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Abstract

Background

The Institute of Medicine (I0OM, 2010) recommends expanding opportunities for nurses
to lead and diffuse collaborative improvement efforts. As leaders for the microsystem (unit)
Nurse Managers are uniquely positioned to affect the outcomes of their work units, meeting
quality and safety objectives. They need to be able to blend technical, managerial,
communication, and relationship skills to promote quality and safety outcomes and require
support for their role in leading and cultivating front line improvement. Despite making progress
in improving safety in healthcare, patient harm still occurs (Chassin & Loeb, 2013).
Purpose

The global aim of this project is to evaluate the impact of a team coaching model
intervention on Nurse Managers' leadership development through enhanced knowledge and skill
in quality improvement and outcomes of care. Sub aims of this project are (1) to evaluate the
change in knowledge, abilities and skills over time and (2) to describe themes of leadership
development from Nurse leaders who completed the program using final coaching development

plans and focus group.

Design/Setting/Participants

This project used a mixed method quality improvement design with a survey
(quantitative) and focus group (qualitative) approach. Participants were five Nurse Managers in
the acute care division of a multidivisional academic medical center in the Veterans Health

Administration (VHA) in Roxbury Massachusetts.
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Intervention

Coach the Coach (eCTC) program sponsored by the Dartmouth Institute Microsystem
Academy, a 5-month intensive, dynamic, and highly interactive experiential learning series
blending electronic and face-to-face formats to develop team coaching knowledge, skills, and

abilities.

Results

At the completion of the program (N=5) there were statistical differences in some of the
variables, mainly in the improvement skills and measurement groups. There were no significant
differences in the opinion or relationship groups of variables. There was significant change in
12/23 responses in the skills group and 4/12 responses in the measurement group. 6 months after
completion of the program (N=3) analysis of the data of three points of time (pre (time 1), post
(time 2) and 6 months’ post (time 3), determined the same results. There were no significant
differences in the opinion or relationship groups as a whole and there was significant change in

in the skills group and measurement group.

Themes emerging from the focus group were (1) structure, accountability and
encouragement (2) personal leadership skill development and (3) the art and science of coaching

was not infused into the day to day work of the nurse manager. .

Conclusions
Leaders at all levels can influence improvement at the front lines of care. A reflective
team coaching model is beneficial to the leadership development of Nurse Managers but requires

an organizational structure that supports continued reinforcement and application of the
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knowledge into daily practice. Creating a culture where improvement work truly becomes part of
what leadership does is possible but takes commitment and help from all leadership levels.
Implications for Practice

Nurse Managers need a variety of tools to be successful in managing and leading their
units. Reflective team coaching is an effective leadership strategy for Nurse Managers to gain
knowledge and skills in the science of improvement and develop skills in the art of coaching
improvement within the context of a supportive culture. The skills associated with the art of
coaching improvement are useful in many situations involving group dynamics. Incorporating
reflective team coaching into leadership development plans for Nurse Managers can assist in

creating the conditions to cultivate front line quality and safety improvement capability.

Nature and Significance of the problem

Ensuring quality and safety in healthcare is a problem because we continue to cause harm
in medical care in our healthcare systems (IOM, 2007). Compounding the quality and safety
concerns, inefficient systems of care contribute to the high cost of health care in the United
States. Optimizing systems to reduce preventable harm is a national priority (AHRQ, 2015).
The Institute of Medicine (IOM) reported medical errors cause up to 98,000 deaths and more
than 1 million injuries each year in the United States at an estimated cost of $50 billion per year
(IOM, 1999). Van den Bos et al. (2011) estimate that the annual cost of measurable medical
errors that harm patients was $17.1 billion in 2008. One of every 25 inpatients in acute care
hospitals has at least one health care associated infection (Magill et al., 2014). Even with
progress in safety improvements, there is more than can be done. There has been a 17 percent
reduction in hospital acquired conditions from 2010 to 2013. Hospital patients experienced 1.3

million fewer hospital acquired conditions (HACs) over the 3 years, approximately 50,000 fewer
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patients died in the hospital because of the reduction in HACs, and approximately $12 billion in
health care costs were saved from 2010 to 2013. (AHRQ, 2015). Caring for the health and well
being of people is important work and we have to do a better job of doing so safely and reliably.

The clinical microsystem is a framework to assess and evaluate the structure, process,
and outcomes of care (Mohr & Batalden, 2002). Nurse Managers are leaders for the
microsystem (unit) and ensure that the unit meets quality and safety objectives. Uniquely
positioned to affect the outcomes of their work units, Nurse Managers need to be able to blend
technical, managerial, communication, and relationship skills to promote quality and safety
outcomes.

However, research suggests that they often do not have adequate leadership skills to do
so (Djukic, Kovner, Brewer, Fatehi, & Jun, 2015; Riles, Dis, Miller & McCullough, 2010). The
Institute of Medicine (IOM, 2010) recommends expanding opportunities for nurses to lead and
diffuse collaborative improvement efforts. Nurse Managers need support for their role in leading
and cultivating front line improvement.

Team coaching, a three phase model which incorporates theory, lived experiences of
practitioners and experiential learning, is an effective method of increasing the improvement
capability of frontline staff (Godfrey, 2013). This means creating an environment in which the
frontline staff understand the structure, processes and outcomes of care in their clinical
microsystem, can identify areas needing improvement and participate in efforts to coach these
improvements. Nurse Managers need to be confident in their own knowledge and skills in
quality improvement to create this supportive environment for frontline staff. Therefore, the
purpose of this project is to evaluate the impact of a team coaching model on Nurse Managers'

skill and confidence in cultivating front line improvement.
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Background

Although one of the recommendations of the Institute of Medicine is to expand
opportunities for nurses to lead and diffuse collaborative improvement efforts (Institute of
Medicine, 2010) it is unclear if the structure to support this capability currently exists in acute
care settings. Do we have the structure to support high performing clinical microsystems in the
acute care units?

A clinical microsystem is a small group of people who work together on a regular

basis to provide care to discrete subpopulations of patients. It has clinical and

business aims, linked processes, and a shared information environment and it

produces performance outcomes. Microsystems evolve over time and are often

embedded in larger organizations. They are complex adaptive systems, and as

such, they must do the primary work associated with core aims, meet the needs of

their members and maintain themselves as clinical units. (Nelson, Batalden &

Godfrey, 2007, p.7)

Leadership at all levels of the organization can affect the approach to deliver care at the
front line. While the strategic direction for the organization may be towards a patient centered
approach to care, front line staff need time, strategy, processes and tools to deliver quality care.
Staff, Nurse Managers and those who supervise Nurse Managers need new knowledge to
improve care. Just as there are traits associated with high performing organizations, so too are
there characteristics of a high performing clinical microsystem (Nelson et al. 2002). The context
of the relationships, care processes and improvement efforts occurring in our healthcare system

matters.
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The Nurse Manager has to connect the ideas and priorities and organizational strategy to
the operations to lead the work. There is a gap between the top of the organization and an
individual front line care unit. Focusing on the customer, the patient, and the main priorities of
the senior leaders and working with the unit to understand how their work fits into those
priorities can narrow the gap. The Nurse Manager is the one who best knows the patient's
journey and it is important for the manager to own the responsibility for that journey (Parand,
Dopson, Renz & Vincent, 2014). Nurse Managers need the skills to assess the unit so that the
unit can work on what matters most to them.

This gap in organizational alignment (Foster, Johnson, Nelson, & Batalden, 2007) is the
"middle management problem" (M. Godftrey, personal communication, 11/4/14) where there
needs to be total alignment from the top to the bottom of the organization. Focusing on and
linking organizational priorities and microsystems work is an expectation of the manager in the
middle. Identifying what really matters and working in a team approach to solve problems does
not just happen naturally. People need to be developed. “If it is not a requirement that leaders
know how to improve work and to facilitate the development of those whom they supervise, how
will we ever change?” (P. Batalden, email correspondence 10/23/14).

