
For this study where a priori features of joint working have been suggested from 

reviewing the literature, and where a number of potential frameworks to explain 

the relationship between terms have been developed, the principles of pattern 

matching and analytic induction were influential in the data analysis strategy. It 

was considered that these approaches would be helpful in achieving the aim of 

making comparisons between the types of data generated, and between the study 

sites with a view to generating explanations. Rossman and Rallis (2003) refer to 

the need for studies such as this one, which seek to compare and contrast to use 

categorisation strategies, to compare and contrast and to seek ideas and 

categories, with an emphasis on pattern identification over awareness of detail. 

However the awareness of detail is a critical aspect of any qualitative approach 

and is needed in order to avoid criticism of an approach to data analysis, which 

Morse and Richards (2000) reject as usually ending at a descriptive level without 

adding insight or understanding or creating theory. 

Another approach that was influential in formulating the data analysis strategy 

for this study originates from the work of Ritchie and Spencer (2002). They 

describe a "framework" method of qualitative data analysis developed for 

applied policy research, which employs a structured analytic style. Pope and 

Mays (2000) describe this approach as tending to have more structured data 

collection, with an analytic process that is more explicit and informed by a priori 

reasoning than much other qualitative research. The process has echoes of a 

pattern matching approach, consisting of stages described as familiarisation with 

the data; identification of a thematic framework including emerging issues 

concepts and ideas; indexing where the framework is applied to the data; charting 
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of data using either themes or cases; mapping and interpretation of the data as a 

whole. 

However, in contrast to the method employed in this study, in the Framework 

approach, the initial elements or topics emerge from the data in terms staying 

close to the data set because "imposition of concepts from existing literature 

related to the research topic.. . will distract analytical thinking at this stage" 

(Ritchie and Spencer, 2002). Thus whilst the approach was influential in 

suggesting a structured data analysis, the approach employed for this study was 

more open to the influence of concepts from the literature, particularly in its use 

of the "start framework" derived from the literature and the pilot study. 

Morse and Richards (2002) consider the most crucial aspect of data analysis to 

be "abstracting", the building of understanding from the data, and as outlined 

above are critical of approaches which seek to describe rather than analyse. They 

describe a process of "categorizing" followed by "conceptualizing" whereby 

researchers "think up" to higher level and more abstract concepts to build 

theories. They recommend the use of memos to store ideas, topics, themes and 

concepts as a study progresses. They highlight the need to record ideas and 

changes to ideas emerging, with modelling and visual display to assist the 

abstraction process, and support the use of computers to aid in processing and 

retrieval of data, which will be considered in the following section. 

ii) Computer-aided qualitative data analysis 
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The use of computers in qualitative research has been the subject of some 

controversy, with concerns being raised about the dangers of "more mechanical 

approaches to analysing qualitative data displacing traditional techniques" (Dey, 

1993, p. 4). Kelle (1997) discusses the fear amongst some qualitative researchers 

that the use of computers goes "against the methodological and theoretical 

orientations qualitative researchers see as the hallmark of their work". Kelle 

argues that these fear have been created by misperceptions regarding the role of 

computers in data analysis, and that to use terms such as "computer-aided 

qualitative data analysis" is misleading. He reports that misunderstandings have 

been created by qualitative researchers endeavouring to represent the use of 

computers as achieving quantitative ideals of objectivity, rigour and statistical 

analysis, when the reality is that they are tools for "data storage and retrieval 

rather than tools for data analysis". 

Gibbs (2002, p. xxi) describes the advent of the use of computers in qualitative 

research as "nothing more than the fact that now almost everyone uses a word 

processor". Gibbs (2002, p. 1 1) describes the function of qualitative analysis 

software as "essentially a database", highlighting that "the programme will 

never do the reading and thinking for you". 

Authors such as Silverman (2001) suggest the use of computers at the data 

gathering stage to aid in filing and indexing. Kelle and Laurie (1995) suggest 

that computer aided data analysis can aid validity of research findings by 

providing a stable coding system, enabling retrieval of all instances of particular 

piece of information. Lacey and Duff (2001) summarise the uses of computer 
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data analysis as data storage and management, data searching and retrieval, 

coding, developing and testing theory, and production of reports. Gibbs (2002) 

identifies the key use of computers as an effective way of handling data, enabling 

coding and retrieval of texts, to enable a researcher to examine features and 

relationships in the text. 

As this study had the potential to generate large quantities of text material, from 

field note observations and from individual interviews, it was felt that the use of 

a computer software package would be helpful in the process of data storage, 

coding and retrieval. Lacey and Duff (2001) consider there to be three main 

packages used by researchers in a healthcare context, NUD*IST, AtlasTi, and 

NVivo. NVivo was selected as it is able to manage data in a detailed (rich text) 

format, and is able to analyse small units of text (minimum unit is one character). 

This selection of NVivo is supported by Gibbs (2002) who recommends the use 

of NVivo where the research is not a large-scale project, but where "fine grained 

analysis" is required and where an exploratory approach to analysis is required. 

NVivo encourages "constant playing with ideas and data" (Gibbs 2002, p. xxiii) 

and also enables the researcher to link coded text back to the context quickly. 

The key processes that it assists with are: organising processes; linking 

processes; coding processes; searching processes; showing processes; and 

modelling processes (Richards, 2002). These processes are contained within two 

key functions: the storing and manipulation of text within documents; and the 

creating and manipulation of codes (known as nodes in NVivo). The software 

supports the coding process at different levels of analysis outlined earlier, with 
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the ability to explore documents in fine detail, and perform topic coding, and also 

to assign attributes to documents and nodes as in descriptive coding. The search 

features and modelling features of the programme enable the software to go 

beyond a simple "code and retrieve" process to support creative thinking. 

As highlighted earlier authors such as Morse and Richards (2002) emphasise the 

importance of memos and note making during data gathering and analysis to aid 

abstract thinking and the movement from description to abstraction. NVivo 

supports this well, with the ability to create unlimited memo documents, the 

ability to create notes and memos that link to individual sections of data, and the 

ability to create external links or data bites to for example references in Endnote, 

pictures or other documents. These features were used for this work, with memo 

documents being created, such as a "thoughts and ideas" memo and a "diary" 

memo established for use throughout the study. 

The software allows for the creation of nodes prior to the importing of document 

data, a feature that was also utilised for this study. As outlined earlier, the 

creation of a priori frameworks needs to be treated with caution as it can lead to 

viewing data through a particular "lens". Authors such as Miles and Huberman 

(1984) however recommend the creation of a provisional "start list", a technique 

that was adopted for this work. The purpose of the literature review had been to 

identify key features of j oint working, and the pilot study phase had the potential 

to act as an initial exploration of these features to form a "start list" of nodes 

prior to the main study, that could be updated and revised as the study 
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progressed. The process whereby this "start list" was created will now be 

described. 

iii) Pilot study data analysis 

The pilot interview stage of the study was an important opportunity to refine the 

data analysis process, and the data gathered from these pilot interviews was fully 

transcribed and coded using the NVivo software, even though it was not to form 

part of the final study. The word-processed transcripts from the interviews were 

imported as individual documents into a new project in NVivo. A system of tree 

nodes was created as an initial framework, with nine "parent nodes" based on the 

main interview topic areas that had been suggested by the literature review. 

Elements, which the literature review suggested within each main topic area, 

were introduced into the framework as "Child nodes" subdividing the "parent 

nodes" to create an initial framework consisting of thirty-two nodes. 

Once this framework had been established, the pilot interview transcripts were 

individually coded by careful reading on a line-by-line basis akin to a pattern 

matching approach to analysis as discussed previously. This method of coding, 

when nodes are used to connect material together from different documents is 

described as "non-serial" by Gibbs (2002). Kelle (1995) describes this as 

"signpost coding" as the codes are pointers or signposts for ideas or concepts. 

As the line-by-line coding progressed, transcribed data was coded to established 

nodes in the framework where appropriate, but where data could not be linked to 

an established node a new free node was created. At the conclusion of first 
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coding of pilot interview one, nine new free nodes had been added. The same 

procedure was followed in coding pilot interview two and three, adding new 

nodes as required. In most instances the coding was "exclusive" (Gibbs 2002), 

as passages were coded at a single node. 

Following coding of the three documents the nodes were revisited and all nodes 

that had no data coded to them were removed. This was followed by further 

analysis moving free nodes into already created nodes as "children", creating 

more structure and hierarchy in node trees, as recommended by Gibbs (2002). 

The research diary entry for this period of analysis records: 

"Managed to relocate all of the free nodes within tree structures which I 
was pleased with, indicates that bits are starting to fit together and make 
sense". 

Further revisits were made to the data to check consistency of coding across the 

three interview documents. By hiding the coding stripes bar when analysing the 

document it was possible to code sections again to check consistency with prior 

coding. 

Where there were difficulties in coding, these were noted to see if nodes could be 

collapsed together or expanded. One area for example, where coding was noted 

to be difficult was in relation to team process and professional role. The "team 

process" data was found to have more aspects to it than originally envisaged 

requiring the nodes in this category to expand from two to ten to precisely clarify 

the aspects contained within it. All but one of the original categories expanded 

their number of nodes contained within them during this process. 
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At the conclusion of the coding, forty-two nodes were established within a 

framework of seven "parent nodes". See Table 2 for the complete node listing. 

This framework from the pilot interviews was taken forward to be the start 

framework for the main study. 

