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Title:  Supporting Clinical Leadership through Action:  The Nurse Consultant Role 

 

Summary Box: 

 

What does this paper contribute to the wider global clinical community?  

• Organisations should invest in clinical leaders’ support to maximise outcomes. 

• External facilitation should enable clinical leaders to maximise their achievements in 
all four dimensions of their role. 

• External facilitation and peer support should  help clinical leaders recognise the 
importance of self-leadership and their own potential to influence. 

 

Keywords:  Nurse and Therapy Consultants, Action Learning Set, Co-operative Inquiry, Self 
Leadership, Peer support, Empowerment, Leadership. 

 

 

The aim is to evaluate the effectiveness of an action learning set (ALS) to enhance clinical 
leadership and extend their scope and confidence more strategically 

Background:  As the most senior clinical role in most healthcare systems, the consultant 
nurse role is a solitary one.  They are required to develop personal resilience, commitment 
and a belief in their ability to lead, with new consultants needing a strong support network to 
succeed.  
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Design:  Following a two year ALS, four nurse consultants, one therapy consultant, and a 
university educationalist engaged in a co-operative inquiry approach using four cycles of 
discussion, reflection, analysis and action over an 18 month period from March 2015 – July 
2016, to learn how to change and enhance their working practices. Data were analysed 
thematically. 

Findings:  Four themes emerged where the ALS 1) offered structure and support 2) enabled 
a wider influence 3) empowered them to lead.   The co-operative inquiry helped them realise 
how much they had gained from their collective learning and they felt empowered to lead.   

Conclusion:  Their motivation to ‘make a difference’ remains palpable.  The outcomes of 
the co-operative inquiry included an enhanced understanding of the importance of openness 
and trust and a willingness to share and learn from each other in a respectful and 
confidential environment with a receptiveness to change.  Self leadership has clearly been 
accepted and embraced and their collaboration has improved communication across the 
organisation, enhanced their strategic leadership capability and given confidence to 
disseminate externally. 

Relevance to Clinical Practice: The ALS offered structure to support these clinical leaders 
to keep them focused across the breadth of their role.  Additionally, peer review with external 
facilitation has enabled these clinical leaders to gain a wider influence and empowered them 
to lead. 

 

INTRODUCTION 

Globally, healthcare systems face a myriad of complex challenges, placing clinical 
leadership firmly in the spotlight. With nurse and therapy consultants occupying the most 
senior clinical role in the UK healthcare system, the role has been adopted by Australia 
(Wilkes et al 2015), Hong Kong (Chan et al 2014) and Italy (Portoghese et al 2012), with a 
range of leadership roles already existing in the USA (Gantz et al 2012). Nevertheless, in 
spite of its popularity, the role seems to be fraught with ambiguity and lack of clarity.  Indeed, 
such ambiguity has led to workforce problems such as job dissatisfaction, increased 
intention to leave (Acker 2004) and higher rates of turnover and burnout in both advanced 
practice roles amongst standard registered nurses (O’Brien-Pallas et al 2010, Spooner-Lane 
& Patton, 2007). Given the potential isolation of such a senior clinical leader, in order to 
succeed, those in the role are required to develop personal resilience, commitment and a 
belief in their individual leadership skills to make a difference to the quality of care.  At the 
express wish of the Director of Nursing (DN), a university educationalist facilitated a two year 
Action Learning Set (ALS) between four nurse consultants and one therapy consultant. This 
paper questions the value-added of such an ALS and aims to evaluate its success.  

BACKGROUND 

The non-medical consultant role was introduced in 1999 with the publication of the strategy 
documents Making a Difference (Department of Health, 1999) and Meeting the Challenge 
(DH 2000a). At this time, the government set out its strategic objectives for the contribution 
of nursing and allied health professions to the health of the population.  By retaining nurse 
and therapy experts in practice, the new role was seen as ‘ground-breaking’ (McSherry et al 
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2005). The intention was to strengthen clinical leadership, provide new career opportunities 
and ultimately enhance patient care by improving the quality of services (Department of 
Health 1999).   