Available Knowledge
Literature Review

The computerized databases, PubMed, CINAHL, Google Scholar and PsycInfo were
used to review the literature. Date ranges were not restricted however only studies published in
English were reviewed. A Boolean search using AND and OR was used. Keywords clinical
microsystem(s), performance, excellence and quality improvement were used initially. Further

refinement of the searches included additional keywords such as Nurse Manager and leader. An
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additional search was done to explore the coaching component using key words Nurse Manager,
team, coaching, shared governance and autonomy. References cited in articles from the initial
searches were used and offered an additional source for review, as were the resources of the
Clinical Microsystem website. (www.clinicalmicrosystem.org)

Synthesis of the literature

Clinical Microsystems. At times, organizational priorities and the work of the
microsystem do not align and may compete for scarce resources (Williams, Dickinson, Robinson
& Allen, 2009). In a review of microsystems approach in the National Health Service (NHS),
the publicly funded healthcare system of England, Williams, Dickinson, Robinson and Allen
(2009) identified strengths in the microsystems approach such as a potential culture shift towards
ongoing change. The authors highlighted the potential struggle with a microsystem and external
forces and having to manage change driven from outside the microsystem (meso or macro
systems) and the internally driven changes/improvement that the unit feels are priorities.

Transformation is a process as opposed to something that happens all at once. The
conclusion that transformation occurs over time with iterative changes sustained and spread
across an organization has been noted numerous times. (Lukas et al. 2007; Davies, personal
communication, 10/24/14.; Kabcenell, Nolan, Martin & Gill, 2010)

The clinical microsystem is a framework to assess and evaluate the structure, process,
and outcomes of care. (Mohr & Batalden, 2002). High functioning microsystems are the
building blocks of an organization (Nelson et al., 2002) contributing to the overall success of the
organization. Stanford Hospital and Clinics (Stanford, California) employed a strategic approach
of holding leaders of clinical microsystems accountable to improve performance on the Joint

Commission core measures with results showing holding clinical microsystems accountable for
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improving unit performance proved beneficial to macrosystem performance of the Joint
Commission core measures. In the first year of the initiative (2007), the 24-metric composite
compliance score for all four core measures increased from 64% to 82%. An additional benefit of
the success was improved competencies and confidence of individual microsystems and
improvements have now become part of daily work (Pardini-Kiely, Greenlee, HopKins,

Szaflarski, & Tabb, 2010).

A study of 79 academic medical centers found that one of the common qualities of top
performers is the presence of accountability systems for quality and safety at both the
microsystem and macrosystem levels. Common qualities shared by top performers included a
shared sense of purpose, a hands-on leadership style, accountability systems for quality and
safety, a focus on results, and a culture of collaboration (Keroack et al., 2007).

Context matters in the success of quality and safety initiatives. A study conducted by
Dartmouth researchers used a comparative case study and evaluative design with leadership
development and an internal improvement collaborative as interventions to apply microsystems
processes and tools in two different settings. Main findings of this study were that clinical
microsystem tools and processes were successfully adapted to the local context and supported
development of improvement capability with measured improvement (Godfrey, Melin,
Muething, Batalden, & Nelson, 2008). A systematic review of business and health care literature
to identify contextual factors that might influence QI success found leadership from top
management, organizational culture, years involved in QI, and data infrastructure/information
systems were associated with quality improvement success. (Kaplan et al., 2010).

The field of improvement sciences in healthcare is still relatively new, the terminology

used is highly variable and there is a need for ongoing research (Stevens & Ovretveit, 2013;
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Kaplan et al., 2010; Parand, Dopson, Renz, & Vincent, 2014). In a consensus document of
priorities for future research in improvement science , high performing clinical
systems/microsystems approaches to improvement were identified as one of the categories for
further exploration. Strategies or research topics within this category included frontline provider
engagement, unit based quality teams and sustaining improvement and improvement processes.
(Stevens & Ovretveit, 2013).

Quality and Safety. Leaders and managers have an essential role in creating an
environment in which quality and safety are priorities and continuous improvement is part of the
work. (Tucker & Edmonson, 2003; Pronovost, et al, 2004; Tucker, 2007; McSherry, Pearce,
Grimwood, & McSherry, 2012). In a study to determine the conditions under which front line
employees take initiative to improve their work, Tucker (2007) found a positive correlation with
psychological safety and front line system improvement. Creating a work environment where it
is safe to discuss operations failures supports employees and may result in higher improvement
efforts by front line staff. The relationship between supportive leadership styles and positive
patient safety outcomes is beginning to be reported (Wong, Cummings, & Ducharme, 2013).

In the Geisigner ProvenCare model, Nolan, Wary, King, Laam & Hallick (2011)
described how performance improvement could be incorporated into the shared governance
model with benefits of sustainable practice improvements (efficiency, reliability of process),
staff satisfaction, and further elevation of the professional practice model.

Nurse Managers/Quality and Safety. As the nurse leaders closest to the patient, Nurse
Managers have a pivotal role in quality and safety. "Nursing has a primary leadership function
for ensuring patient safety and achieving high quality in health care organizations" (Riley, 2009,

p-238). In discussing high reliability clinical microsystems Riles, Dis, Miller and McCullough
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(2010) noted that it is imperative for leaders to supplement technical skills with non-technical
skills and designed processes, all embedded in a culture of safety to achieve high reliability.
Nurse Managers need to be able to blend technical, managerial, communication and relationship
skills to develop highly reliable units promoting quality and safety but do not always have the
tools to do so.

Context matters in the success of quality and safety initiatives. "Building improvement
capability is not only about skill building; it also includes creating an environment in which
frontline staff can identify and participate in needed improvements” (Munch, 2015). There is a
mismatch between what Nurse Managers are prepared and expected to do (Djukic, Kovner,
Brewer, Fatehi, & Jun, 2015). A study of early career front line Nurse Managers found that only
one in three reported being prepared with quality improvement skills. Areas that need significant
improvement include repeating the improvement cycles, including measurement of current
performance, applying QI tools and methods and monitoring sustainability of improvements
(Djukic, Kovner, Brewer, Fatehi, & Jun, 2015).

The Nurse Manager or nursing director is responsible for communicating and
operationalizing the organization’s QI goals and processes to the bedside nurse, identifying
specific nurse sensitive indicators that need improvement according to his or her particular
patient population, and coordinating QI processes to improve these at the unit level (Barnard &
Hannon, Ch. 2). Moran et al., (2002) found Nurse Managers develop leadership skills by
default, informally gaining the skills needed in fragmented programs. Administrators ask senior
nurses to take on leadership positions but rarely assist in ensuring that the nurse leaders have the

tools and training required to perform their job well (Swearingen, 2009).
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Emphasis on the local context of the improvement work is a central premise in successful
team coaching, being aware of what supports or hinders improvement work. Being familiar with
the organizational culture and history, learning about and responding to local concerns and
tailoring process improvement guidance to change teams are important functions of a coach.
Two studies found knowledge of the local context and tailoring advice to teams and leaders as
important to coaching. (Godfrey et al, 2014; Gustafson, 2013). Organizational support ranged
from managers showing interest and encouragement to a culture of innovation with leadership
making time, finances resources available to teams.

Nurse Managers are frequently recommended for leadership roles based on strong
clinical skills. However, strong clinical expertise does not translate to managerial success
without additional knowledge and skills. Educational gaps in quality improving and competency
in caring for patients and staffing from a systems perspective are areas where managers need
help.

What is missing in the literature is discussion of the Nurse Manager and quality
improvement coaching. Strating and Nieboer (2012) found teams with a manager on the team
scored higher on perceived effectiveness of improvement activities but little is known about the
impact of improvement coaching and Nurse Managers. Team coaching may be a way for Nurse
Managers to gain confidence in improvement skills that could translate to safe and effective
processes on the patient care unit

Coaching. Much of the literature related to Nurse Managers and coaching dealt with
performance coaching or personal executive coaching. Stefancyk, Hancock & Meadows (2013)
discussed the Nurse Manager as a change coach in an exemplar of the American Organization of

Nurse Executives’ Care Innovation and Transformation (CIT) initiative concluding managers
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need to be able to move between the role of the change agent and change coach depending upon
the situation. Five themes emerged in the review of Nurse Managers, team coaching and quality
improvement: (1) the benefit of coaching for improvement teams, (2) context matters, (3)
importance of organizational support in the effectiveness of improvement initiatives, (4)
coaching as helping/encouragement and (5) managers need help in creating environments
conducive to improvement.

Certain behaviors, skills and functions associated with coaching contribute to successful
improvement endeavors. Coaching skills include not only technical factors, sharing knowledge
of quality improvement techniques and tools, but also the human and organizational factors that
are part of change efforts.