The procedure for data analysis employed during the main study followed this 

process outlined for the pilot data, and will be further described in depth in a later 

section evaluating the methodology and data analysis strategy. The reason for 

placing it there rather than here is related to the parallel and iterative process of 

data gathering and analysis, where findings from each of the three study sites 

were used to inform analysis of findings at subsequent sites, thus the data 

analysis process for the main study will be more meaningful if described 

following presentation of the findings. 
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Table 2. Node listing from the pilot study 

1 (1) Organisation 
2 (1.1) /Organisation/structure 
3 (1.2) /Organisation/manager 
4 (1.3) /OrganisationfLocation 
5 (2) Conflict 
6 (2.1) /Conflict/how 
7 (2.2) /Conflict/what 
8 (2.3) /Conflict/solution (problem-solving) 
9 (3) Team process 
10 (3.1) /Team process/role in team 
11 (3.2) /Team process/training 
12 (3.3) /Team process/contact frequency 
13 (3.3 i) /Team process/contact frequency/time spent together 
14 (3.3 ii) /Team process/contact frequency/full time or part time 
15 (3.4) /Team process/power 
16 (3.5) /Team process/group support 
17 (3.6) /Team process/time 
18 (3.7) /Team process/decision making 
19 (3.8) /Team process/Goal-purpose 
20 (3.8 i) /Team process/Goal-purpose/what is 
21 (3.9) /Team process/leadership 
22 (3.10) /Team process/status 
23 (4) Professional 
24 (4.1) /Professional/how long qualified 
25 (4.2) /Professional/team member versus profession 
26 (4.3) /Professional/knowledge+ skills 
27 (4.4) /Professional/role and identity 
28 (4.4 i) /Professional/role and identity/know boundaries 
29 (4.5) /Professional/autonomy 
30 (4.6) /Professional/professional perspective 
31 (5) Individual 
32 (5.1) /Individual/previous exp 
33 (5.2) /Individual/what ideal 
34 (5.3) /Individual/personality 
35 (5.4) /Individual/respect 
36 (6) Client 
37 (6.1) /Client/who decides care 
38 (6.2) /Client/who decides discharge 
39 (6.3) /Client/client outcome 
40 (7) Communication 
41 (7.1) /Communication/good communication 
42 (7.2) /Communication/bad communication 

_ 
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4. FINDINGS 

Ethical considerations necessitate that the study sites and the participants within 

each site remain unidentifiable. This therefore requires that the three case studies 

are not reported individually, that individuals cannot be linked to specific sites, 

and that care be taken within this discussion of data to ensure that potentially 

identifiable information is excluded. This presentation of the data from the three 

case studies will therefore not be on a study-by-study basis as might typically be 

expected in multiple-case research, but will be considered in terms of presenting 

data relating to the elements of practice highlighted across the three separate 

investigations. Thus, although the data from the three separate studies are 

presented within this section, the particular source study that the data emanate 

from will be masked in an overall description. This form of data presentation 

whilst ensuring that individual studies are not identifiable will still however 

permit comparison and contrast to be made between the sites, a key element of 

qualitative data analysis discussed earlier in regard to methodological rigour 

(Bechofer and Patterson, 2000, Denzin and Lincoln, 1998). 

Considerations 

In presenting the data it has been necessary to reach a compromise between 

volume and completeness. This work, in common with many qualitative studies 

has produced large volumes of data, and in order to assist brevity for the reader it 

has been necessary to provide only a sample of illustrative data in the main body 

of the text. In order to assist the reader in gaining an understanding of the 

occurrence of example data throughout the data set, the convention of giving 
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frequency indicators suggested by Mason (2002) has been adopted where 

appropriate. The appendix contains the data in coded categories which may be 

accessed to provide further examples where required, and a table is provided 

giving numerical data regarding instances of data for each code and for each 

document (see appendix 5). Selection of quotations for the body of the text has 

been made on the basis of firstly, providing a range of 'different types of source 

where possible (i. e. patient interview, staff interview, field notes, visual 

imagery), secondly, different participants within the staff and patient groups, and 

thirdly, paying attention to examples that are "negative instances" (Gibbs, 2002). 

Within the presentation of data names have been changed to ensure anonymity, 

with use of "X" and "Y" to replace real names. Information which could 

potentially identify a location has also been substituted. For example terms 

regarding service delivery which are used specifically within one service and 

thus could be identifiable, have either been changed or where this has not been 

possible, the information has been taken out and replaced by "#". The 

convention of using `... ' to illustrate pauses in speaking has been adopted to try 

to preserve the flow and meaning of the speakers. 

A tradition of much qualitative research is for the use of "thick description", 

where large sections of prose are presented to illustrate points made, and 

dialogue between participant and researcher is provided to give a context for 

extracted information. In presenting these findings, as highlighted above, 

considerations of length have required that data in the body of the text be 

significantly condensed. Qualitative studies typically provide transcripts of 

138 



interviews and field notes that may be referred to in an appendix section. In this 

study however, preservation of anonymity and confidentiality has been 

paramount, and the decision has been taken that in similar vein to not reporting 

the study sites individually, that transcripts of interviews and field notes should 

not be provided in the appendix section of this thesis as it will be in the public 

domain. Unlike extracts that may be anonymised by the methods described 

above, complete scripts could lead to identification of the study sites and 

potentially individuals within the sites. For this reason the appendix contains the 

data coded by node only, rather than full transcripts of the documents. The 

transcripts are available from the author separately if requested. Information 

regarding the documents that form the data is given in appendix 4. 

As discussed in a previous section outlining the data analysis strategy, there are 

different levels or types of qualitative data analysis (Morse and Richards, 2002, 

Miles and Huberman, 1984) that move the data from purely description to 

meaning. In recognition of this, findings from the study will be presented firstly 

in this section as descriptive data, before presenting interpretation of the data in a 

subsequent section. 

Data for the three investigations was collected from study sites within a single 

UK Strategic Health Authority. The studies encompassed a typical patient 

pathway for stroke care, from acute hospital ward, to specialist rehabilitation 

unit, to community care. One study was located on a ward within a large general 

hospital, and was designated as the stroke ward in that hospital. A second study 

was based in a specialist stroke unit within a smaller community hospital, a 
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location that was used as an intermediate point between acute hospital care and 

discharge into the community. The third study investigated a designated 

community stroke team that whilst based in a hospital-sited office, provided 

patient contact most frequently in the patient's home location, or on some 

occasions in a hospital out-patient department. 

The typical care pathway for stroke patients in the region that this study was 

based within, was initial emergency admission to an acute ward, followed by a 

period of specialist rehabilitation when they were considered to be "medically 

stable", followed by discharge home or to a nursing home. All three case studies 

examined were designated as providing specialist provision for stroke care, but 

only the community service was exclusive to stroke, with other medical 

conditions forming part of the service remit in the other two locations. At each 

location there was a variety of staff from different professions, together with 

non-professionally qualified staff described by various terms, but performing an 

"assistant" role. The predominant staff groups involved in care for patients 

following stroke were nurses, medicine, physiotherapy, occupational therapy, 

clinical psychology, speech and language therapy, dietetics, and social work. 

See Table 3 for a summary of the data gathered. See Table 4 and 5 for a 

breakdown of the study participants amongst staff and patient groups. 
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Table 3. Summary of the data. 

Study 
one 

Study 
two 

Study 
three 

Observation hours (field notes). 45 33.5 42 
Meetings attended (field notes). 3 4 3 
Staff interviews (interview transcripts) 16 13 8 
Patient interviews (interview 
transcripts). 

3 5 3 

Diagrams completed during staff 
interview 

7 3 4 

Table 4. Breakdown of staff interviews by profession, experience and 
gender. 

Profession Years qualified Gender 
Nursing Less than 1 1 Male 2 

One to two years 1 Female 8 
Three to five years 0 
Six to ten years 3 
More than 10 years 5 

Physiotherapy Less than 1 0 Male 1 
One to two years 1 Female 5 
Three to five years 2 
Six to ten years 2 
More than 10 years 1 

Speech and Less than 1 0 Male 0 
Language Therapy One to two years 0 Female 4 

Three to five years 2 
Six to ten years 1 
More than 10 years 1 

Occupational Less than 1 0 Male 0 
Therapy One to two years 1 Female 7 

Three to five years 1 
Six to ten years 1 

More than 10 years 4 
Other professions Less than 1 1 Male 1 
(Medicine, One to two years 0 Female 3 
Dietetics, Clinical 

cholo Ps ) 
Three to five years 2 

y gy Six to ten years 0 
More than 10 years 1 

Assistants (staff not Less than 1 1 Male 1 
professionally One to two years 0 Female 5 
qualified) Three to five years 3 

Six to ten years 2 
More than 10 years 0 
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Table 5. Breakdown of patient interviews by severity, gender and age. 

Mild impairment 5 

Moderate impairment 5 

Severe impairment 1 

Male 8 

Female 3 

Under 50 2 

Over 50 9 

Data from the studies was in the form of predominantly text, with some visual 

image data. The process of data analysis was described in relation to the pilot 

study data in the study design section, and will be reviewed in depth in the 

evaluation of methodology section, but it began with transcribing of the text from 

audio recordings or field note observations, followed by a process of coding (or 

indexing), enabling elements of text associated with the same element or idea to 

be linked together. The coding was initially based on the a priori framework, 

which evolved from the pilot study. 

The previous section discussing the data analysis strategy emphasised the 

importance of not being constrained by a priori frameworks, and this was an 

important consideration during the data analysis process. Coding was carried out 

in parallel to the data gathering for each study, and in an iterative process of data 

gathering, examination, gathering of new data and re-examining previous data, 

the framework was revised and added to as new data was incorporated. As the 

work was based on a multiple case design, an important element of the data 

analysis process was at the conclusion of the three separate investigations, when 
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data from the completed study was reviewed and in a process akin to analytic 

induction described previously, data from the first study was compared and 

contrasted with data from the second and third studies in an iterative process. As 

a final level of analysis at the conclusion of all three studies data was retrieved 

by each coded domain using the NVivo node browser. Thus, data within the 

domain and within each element was reviewed, with re-coding and new codes 

being added as the analysis proceeded. 

At the conclusion of the data gathering and examination process, some nodes that 

had been present in the "start framework" been combined or even removed, some 

subsidiary codes (child nodes) had been added to or re-grouped to form a 

suggested framework of 26 elements of practice. Parent nodes had also been 

added to or combined in the data analysis process to form the final framework, 

suggesting that the 26 elements of practice were grouped within six main 

categories or domains within the data. 

In the following section this descriptive data will be summarised and presented 

within the six parent nodes or domains that were developed by this process. The 

main domains for joint working practice suggested by the data are: 

" The organisation 

Team process 

" Communication 

" Professionalism 

" The individual 

" The service user. 
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The subsidiary (child) nodes will also be discussed within each parent node in 

the following sections. The first area to be described is data relating to the 

organisation. 

4.1 THE ORGANISATION 

The initial stage of the data gathering for each site was an observational phase, 

where the investigator spent periods of time on site, gaining an understanding of 

the working environment, and observing interactions between the staff. The 

organisation was also an area that was explored during the individual interviews 

(see appendix 1 for interview schedule). Within the individual interviews, staff 

were asked specifically about how they were managed and about how their work 

within the unit was organised. There were also informal conversations with staff 

during observation periods that were recorded via the field notes. 