Although well established as a role in the UK, those consultants new in post continue to 
require support for their leadership, to allow them to flourish.  Indeed, Guest et al (2001) 
recognised in their preliminary evaluation of the role that a key problem for some consultants 
was a lack of support from their seniors, both financial and emotional, with McSherry et al 
(2005, p153) advocating a system whereby a ‘critical companion’ could be identified to share 
issues and discuss the challenges they face in a non-threatening environment.  

The action learning set was introduced, following a serendipitous meeting between an 
educationalist and the Director of Nursing (DN) in one NHS Foundation Trust in the South of 
England.  Given their recent appointments and lack of established collaboration of the 
consultants (indeed they hardly knew each other), the DN believed that an ALS would offer 
them the opportunity to share their vision and learn from each other, particularly across the 
four dimensions of their role. As a previous consultant nurse herself, the DN recognised the 
value of an ALS to extend their scope of practice across all four role dimensions of clinical 
practice, education, research and leadership.  With educationalist acting as external 
facilitator, the set included three nurse consultants new into post and two more experienced 
consultants to share the strategic and operational issues facing them in practice such as 
people and systems management and empower them as clinical leaders to create their own 
solutions.  

What is Action learning? 

“Action learning is a continuous process of learning and reflection, supported by 
colleagues, with an intention of getting things done. Through action learning 
individuals learn with and from each other by working on real problems and reflecting 
on their own experiences. The process helps us to take an active stance towards life 
and helps to overcome a tendency to think, feel and be passive towards the 
pressures of life”. (McGill and Beatty 2001, p11).   

Most effectively, an Action Learning Set (ALS) is based on the idea that people learn best 
when working on real-time problems in their own work situation (Raelin 1997), is best 
undertaken in small groups and in an environment of mutually agreed confidentiality and 
respect.  To enable ground rules and boundaries to be set, often a facilitator is employed for 
an agreed length of time.  Recognising the mutual benefits of such a venture, the ALS was 
established in October 2013. The group met monthly with the educationalist acting as 
external facilitator quarterly due to the geographic distance of the University, some 50 miles 
from the Hospital.  Together they decided to map their successes and their challenges 
against all four dimensions of their role and agreed in advance who would share their own 
achievements and areas of concern.  The ALS meetings were held in an area of the hospital 
away from clinical practice and were not recorded, offering an unthreatening environment for 
all.  The aim of this paper is to present the findings from the four cycles of reflection and 
action of a co-operative inquiry to evaluate the ALS. 
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DESIGN AND METHODS 

Co-operative inquiry 

Co-operative inquiry, identified by Heron & Reason (2001) is a way of researching with 
rather than on people, of working with those who have similar interests and who wish to 
collectively understand their world and create new ways of exploring it.  Following a 2 year 
ALS, with the educationalist acting as external facilitator, it seemed appropriate to evaluate 
the ALS, with the external facilitator joining with the consultants as co-researcher and co-
participant to progress the relationship we had established and identify what had been 
achieved.  As we progressed in our reflections and actions as part of the co-operative 
inquiry, this approach helped us learn how to change and how to enhance our collective 
working practices.  With all active participants fully involved as co-researchers in all research 
decisions a number of meetings were set up quarterly, following the previous pattern used 
for the ALS to engage in four cycles of discussion, reflection, analysis and action.                                             

This study follows what Heron (1996) refers to as a process of partial co-operative inquiry 
where the initiating researcher (university educationalist), not a member of the NHS Trust, 
educates the five consultants to become full researchers and continues to engage in 
research reflection with the group as peers, but is only partially involved in the action 
phases.  Nevertheless, the group believed that the principles of co-operative inquiry were 
used.  Additionally, the consultants wished to include their line manager, the DN who has 
fully supported the ALS to seek confirmation of their impact on the wider organisation.  
Originally, we sought to engage collectively as a group with the DN but it became 
increasingly difficult to find time when all consultants, the educator and the DN could be 
together.  Exceptionally, and with the agreement of the consultants, the educator engaged in 
a one-off telephone interview with the DN to present her view of the organisation’s 
perspective of their progress.  Whilst we recognised as a group that this might be 
misconstrued as disempowering the consultants by potentially misrepresenting them, the 
educator agreed to share the details from the interview with the consultants and engage in 
further discussion if they felt it appropriate to do so. The evaluation process was planned to 
last for 12 months, commencing March 2015 and completed in July 2016.  