Coaching as helping and encouraging was another theme in the literature. While the role
may have been referred to as coach, facilitator or advisor, the behaviors were similar (Thor,
Wittlov, Herrlin, Brommels, Svensson, Skar, & @vretveit, J., 2004, Schein, 2011; Schein 2013;
Godfrey, Thor, Nilsson, & Andersson Gére, 2013). Helping teams apply improvement tools,
stay focused on the goal, see different perspective through reframing questions, and offering
encouragement were behaviors seen as supporting effective improvements.

Managers need to be confident in their own knowledge and skills in quality improvement
to create this supportive environment for frontline staff. Team coaching, a three phase model
which incorporates theory, lived experiences of practitioners, and experiential learning, is an
effective method of increasing the improvement capability of frontline staff (Godfrey, 2013) but
its effect on Nurse Managers in not known. Godfrey (2013) describes the team coaching model
as a guided pathway for coaches to activate leaders and members of the microsystem through

three phases of team coaching that promotes experiential learning, incorporates theory and lived
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experiences of practitioners with a specific aim to cultivate improvement capability of the
frontline staff. The beauty of the model is that it is responsive to the local context.

Two studies used team coaching and improvement collaboratives as interventions.
(Godfrey, Andersson Gére, Nelson, Nilsson & Ahlstrom, 2013: Godfrey, Thor, Nilsson &
Andersson Gére, 2013). In one study programs were designed with two national improvement
collaboratives (Cystic Fibrosis Centers (CF) and Intensive Care Nurseries (ICN)) using the
Dartmouth Microsystem Improvement Curriculum (DMIC) and team coaching actions.
Participants included coaches (n=9), coachees (n=382) and unit leaders of the clinical
microsystems in the collaborative (n=30). The main finding of this study was the improvement
teams' positive perception of team coaching. Based on the findings of this study a hypothesis
surfaced that team coaching could help develop improvement capabilities in interprofessional
teams. A subsequent study was designed to test this hypothesis.

This subsequent study was a quasi-experimental intervention study with a pre-post design
in an improvement collaborative setting with randomized team coaching using surveys,
interviews and pre/post test. An intervention pilot was conducted within a patient safety
improvement collaborative involving seven health care improvement teams from three hospitals
in Sweden. All seven teams received the improvement collaborative intervention but were
randomized to the intervention of team coaching (n=3) or not (n=4). Pre/post test results showed
the intervention group had a greater acquisition of improvement skills on the Quality
Improvement Knowledge Application Tool (QIKAT) than the usual collaborative group.

Four key findings of Godfrey's thesis are:

1. An understanding of the clinical microsystem by all interprofessional staff is where

improvement capabilities can be enhanced with specific actions.
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2. Leaders from the clinical microsystem to the top of the organization play critical roles

in creating the conditions throughout the organization to support successful improvement.

3. Frontline staff need help in developing new habits of providing care and improving

care

4. Coaching the interprofessional improvement teams in developing new skills is

beneficial according to both frontline microsystem members and microsystem leaders

(Godfrey, 2013, p95).

Framework
The VA Boston Healthcare System uses the Baldrige Framework for Performance
Excellence in conjunction with the VA Blueprint for Excellence for improving organizational
performance. Strategies and criteria of the Baldrige and VA frameworks align with the
success characteristics of high performing microsystems
The Baldrige Excellence Framework.

The Baldrige Excellence Framework is a leadership and performance management
framework based on core values and concepts that represent beliefs and behaviors found in high-
performing organizations. These include:

. Systems perspective

. Visionary leadership

. Patient-focused excellence

. Valuing people

. Organizational learning and agility
. Focus on success

. Managing for innovation
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. Management by fact

. Societal responsibility and community health
. Ethics and transparency

. Delivering value and results

The Baldrige Healthcare Criteria for Performance Excellence include leadership,
organizational strategy, customers, measurement, analysis and knowledge management,
workforce, operations/process management and results. Using the Baldrige framework, the
organization evaluates and improves processes along four dimensions:

*Approach: How systematic are your key processes?

*Deployment: How consistently are your key processes used throughout your organization?
*Learning: Have you evaluated and improved your key processes? Have improvements been
shared within your organization?

Integration: How do your processes address your current and future organizational needs?

Results are evaluated along four dimensions:

*Levels: What is your current performance?
*Trends: Are the results improving, staying the same, or getting worse?
*Comparisons: How does your performance compare with that of other organizations or with

benchmarks?

16

Integration: Are you tracking results that are important to your organization? Are you using the

results in organizational decision making?
Improvement tools focus on results, use a team approach, require management by fact, are
customer and market focused and require strong leadership for long-term effectiveness.

(Baldrige Performance Excellence Program, http://www.nist.gov/baldrige)
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Clinical Microsystems

Clinical microsystems theory is based on systems theory and the work of James Brian
Quinn (1992). Quinn studied successful companies in the service industry to see what they were
doing to achieve high quality, positive reputation and financial growth. He found that these
organizations were focused on the front line relationships as the connection between the point of
service and the organization's values, goals and objectives. Quinn termed this front line activity
as the "smallest replicable unit", the basis for clinical microsystem research.

Donaldson and Mohr (2001) led a project supported by the Robert Wood Johnson
Foundation (RWJF) with the aim of identifying best practices in small clinical units across North
American that enable health care microsystems to continuously improve the quality of care.
Using a cross case analysis approach, structured interviews were used to collect data from 43
microsystems providing primary and specialty care, hospice, emergency, and critical care. Based
on surveys and telephone interviews carried out by Donaldson and Mohr, they identified eight
themes in these units, noting that it is possible that the most effective micro-systems will
demonstrate a high level of performance in each of these themes.

Mohr and Batalden (2002) used this work to develop a tool to assess the functioning of a
microsystem. The authors noted limitations such as the need for further empirical testing for
each of the characteristics and further testing/validation of the instrument, but concluded that the
tool in its present state can provide valuable insights for a unit to focus improvements. Nelson,
Batalden and Godfrey (2007) furthered this work with 20 clinical microsystems in a cross
sectional observational study using qualitative methods (interviews, observations, medical record

and financial review). They confirmed the eight characteristics consistent with the findings of



TEAM COACHING MODEL AND NURSE MANAGERS 18

Donaldson and Mohr and expanded it to ten characteristics of high performing clinical
microsystems.
The Success Characteristics associated with high performance are

1. Strong Leadership

2. Great Organizational Support

3. Focus on Staff (Professionals)

4. Education and Training of Staff

5. Interdependence of Care Team

6. Performance Result Focused

7. Process Improvement Focused

8. Patient-Centered (Patient Focus)

9. Community and Market Focus

10. Information & Information Technology Orientation

Translating the leadership criteria to the front line staff involves communicating the

organizational vision to the clinical microsystem to understand how the unit fits into that vision
and how the unit contributes to the outcomes of the organization. Nurse Managers link
organizational strategy to the microsystem and make sure the clinical microsystem goals are
aligned with the larger organization (macrosystem). Components of the customer criteria
include being patient centric, focusing on the patient experience, using feedback to drive
improvement are components of the customer criteria. What is important to customers, internal
and external, should be the basis for the microsystem work. Measurement, analysis, and
knowledge management relates to how well information is used and shared; are we measuring

what is important and sharing the plans and outcomes with everyone? For Nurse Managers at
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the frontline of care, workforce is aligned with shared governance, retention, recognition of staff,
satisfaction and professional development. Operations/process management, the pursuit of
continual process improvement and focusing on what the customer wants and results involves
learning from results.

A study comparing the Baldrige criteria and the success characteristics of high
performing microsystems to determine if the two could better inform each other found that both
cover areas critical to high performance (Foster, Johnson, Nelson & Batalden, 2007). The
comparison of the two frameworks supported the microsystems success characteristics as being
consistent with Baldrige criteria in assessing success. Since the Baldrige criteria are considered
a gold standard in performance excellence, this study supports the success characteristics as a
method to assess high performance.

Many of the elements critical to successful transformation of patient care identified by
Lukas et al. (2007) are consistent with the Baldrige Criteria and the success characteristics of
high performing microsystems. These include (1) Impetus to transform; (2) Leadership
commitment to quality; (3) Improvement initiatives that actively engage staff in meaningful
problem solving; (4) Alignment to achieve consistency of organization goals with resource
allocation and actions at all levels of the organization; and (5) Integration to bridge traditional
intra-organizational boundaries among individual components.