Within the parent node or domain of `the organisation', five elements (child 

nodes) emerged, relating to: firstly, organisational conditions; secondly, location; 

thirdly, time; fourthly, management; and finally, context, which will now be 

described. 

i) Organisational conditions 

A count of the number of passages coded to each node indicates that the 

organisational background featured as the most significant element within the 

data, with the "organisational conditions" node featuring as the node with most 

passages coded to it within the data (235), and being the node present across the 
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most number of documents (58). Complete data for this node is listed in 

Appendix 8: 1. 

Working hours across professions varied at the hospital based sites, with nursing 

staff working within a shift pattern system, and other staff working a "traditional 

working day" pattern. This difference in working pattern meant that at these 

sites nurses were the only staff regularly providing care to stroke patients on 

evenings/nights/weekends, with joint working restricted to "normal working 

day" hours of around 8.30 am to 5-5.30 pm. The only exception to this was 

when patients required urgent medical attention. The study participants reported 

that this difference in working hours had a significant impact on joint working: 

"Because of the hours we work that divides us.. and the way we work.. 
they're down there.. um I mean obviously there have got to be notes and that 
but because of the shifts we work.. and the weekends obviously the nursing 
team it's a different .... group of people.. " (Document 'individual interview 8' 
Section 41.1, Paragraph 161). 

"I think somebody said that therapy staff only work traditional hours, like 
physios start at end of a morning .... is really the start and then they finish at 
half four five, whenever. So maybe at teatime we might have a patient who 
because when it gets to that time of day and they are a bit more tired and their 
swallowing difficulty might be more prominent at that time of day, but 
you've got no speech and language therapist to assess. " (Document 
'individual interview 3' Section 21.1, Paragraph 84). 

"And they're. (nurses) always here when you come in... at 7 o'clock in the 
morning and we always speak to them then... whereas physios... saunter on 
about nine... " (Document 'individual interview 19' Section 0, Paragraph 232). 

"Physios only work days.... and OT... and they don't work weekends..... which 
I mean I used to find that very disappointing because I used to enjoy physio, 
and when it got to Friday you knew you weren't going to get any more while 
Monday.... so you'd to rely on nurses if you could do certain things helping 
you. " (Document 'patient interview 17' Section 0, Paragraph 198). 

The other variation linked to working hours was in regard to full time versus part 

time working, with some professions having a part-time presence in the site, with 
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others having at least one member of staff there on a full time basis, an element 

identified as significant by some of the participants: 

"If there isn't as much opportunity to work together, then you can't share as 
much and you do have to do... it naturally becomes more uni-professional 
because you haven't got the other people to work with... (Document 
'individual interview 15' Section 39.1, Paragraph 156). 

"I will say that it's a bit tricky at the moment.... we have an office # so 
there's supposed to be some cover for the other wards.... um ... at the moment 
there are some staff shortages so I'm actually having to cover everywhere, so 
I'm noticing that that it makes a big difference from my point of view, 
because communication wise, it's everything takes a lot longer cos I'm not 
able to attend all the handover type meetings. " (Document 'individual 
interview 12' Section 7.1, Paragraph 28). 

The length of time that individuals were present in the unit also varied in terms 

of working patterns. Some professions such as medicine and physiotherapy 

operated a rotational system for their junior staff where staff worked on the unit 

for a limited time and then moved on to another location. Other staff groups such 

as nursing did not operate a formal rotational system but did move members 

around as staffing needs required, and operated a shift system, which varied staff 

presence in the team on a day-to-day basis. Other staff groups such as speech 

and language therapy and dietetics tended to have less planned staff variation 

(although, as with all the professions sickness, maternity leave, and staff career 

movement lead to staff changes) for example: 

"One of them was a bank nurse so is only on the ward for a short time". 
(Document 'field notes m' Section 0, Paragraph 12,68) 

"There should be another two and a half days of cover and then another 
whole time post and some provision for ward cover although she's off sick at 
the moment". (Document 'individual interview 12' Section 14.1, Paragraph 
56). 

Participants highlighted differences in working patterns: 

"I've been here #... the other OT is a locum OT, um... the physios.. there's 
one been here nine months on rotation... the senior has been here # 
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probably.... um... cos the physio's been rotating in.. " (Document 'individual 
interview 15' Section 42.1, Paragraph 168). 

"They're always moving them you know... " (Document `patient interview h' 
Section 0, Paragraph 226). 

"Sometimes staff's jiggled about so tomorrow there's not enough on # so I'll 
go on to #, but not knowing about the particular patients I'm not much 
good.... " (Document 'individual interview 21' Section 0, Paragraph 52). 

"There's some people... there's some rotational.... staff who I wouldn't go for 
information on ... cos maybe I don't know them well enough...... or I don't 
know how they work or I don't think they appear to be as specialist.... but 
regular therapists who are there all the time they are specialist... they are the 
ones that I'd.... we've only got odd ones who are regulars... all the rest move 
on.... " (Document 'individual interview 36' Section 0, Paragraph 116). 

Staff at all the study sites reported that they were undergoing organisational 

change in response to government-led or employer-led policies, with sites 

reporting changes to number of beds, mixture of patient types, staffing, and 

organisational policies and procedures such as discharge criteria and length of 

stay requirements. Organisational change at the time that this study was being 

carried out was reported particularly in regard to hospital lengths of stay, and the 

impact that this would have on the way that the staff operated: 

"In a way we are, the NHS is changing really about that because there is 
drivers to say you know average lengths of stays and things like that... from 
me as consultant-slightly different for me cos I have to be conscious about 
average lengths of stays and what are the costs and tariffs and payment by 
results and things like that... so there is drivers there that you have always got 
to have in the back of your mind. " (Document 'individual interview 16' 
Section 21.1, Paragraph 84). 

"Our managers higher up have an impact on that ... but in each area will have 
their specific issues as to what... service they are trying to provide... but 
depends on government initiatives as well isn't it... and targets that they are 
meeting-and how the managers are responding to that... isn't it I suppose. " 
(Document'individual interview 22' Section 0, Paragraph 64). 

"I think because of the changing focus of everything... um.. so for particularly 
they want us to focus on.... the immediate period of time after discharge and 
not necessarily focus on three years down the line.... when people feel that 
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they are progressing... so I think that sometimes the goal posts 
change.... um..... but part of that is from what the government want.... so it's 
kind of like having to change your practice.... " (Document 'individual 
interview 34' Section 0, Paragraph 140). 

Staff described the impact of organisational change on the formation and 

functioning of joint working: 

"When it changed to more patients it took a bit of a battering and we are just 
in the process of coming back up from that and I think yes it is good, it was 
excellent, it's back to being good again.. (Document 'individual interview 10' 
Section 29.1, Paragraph 116). 

"I think when it happened there was ... I mean this isn't just in terms of the 
stroke unit... the whole sort of therapy services in the trust... cos it was a lot of 
change... there was a lot of resentment. " (Document 'individual interview 22' 
Section 0, Paragraph 48). 

Staff were concerned at the impact of changes, but also at resources available, 

and levels of staffing on the sites, and the impact that staffing levels had on their 

working life: 

"But you should work as a team and sometimes on afters if there's not 
enough staff.. it doesn't work cos if you've only three or four staff you can't 
divide like that. " (Document 'individual interview 8', Section 32.1, Paragraph 
128). 

"It's fine if you've got the resources elsewhere ... in the community to 
continue um... all the beds... but # ..... all the waits in social 
care... ultimately.. social services... what can we do about that..... out of our 
control.... " (Document 'individual interview 23' Section 0, Paragraph 132). 

"I think that I would..... um... it would be nice... and we've said this for so 
many years, and it's never quite happened... for us all to be seeing the same 
patients at the same time..... but with lots of waiting lists... and waiting 
times... we've very rarely get to the point where we all go in together ... " (Document 'individual interview 30', Section 0, Paragraph 164). 

All staff on all sites did not voice concerns about limited staffing, there were also 

some instances of staff making positive comparisons between staffing in stroke 

services and other locations: 
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"Having said that, when that was decided the patient numbers were 
fewer, I think there were # plus we didn't always have full occupancy at 
that time, so to have a dietician spend all that time was quite a luxury 
really, it was usually the case that were on and off, so I think from the 
point of view of interprofessional working this is perhaps the one place 
that I've worked where that does become more possible, here. " 
(Document 'individual interview 12' Section 6.1, Paragraph 24). 

"I think it's that ratio of staff to patients is better here" (Document 
'individual interview 15' Section 39.1, Paragraph 156). 

ii) Location 

The working environment and location of staff varied both within and between 

the sites studied. There was variation as to whether staff were based on the ward, 

based in separate profession-specific rooms, based in another area of the hospital, 

based in a shared office, or based outside of the hospital. The location of staff 

both to each other and to the patients seemed to be a significant factor, which 

impacted on joint working practice. "Location" was coded to 61 passages across 

26 different documents, (see Appendix 8: 2. for complete listing) for example: 

"I think the fact that we are all together, based together helps, because I 
think as soon as you start segregating people off into rooms it's naturally 
harder, you can't help but talk to each other, and I think that's a good 
thing. " (Document 'individual interview 10' Section 46.1, Paragraph 
187). 

"Cos we're based on the ward... as well I do have a big sense that I do feel 
more a part of an MDT as I said before as an OT group. " (Document 
'individual interview 22', Section 0, Paragraph 118). 

"Being in the same room I think..... more than being in the same building 
because even within the same building... there are barriers. " (Document 
'Individual interview 33', Section 0, Paragraph 164"). 

Some staff reported being constrained by a less than ideal working environment: 

"j will be honest that because the # and # don't share an office... in an 
ikpal world we should share an office... but we can't fit in one room.... " 
(I)pcument'individual interview 24', Section 0, Paragraph 30). 
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There was only one instance in the data of staff reporting negative factors 

associated with a close location: 

"I think here cos we're based on the ward you can't if ... if you need to 
get your paperwork done you do get interrupted and things to, to help out 
with a transfer or what have you which in a way is good, cos you can 
input straight away, but if you weren't there then they'd be able to sort 
it. " (Document individual interview 2b Section 72, Paragraph 144). 

iii) Time 

Staff often linked constraints on joint working to issues of time, and expressed 

concern at the need to balance patient contact time against joint working time. 