In terms of process and with a focus on evaluating the ALS as a means to enhance their 
strategic leadership, we engaged in four cycles of discussion, reflection, analysis and action 
(see Table 1).  Meetings took place quarterly and continued for just over one hour.  Areas for 
discussion were generally agreed in principle by email prior to each meeting but the focused 
discussions were unstructured. Overall, discussions centred around their progress against 
the four dimensions of their role. Given the investment by the Director of Nursing (DN) to 
support the ALS financially, she took a keen interest in the group’s development and joined 
the group at the beginning of all ALS meetings to offer any necessary resources.  The 
consultants were keen to have her contribute to the co-operative inquiry towards its 
completion. 

During the co-operative inquiry, all focused discussions were digitally recorded, transcribed 
and reviewed independently before each meeting.  Given our busy schedules, the main 
challenge was to commit to seeing the co-operative inquiry through to its natural conclusion.  
In spite of the openness and unanticipated lines of enquiry, each participant experienced the 
group as a place of safety and respect, having agreed the ground rules at the outset. In spite 
of her ongoing support, the DN was unable to meet with the group to share her observations 
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of their progress towards the completion of the co-operative inquiry, and a telephone 
interview was organised between the DN and the educationalist to satisfy the consultants’ 
curiosity as to the organisation’s perspective on the value of the ALS.  Using thematic 
analysis, our reflective journeys explored and clarified our shared understandings of the 
data.  From the process of condensing the data and sorting into clusters, themes and trends 
(Miles and Hubermann 1994), the main themes emerged.  Each data set was analysed 
separately and agreed among the team before being amalgamated with the analysis of the 
individual interview with the DN. Heron and Reason (2001, p184) refer to the need for 
‘critical subjectivity’ when analysing the data.  They suggest that whilst we can distort how 
we see ourselves in terms of our interpretations of what we say and do, we can also learn to 
look at ourselves critically particularly alongside others who are all doing the same.  So, in 
our search for some level of ‘objectivity’ (Heron & Reason, 2001, p184) in our reflections, we 
can build and develop our ‘personal, living knowledge’. To attempt to achieve this, Heron & 
Reason (2001) developed a number of inquiry skills and validity procedures (being present 
and open; bracketing and reframing; radical practice and congruence; non-attachment and 
meta-intentionality and emotional competence) to help improve the quality of our knowing. 

Ethics: 

The study was approved by the University Ethics panel.  Consultants and the DN were 
furnished with a participant information sheet prior to engaging in the study and they signed 
a consent form to participate. 

FINDINGS: 

The findings from the co-operative inquiry evaluating the action learning set illuminated three 
main themes that the ALS: 

1. Offered structure and support to keep focused,  
2. Enabled a wider influence  
3. Empowered them to succeed   

As their reflections prompted them to think about and move them to action, the initial themes 
developed and moved on over time with the inquiry, and other themes emerged as they 
looked more widely at their role both within their organisation and then regionally and 
nationally. The DN offered confirmation from the organisation’s perspective.   