Blueprint for Excellence. Blueprint for Excellence is a series of strategies and actions
designed as the framework for a major transformation of the Veterans Health Administration
(VHA) to a health-care system where veterans come first, and where timely, high-quality health
care is provided consistently that will help VA rebuild trust, improve service delivery and set a

course for long-term excellence and reform. It includes four themes and 10 essential strategies
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intended to address the current performance of VHA, developing a positive service culture,
transitioning from sick care to health care, developing agile business systems and management
processes. (Veterans’ Health Administration, 2014).

The themes and strategies of the Blueprint for Excellence are aligned with those of the
Baldrige criteria and success characteristics of high performing microsystems.

Theme 1: Improve performance is aligned with the patient focus, information & information
technology, performance results and process improvement characteristics of microsystems and
leadership, organizational strategy, customers, measurement, analysis and knowledge
management, workforce, operations/process management and results in the Baldrige criteria.
Theme 2: Promote a positive culture of service is aligned with patient focus, staff focus, and
education and training characteristics of microsystems and customer, measurement, analysis and
knowledge management and workforce in the Baldrige criteria.

Theme 3: Advance Healthcare Innovation for Veterans and the country is aligned with
information & information technology, patient focus, and interdependence characteristics of
microsystems and organizational strategy, customers, measurement, analysis and knowledge
management, workforce, operations/process management and results in the Baldrige criteria.
Theme 4: Increase Organizational Effectiveness and Accountability is aligned with Leadership,
organizational support, performance results, process improvement and information &
information technology in the microsystems model and organizational strategy, customers,
measurement, analysis and knowledge management, workforce, operations/process management
and results in the Baldrige criteria.

Figure 1 illustrates the three frameworks and overlap of the models. The Baldrige

framework is the overarching framework for any organization, the VA Blueprint is specific to
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one organization and the clinical microsystem is the framework to translate the excellence
models to the frontline of care.

Figure 1
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Coach the Coach Model
The foundations of Coach the Coach (eCTC) coaching model are clinical microsystems,
systems of profound knowledge and coaching as helping. While Quinn (1992) found that senior
leadership in the successful service sector industries focused on the smallest replicable unit that
was not the case in healthcare. Healthcare leaders did not make the connection of the
microsystem excellence and organizational excellence. Whereas healthcare has traditionally
relied on professional knowledge to make improvements, this knowledge alone is not enough for

the transformational changes needed in today's healthcare system. Deming's System of Profound
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Knowledge (Deming, 1993) provides a framework to help make the connection between the
microsystem and the large organization (macrosystem).

Deming's System of Profound Knowledge brings knowledge of quality, management and
leadership into four interrelated areas: appreciation for a system, knowledge of variation, theory
of knowledge and psychology. (https://www.deming.org/theman/theories/profoundknowledge).
Components of this system are embedded in improvement work. A system, as a network of
interdependent components that work together to try to accomplish the aim of the system, is
describing microsystems within an organization. Distinguishing between normal and special
cause variation, as well as understanding its causes and predicting behavior, is critical to being
able to identify and remove barriers in the system. Theory of knowledge says learning needs to
be continual and organization-wide. Theories need to be developed, applied and tested to
advance knowledge such as PDSA cycles, which are the basis for improvement models (Deming
1993; Langley, Nolan, Nolan, Norman & Provost 1996). The final body of knowledge
psychology deals with understanding people, what motivates them and makes them want to do a
good job. Management's job is to create an environment of trust, relationships, interdependence
and pride of workmanship. Over 80% of the reported benefit of coaching was related to the
personal experience of learning and practicing improvement (Godfrey, Thor, Nilsson, &
Andersson, 2013). Group perspectives in collaboratives described the category of helping as the
most beneficial (Godfrey, 2013). Schein (2001) describes helping as a complex phenomenon, a
social process, with some help being helpful and some not. He suggests that the "problematic
dynamics of the helping relationship can be ameliorated by engaging in an active but humbling
inquiry process" (Schein, 2011, p. 83). Coaching as helping is based on the work of Edgar

Schein's ten essential principles of process consulting and humble inquiry (Schein, 2011, 2013).
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Schein describes helping as a complex phenomenon, a social process, with some help being
helpful and some not.

Methods
Intervention

Five Nurse Managers from the acute care division of the VA Boston Healthcare System
their direct supervisor and myself, attended the Coach the Coach (eCTC) program sponsored by
The Dartmouth Institute Microsystem Academy.

Coach The Coach (eCTC) is a five (5) month intensive, dynamic, and highly interactive
experiential learning series blending electronic and face-to-face formats to develop team
coaching knowledge, skills, and abilities. Central to eCTC is "The Team Coaching Model" with
three phases of coaching activities. This team coaching model is unique and specific to groups of
interdisciplinary healthcare professionals interested in making improvements in healthcare and is
used to assist the participants to grow and develop in their coaching role. As part of the program,
each nurse manager coached an improvement team from another unit. Two of the managers
coached a team with only nursing staff members and three coached teams with interdisciplinary
team members.

The overall aim of eCTC is to improve value, safety and quality of healthcare outcomes
through development of team coaching knowledge, skills and abilities to coach front line
interdisciplinary clinical and supporting microsystems with knowledge, processes, and tools
including the Dartmouth Microsystem Improvement Curriculum.

Expected outcomes of the program are development of

* Knowledge and skills in Clinical Microsystems fundamentals.
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* Knowledge, skills and abilities in the art and science of coaching interdisciplinary healthcare
groups to engage in healthcare improvement and improve group dynamics.
* A coaching plan for personal and professional development in coaching front line groups in
healthcare improvement to result in improved outcomes for patients, families, staff and
organizations. (https://clinicalmicrosystem.org/ecoach-the-coach)
Study of the intervention

This is a mixed method study using a survey tool (quantitative) and focus group
(qualitative). Mixed methods is “research in which the investigator collects and analyzes data,
integrates the findings and draws inferences using both qualitative and quantitative approaches or
methods in a single study or program of inquiry" (Tashakkori & Creswell, 2007, p.4).
Advantages of a mixed method approach include complementarity, practicality, incrementality,
enhanced validity and collaboration (Polit & Beck, 2012). In this study, a mixed method
approach was chosen because the finding from one approach (quantitative) can be greatly
enhanced with a second source of data (qualitative). This study used an explanatory design with
the quantitative data collected in the first phase followed by the qualitative data. The qualitative
data from the second phase were used to build on or explain the quantitative results from the first
phase (Polit & Beck, 2012).
Aims

The global aim of this project was to evaluate the impact of a team coaching model
intervention on Nurse Managers' leadership development through enhanced knowledge and skill
in quality improvement and outcomes of care. Sub aims of this project were (1) to evaluate the

change in knowledge, abilities and skills over time and (2) to describe themes of leadership
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development from participants who have completed the program via final coaching development
plans and focus group.
Sample

Convenience sampling was used with the same participants in both components of the
study. Nurse Managers in the acute care setting of the VA Boston Healthcare System were
advised of the opportunity to attend the program and the first five who volunteered were
selected.

Evaluation

A modified Quality Improvement Assessment (QIA) was used to evaluate the effect of
this team coaching model intervention on Nurse Managers' knowledge and skill in quality
improvement and outcomes of care. As part of the eCTC program, Nurse Managers consented
to complete the tool online before beginning the program, at the end of the program and 6
months after completion of the program. The aim of this survey was to track changes in
improvement knowledge and skills related to the coaching program. The data was obtained from
The Dartmouth Institute Microsystem Academy who administered the surveys and final
deliverable documents of the program. Consent of the Nurse Managers for the release of the
information to be used for this study was obtained.