Staff meetings (usually referred to as MDT or multidisciplinary team meetings) 

for example were identified as an important decision-making forum, but staff 

expressed concern at the time taken up by them during a working week. "Time" 

was coded to 54 passages across 21 documents, (see Appendix 8: 3. for complete 

listing) for example: 

"It is extremely time consuming, not that that matters. " (Document 
'individual interview 3' Section 30, Paragraph 60). 

"In the # it says therapy goals... cos to be honest I just see my bit and I 
don't look at anybody else's bit-which maybe I should.... but I just don't 
have the time. " (Document 'individual interview 25', Section 0, 
Paragraph 84). 

"We don't generally go in for goal setting... cos we haven't got time.. " 
(Document'individual interview 19' Section 0, Paragraph 116). 

iv) Management 

There was variation between the study sites in terms of organisational conditions 

relating to management structures. Within each site individual staff varied in 

terms of their line management - whether they were managed via a same- 

profession management route, a team management route, and in some cases staff 

were managed simultaneously via two or even three different routes. Differences 

in management also led to different employment conditions i. e. employed by the 
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service provider itself, employed by a different part of the organisation, or even 

by a different organisation. 

Staff also differed in terms of supervision systems with assistant (non qualified) 

staff being supervised by a senior staff from any profession, but professionally 

qualified staff being supervised exclusively by a more senior member of their 

own profession. This was reported as problematic by staff and in some instances 

required supervision systems outside of the site where there were not more senior 

same-profession individuals available. "Management" was coded to 80 passages 

across 25 documents, (see Appendix 8: 4. for complete listing) for example: 

"Operationally I would say I am managed by X but professionally stroke 
clinically by Y...... it does make me feel that I am pulled in two ways. " 
(Document 'individual interview 10', Section 2.1, Paragraph 8). 

"Because they are managed differently to us they're not in the same 
meetings... you know. " (Document 'individual interview 24' Section 0, 
Paragraph 30). 

"There can be difficulties.... particularly when there are problems within 
this team ultimately I am... I have to go back to x if there are any 
problems.... um.... because she is my line manager so if the team leader 
wanted me to do something then really it is about... if it is anything 
unusual then it really needs to go through x before it comes to me so 
sometimes there could be a conflict of interest but usually it's resolved... " 
(Document 'individual interview 33', Section 0, Paragraph 40). 

"Cos it's very apparent that certainly the AHPs that are employed by a 
different organisation see their loyalties with their employing 
organisation... " (Document 'individual interview 34', Section 0, Paragraph 
72). 

v) The context 

One of the research questions was regarding whether the service delivery 

setting impacted on joint working practice, and the three case studies offered 

the opportunity to compare three different contexts for stroke care provision. 
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"Context" was coded to 41 paragraphs across 20 documents, (see Appendix 

8: 5. for complete listing). Staff working at the hospital-based sites viewed 

joint working in the community as more problematic, for example: 

"You cannot work as interdisciplinary there as you can here simply 
because of the dynamics of the service, demographically you can't all go 
in to somebody's home in the same way as you work here.. " (Document 
'individual interview 10' Section 34.1, Paragraph 136). 

"I've worked in the community which was completely different... way of 
working.... cos you work basically on your own when you're in 
community. " (Document 'individual interview 20' Section 0, Paragraph 
133). 

However this view of community services as offering less potential for joint 

working was not universally shared: 

"When I worked in intermediate care... there was more... much more 
blurring... there was ... the first one who went out... did this this and this... it 
didn't matter who it was..... um... " (Document 'individual interview 24' 
Section 0, Paragraph 58). 

Staff perceptions of working practice between hospital and community settings 

was that the contexts presented different challenges: 

"I think that that is the pressure of clearing beds probably from an acute 
sense... the medical situations have to be sorted..... the social situation is sorted 
so the person can cope..... at .. the basic level that they need to cope at at 
home.... and then they are discharged...! don't think that they have the luxury 
of looking at any other of their needs so when you get out in to the 
community you tend to find.... a lot more.... particularly adjustment emotional 
issues are picked up far more in the community than they are in hospital... " 
(Document 'individual interview 34' Section 0, Paragraph 124). 

"I think community does require more skills... um... broader skills you 
know. -I'm not saying that a community physiotherapist is any better or 
worse than an in patient physiotherapist... ust different-the pressures of 
working in 

... treating in patients is that you've got ... you probably see twenty 
times as many patients as you do in community.... but in community you've 
got the driving ... you've got the time management... you've got the .... all the 
emotional baggage with patients who have got no one else to speak 
to.... um.. it all comes back through you-so you have more skills ... wider 
generally.... um I would say... " (Document 'individual interview 33' Section 
0, Paragraph 212). 
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4.2 TEAM PROCESS 

At all three sites staff frequently referred to "the team" and identified themselves 

and other individuals working with patients at the same location as team 

members. However the numbers of individual that were present at the sites and 

thus who had the potential to be considered to form "the team" varied in terms of 

number between in the region of 20 and 50 (specific numbers not given as 

potentially identifying). Also, ascertaining which staff could or could not be 

considered to be part of "the team" was challenging for the research, as 

involvement of staff in day to day care was variable, with a wide range of 

specialist services called upon at times in response to individual patient need, 

particularly in the acute hospital setting. The staff on site who regularly worked 

with each other and thus in terms of definitions from the literature outlined 

earlier, could be considered to form "the team" encompassed the following 

professional groups, See Table 6. 

Table 6. Team members. 

Nurse 
Doctor 
Physiotherapist 
Occupational Therapist 
Speech and Language 
Therapist 
Social Worker 
Dietician 
Clinical Psychologist 
Stroke co-ordinator 
Counsellor 
Assistant (non 
professionally qualified 
staff referred to by variety 
of titles) 
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It is important to note that the study found that there was a large group of other 

professions who also could have involvement in care of stroke patients, who 

were present at the study sites on infrequent occasions, or who were mentioned 

by staff during observations or interviews. These professions were used for 

example for advice, specialist opinions, further testing/investigations, and drug 

supply, with patients usually needing to leave the study site to access these 

services in other parts of hospitals or other hospitals or other specialist clinics. 

Other individuals who were associated with "the team" included: pharmacy, 

radiography, orthoptics, audiology, district nursing, and consultants in neurology, 

dementia, cardiology, and prosthetic limb services, together with voluntary 

services and agencies. These other individuals were not in regular contact with 

the participants, and were not based within the locations being investigated and 

were therefore not included in the study. The participant's perceptions of these 

individuals was also that they were not core to service delivery and were 

therefore not perceived to be part of joint working at that location, even though 

they could have an important influence on patient care. 

As the literature review had highlighted the importance of elements of team 

process in making distinctions between types of working practice, this aspect of 

the study was important in terms of gaining an understanding of who was 

perceived by staff to constitute "the team", and how much time individual 

members of staff spent working with other professionals. 

The individual interviews with staff and patients helped the study to establish 

, %y4o was perceived as being "the team". The visual image data gathered during 
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the individual interviews also helped clarify who was involved in patient care at 

each site, and team members versus other professionals providing care. This 

important function of the different data sources as comparators in the data 

analysis, especially the role of the visual image data will be returned to below. 

The observational periods spent on site provided an important means of 

identifying which professions could be defined as being in regular contact and in 

particular, attendance at staff meetings was a helpful way of establishing which 

professions could be considered to be team members. The literature review had 

suggested that regular contact was an important aspect of team process, and data 

describing contact frequency was significant in the findings. 

i) Contact frequency 

It is important to note that frequency of joint working was linked by some staff to 

the working location, described earlier in relation to the organisational domain. 

"Contact frequency was coded to 56 passages across 26 documents, (see 

Appendix 8: 6. for complete listing) for example: 

"Therapists were just people who went on to the ward came off the ward 
come on to the ward and came off the ward, whereas the nursing staff 
were based on the ward and there has been a history of kind of not 
amalgamation between therapy and nursing staff. I think cos we're based 
on the ward that helps... because we're seen as part of the ward rather 
than people who come drifting in off the ward" (Document 'individual 
interview 11' Section 7.1, Paragraph 28). 

"Going back to you saying who would I closely work with.. and yes it is 
the physios but again on here I have more involvement with all members 
of the MDT compared to if I was working somewhere else... and cos 
we're based on the ward... as well I do have a big sense that I do feel more 
a part of an MDT" (Document 'individual interview 22'Section 0, 
Paragraph 118). 

The study originally planned to use a contact diary to gather data describing how 

much time staff spent working with other team members. This method of data 
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collection proved to be too difficult or too time consuming for staff to volunteer 

to complete (discussed further in evaluation of methodology section). Instead, 

staff were asked to estimate how much they worked on their own and how much 

they worked with other professionals in a typical working week, during the 

individual staff interviews, with a wide range of variability reported, between 

individuals, between different professions, and between individuals within those 

professions depending on their level of seniority: 

"50-50 or 60-40 70-30 depending on what it is. " (Document 'individual 
interview 2' Section 76, Paragraph 152). 

"I would put the nursing a bit less actually, I would put it about 60-40.11 
(Document'individual interview 3' Section 90, Paragraph 181). 

"For me it would be 90% nursing and 10% other people. " (Document 
'individual interview 7' Section 38.1, Paragraph 151). 

"Probably half and half... that's me personally I think it depends .... what 
your role is... I think I do more teamworking and liaising cos I've got the 
specialist post here.. " (Document 'individual interview 29' Section 0, 
Paragraph 188). 

Staff discussed when and why they would work with others from their own 

profession. Physiotherapists tended to frequently work with other 

physiotherapists, and staff linked this to the nature of their work, which often 

required more than one person: 

"I tend to work with the other physios quite a lot cos we tend to... we see 
patients together anyway cos they need two people. " (Document 
'individual interview 25' Section 0, Paragraph 16). 

Joint working amongst the therapy professions (Physiotherapy, Occupational 

Therapy and Speech and Language Therapy) was reported to take place regularly 

in the locations studied: 

"We try and do a lot of joint working... like joint washing and dressing-so 
we'll work on their alignment while the OT's looking specifically at the 
washing... um... yeah we do do a bit of joint assessments... certainly... oint 
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further assessments down the line.. certainly... um... talking to patients 
about goal setting-we try and do that... together. " (Document 'individual 
interview 24' Section 0, Paragraph 54). 

"I could walk towards a patient with a spoon and the physio will go... oh 
let's do some positioning... work cos the speech therapist is about to see 
them... so we'll position them now... we'll do some positioning work so 
that they're in position for the speech therapist. " (Document 'individual 
interview 29', Section 0, Paragraph 112). 