1. The ALS offers structure and support to keep focused. 

A number of categories emerged from this overarching theme which provided a richness of 
detail around how the ALS supported them in their own development and gave them 
confidence in their role.  All of the consultants experienced significant challenges in the 
operational aspects of their role and the findings illustrated just how much of a support they 
felt from the collaborative group.  They also acknowledged how the external facilitator helped 
formalise their reflections into specific outcomes and kept them focused. Generally, the 
consultants appreciated the investment by their organisation to permit them time out of their 
working day to reflect on what they were trying to achieve: 

“Yea, um I think collectively we have a greater influence on the organisation and have a 
bigger voice, and can support each other far more than we were previously in our isolated 
roles, but it is the structure of the action learning set plus the intermittent facilitation that’s 
made the difference rather than just a meeting once a month. That’s my opinion” Denise1 
p20 
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Through the ALS and working as peers, they developed a group identity and a confidence in 
their leadership.  They realised that they were dealing with similar issues and through the 
support of the group they became confident in teasing out different approaches to address 
them.   

“[I] evolved to become a nurse consultant, I had no peer group at all ..and .. actually there 
are other nurse consultant therapists within the organisations,.. but I didn’t feel I sat within 
that group… So formally bringing it [ALS] together, so yes I do have a peer group, I do have 
a group that understands the role”. Jenny1p2. 
 
They designed a table of objectives that they set themselves in each of the four dimensions 
of their role and this was colour coded for priority and assisted in exploring the breadth of 
their role and helped keep them on track. Two of the consultants previously held different 
positions in the organisation so required to change direction and realign themselves and 
found the ALS helped support them: 

“there was an expectation that I would cover the shop floor…but everyone still saw me in my 
old role .. I was really struggling with that…so giving myself permission to do certain aspects 
of the role and develop in certain ways, I wouldn’t have done that without the group” Jenny1 
p2 

Even the DN recognised their success and the change in them 3 years into the ALS and 
acknowledged their need to learn how to influence: 

“I have seen them all develop more confidence, whereas I think before we started the Action 
Learning Set they didn’t really have a group identity, they didn’t meet together, they didn’t 
probably see how they were dealing with the same issues and really as a leadership group 
they have a greater identity … it is how do you learn to influence and get things done in a 
way that is more effective, so yeh ..very very positive”. DN p1 

In spite of their experience, which for some was over 12 years in the role, there remained 
times when they felt insecure and welcomed the support of the ALS.  One particularly 
wrestled with management issues and benefitted from the ALS: 

 “it’s just given me the stage to be able to sit and kind of explain or go through my 
frustrations or my challenges ..and actually having some support from my colleagues here 
about how to manage that from their experience”. Robyn p6 

Finally, recognition that the ALS gave them the confidence to believe in themselves and set 
particular targets confirmed their commitment to support and be supported: 

“and I think the action learning sets for me, the main difference is that everybody has got a 
chance to say and acknowledge what their strengths are, particular issues and there’s a 
much more of an informal base on outcome measures, and I think the group are very good 
at supporting each other with those” Connie p1. 

2.  The ALS enables them to have a wider influence 

Early on in the co-operative inquiry, the consultants recognised that prior to the ALS, their 
main focus for the role was on their clinical expertise and in service development.  During 
the course of the ALS, they had begun to look wider and engage in the other dimensions of 
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their role.  Some were already comfortable with their education role and all began to value 
the scholarship dimension.  Throughout the ALS, we collectively presented our work at 
international conferences, collaborated in writing a book chapter on the challenges of 
implementing evidence based practice, and were now collaborating on this paper. During the 
first discussion of the inquiry, one consultant stated: 

 “I would have never come across the opportunity [to publish] before this group…you know, 
again that’s been a huge benefit to me…” Jenny1 p17 

By the second discussion of the inquiry, external partnerships were being set up across the 
region before working nationally.   And, by the fourth discussion in the inquiry, there was an 
obvious change in activity, with research projects being initiated, publications planned and 
joint working in pairs within the ALS: 

 “Um, so I’ve got 3 projects…to university around modelling… and [submitted an article for 
publication]:  “Yes I’m just waiting to hear back whether it’s been accepted”  Jenny4 p2 

One of the most remarkable changes that we witnessed by the fourth discussion in the 
inquiry, was the moment of discovery of the link between scholarship and clinical practice: 
“it’s not until you’ve…given yourself permission that it’s ok to spend a couple of hours in your 
office you know putting something together for an article or discussing some sort of research 
um but when you actually think about that, it really does have an impact on the clinical part 
of your role”  Jenny4 p1 .     