For the focus group portion of the evaluation, a moderator guide was developed with a
semi structured interview approach aimed at understanding the Nurse Manager's perspective of
the impact of the program and their experience in coaching an improvement team. An
independent moderator led the 60-minute discussion. The participants were informed that the
session was voluntary and choosing not to participate would have no impact on their Nurse

Manager role. The session was recorded to assist in the transcription of the themes and
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perspectives of the focus group. The use of a focus group moderator instead of my conducting
the focus group was an attempt to decrease any bias or hesitancy of open conversation. The
group was informed that I would be reviewing the transcript of the discussion which have
impacted their responses.
Ethical considerations/Human Studies

Prior to commencing the project, ethical clearance was sought from the VA Boston
Healthcare System Institutional Review Board (IRB). Since this is a quality improvement
project, it was exempted from full IRB review to complete the study. Before being considered
for publication, it will be submitted to the IRB. One of the potential risks included the power
relationship between the author and participants. In addition, the focus group digital recordings
might result in directly or indirectly identifying the individual participants. An independent
focus group moderator was used to minimize potential bias. Informed consent was obtained
from all participants and the digital recordings were transcribed by 3Play Media, on online
transcription service, prior to being analyzed.
Measures/Method of Evaluation

The survey data, final coaching development plan documents and team coaching
experience reflections, originally collected by the Dartmouth Institute, were maintained in an
electronic file by the author, backed up on a thumb drive. The password protected files were
sent to the author from the Institute via email; the password was sent in a separate email
message. The information was only used by the author(s) for the purpose of this study. The
survey was completed at the beginning of the program, the completion the program and 6 months
after completion. The Internet survey link was distributed to each Nurse Manager who

participated in the program.
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Quantitative. All five Nurse Managers completed the surveys at the pre-intervention
and post intervention period. Only three of the Nurse Managers completed the pre, post and 6
month surveys. Because of this the data was reviewed as two sets, one with 5 participants and 2
points of time and one with 3 participants and 3 points in times. The responses in the pre
coaching group were coded as “p” responses, the post coaching group were coded as “r”
responses and the after 6 months’ group were coded as “s” responses. IBM SPSS Version 21.0
was used to analyze the quantitative data. For the surveys completed by all Nurse Managers
(pre/post) the quantitative analysis of the surveys was reported for each item at the descriptive
level, and differences between the two points in time were analyzed using Wilcoxon signed
ranks test. It is used to compare two sets of scores that come from the same participants and is
used to investigate changes in scores from one point in time to another.
A p-value <0.05 was considered statistically significant. The responses were grouped into
categories.
Opinion N=2
Improvement Skills and Tools N=23

Measurement Skills and Tools N=12

Relationships/Communication N=8

The second set was analyzed using repeated measures ANOVA. This test is selected to
determine changes over time at three of more data points. Variables where data was missing
were eliminated; with only three points of time, any missing data resulted in less than 3 points of
measure. A p-value <0.05 was considered statistically significant. The responses were grouped
into similar categories.

Opinion N=2
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Improvement Skills and Tools N=22
Measurement Skills and Tools N=10

Relationships/Communication N=8

Qualitative. Final deliverable documents were analyzed using an iterative process, coding for
concepts. The data from the quantitative and final deliverable documents’ analysis informed the
moderator guide for the focus group. The moderator guide served as a framework to
determine the perspectives of the participants of the coaching program with the goal of
getting responses to predetermined questions. The exploratory approach involved reading
and re-reading, coding the data and interpreting themes emerging from the data. The
qualitative analysis of coding and condensing data to create categories and themes of the focus
group transcript was performed by the author and the moderator independently in the first round.
They then shared their findings and discussed any discrepancies and reached agreement on the
categories and themes. The author and moderator addressed the difficulty with coding data from
a small number of participants which is discussed in the limitations section. The author and
moderator reviewed the text to identify patterns and categories, and then synthesized them into
three main themes. The creation of categories and themes was performed by the author and
moderator (JC and DG) independently to strengthen the validity of the analysis (Krippendorff,
2013).
Results

Quantitative

The Wilcoxon signed-rank test showed that at the completion of the program, there were
statistical differences in some of the variables, mainly in the improvement skills and

measurement groups. There were no significant differences in the opinion or relationship groups
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of variables. There was significant change in 12/23 responses in the skills group and 4/12

responses in the measurement group.

Improvement Skills and Tools

Table 1

Test Statistics*
d- r5- @- 8- 8- M0-1r r12- 13- r14- r5- G- M7- 8- 20- 2 r22- r23- r24- 127- 28- r25- 30 -
pd pd p8 p9 p10 p p12 p13 p14 pi5 pi6 pi7 piS p20 p21 p22 p23 p24 p27 p28 p23 pIWD
458 038 038 059 059 041 038 0653 038 059 038 025 038 046 066 085 083 046 030 059 065 059 034
The variables with significant differences are indicated the table below.

Table 2

mean pre mean post significance
2.8 4.2 Use brainstorming and multi voting in meetings 0.038
1.6 4 Assess the 5Ps 0.038
1.8 3.6 Create process maps (flow charts) 0.041
2.4 4 Develop specific aim statements 0.038
2.4 3.8 Identify evidence-based practice for change ideas 0.038

2 3.6 Develop PDSA cycles (Plan-Do-Study-Act) 0.038

1.4 3.6 Develop SDSA cycles (Standardize-Do-Study-Act) 0.025
1.4 2.8 Create plays for playbooks (Standard operating procedures) 0.038
2.2 3 Use LEAN improvement knowledge and tools 0.046
1.2 2.8 Create and use driver diagrams, including outcome measures 0.046
1.2 3.2 Mesosystem Improvement including feed forward and feedback data 0.039
1.2 3.6 Explore the Ladder of Inference 0.34

Measurement Skills and Tools

Table 3

Test Statistics?

r31-p31 r32-p32 r33-p33 r34-p34 r35-p35 r36-p36 r37 - p37 r38 - p38 r39 - p39 r40-p40 rd1-pd1 r43 - p43

.059

.041

.357 .038 .063 .039 .059 .059 .066 .039 .066

.357

a. Wilcoxon Signed Ranks Test

b. Based on negative ranks.
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Table 4

mean pre mean post significance
1.8 3.6 Use Microsoft Excel (basic / fundamental skills) 0.041]
1.6 4 Collect data using tick and tally sheets 0.038
1.4 3.4 Differentiate process, outcome, and balanced measures 0.039

Create and interpret Data walls and Dashboards to track improvement

1.2 3.4 overtime 0.039

In the analysis of the data of all three points of time (pre (time 1), post (time 2) and 6

months post (time 3), a repeated measures ANOVA determined there were no significant

differences in the opinion or relationships/communication groups of variables. There were

significant differences in the skills and measurement groups. In the skills group there was a

significant difference between time 1 and time 2 and time 1 and time 3. There was no significant

difference between time 2 and time 3. Similar to the analysis of the pre/post data, summary of

the means at each point in time for the three Nurse Managers who completed all of the surveys

demonstrate improvement mainly in the skills and measurement groups.

Opinion
Figure 2
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Improvement Skills and Tools

There are significant differences between T1 and T2 and Time 1 and Time 3. There is no
significant difference between T2 and T2.
Figure 3

Estimated Marginal Means of MEASURE_1
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Pairwise Comparisons

MEASURE_1
95% Confidence Interval for
Mean Difference®
Difference (-

() time  (J) time J) Std. Error Sig.b Lower Bound Upper Bound
1 2 -1.697 A21 .005 -2.219 -1.175
3 22247 169 .006 -2.968 -1.516
2 1 1.697 A21 .005 1175 2.219
3 -.545 _ 262 , A73 ' -1.675 ' 584
3 1 2242 169 .006 1.516 2.968
2 545 .262 A73 -.584 1.675

Based on estimated marginal means
* The mean difference is significant atthe .05 level.
h. Adjustment for multiple comparisons: Least Significant Difference (equivalentto no
adjustments).
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Measurement Skills and Tools

There was a significant difference between T1 and T2 (p=.001). With such a small
sample size, the difference of T1 and T3 is significant (p=.051) although slightly above the

benchmark of < .05.

Figure 5
Estimated Marginal Means of MEASURE_1
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measurement

Pairwise Comparisons
Measure: MEASURE_1

95% Confidence Interval for

Mean Difference®
Difference (I-
() time  (J)time J) Std. Error Sig.b Lower Bound Upper Bound
1 2 -2.000" .058 .001 -2.248 -1.752
3 -2.233 524 .051 -4.487 .021
2 1 2.000° 058 001 1.752 2.248
3 -.233 536 .706 -2.541 2.075
3 1 2233 524 .051 -.021 4.487
2 233 536 .706 -2.075 2.541

Based on estimated marginal means
*. The mean difference is significant at the .05 level.

h. Adjustment for multiple comparisons: Least Significant Difference (equivalentto no
adjustments).
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Relationships/Communication

33

There was no significant difference in the relationships/communication group as a whole.

However, there were some significant differences in individual variables.