Links between the therapy professions, and the nursing and medical professions 

at the hospital sites however seemed less strong: 

"Certainly some nurses you get on better with than others... or you do 
have a relationship with, or they know your name and others...! couldn't 
tell you who they are.... and the doctors ... consultants.. some of them I 
don't even know what they look like. " (Document 'individual interview 
27' Section 0, Paragraph 76). 

"On a typical day it would be mostly qualified... nursing staff... we hardly 
ever get to chat with physio or OT... " (Document 'individual interview 
21' Section 0, Paragraph 150). 

"It's usually (other) nurses who you've got most to do with... " (Document 
'individual Interview 20' Section 0, Paragraph 12). 

ii) Teams within a team 

Whilst staff mentioned "the team" frequently in discussions, referring to the 

complete set of staff at the site, this was contradicted by the visual image data. 

When asked to draw a picture or diagram to represent "the team", the most 

frequent image of "the team" drawn by staff was of circles or segments of staff 

grouped together by individual profession, which were then linked to staff from 

other professions (see Figure 2 and Appendix 6). This representation of the staff 

on site as professional groupings linked to other professional groupings became 

increasingly apparent as the data gathering and analysis progressed, and an 

additional node was added to the start framework called "teams within a team", 

which gathered together data relating to sub groups within the larger staff group 
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at each site. The data contains 51 passages across 28 documents coded to this 

node "team within a team" (see Appendix 8: 7. for complete listing). 

Figure 2. Visual image data showing the team comprised 
of linked individual professions 

/ 

eT O7 

ýjLT 

1 
týiMn. l 

/f 

ýJ 

nýýS 

i 
Or 

ýUA, a"g 

Nw, ft, . 

Nauw 

The data presented in the earlier section relating to organisational conditions 

highlighted the difference in working patterns between different staff, especially 

between the nurses and the therapy staff. These differences in employment 

potentially created subgroups within the larger team, which could be an 
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individual profession group, or an allied health profession group, and this was 

reported to be the case by staff during interviews: 

"There'd be lots of little teams so there would be therapy 
medics .... nursing ... pharmacy.. dietetics... uh.... etc and we all interlink with 
each other... but I am also aware we... all have little links out of the 
team... so to the main dept. " (Document 'individual interview 24' Section 
0, Paragraph 122). 

"Perhaps two bubbles maybe so we've got maybe the therapists on the 
one hand I'd include myself in that... and then perhaps the nurses on the 
other side... with kind of communication between them... sometimes gets 
broken. " (Document 'individual interview 12' Section 46.1, Paragraph 
184). 

"The therapists are there as one team, the nursing and #s are there as 
another team. " (Document 'individual interview 6' Section 15.1, 
Paragraph 60). 

"So.... I suppose we are ...... lots of little teams.. so we aren't truly 
integrated.... one could argue-we work together... but we don't have one 
manager over the stroke unit that manages us all.. " (Document 'individual 
interview 24' Section 0, Paragraph 46). 

In the data there are some examples of therapists and nurses developing a closer 

relationship. This seemed to be in order to present a "united front" against 

medical staff, and related to issues of status and power, that will be discussed 

further in relation to professionalism, for example: 

"It's usually the nurses and therapy staff that get together and say sign 
that sheet... " (Document 'individual interview 7'Section 47.1, Paragraph 
187). 

"We really have to fight our corner from a therapy side to keep those 
patients in because they wouldn't be safe to go home, but I 
think... because of... because I suppose we are quite strong as an 
interprofessional team or a therapy and nursing team that because we 
know what those patients problems are, in depth and the medics don't. " 
(Document'individual interview 11' Section 26.1, Paragraph 104). 

iii) Support 

The data was examined for evidence of other support networks, like that 

employed by nurses and therapists, operating within the sites. "Group support" 
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was coded to 16 passages across 15 documents (see Appendix 8: 8. for complete 

listing). At two of the locations the therapy professions met separately prior to 

staff meetings to prepare amongst themselves: 

"Therapists as last week had previously met before this meeting to decide 
goals. " (Document'field notes 4' Section 0, Paragraph 2). 

"We can guide the medics into what might be a more appropriate .. " 
(Document 'individual interview 11' Section 26.1, Paragraph 104). 

At these two sites, the therapy professions seemed to provide the support for each 

other, but at all sites staff referred to "the stroke team" as a source of support: 

"We all need to support each other... and have opportunities to discuss what's 
going on.. " (Document 'individual interview 27' Section 0, Paragraph 84). 

"I used to think is the MDT ideal.... interdisciplinary working... is that 
idea.. did it come about because it is good for the patient or... did it come 
about because it feels good for the.... clinicians cos it's certainly a much nicer 
way to work for the clinicians.... much more supportive-you know..... ' 
(Document 'individual interview 29' Section 0, Paragraph 116). 

iv) Benefits to staff 

Along with support, the opportunity to discuss patients at staff meetings and on 

other occasions was a key benefit of joint working identified by staff. In their 

reports of the benefits of being able to have discussions about patients, the factor 

of location, the proximity of staff (discussed earlier) is alluded to in enabling 

these discussions to take place. See Appendix 8: 9 for complete node listing, for 

example: 

"On traditional wards you might be waiting a few days before physio can 
come and see them, whereas on this unit the physio is here and as soon as 
that patient has come, it can be like oh, we've got this patient, how shall 
we move them, and then there'll come and see em, and you've always got 
somebody based on this unit to ask, rather than having to fill in a load of 
contact forms, and things like that. " (Document 'individual interview 4' 
Section 5.1, Paragraph 20). 
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"If I've got any queries or problems or anything I just go to bottom of 
ward and say excuse me you know. " (Document 'individual interview 9' 
Section 8.1, Paragraph 32). 

`Benefits to staff' was the 8t' most frequently occurring node, being coded to 

105 passages across 33 documents. Associated with the opportunity to discuss 

patients with other professionals, was the reported benefit of having additional 

information and receiving knowledge from others at the site, which enabled staff 

to better provide their own profession-specific care. This reported benefit more 

specifically could be associated with the staff presenting a consistent "front", or 

helping problem-solving and clinical decision-making, or alternatively gaining a 

more complete "whole person" view: 

"I think that assessment and management of the patient.. I think that social 
management of the patient is important as well cos we... have cases 
where.... the relatives are in a lot of distress obviously with people having 
had strokes and we have to know how to manage them and it's no good if 
were all saying different things to them or some of us are giving lots and 
lots of reassurance that everything is going to be alright and someone is 
saying they'll never be able to walk again... we need to know and decide 
amongst ourselves what the story .... is.... really to be consistent... " 
(Document 'individual interview 29' Section 0, Paragraph 112). 

"For me it is better, cos you get information from everybody, you are not 
relying on your own decisions, you can get information from other 
people..... " (Document 'individual interview 7' Section 21.1, Paragraph 
85). 

"I could see the major benefits in doing that and I'd come away from one 
hour of a session maybe with an OT maybe knowing more than in four or 
five of my sessions on my own trying to think.. well is it due to this or 
due to this.. " (Document 'individual interview 10' Section 12.1, 
Paragraph 48). 

v) Decision-making 

Some staff described the benefits of joint working to be associated with 

shared decision-making. They highlighted the individual professional 

responsibility of traditional working patterns, and reduction of this feeling of 
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individual responsibility in joint working because of "team decision- 

making", which they saw as of benefit to both themselves and patient care. 

Together with the "decision making" code, there were also two separate 

codes added for "who decides discharge", and "who decides care" which 

contain data relating more specifically to these decisions, and will be 

discussed later in the section presenting data specifically regarding the patient 

role in care. "Decision-making" referring to data concerning perceptions of 

decision making amongst the staff, and was coded to 34 passages across 18 

documents (see Appendix 8: 10), with some participants referring to their 

perception of "team decision-making" as being a reduction in individual 

decision making or responsibility (see Appendix 8: 40), for example: 

"A shared responsibility and um you don't feel isolated when you are 
making a decision. " (Document 'individual interview 10' Section 15.1, 
Paragraph 60). 

"I like that cos you can work closely, share the responsibility, get 
somebody else's perspective.. " (Document 'individual interview 
22'Section 0, Paragraph 118). 

"You don't feel isolated when you are making a decision.. for example in 
MDT, if you are thinking.. oh I want them to stay here a bit longer, and I 
know that I can go and discuss it with the others and put my point of view 
and they'd think well I can see that and you get the support of the team. 
You don't ever feel like you as an individual are making a decision 
anymore, which has to be better for the patient hasn't it... " (Document 
'individual interview 10' Section 15.1, Paragraph 60). 

At two of the three sites individual participants identified the weekly staff 

meeting (referred to at all sites as "the multi disciplinary team meeting" or 

"MDT") as the main forum for decision-making: 

"Arrived when discussion going on re how to handle changes to the ward 
round. Ward round has been changed to #. Agreed that someone from 
therapies would go to ward round, take it in turns and whoever goes to 
ward round would then go to MDT. Would try to ensure that any 
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decisions taken re discharge go to MDT for final discussion. " (Document 
'field notes 3' Section 0, Paragraph 1). 

"It's all done over regular meetings, like we're going to try and aim for 
this now... and we'll soon move onto that. " (Document 'individual 
interview 8' Section 12.1, Paragraph 48). 

"Often discharges can move faster when we have these MDTs cos we've 
got the OT and physio and social worker there... and OT can say we need 
another week... physio can say we'll be discharging and then it's down to 
medical staff to finish off the final testing... " (Document 'individual 
interview 19' Section 0, Paragraph 160). 

The MDT was declared as the main forum for this decision-making but often 

decisions seemed to be being made outside the meeting, and the meeting served 

as a formal "ratification" or "rubber stamping exercise" which required the 

presence of a member of staff of the medical profession: 

"Afterwards I wondered what the objective was that the meeting had 
fulfilled, apart from the medic being informed. The therapists and nurses 
were aware of the goals for each patient, it did help to clarify 
management in terms of meetings for review and discharge. " (Document 
'field notes 4' Section 0, Paragraph 3). 

"A lot of decisions are made at MDT, but then if I think.... oh we're not 
doing a lot for this patient, I'll go down to the physios and say... I've been 
looking at Mrs smith and I think she's improved a lot, what do you think, 
do you think we're getting any nearer discharge, and we do it that way as 
well. " (Document 'individual interview 7' Section 44.1, Paragraph 175). 