At the outset of the ALS, for those new into post, they wrestled with the true autonomy of the 
role, taking time out to engage externally, particularly extending their sphere of influence. 
Gaining permission was a feature throughout the co-operative inquiry, identifying the need to 
make their decisions and avoid feeling subservient to the hierarchy within the organisation.  
By the end of the co-operative inquiry, the DN recognised just how the ALS had supported 
them to take charge of themselves: 

“Whereas they are a group who would seek permission and certainly, I don’t think they did 
recognise that how going and seeing other sites and networking… whereas I think they saw 
this as a ‘nice to do’, rather than an essential…[now] they are just letting me know, and that 
is good.  That is what I want.” DN p1 

Finally, the DN acknowledged that her wider executive team were very supportive of the 
strategic leadership of the consultants within their organisation. She confirmed that the Chief 
Executive (CEO), Medical Director and Associate Directors of Nursing all valued their 
leadership and when a new service was being set up it was the CEO who suggested a nurse 
consultant be employed to take the lead: 

“He [CEO]…talks about the NC all the time and he has a high expectation of what they 
deliver.”  DN p8/9 

In summary, there was a real richness of data in this theme illustrating the impact that the 
ALS has had on widening their horizons.  The temptation to maintain the status quo in fire-
fighting the operational aspects of the role was attractive, especially for novice consultants 
as they came to terms with their role.  Yet the ALS triggered an awakening among them to 
think more widely about the four dimensions of their role; to reach out to the rest of the 
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organisation, to the region and nationally.  Importantly they saw the need to safeguard their 
role for the organisation rather than see the role for their personal career progression. 

3. The ALS Empowers to lead 

Having undertaken the role of nurse consultant herself, the DN visualised its potential.  She 
believed that an expert clinician engaging strategically in the four dimensions of the role 
should be a peer to work alongside medical colleagues as experts in the field.  However, she 
was keen to encourage them to realise their individual potential, be free from the constraints 
of previous roles and continue to question the status quo: 

“So, yes, it is sort of letting them create their own leadership roles and actually working 
alongside each other and all we have done is point them at the outside world and say.. go 
on then .. go out there and come back and tell us what you think they need.” DN p6   

Yet, the DN was adamant that the way to support them was to push them to find their own 
solutions rather than simply identifying the problem.  She was presented very recently with a 
nurse consultant frustrated with a lack of space in her department: 
 
“she’s been coming to me with “ ‘someone’ has to sort this”… and I’m going… “so who’s that 
then?” … ‘I don’t know, but it just has to be sorted’... and I’m saying ‘I absolutely get that, so 
how do we find you that space?’ ..DN p4 
 
There was clearly a recognition by the DN of the considerable challenges facing the team 
and how much they had moved forward over the duration of the ALS to realise their maturity 
and ownership of the problems and seeking solutions: 

“I am probably sounding critical …because actually, all of them are really very very good at 
what they do.…. I think they are really light years ahead of what they would have been if 
they had never done the action learning set and so now I guess we are really raising the bar 
all of the time” DN p4 

Indeed one of the consultants acknowledged the attraction of working operationally yet by 
the end of the inquiry, she confirmed her resolve to retain her strategic leadership towards 
achieving the vision: 

“the reality is if you don’t take that step back, lead it, look at ..the future of what you need 
and build the team then you just you never grow, so you just get consumed” Vicky 4, p6 

Developing their confidence to assert themselves interprofessionally was attributed to the 
ALS:  

“I mean to challenge medical colleagues is tough isn’t it, and gaining confidence from being 
in this group has certainly helped me when you are having those sort of challenges and 
…it’s me accepting myself internally, like you said it’s that internal struggle” Jenny1 p10. 