Figure 6
Estimated Marginal Means of MEASURE_1
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Pairwise Comparisons
Measure: MEASURE_1
95% Confidence Interval for
Mean Difference?
Difference (I-
() time  (J) time J) Std. Error Sig.? Lower Bound Upper Bound
1 2 -104 .03 .077 -.236 .028
3 -.033 .083 727 -.391 324
2 1 104 .031 077 -.028 236
3 .071 .053 314 -158 .300
3 1 .033 .083 727 -.324 39
2 -.071 .053 314 -.300 158

Based on estimated marginal means

a. Adjustment for multiple comparisons: Least Significant Difference (equivalentto no
adjustments).
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The table below illustrates the summary of the findings and change over time (Table 5).

Pre Post 6 months Timel-Time2 Time2-Time3

How important do you consider continuous quality improvement

4.67 3.67 4.33 a q
in your professional work? 4 T™
How confident are you that you can make a change to improve

3.00 3.67 3.67 K -
health care in your clinic? ™ -
Use effective meeting skills (timed agendas/assign meeting

3.00 4.00 433
roles) T~ T~

33 4.00 4.33 Use brainstorming and multi voting in meetings ™ ™
1.67 3.67 4.00 Assess the 5Ps ™ ™
2.67 4.00 4.33 Use data to determine improvement theme T™ T™
2.00 4.00 433

Create process maps (flow charts) ™ €™
2. 4. a.

33 00 33 Develop specific aim statements ™ ™
2.00 3.33 4.33 Create Fishbones (Cause & effect diagrams) ™ ™
233 4.00 433 Identify evidence-based practice for change ideas ™ ™
2.00 3.67 4.00 .

Adapt SmartChange Ideas to make improvements ™ ™
2.33 3.67 433

Develop PDSA cycles (Plan-Do-Study-Act) ™ T™
1.67 .67 4. a

6 3.6 33 Develop SDSA cycles (Standardize-Do-Study-Act) ™ ™
1.67 3.33 4.33 Create plays for playbooks (Standard operating procedures) ™ ™
2.33 3.33 4.33 Use LEAN improvement knowledge and tools T™ T™
2.00 3.33 433 . . .

5S (Sort, Set, Shine, Standardize, Sustain) ™ €T~
1.67 . 4. .

€ 3.33 00 Value stream mapping ™ ™
133 3.67 4.00 Create workflow diagrams/spaghetti diagrams ™ ™
133 3.33 4.00 Create and use driver diagrams, including outcome measures T™ T™

Mesosystem Improvement including feed forward and feedback
1.33 3.33 4.00

data T™ T™
1.67 3.67 4.00 . L

Manage up in the health care organization ™ T™
2. 4. 4. . .

00 00 33 Use observation skills ™ ™
133 3.00 3.33 Conduct Force Field Analysis ™ ™
133 333 4.00 Explore the Ladder of Inference T™ T™
1.67 3.67 4.00 . . A

Define measures (conceptual & operational definitions) ™ ™
2.00 4.00 4.33
Use Microsoft Excel (basic / fundamental skills) ™ ™
167 4.00 3.67 Collect data using tick and tally sheets ™ N2
167 3.67 4.33 Develop a data collection plan ™ ™
1.67 3.67 4.00 . .
Differentiate process, outcome, and balanced measures ™ ™
1.33 3.00 3.67 L
Create clinical value compass ™ T™
1. 4. .67 a
33 00 3.6 Create and interpret Run Charts ™ N2
Create and interpret ?Statistical Process Control Charts (p Charts,
1.33 3.00 3.00
XmR charts) ™ -
Create and interpret Data walls and Dashboards to track
1.33 3.00 3.67 a A
improvement over time T™ T™
1.33 3.33 3.33 . L .
Determine when to transition to “audit” of measures T™ -
0.83 0.77 0.8 . .
I am confident in my ability to elicit others’ perspectives. N2 ™
0.75 0.87 0.73 | am distinguish between interests and positions. ™ N2
0.83 0.87 0.87 I am able to recognize resistance in team members. ™ =
I am confident in my ability to use reflection in responding to
0.67 0.87 0.8 . .
resistance in team members. ™ N2
0.83 0.87 0.8 - .
| am comfortable giving negative feedback. ™ N2
I am confident in my ability to manage my emotions in the face
0.75 0.87 0.67 4
of conflict. ™ N2
0.67 0.87 08 I am confident that | can help team members manage their
. : - emotional reactions in the face of conflict. ™ N2
I am contident in my ability to apply contlict management skills
0.07 0.87 0.8 to situations involving upset or angry colleagues. T~ NJ

34
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Qualitative

Final deliverable documents from the coaching program consisted of a self-evaluation
scale, self-development action plan and team coaching experience reflections. The first part of
the self-evaluation asked the participants to rate on the scale (0-10) where you thought you
started in coaching interdisciplinary professionals at the beginning of eCTC and where you think

you are on the scale at the end of eCTC.

Participant Before  After

A
B
C
D
E

N NN R NS
U N W U1 N 0o

Median

The text from the eCTC Final Coaching Development Plan and Team Coaching
Experience Reflection were analyzed by the author using an iterative approach to determine
themes. Themes that emerged from this iterative process were: (1) learning to listen or “sit on my
hands” and not jump in to fix things, (2) effective meeting skills, (3) using the skills learned to
improve on the unit and within the system, (4) time and scheduling were challenging and (5)
coaching is not easy. The theme of learning to listen transcended from the coaching role to
something used in daily practice. “I’ve learned that you have to stop yourself from interrupting
when you think you know what the other person is saying—wait until he/she is finished speaking
and then repeat back what you think you heard to learn if it’s the same message that the other
person was trying to convey. I’ve also learned to solicit thoughts from each member of the group
about what they are comfortable with and what they feel they would like to improve on
personally, i.e. being more or less outspoken”. “The best part of this coaching experience was:

Learning to listen and not make assumptions. Have faith in others.”
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A challenge frequently noted was time. “Patient acuity along with high census were
definite factors in maintaining regular meetings” and “our pace was most impacted by the fact
that our group is comprised of healthcare workers that could not always leave the bedside when
scheduled to” illustrate this. “Coaching is an art- difficult to teach the concept of coaching as in
there is no step 1 step 2 step 3 (which we often like in nursing), although having set steps in
process improvement (ramp) helps keep things structured”.

Effective meeting skills were something most felt was a skill they would continue to use.
“The biggest thing I learned was effective meeting skills. I know that might seem small but it has
made a huge impact in my professional career already. I had never seen a meeting run so well
and the practice and skills we got in New Hampshire at the Dartmouth Institute were so

beneficial”.

Four of the Nurse Managers participated in the focus group that occurred 8 months after
the program was completed. The transcript of the focus group with Nurse Managers was
analyzed in a similar fashion as the final deliverable documents however as noted previously
both the author (JC) and the focus group moderator (DG) initially analyzed the text separated
and then compared and validated the findings. Discrepancies in codes and categories were minor
and discussed by the author and moderator and both concurred with the final categories and
themes. Although managers found the program helpful and continued to use some of the skills
they learned in their day to day practice, they did not feel that they had many opportunities to
practice as coaches. Skills mentioned by the Nurse Managers as being used were effective
meeting skills, listening, and allowing the team to do the work. Frequently referenced barriers
included time and variability in workflow on the unit. A benefit acknowledged by all four Nurse

Managers was improvement in listening skills. “Sitting on my hands” a phrase used in the
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program to describe taking no action was a difficult but rewarding skill. “I think a lot of us in

our role as managers; we kind of are used to giving people the answers and not doing as much

listening”. Themes that emerged from the focus group were (1) structure, accountability and

encouragement (2) personal leadership skill development and (3) the art and science of coaching

was not infused into the day to day work of the nurse manager.