"Once a week when it's MDT... that we can guide the medics into what 
might be a more appropriate .. " (Document 'individual interview 11' 
Section 26.1, Paragraph 104). 

This function of the doctor in relation to decision-making will be discussed 

further in a later section on professional roles. At the third study site, the 

meeting had a different form from the other two with a more information sharing 

and training element, rather than decisions regarding patients under the staff's 

care. This different role of the meeting seemed to relate to the open-ended nature 

of treatment at one site, rather than the need to reach decisions regarding the 

conclusion of intervention and transferring the patient on at the other sites: 
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"Emphasis seemed to be on patient discharge as soon as possible - need 
for throughput, asked for decisions on them by the next meeting. " 
(Document 'Field notes 12' Section 0, Paragraph 7) 

"The team currently have no discharge policy unless a patient is only 
being seen by one member of the team.. some of the patients are kept on 
for years, and the team has been criticised for not having a strict policy. " 
(Document'Field notes w' Section 0, Paragraph 8). 

In contrast to patient management decisions, the decision-making regarding 

ongoing care of patients, such as type of intervention, specific treatment goals 

and assessment was the domain of individual professions, although as 

highlighted earlier there was some discussion of goals amongst the therapy 

professions who could be considered to form a team within the team. In the data 

it is interesting to note that the text coded to decision-making exclusively 

describes care management decisions such as discharge and transfer, with no 

examples of discussion regarding ongoing treatment. 

An element of team process that can be linked in particular to decision-making 

regarding care management is leadership. Leadership was also identified as an 

important potential factor in team outcomes and effectiveness in the literature 

review. 

vi) Leadership 

The sites studied differed in their leadership models, with one having an 

identified leader who was based at the site, one had no identified leadership but 

which had leaders operating amongst subgroups based on professional seniority, 

and another site had a leader with managerial function but no stroke patient 

caseload. "Leadership" was coded to 35 passages across 18 documents, with the 

majority of documents coming from a single study site (see Appendix 8: 12. ). At 
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two of the sites staff perception was that leadership functions were housed within 

the senior staff, even though one of these sites did have an identified person who 

was referred to by staff as the "team leader". Leadership was thus complex, for 

example: 

"There might be certain people you would identify as leads cos of the depth 
of knowledge of experience and expertise, in that but that doesn't mean to 
say that you can't still have a team approach. " (Document 'individual 
interview 16' Section 11.1, Paragraph 44). 

"Because we are multidisciplinary you've got this situation where there's 
myself and other members of multidisciplinary team, leaders on the same 
level. " (Document 'individual interview 3' Section 4, Paragraph 8). 

" Think it's really easy for a physio or an OT to lead because they are here all 
the time. " (Document 'individual interview 10' Section 9.1, Paragraph 36). 

"On each side we've got the team leaders.... which is the staff nurse. " 
(Document 'Individual interview 18' Section 0, Paragraph 36). 

Even though the situation seemed complex, there is only one example in the data 

of an individual raising slight concern regarding this lack of clarity of leadership 

role: 

"It's difficult really cos they've all got their own separate jobs, but # would 
be our leader and # manager to a certain extent would be leader of physios 
and.. OTs because #'s the main manager, so should be leader, although 
they've got their ..... but as a ward unit really I would have thought # would 
be the main leader, and then everybody else.... " (Document 'individual 
interview 5' Section 30.1, Paragraph 121). 

At another study site, there was an identified team leader and staff talked about 

the benefits of having a leader: 

"My personal opinion is that it doesn't work without having a 
leader..... there are another couple of teams in the # and they haven't got a 
leader and they struggle and they really struggle. " (Document 'individual 
interview 34' Section 0, Paragraph 220). 

In 11 of the 14 visual image data drawings representing the team (see figure 4 

`B' for example, and Appendix 6 for other examples) the team is drawn as a flat, 
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circular structure, without hierarchy. In the one example of a hierarchical team 

drawn (see Figure 3, `A') it was emphasised that this was only how the influence 

of one particular individual (a consultant) led to the team operating for some of 

the time in this way, and normally it operated as ̀ B'. 

Figure 3. Hierarchical versus flat team structure 
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In discussion while they were drawing the image staff tended to emphasise that 

their view of the team was that members were all equal. At two of the sites there 

appeared to be leadership within subgroups, but leadership itself seemed to be 

less clear. At the other site there was a clearly identified team leadership role, but 

for all sites leadership was not seen as being a dominant position: 

"I don't think it is like a hierarchy thing, you know like when you get 
your job description and there is that hierarchy. I think everybody in this 
team is like, they're all important, and they all play their role. " 
(Document'individual interview 4' Section 17.1, Paragraph 68). 

166 



"It should be a circle with everybody in it.. l don't think it should be ... a 
hierarchy ... a sort of pyramid with the consultant at the top.... the rest of us 
at the bottom... I think that's wrong. " (Document 'individual interview 26' 
Section 0, Paragraph 196). 

"I think there's different levels... cos I think there's different levels of 
skills and different levels of input.. but... we are all working to the same 
thing aren't we. " (Document 'individual interview 8' Section 28.1, 
Paragraph 113). 

vii) Group norms 

Having highlighted the limited time available, and need for individual staff to 

prioritise time, the data was examined for evidence of group norms or 

expectations of behaviour. This code featured in 24 passages across 16 

documents (see Appendix 8: 13). The only expectations reported seemed to relate 

to expectations for attendance at the multi disciplinary team (MDT) meetings, 

and this seemed to be an expectation, but not enforced: 

"Afterwards while making a drink before doing an interview I said to the 
SLT that there was good attendance and she said that attendance was 
required. " (Document'field notes 1' Section 0, Paragraph 3). 

`No SLT present for MDT - consultant asked and was told by OT didn't 
know where they were or if they were coming. ' (Document 'field notes 
16' Section 0, Paragraph 7,101). 

"Early morning meeting, just physios and one OT this morning who 
phoned to see where SLT was but base didn't know. Dietician arrived 
after meeting had started. " (Document 'field notes d' Section 0, Paragraph 
1). 

"Some uncertainty where everybody was.... four staff were having a 
separate meeting to discuss a patient and arrived late into the meeting. " 
(Document 'field notes 4' Section 0, Paragraph 1). 

There was little other data relating to expectations or "unwritten rules of 

behaviour" operating within the sites, apart from two members of staff who 
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referred to "the culture" of the site, describing elements of functioning that were 

not formalised: 

"You see in our team there is no gossip... then there's no... nobody 
discusses negative things.... it's just cut off... now why that happens I don't 
know..... " (Document 'individual interview 15' Section 53.1, Paragraph 
212). 

"Certainly a culture here of well that might be wrong, but what are we 
going to do about it... rather than examining the wrongness of it.... I mean 
people in this team rather than that's gone wrong, rather than making a 
big thing of it, like, would you like a hand.... would you like this... or... it's 
very much that sort of thing... people look for how they can help each 
other rather than ha ha it's their turn to have that... I had that last week as 
well.... " (Document 'individual interview 15' Section 55.1, Paragraph 
220). 

viii) Goal/purpose 

The literature review highlighted a key distinguishing feature of team process as 

being related to the purpose or goal that is pursued, and also discussed the 

complexity of identifying goals in healthcare, making this an important area to 

explore within the data. "Goal/purpose" is the fifth most frequently occurring 

node, with 129 passages coded across 39 documents (see Appendix 8: 11 for full 

listing). 

Staff were asked, during individual interviews how they would describe the goals 

for the patients that they were working with. They were then also asked to 

elaborate whether they felt that they were working to team goals, profession- 

specific goals or both. The goals described by the staff were of five different 

types: firstly, to enable patients to leave the hospital (for two of the three 

settings), secondly, to provide a high quality of care, thirdly, to achieve a 

satisfactory patient outcome, fourthly, patient-centred goals, and finally goals 

associated with an individual's specific profession, 
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a) Goals related to going home/discharge from hospital 

For many staff in the hospital settings the goal or purpose of their work related to 

the patient being discharged from that location: 

"To make sure they've got a safe discharge to wherever they may be 
going to, but all the relevant areas have been covered to get them to that 
point. " (Document 'individual interview 2' Section 32, Paragraph 64). 

"Generally the team goal is what the plan for discharge will be.... so 
um... as a full team in mdt ... then that is the question we will get by the 
consultant.... you know what are the plans for discharge.... how long are 
you gonna work towards it. " (Document 'individual interview 26' Section 
0, Paragraph 72). 

"My aim is to get home as soon as I can to my family in hopefully as fit a 
state as I can be. " (Document 'patient interview a' Section 36.1, 
Paragraph 145). 

b) Goals relating to quality of care provided 

Other staff described goals more in terms of giving the best care to the patients 

while they were receiving input from them: 

"To improve and maintain the highest standards of care, um, for patients, 
carers and all sorts staff, to provide a environment in which people are 
safely and successfully nursed to make as good an improvement as they 
can, um, working with patient relatives, other members of nursing staff, 
but also other member of multi disciplinary team. " (Document 'individual 
interview 3' Section 2, Paragraph 4). 

"We've all got that shared information and then we can provide the best 
care hopefully, and is that is what we do. " (Document 'individual 
interview 6' Section 3.1, Paragraph 12). 

"Working towards the same things and sharing different ways of how it 
might be achieved.... " (Document 'individual interview 27' Section 0, 
Paragraph 52). 

c) Goals relating to patient outcome 

Some staff saw the purpose more in terms of the outcome for the patient, looking 

towards the future and future level of functioning. 
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"The goal is for every patient in this unit to become a useful member of 
that community again and for us as a team to enable that to happen. " 
(Document 'individual interview 1' Section 28, Paragraph 56). 

"To get them back to as normal as possible. " (Document 'individual 
interview 5' Section 1.1, Paragraph 4). 

"I see our team aim as just as being able to work together to enable the 
patient you know to get back to as much a normal sort of you know state 
as possible. " (Document 'individual interview 12' Section 3.1, Paragraph 
12). 

d) Patient-centred goals 

Some of the staff highlighted the role of the patient and the family in the care 

received, describing the importance of the patient and family perspective, or 

describing the goals as being "patient centred" or "patient focussed": 

"We've all got the same aim, the same goal, that is to work together 
really, it's patient focussed. " (Document 'individual interview 7' Section 
1.1, Paragraph 4). 