Finally, the DN was not optimistic about the future of the role.  She recognised their need to 
develop the future workforce, be the strategic leaders in developing services, continually 
seeking to enhance the vision by engaging with Trust Boards and establishing themselves 
alongside medical consultants as the strategic clinical leaders of the organisation. She 
acknowledged the need for them to work together both internally and external to the 
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organisation to establish their voice and learn to articulate the need for change to really 
make a difference. Whilst the organisation remained committed to the role, the DN stated:  

“I worry in the long term about the future of these roles.  I don’t see in the national leadership 
that they are being talked about at all. And, I have a fear, if I am honest that they will 
dwindle.  I don’t think they will be abolished as such but I think we’ll see the numbers year on 
year nationally dwindle.. our national leadership is ceasing to promote this as a good career 
move and I think that is being massively short sighted” DN, p9. 

DISCUSSION 

Structure and support: 

The professional isolation of consultants and indeed of any autonomous, strategic leader is 
well recognised.  As pioneers in their roles, both McSherry et al (2005 p160) and Young et al 
(2010) acknowledge the value of ALS as a structure to support consultants in the complexity 
of their roles and help them to distinguish between the practical aspects and the strategic 
leadership functions of the role.  Regardless of the length of experience, importantly these 
consultants found invaluable support in the ALS, shared learning and encouragement to 
recognise that they are not alone in the challenges that they face. Indeed, McGill and Beaty 
(2013, p12) acknowledge the collegiality of an ALS.  McGill & Beaty also confirm the value of 
shared reflection and the importance of ALS in learning as a collaborative and social process 
(P159), creating learning that is common to all. Throughout the four co-operative inquiry 
group meetings, the value of the external facilitator in the ALS was recognised.  This is 
supported by Young et al (2010, p107) who acknowledge the virtues of a skilled facilitator to 
maintain the focus, allow for shared ‘air time’ and prevent “circular conversations, moaning 
and off-loading with no outcome”.  Setting ground rules, action planning, reflection and 
facilitating an open and honest environment where sharing is voluntary was formalised 
through the external facilitator.  Additionally, the consultants welcomed the organisation’s 
investment of time and their generosity of an environment free from interruptions to support 
their learning.  Focused on learning from real-time experiences, the consultants recognised 
the ALS as tool to support them “face conflicts, dilemmas and difficult choices on a regular 
basis” (Pedlar 2005, p127).   

Consultants in this study recognised the need for a peer group and group identity and the 
stress that this caused without one.  The need for support in the role is captured in many of 
the papers evaluating the role of nurse and therapy consultants (Guest et al 2001, 2004, 
Hayes & Harrison 2004, Woodward et al 2005).  Indeed McSherry et al (2007) identify the 
need for support at three levels of individual, organisational and national and the ALS 
provided the structure for all three.  It is not surprising that nurses and therapists who have 
reached this level of strategic leadership in a role which is complex, challenging and 
autonomous require some degree of support.  However, at the outset, each of the 
consultants in this study were responsible for setting up and developing their own role.  As 
lone workers, McSherry et al (2007) recognise that, by retaining their isolation, they are likely 
to interpret the role based on their own experience, the demands of the service and vision of 
the organisation. Therefore by creating the structure of their objectives within the ALS, they 
had the opportunity to share their common goals and realise a vision for the organisation. 
Margerison (2005, p173) referred to Revans in his early realisation that “the real laboratory 
for improving management practice and personal development was in the fire of the 
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workplace”.  Posing key questions about real-time work and finding and implementing 
solutions was, he suggested ‘the road to real learning’. 

Wider Influence 

Until engagement in the ALS the consultants had not had the opportunity to formally 
consider the wider dimensions of their role. As McSherry et al (p5) recognised, the role of 
nurse and therapy consultant was introduced as part of the NHS modernisation agenda, not 
as a substitute for junior doctors but as senior autonomous practitioners at the highest level 
of career development able to challenge existing practice and embrace new ways of 
working.  Their role embraced four key attributes of expert clinical practice, leadership, 
education and research (McSherry et al p5).  However, consultants in this study admitted 
that their leadership and expert clinical role seemed to dominate their operational working 
practices. Creating a structure for their reflections and focusing on a different aspect of their 
role each meeting allowed them to give attention to the wider range of activities that their 
role demanded.   