Table 6

Codes

Categories

Themes

Better preparation upfront

Ongoing support and education

Continued communication with
other coaches

Areas of improvement

Coaching fallen by the wayside

Could be doing more with
coaching

Not making changes to
improve things

Coaching improvement not a
huge responsibility

Current state of
practice

Structure/Accountability/Encouragement

Use some skills/Might not use
every skill learned on a
consistent basis

Difficult to incorporate into day
to day management

Lack of time is a major barrier

Not as stressful for managers
as those who have
improvement as their primary
role

Incorporating/use in
Practice

Coaching not infused into day to day
work of the nurse manager as a general
leadership skill

Using effective meeting skills

Allowing staff to develop and
drive improvement

Improved communication

Developing leaders

Pushed out of comfort zone

Personal behavioral
changes/view since
attending the program

Staff engaged/leading initiative

Pride in work/feeling valued

Varied commitment from team

Staff Involvement

Challenging to coach other
disciplines/teams

Coaching experience

Personal Leadership skill development
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Cannot predict if use of
coaching was warranted based
on the demands of the unit

The Nurse Managers have empowered and encouraged front line staff to lead
improvement efforts and the staff has responded positively. “My morale in my unit's a lot
better. There's a lot more engagement. I don't know if that's related to this, but we have been
putting the onus more on them of, these are issues you bring up, how we can fix them. You need
to bring your own ideas, instead of us just telling you what to do. And it has improved. I never
linked it to this, so I don't know if that's with this or not.” “And I see so much ownership, and
they actually care about the results of this and care about how it's working on the unit, because
they're the ones that are leading it. So that's the biggest thing that I've seen on my unit, is the
things that my unit based council are doing, are what's important to them, and they're the ones
doing the leg work and deciding how to implement it with the input from the rest of the staff. So
they're really owning more of the results and how it's working”. “They’re proud when they put it

in their proficiency.

Effective meeting skills, noted in the final deliverable documents, continued to be a
useful skill identified in the focus group. “And that's something that I've never seen in another
coaching program that I think is the most beneficial, is the effective meeting skills”. “Yeah,
again, the effective meeting skills, I think we all agree on”. “Well for me, I think my meeting
skills are better. When I hold meetings, I'm much more structured. “Thought it was definitely
worthwhile, and although I might not use every skill that we learned from it on a consistent
basis, there are some of the bigger skills like the effective meeting skills. I'm sure that we've

mentioned that a million times, but I use that very frequently.”
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Coaching is viewed as an activity and not necessarily part of day to day practice. In
response to the survey request (6 months post) one of the managers noted “So I gave my
feedback, but I think that it was a good reminder to continue on with my formalized coaching,
and not just the bits and pieces of it that I've continued with, such as effective meeting skills, but
really the entire compass coaching piece of it.” “I mean, we did learn some nice skills, but the
program itself we definitely will not carry a lot of with us.” “It's not a huge responsibility for us.
It's not going to make or break our career or our job, but I think that the tools that we used
definitely can help us going forward in our careers.” Nurse Managers are caught up in the day to
day chaos, “time, responsibilities, the day to day managing your units” and coaching for
improvement is not viewed as infused in their daily practice. “And I mean, that's a problem with
the position of Nurse Manager, is sometimes you can't think more than day to day, when your
staffing's down, or there's a crisis, or whatever's going on. But I feel like now, with four years of
Nurse Manager experience, I have more time to do some.” I would interpret this to mean that,

with experience, the nurse manager now is able to be more proactive and less reactive.

Discussion and Interpretation

Significance/Implications

Drawing conclusions from a small sample is difficult but the mixed methods design
allowed for a robust source of information from a small sample. Discussions from the focus
group enhanced and supported the findings from the survey data. The finding of the
relationship/communication group not showing sustained improvement over the 3 points of time
when there was initial improvement indicates a need for structure to sustain or continue to
improve. Sustainability of any change is challenging even when the initial benefit has been

realized. Processes and systems need to be in place to support the new process. The initial and
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sustained improvement in the skills and measurement group combined with the initial
improvement and subsequent decrease or leveling off in the relationship group suggests a need to
support Nurse Managers to continue to infuse the learning into daily practice. Examining lived
experiences and reflection have the potential to enhance the Nurse Manager’s preparation to
cultivate front line improvement capability (Horton-Deutsch & Sherwood, 2008; Stiles, Horton-
Deutsch, & Andrews (2014)).

In the eCTC model, coaching is helping the team to understand their microsystem,
determine what is important for that microsystem and figure out how to bring excellence to their
unit. Ownership and accountability for the outcomes of the unit lie with the members of the
microsystem. The coach’s role is to support their ability to be independent in continuous
improvement. This is how the Nurse Manager cultivates front line capability.

When the Nurse Managers were in the coaching program they carved out time to actively
coach a team, practice what they were learning and share with other coaches in training. After
the formal process ended, it was difficult for them to continue without a formalized structure.
Nurse Managers spoke of being pushed out of their comfort zone and having difficulty coaching
others who they did not supervise or from other disciplines. Although some coached
interdisciplinary teams the nurse manager as a coach as opposed to the leader was a new concept.
They need support to help them practice what they have learned so that it becomes comfortable.
Learning organizations challenge employees to be a part of the results and provide the structure
to do so. Moreover, the learning organization structure is multi-tiered with support and
responsibilities at each level (Hiscock & Shuldham, 2008; Casida, J & Pinto-Zipp, G., 2008).

Nurse Managers have a responsibility for their own life-long learning, incorporating new

knowledge and skills into practice and creating the conditions where front line staff can flourish,
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grow and own the safe quality care they provide. Senior nursing leaders have a responsibility for
creating the conditions where Nurse Managers can own the outcomes of the microsystem they
lead and have the resources to do so. The organization has a responsibility for supporting the
culture of a true learning organization. In addition, in this case, the Dartmouth Institute
Microsystem Academy has a responsibility for providing ongoing communication, updates and a
way to keep graduates of the eCTC program connected.

Nurse Managers need to blend soft skills and outcomes. Healthcare improvement is both
an art and a science. Nurse Managers who completed the coach the coach program demonstrated
significant and sustained differences in knowledge, skills and abilities in those elements associated
with the science of improvement but less so in those associated with the art of improvement
(communication and relationships). These skills are more about personal interactions and are
intangible and hard to measure. The fact that they increased between time 1 and 2 but then dropped
or stayed the same could be related to the fact that Nurse Managers were not assimilating the tools
they used in coaching in their daily practice. Listening to others, asking for feedback from the
team and getting feedback from other coaches, all practiced during the program, are techniques

that support the development of relationship skills.

Although Nurse Managers described coaching as something apart from their daily
practice, they also spoke of using some of the skills in their day to day management, most
notably effective meeting skills. The knowledge and skills gained using the reflective team
coaching model served as a leadership tool for Nurse Managers to cultivate front line quality and
safety improvement capability. Nurse Managers discussed engagement and ownership of front
line staff, a sense of pride in doing the work, and caring about the results because they are

leading the effort. Without realizing it, they are describing the impact of cultivating front line
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quality and safety improvement capability. The ability to “sit on your hands” and allow the ideas
and solutions to bubble up from the front line is something that Nurse Managers found gratifying
and encouraged front line staff to take ownership for their work.

Teams need help in identifying and solving the problems in their own units. “Frontline
staff reported that they needed help to balance providing care and improving care” (Godfrey, 2013, p3).
Nurse Managers also need help in achieving that same balance. The day to day business of the units
shifts the balance towards providing care but, without the improving care component, Nurse Managers
miss the opportunity to optimize the efficiency and effectiveness of care processes on their unit.
Inefficient care processes frequently contribute to the frustration of front line staff.

Nurse Managers are the connectors in an organization. Batalden (personal
communication, 10/23/14) described how the Nurse Manager has to keep connecting or help
others make connections for the benefit of the patient. The Nurse Manager must have the skills to
understand how to connect the organization and unit work.

Limitations

Although all five managers completed the pre and post surveys, only three of the
managers completed the 6-months post completion survey. Thus changes over three points in
time could not be fully evaluated with all five participants. The two sets of data (2 points in
time, 3 points in time) were analyzed separately. One of the managers was unable to participate
in the focus group and this was noted in the analysis. Coding for themes was challenging
because the small sample size made it hard to determine repetition of statements. The author
(JC) and moderator DG) agree that reading and re-reading the transcript helped in this process.
In the survey data, the response scale was changed between periods 1 and 2 on the variables
related to relationships/communication. In the first survey, responses were on a 4- point scale

and on the second survey were on a 5-point scale. This was corrected using a percent of
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maximum conversion. The small sample size contributed to difficulty in drawing conclusions
from the quantitative data but there was rich information within the qualitative data, which
enhanced the conclusions. Nurse Managers may not have been full truthful and open to answers
to survey questions and focus group questions due to the author’s senior nursing leadership role.
Conclusion

Leaders at all levels can influence improvement at the front lines of care. A reflective
team coaching model is beneficial to the leadership development of Nurse Managers but must be
combined with an organizational structure that supports continued feedback, reinforcement and
application of the knowledge into practice. Creating a culture where improvement work truly
becomes part of what we do is possible but takes commitment and help from all leadership
levels.