"On the whole the common goal is to be able to allow.... It's got to be 
patient focussed and it's got to allow, provide the rehab in the best way 
that we can and cater for that individual, cos sometimes what we might 
want as professionals might be different to what the patient and the 
family want. " (Document'individual interview 11' Section 2.1, Paragraph 
8). 

"My common goal I suppose on reflection that's a common goal of the 
team is to be able to provide patient centred rehab.... " (Document 
'individual interview 11' Section 1.1, Paragraph 4). 

Staff described the challenges associated with patient-centred goal setting: 

"There isn't anything sort of written down..... there isn't anything in 
writing .... I think all of the team is.... very much in to what the person 
wants.... and they are quite people focussed and they'll try their best 
where they can to work the goals around the people... but where we come 
unstuck sometimes is where that goal is unrealistic... " (Document 
'individual interview 34' Section 0, Paragraph 132). 

"I don't see how you could have a standard answer to that question..... I 
think each patient would answer differently as well.... so there you 
go.... vagueness..... " (Document 'individual interview 31' Section 0, 
Paragraph 80). 
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Also there was a feeling of a difference between goal setting in a community 

setting and a hospital setting: 

"I think it is very much like that in community.... though it... very much 
the patients are in charge of what's going on.... whereas on a ward.... when 
I worked on a stroke unit before.... um... I think you are very much in a 
position of authority whether you like it or not... you are.... and basically at 
the end of the day you are working with that patient to get them 
home-whatever that takes... so long as they are fit enough.... to go home 
and they are going to be safe... that is what you are working towards... and 
I don't think necessarily that the patient's goals come in to that 
greatly.... until they get home and it's right... what do you... where do 
you.... want your life to go... what do you want to achieve .... I 

don't think 
they get the chance to come up with that until they come home.... " 
(Document 'individual interview 30' Section 0, Paragraph 156). 

"(In community) you tend to set broader goals...... um.... probably you can 
get very stuck in a rut in terms of.... your physiotherapy 
objectives..... whereas patients may want... to go outside a bit more which 
could be seen as an integration type thing... that could fit into anyone's 
category really.... it could be an occupational therapy issue but I think it's 
broader because you are working in the community.... um... as opposed to 
in patients or.... even musculo skeletal where you are perhaps trying to 
increase range of movement in a joint.... whereas perhaps your goal for a 
stroke patient is to get them going to a day centre. " (Document 'individual 
interview 33' Section 0, Paragraph 112). 

e) Profession-specific goals 

During some interviews staff considered site goals, but went on to emphasise 

how this linked or did not link with goals that they as a professional would set, 

with some staff describing how the goals would fit together and others 

emphasising the difference between profession-specific goals, or the difficulty of 

setting a joint goal: 

I suppose that is the overall goal... nurses would talk more about 
medication and continence and things.... and physios would talk more 
about mobility... and transfers, and OTs would talk more about what we 
call activities of daily living, so that's washing dressing 
cooking... everyday things like that. " (Document 'individual interview 15' 
Section 14.1, Paragraph 56). 

"There is ... I.. again to be honest I rarely look at them... cos the goals are 
mainly... from.. set from a rehab side... mainly set from the therapy point of 
view.... and that's usually set by the therapists... yeah it's discussed in the 
MDT, but they normally set the goals... and work towards them.... that's 
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their part of the job if you like... " (Document 'individual interview 23 
Section 0, Paragraph 80). 

"I think the doctors sometimes come from a different angle... than the 
therapists... especially depending on which consultant it is... I mean x goals 
are when can they go home when can we discharge them... and.... what is 
their medical problems and do we need to organise this investigation .. or 
do we need to assess that... whereas the therapy goals... are walk with one 
stick twenty meters by next week .... I suppose they are quite different 
goals... " (Document 'individual interview 25' Section 0, Paragraph 92). 

ix) Training in joint working 

This variation between types of goals described, and reported difficulty in 

formulating shared goals could be associated with a need for training in joint 

working practice. The data was analysed for information relating to the sites or 

individuals receiving specific support to enable them to function as a team, the 

final area of team process to be described. There was great variability in training 

reportedly received, with some staff reported no formal training in joint working 

practice. In the data there were 40 passages coded to "training" across 23 

documents, (see Appendix 8: 14. ) for example: 

"No. " (Document'individual interview 1'Section 84, Paragraph 169). 

"Not that I can ... (remember). " (Document 'individual interview 6' 
Section 30.1, Paragraph 124). 

Some staff reported that they had received input when undergoing their initial 

professional training: 

"When I first started my training we did about what is a team, things like 
that, and I think that were it. " (Document 'individual interview 4' Section 
12.1, Paragraph 48). 

"I am sure they did.... I cant pinpoint exactly... I don't think it was touched 
on a lot... probably only one lecture if that. " (Document 'Individual 
interview 19' Section 0, Paragraph 4). 

"Not really it were..... it were like mentioned about teamworking... we've 
got to work as a team... and there were some communication 'units... " 
(Document 'individual interview 21'Section 0, Paragraph 98). 
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Some staff reported examples of training that they had received, but were unsure 

of the value of it: 

"Not specifically on teamworking. We've had time out days... that have 
helped us address and respect different professional areas, and get a 
perspective into what their priorities might be as opposed to what your 
own individual professional priorities might be. So I think that gives you 
some insight, but it's coming back into the workplace and applying it.... " 
(Document 'individual interview 11' Section 36.1, Paragraph 144). 

"It was about different ways of working and who you are in the work 
place quite broad things you know about different management styles and 
things like that..... it was all kind of team building exercises and post it 
notes everywhere-it was really good.... LEO... that was it.. I thought it was 
really good... don't know about the application of it-but you know.. in 
practice.. I didn't really have a focus for applying it... " (Document 
'individual interview 14' Section 31.1, Paragraph 124). 

4.3 COMMUNICATION 

A search of the data reveals the frequent occurrence of the word 

"communication" within the interviews, and field notes with a count of 121 

instances of use of the word in the data. This suggests the significance of the 

element of communication in joint working. In the a priori framework 

"communication" was given a single coding, but as the data gathering progressed 

the frequency of occurrence and different forms of communication led to the 

creation of child nodes within this parent node, gathering together material 

relating to formal and informal communications, written communication versus 

spoken, and the notion of confidence in communicating. There are 109 

paragraphs coded to the general node of "communication" across 32 documents, 

with data relating to "formal communication", "informal communication", and 

"written communication" totalling 154 paragraphs between them. "Good 

communication" was frequently a feature of staff discussion regarding their work 

with colleagues, and featured strongly as a response when asked during the 

173 



individual interviews what was considered to be the most important attribute for 

good joint working, for example: 

"I think communication has got to be somewhere at the top at the list-but 
being able to communicate to other people and being able to listen to 
what other people are saying. " (Document 'individual interview 11' 
Section 15.1, Paragraph 60). 

"I suppose the fairly obvious ones of communication.. . well I say it's 
obvious but actually you know not everyone has that kind of approach I 
suppose. " (Document 'individual interview 14' Section 27.1, Paragraph 
108). 

"It's hard to put into words isn't it... a good team member... somebody 
who you can actually talk to... probably take a bit of criticism if you need 
to.... and should all have the basic knowledge.... but there again we do 
have these trainees to teach them... you know the novice.... but that boils 
down to communication again doesn't it... you know putting your 
knowledge across.... " (Document 'Individual interview 18' Section 0, 
Paragraph 178). 

i) Formal versus informal communications 

As mentioned above, during the data gathering it became apparent that different 

types of communication were occurring within the study sites, which could be 

classified as either formal or informal communication exchanges between staff. 

Staff described the importance of formal, planned communication episodes, at 

scheduled "MDT meetings", and scheduled "handover meetings", often seeing 

them as the main means of communication between different professionals. 

"Formal communication" was coded to 30 passages across 13 documents (see 

Appendix 8: 15. and 8: 16), for example: 

"The main mechanism is through the MDT meetings... that's the formal 
mechanism for joint working. " (Document 'individual interview 29' 
Section 0, Paragraph 36). 

"Well, it's nursing.... well when you get here at seven you've got your 
hand over between night staff and morning staff.... and same in the 
afternoon... morning staff hand over to afternoon staff.... " (Document 
'individual interview 20' Section 0, Paragraph 44). 
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"They all work together... because when they do the handover they are all 
told what's been happening on the ward.. during the day and that. " 
(Document 'patient interview c' Section 13.1, Paragraph 50). 

Although these formal channels were considered by staff to be an important 

focus of communication, and tended to be the most commonly reported means of 

communication between individuals, there was also informal communication 

occurring at the study sites. These informal communications linked with the 

location of staff, and the ability to be in contact, thus can be associated with the 

organisational conditions data reported earlier. The frequency of occurrence of 

data coded to "informal communication" suggested that this may have been the 

most significant communication channel, as data coded to "informal 

communication" occurs more frequently than "formal communication", with 75 

passages across 31 documents, for example: 

"It might not necessarily be a meeting... it might just be passing on 
corridor. " (Document 'individual interview 8' Section 19.1, Paragraph 
76). 

"I've always felt that having a bit of a ten minute gossip at the nurses 
station... does the world of good - it doesn't even have to be around the 
patient... it does a world of good around how the team works.... " 
(Document'individual interview 24' Section 0, Paragraph 102). 

"Standing by desk were two physios and two OT's..... out at nurses 
station a physio talking to a nurse. " (Document 'field notes 15' Section 0, 
Paragraph 1). 

"I don't pick up things in passing... the way that I do here... and you can 
pick up an awful lot in passing... you don't even realise. " (Document 
'individual interview 14' Section 10.1, Paragraph 40). 

"There's a lot of informal stuff going up... especially with the physio and 
the speech person and maybe a bit with the nurses.... that's a quick chat 
but not actually formalised... " (Document 'individual interview 27' 
Section 0, Paragraph 92). 

There was evidence that the informal communication systems were also 

perceived by the patients: 
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"Yeah... teamwork... they all communicate cos they know what each 
other's done.... they say oh you've got to do so and so and oh yeah... she 
told me this.... or if... you have improved they say oh yeah we had a talk 
about you this morning.... (Document 'Patient interview J' Section 0, 
Paragraph 242). 

The importance of these informal communication systems was further 

emphasised by the data suggesting that formal mechanisms may have limitations: 

What I have learned since I've been here is.... you have to just lay 
yourself open and you say this is what I'm doing... and you have to be 
able to do it informally.... sort of not save everything up for MDT.... cos 
it's too quick... it's too quick so you have to be finding people out and 
making time... to speak to people... time to speak to relatives.... " 
(Document 'individual interview 26' Section 0, Paragraph 112). 