The benefits of collaboration in an ALS are thoroughly documented (McGill & Beaty, p159, 
Young et al 2010), suggesting that learning together is greater than the sum of the learning 
gained individually.  From a global perspective, Lamont et al (2014) confirm that 
collaboration is a professional expectation (American Nurses Association 2015, Canadian 
Nurses Association 2008, UK Nursing and Midwifery Council 2015, International Council of 
Nurses 2012) and a concept that all nurses should expect to embrace but especially those at 
strategic leadership level. Recognising the challenges of publishing and research that the 
consultants in this study experienced, Stevenson et al (2011) reinforce this as the most 
difficult dimension to enact.  Although one of the consultants had completed her doctorate, 
the others had all completed some or all of a masters programme. Indeed, the educational 
expectations of the role dominated the third discussion of the inquiry recognising that the UK 
Department of Health (2010) fell short of mandating full masters achievement for advanced 
practice nurses. The consultants all recognised the challenges of undertaking part time study 
on top of full time employment, along with family responsibilities and emphatically supported 
Currie (2007) in her assertions that mandating doctoral level achievement for consultants 
would lead to recruitment and retention problems.  Even with masters level achievement, as 
the present consultants acknowledge, there are difficulties integrating research into practice 
and supervising and undertaking research (Currie 2007). Nevertheless, it was a revelation 
for one of the consultants who recognised the impact of research on her clinical practice.  
Gaining confidence to write abstracts for conferences, peer reviewed papers and book 
chapters were skills that the less experienced were beginning to embrace.  

Finally, the consultants recognised the influence they were having on the wider organisation 
and particularly with the directorate and this was validated by the DN. Moving from a 
‘permission seeking’ environment to one of independence was recognised by the senior 
leaders of the organisation.  In spite of some ambiguity in the emerging role of consultant, 
successful collaboration, as McCaffrey et al (2012) notes, requires respect for the diversity of 
roles, accepting of differences and a determination to resolve any competing interests.  
Additionally all parties need to recognise a shared vision and demonstrate their collective 
willingness to work towards the common goal. 
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Empowerment to lead 

Leadership has been a major political aim in the UK health service since before the 
commencement of the government’s programme of radical reform (Jarman 2007, 
Department of Health 2000b).  Now over 16 years since the introduction of the consultant 
nurse and therapy role, and in spite of a plethora of studies, there seems little robust 
evidence of the impact of the role (Kennedy et al 2012).  Nevertheless, Kennedy et al (2012) 
in their systematic review suggest they have had a largely positive influence on both patient 
and professional outcomes. For the new consultants in this study supported by the ALS, the 
DN validates their success in the organisation and the organisation’s commitment to the role.  
Indeed, the professional will that each of these consultants has demonstrated, has illustrated 
their deep sense of purpose to achieve the common organisational goal.  Pedlar (2005) 
acknowledges the importance of purpose in action learning.  He recognises it can help to 
support members to create their internal moral and practical compass to steer them through 
to success.  He suggests that it is purpose that motivates and energises individuals and 
creates a determination to act and empowerment to achieve.  By meeting regularly and 
being highly motivated to support and be supported, they empowered each other to believe 
in themselves and their success. 