Implications for practice

Nurse Managers need a variety of tools to be successful in managing and leading their
units. Reflective team coaching is an effective leadership tool for Nurse Managers to gain
knowledge and skills in the science of improvement and develop skills in the art of improvement
within the context of a supportive culture. The skills associated with the art of improvement,
communication and relationships are ones that are useful in many situations involving group
dynamics. Incorporating reflective team coaching into leadership development plans for Nurse
Managers can assist in cultivating front line quality and safety improvement capability.

Recommendations for future study

Future study in evaluating this intervention could include adding a structured plan within

the organization for continuing to support Nurse Managers through and beyond the team
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coaching program and evaluating improvement results through and after the phases of team
coaching.
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Appendices

Team Coaching Model
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Coaching Knowledge, Ability and Skills Assessment and Development Too]PPeumEnts\MGHONF

eCTC Final Coaching Development Plan and Experience Summary

eCTC Final Coaching Development Plan

Name:

Purpose: Plan for continued learning as you develop your coaching capabilities and apply The Team
Coaching Model. Create a personal development plan based on your reflections and future development
goals.

1. Rate yourself on the scale below place an “X” where you thought you started in coaching
interdisciplinary professionals at the beginning of eCTC and a “A” where you think you are on the scale
at the end of eCTC.

|

Comments about your ratings

Where you started as a coach:

Where you are now as a coach:

The following provides guidance for some strategies to develop your coaching skills.

Read about coaching and other areas of interest. Reflect, write and discuss with others about coaching.
Assess your style and communication skills. Practice coaching and reflect. Evaluate your interactions.
Question yourself and others.)
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2. Specify action steps for your continuous learning as a coach. Complete the sentences below to
generate a self-development action plan.

I will discuss...
I will assess...
| will read...

| will reflect...
I will write...

| will question...
| will practice...

© N VA WNRE

| will evaluate...

3. Review the Coaching Assessment and Development tool to identify specific skills and actions you will
take to continue your coaching development. How will you continue to grow and develop as a coach?

Additional learning needs:

4. Create a 3-6 month timeline of your actions for continued coaching development including specific
actions and a timeline.
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Coach:
Date:
The Dartmouth Institute Microsystem Academy
Team Coaching Experience Reflection

Please complete the following to reflect and learn from your team coaching experience.
Provide facts/information, what went well and opportunities to improve for each item.

The focus is to reflect on your coaching experience adapting the Team Coaching Model to your
improvement team and local context.

Pre-Phase (Getting ready and meeting them where they are at)

Improvement Team Name and Context:

Describe overall coaching in the Pre-Phase with this improvement team
Describe the Leadership engagement:

How was the improvement team selected and what was the team composition?

Did the team have past improvement experience? If yes, what did they learn and what would
they do differently?

Describe setting expectations with each group below:
—Leader(s)

—Team

—Coach

—Did you use the Expectation Form?

-Did you use the PACE document?

What was the aim of improvement?
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What early data collection was completed? (5Ps and other data/information including
registries)

What communication strategy did the team develop to “get everyone in the game of
improvement” and to keep all levels of the organization informed?

What logistics/resources were used such as organizational Quality Department, Data
information and information technology?

Action Phase (The art and science of coaching)

Meeting Process:
—Frequency of meeting with team:
—Frequency of meeting with leader:

Coaching Actions (Provide example and documentation of your use of the following
techniques):

- The Art of Coaching
o Reframing:
o Knowing When:
o Encouragement and Praise:
o Feedback:
- The Science of Coaching

o What was the benefit of the Dartmouth Microsystem Improvement Curriculum
(DMIC ramp)?

o How did you help your improvement team stay on track-Clarity of aim (Action
Plans/Gantt Charts)?

o What measurable improvements were achieved?

What did you observe about the group dynamics or experience through virtual connections?
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Rhythm and Pace observations (Regular meetings over the course of 5 months. Pace impacted
by weather, by patient acuity, limited resources, etc):

Please describe your personal coaching story and reflections. What did you learn? What
surprised you? Any specific events that stand out?

Transition Phase (Reflection, Celebration & Renew)

The Improvement team reviews and reflects on progress made in developing improvement
capabilities and skills:

- Group assessment of meeting and improvement skills:
(List what the team strengths are and continued support needed)

- What will be the intensity and frequency of team coaching moving forward? What will
the focus and frequency of the team coaching be?

Celebration:

—How will the improvement team celebrate their efforts and successes?

How will they renew their commitment and energy for next improvement efforts?
What coaching feedback/evaluation has the improvement team given you?

How will the improvement team “orient” new staff who wish to join the improvement team?

General:

The best part of this coaching experience was:

The most challenging aspect of this coaching experience was:

Describe how | will use my experience from eCTC in my professional work:

List and describe lessons learned:
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35 Centerra Parkway, Lebanon, New Hampshire 03766 United State of America (1157 is a
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cease being fed, pholograpfed or recorded, and may nescind =y consent for up bo & reasonable time before e pichurs, video or
wolee recording |s used

SIGHATURE OF INDMIDUAL DR OTHER LEGALLY AUTHOREID PERSON CATE

FPORMESSION OIOTARITD: B (NAME - TITLE - ADORESS)

HGHATURED OF INTCRWVIDWER OF: HDMDIUAL DETA KNG DOHSERT

FRODUCTION TTTLE

DDA S mAwE wen ooness BFCATANT: This fom must alesys be
compistsd prior bo the making or wsing pichunes.
videno or woice recordingis) of any WA patent. B
any patent heaih or demographic Inforation 1z
0 b provided of reiessed with the picture, video
or volce meconding, WA Form 10-5345, Rsoqusst
fr and Acthormtion o Felease Medcoal
Records or Health inforsation ks neguirsd prior
o the reisase of such dabs o any SourTe.

Vb FUECM

v s 10-3203
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eCTC Surveys

eCoach-the-Coach Spring 2015: PRE-Quality Improvement Assesament (QIA-CITs

Tha aim of this survey is to track acquisition of improvement knowdodge and skills through your
coxching program.

Each coach-in-training “CIT" will ive a profpost report about thedr own iImprovement capability

changes over the course of the program and the pro/post roport of your improvement team. The aim
of sharing these reports is to help guide your i i | hing dowelof and to be

able to cloarly plan a continued improvement capability learning plan for the improvement team you
havwe boen coaching.

This survey is confidential and woluntary. f you do not want to complote this survey, ther ar no
consaguUEncos to you.

1. Please pravide your credentials (Le. MD, RN, MPH, M5, eic.), if applicable.

* 2. Howe you aver participated in quality improvement bafore?
| el

| Mo

¥ i, i il

+ 1. How important do you consider continuous: quality improvement in your professional work?

* 4 How confident ame you that you can make a changs 1o improve health cans in your practice?
1 Mol confdent at all
| Sl conlident
| Fascnably confidan
| Coonlidenl

| Entwnsdy confubesd
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* 8. How confident ares you with your curent improvemant skills?

Mad confidenl  Sofimelel Rmiccsialiy =
atal il il o il

e T

Briibsrmiing ad vk

Asseinsireg e SPs

Lhsirg <t les bl v isvicroniimad? Uraiine
P = : 3 \

Crmating Mocnss maps

Diremissi oy ajanc i ain slalmmts
Crmatineg Fishbarens | Cansn & affacd digrams)
bty avicharrn Luasied e o assgn
s

Adapling SmarnChangs e o mikes
Tt

Divbwwr diagrams.

Faind Foramied arel fasdbuch data { 1 )

Wartaging up in e beallh coe osganisiion M) [ ! [}
Oitwanivat iy skila [ )
Furin Fnil Anadpaa
Linchdar of ks { ] )] M
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L cxnfubunel i g bty b adict
alhars’ pampactie.

| s sl tatwmert inbarmsts ad
psifions.

| i dalvb b e P lianyc in
e b

| enafidinst in mry abliy b ue
Aacticn in g s po in
s Farnbain

| i aymebortiabie g gl v
Tosnlbians,

| e ennfiint in mry abiiy o manage
oy nclions in i lece of conflicl.

| i ctnifichiil Phal | 2 bl Badivi
manilsais Manage B asokonl
v i e s of conlfisl.

-

| s coificinl in y abiliy b asply

—

P il all

i

P
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eCoach-the-Coach Spring 2015: PRE-Quality Improvement Assesament (QIA)-CITs

Team communication skills



