated to coder C

n/a = session not allocated for double coding

Data for analysis of reliability therefore consisted of:

Coder pair A (expert coder A and myself): 39 sets (39 sessions) of paired
observation data for each of the 39 behaviours within the revised DESMOND
assessment tool.

Coder Pair B (expert coder B and myself): 18 sets (18 sessions) of paired
observation data for each of the 39 behaviours within the revised DESMOND

assessment tool.
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Assessment of coder agreement using index of agreement

| developed an agreement matrix for each behaviour coded by each pair of
coders. Using the agreement matrix, | calculated the index of agreement for
each behavioural item on the revised DESMOND assessment tool. These
calculations revealed a range of agreement percentages (Table 5.14). Using
the predetermined cut off of 70% item agreement, coder pair A showed good
agreement (agreement of 70% or more) on nine behaviours, and coder pair B

showed good agreement on twelve behaviours.

Agreement between coder pairs.

Mean agreement (item agreement/no of behaviours) was 56% for pair A and
55% for pair B. Whilst percentage agreement varied, some behaviours
demonstrated similar levels of agreement and disagreement between the coder
pairs for 13 behaviours (behaviours 2, 8, 9, 11, 12, 13, 15, 17, 18, 19, 24, 31,
33) yet very different in three (behaviours 6,23 and 25). For example,
behaviour 2 (‘the educator uses non-judgemental statements’) showed 67%
level of agreement by both pairs, yet behaviour 6 (‘prompts participants to
express and explore their feelings’) showed 82% agreement by pair A and 11%
by coder B. The latter behaviour (6) was one of the behaviours that showed

sustained agreement during the initial rounds of coding (chapter 5).

Overall, both coder pairs agreed on six behaviours: behaviours 1, 8, 9, 26, 33
and 36. To consider why these behaviours showed agreement, | considered
them further. Behaviour 26 ‘The educator prompts reflection of changes already
made’ demonstrated high level of agreement by both coder pairs of over 80%.
However, eyeballing the agreement matrix for behaviour 26 (Figure 5.5),
highlighted the level of agreement is actually based on the behaviour being
coded as ‘behaviour not delivered’ for many of the sessions. Three further
behaviours (1, 8 and 9) relate to educator behaviours that are very visible,
thereby explaining their high levels of agreement. For example, behaviour 9
‘the educator uses visual tools and resources’.

In terms of low agreement levels, coder pair A showed poor agreement (less

than 50%) for 11 behaviours; coder pair B on sixteen behaviours. On reviewing
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behaviours with low (less than 50%) levels o