There seems no doubt that the consultants in this study aspired to lead and although it has 
been a process of development and support, of looking beyond their immediate sphere of 
influence, the ALS has helped them on their journey. Whilst there are many theories of 
leadership (Jarman 2007), Marriner-Tomey (2004) acknowledges the place of power, 
defined as “the capacity to influence others” as being inherent in all leadership roles 
(Hughes et al 1999). No matter the theory that is espoused, accepting of ‘self’ as leader is, 
according to Brown & Holroyd (2013) key to achieving success.  Believing in ‘self’ in the 
concept of self-leadership is about working from the ‘inside out’ and about thinking and 
therefore behaving differently.  Given the constant change expectation within the health 
service, those who are able to lead the services through the ambiguity, complexity and the 
pace of change will recognise the importance of self-leadership and, as Brown & Holroyd 
(2013) confirm, it is something everyone is capable of.  They recognise the value of self 
leadership in the development of effective and resilient leaders and role models who create 
a culture of openness and questioning.  All consultants in this study acknowledged the 
empowerment they gained from the ALS in asserting their leadership by resisting the 
pressure to be ‘consumed’  by the operational aspects of practice and look to the future to 
‘grow’. It is evident that the belief of the DN, supported by the senior management team 
recognised their value and took steps to reinforce strategies to empower. 

Given that the role of consultant nurse and therapist has grown globally (eg Chan et al 2014, 
Wilkes et al 2015), and the evidence of serious deficiencies in clinical leadership (eg Francis 
2010, 2013), it is surprising to hear of the potential decline of the most strategic clinical 
leader in the health services within the western world.  It is true that figures reported from 
England suggest a decline in numbers over the past three years, from n=777 to n=722 (7% 
reduction) (HSCIC 2016). However, Gerrish and Lathlean (2015) have provided the 
framework for evaluation.  Research now needs to demonstrate their actual impact and 
promote their importance to the global leadership of health. 
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CONCLUSION 

Following three years of ALS and one year evaluation, this co-operative inquiry encouraged 
all team members (five consultants and one University educationalist) to share individual and 
collective gains.  The richness of the data arising from four cycles of reflection, analysis and 
action belied what could be captured within the limitations of this paper. In spite of a 
reluctance on the part of the educationalist to seek confirmation from the DN, outside of the 
collaboration, the analysis confirmed the wider organisation’s commitment to the role and 
investment in its support.  From a serendipitous meeting with the DN 3 years previously, we 
had no realisation of its potential nor of its outstanding success and the benefits to all 
members of the team and to the NHS Trust.  We have witnessed considerable change in the 
group as a whole, realised the importance of structure in the ALS, the value of a peer group 
particularly to articulate the organisational vision and to embrace the wider dimensions of the 
role.  Self leadership has clearly been accepted and enacted and, given the declining 
numbers nationally, we remain committed to continue our dissemination of our success and 
to promote the use of ALS in a variety of role analysis situations.  

This study has been funded by releasing the authors from their institutions to take part in the 
Action Learning Set and the subsequent evaluation. 
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Table 1: Process and timescale of co-operative inquiry 

 

February 2015 1. Discussion: Key areas evaluating the process of the ALS for discussion 
were identified through email 

March 2015: Nature of co-operative inquiry presented, ground rules set and key areas for 
discussion agreed. Reflection: First audiotaped discussion 

May-June 2015 Analysis: Transcription, independent analysis, individual reflection and 
exploration of relevant literature 

June 2015:  Action:  

                                      2. Meeting to share analyses and action of key themes and Discussion of 
further issues identify further areas for discussion.  Reflection: Second cycle 
of audiotaped discussion 

September 2015  Analysis: Transcription independent analyses  

October 2015 Action:  Meeting to share analyses and action of key themes and findings.  

                                       3. Discussion of further issues: Identify further areas for discussion in the 
next cycle. 

January 2016: Reflection: Third audiotaped discussion (audiotape aborted after 12 mins of 
recording due to technical failure).  

February 2016; Analysis:  Transcription independent analyses.  

March 2016 Group agreed to a final discussion in three months time to discuss action.  

May 2016 Action:  Meeting to share analyses and action of key themes and findings.  

                                      4.  Discussion of further issues:  Identify further areas for discussion in the 
next cycle.  

July 2016 Reflection: Fourth cycle of audiotaped discussion 

                                       Agreement to involve DN.  Commitment to continue the ALS for a further 6 
months 

July 2016 Individual telephone interview with DN. 

October 2016 Sharing of analyses and findings and action.  Ongoing collaboration through 
writing papers and practice development 

 