"That weekly MDT meeting is the time we all sit down although it does 
feel very much that it is the consultant being god and people don't 
necessarily speak out-what they'll say to you-informally is very different 
to actually what gets said... in there which I find very frustrating-people 
become more reticent in that environment... " (Document 'individual 
interview 27' Section 0, Paragraph 92). 

Also, informal communication systems were significant as part of team process 

elements, in the formation and functioning of close working relationships, for 

example: 

"Again thought about the ability to chat informally and get on with other 
people, need to have this ability to get on in this team. " (Document 'Field 
notes w', Section 0, Paragraph ). 

"You know often stop to have a bit of a chat.... and they know you 
then... and if they've got a problem... or they've ... they will come and ask 
you... whereas if you're the strange person they never talked to.. " 
Document 'individual interview 24' Section 0, Paragraph 106). 

It is also important to note that informal communication systems were linked by 

staff to the sharing of knowledge and skills that will be discussed in the 

following section considering professionalism, for example: 

"It's amazing what you learn from just having two minutes talking with 
this person who got that person up this morning... gave them a wash.... and 
oh... right they're doing that... you're having problems with that.. " 
(Document 'individual interview 24' Section 0, Paragraph 118). 
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ii) Written communication 

A means of formal communication that was used at all the sites was written 

information, with 49 paragraphs coded across 20 documents in the data (see 

Appendix 8: 17), for example: 

"We've got us diary any things ... washing and dressing practice... what 
physios do in a morning.... so in communication it's writing down 
yeah.... " (Document 'individual interview 9' Section 12.1, Paragraph 48). 

"No it's just the main diary ... well you've got a doctors book for each 
side.... and then you've also got a diary as well.... and then there's a diary 
on reception... so there's a lot of things... " (Document 'individual 
interview 20' Section 0, Paragraph 52). 

"Above the bed it just says the patients name, the diet, um... and if there's 
any messages from physio or OT, for example this patient can walk one 
way to toilet with supervision to one.. " (Document 'individual interview 
21' Section 0, Paragraph 64). 

"They do a daily record of you.... in the book.... yeah... they must write 
miles... " (Document 'patient interview f Section 0, Paragraph 188). 

Whilst there were seemingly many different forms of written information 

available, it was interesting to note that staff frequently described the limitations 

of written communication systems: 

"I'm not sure about the #.. I have a lot of issues with those.... but ... nice 
idea.. but in practice you spend... you know sort of half an hour trying to 
find the bit in the notes that you want... I think it would be clearer to ... if 
we all had our own sections but in .... within the same file... cos it's 
there-the information is there cos ... they need to read what I say but it can 
be designed ... " (Document 'individual interview 23' Section 0, Paragraph 
76). 

"Even writing in the # that everyone can read it's still worth telling a 
nurse that you have done such and such or you are waiting for 
equipment... or whatever.. " (Document 'individual interview 27' Section 0, 
Paragraph 112). 

"The # is a great idea... unfortunately nobody reads it... in my 
experience.... it's a shame cos you know everything... well a lot of people 
write down what they do in it and .... but it ... like I say it's not always 
read. " (Document 'individual interview 26' Section 0, Paragraph 104). 
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It seemed therefore that whilst considerable time and effort was being directed to 

these written forms of information transfer, there was a tendency for more 

informal systems of information transfer to be the more significant amongst staff 

who worked closely together. However for staff in less frequent contact, or 

where there was a less stable working group, written forms of information 

transfer seemed of importance, for example: 

"Yes cos the nurses have... such a high turn over its easier for them to 
refer to something... " (Document 'Individual interview 25' Section 0, 
Paragraph 52). 

iii) Confidence 

Confidence can be linked to an individual's personality, in the data however staff 

most often linked confidence to the communication aspects of joint working. The 

data contains 39 passages coded to "confidence" across 20 documents, (see 

Appendix 8: 18) for example: 

"Meeting depended on individuals speaking up and not waiting to be 
asked, and being confident enough to give opinion or ask questions. " 
(Document'field notes a' Section 0, Paragraph 41). 

"It is getting their confidence up so I think if somebody is not confident 
they are not going to communicate and if they don't feel that they have 
the skills then they are not going to, they'll probably be anxious and not 
come across as they naturally would if they felt confident with what they 
we're doing. " (Document 'Individual interview 2' Section 54, Paragraph 
108). 

"Not too quiet.... you have to be a bit assertive... you've got to chase 
doctors.... you can't sit in the corner and be quiet.... you just wouldn't get 
on.. " (Document 'individual interview 19' Section 0, Paragraph 212). 

"I think as well if you are confident in what you are doing you can then 
convey your plans to other people... " (Document 'individual interview 25' 
Section 0, Paragraph 176). 
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Staff highlighted that confidence was often linked to length of professional 

experience, and recalled changes in their own level of confidence and thus ability 

to work jointly: 

"I feel... more confident in my role from when I first came.... I'm more 
vocal and if things upset me... I'll say something.. " (Document 'individual 
interview 20' Section 0, Paragraph 149). 

"I think you need to be confident in your own abilities of your 
profession...! think you need to know where you're coming from first. "' 
(Document 'individual interview 25' Section 0, Paragraph 180). 

"As you get more experience, you get more confident. " (Document 
'individual interview 7' Section 18.1, Paragraph 73). 

This increased confidence with years of working experience links in with 

professional development and will be further considered in the following section. 

Having presented the data relating to team process elements within the study 

sites, this data description section will now move on to the consideration of 

elements relating to professionalism. 

4.4 PROFESSIONALISM 

The literature review discussed the definition of a professional and the history 

and origins of professionalism. It highlighted the claim to a particular body of 

knowledge and skills as a core element marking professions apart. The data 

relating to knowledge and skills will therefore be the first area described. 

i) Knowledge and skills 

In relation to professional knowledge, staff discussed the importance of 

exchanging knowledge and skills and the benefits of this sharing of knowledge 

for them. The data also highlights the significance of depth of knowledge, with 

staff linking differences between professions as being a difference in level/depth 

179 



of specialist knowledge. The "knowledge and skills" code was the fourth most 

frequently occurring code in the data, occurring in 134 passages across 39 

documents, (see Appendix 8: 19). 

Staff described the importance of exchanging information and skills in joint 

working, for example: 

"Skills of information sharing/swapping seems to be a key point again - 
sharing of profession specific information. " (Document 'field notes b' 
Section 0, Paragraph 2) 

"Cos we work in such a close interprofessional team then we all learn 
from each other. " (Document 'individual interview 4' Section 5.1, 
Paragraph 20). 

"Sharing information, and knowledge, yeah.... I mean I am always going 
down there and asking therapists what they think, um can you tell me 
about this because I'm not quite sure, so there's always that sharing of 
knowledge as well. " (Document 'individual interview 7' Section 9.1, 
Paragraph 37). 

"That is where I got a lot of my learning really... my sort of stroke 
knowledge was by working... so closely together with other professions. " 
(Document 'individual interview 26' Section 0, Paragraph 48). 

They also highlighted the importance of depth of knowledge, as being an 

important marker in distinguishing professionals apart from each other, for 

example: 

"You need the background knowledge to be doing what you're doing 
effectively....! think ... I think it probably does come down to 
effectiveness... I mean anybody can go and sit... with a patient and do 
some language stimulation but not everybody knows why they're doing it 
in which case... they might not be quite on the right track. " (Document 
'individual interview 29' Section 0, Paragraph 172). 

They wouldn't have the knowledge or the clinical decision making skills 
to be able to base why you might be going down that road on say a physio 
treatment side. That's when things have to be fed back up and somebody 
who has got the specialist knowledge say, be able to filter that down. " 
(Document 'individual interview 11' Section 19.1, Paragraph 76). 
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"I think you can do up to a certain level and I think that nursing 
auxilliaries are a good example, that yeah it works at a level, but you 
cannot dilute that depth of knowledge. " (Document 'individual interview 
10' Section 26.1, Paragraph 104). 

"Other people have got them skills to assess patients but not that 
specialist what that OTs have got. " (Document 'individual interview 4' 
Section 19.1, Paragraph 76). 

The linking of individual professions with having greater depth of knowledge 

and skills rather than particular knowledge and skills raised the question of how 

junior staff who may have recently completed training fitted in to the locations 

studied. The sites studied, included staff who had worked in stroke care for many 

years (see Table 4 for breakdown of staff participants by number of years 

qualified), and who had been able to absorb knowledge from other professions 

over these years. Elements of the data relating to this area were gathered under a 

node called "how long qualified" (see Appendix 8: 20) with 49 paragraphs coded 

across 21 documents. 

Within this node an element that was highlighted by staff was the importance of 

seeking guidance from senior colleagues, for example: 

"When I first started I could communicate with people but it was having 
the confidence with your skills and things, , so I probably just 
communicated with my senior, and then the information would be passed 
on through them rather than through me. " (Document 'individual 
interview 2' Section 50, Paragraph 100). 

"I think when you are newly qualified you um you link to someone more 
experienced, and sort of follow them really. " (Document 'individual 
interview 7' Section 18.1, Paragraph 73). 

Staff also described how their joint working practice had changed as they had 

gained experience, for example: 

"I think the development of it comes alongside so many other things as 
well. You've got to be grounded in your actual discipline first I suppose 
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in order to be able to contribute in a team. " (Document 'individual 
interview 14' Section 5.1, Paragraph 20). 

"So... when you first qualify that's what's on your mind... what's my plan 
what am I doing with this patient.... you tend to think of yourself 
more... but then... the more experienced you get.. you're more comfortable 
with what you're doing physio wise and you think a bit wider... oh I need. 
to speak to so and so about this ... I need to refer on about that... lets have 
an MDT on it.... lets have a case conference ... I think the more experience 
you get the more ... um efficient you get and thinking more widely 
around... around exactly I need to get this patient going up the stairs 
or... something ... more around how are they going to get home... do I need 
to speak to the OT... what's happening with social services... community 
physio... " (Document 'individual interview 25' Section 0, Paragraph 164). 

ii) Professional role 

In the starting framework professional role and professional identity were 

formulated as separate coding categories. As the coding process progressed it 

became apparent that separating role from identity was proving difficult, so the 

categories were combined. Data relating to the role of each of the individual 

professions will now be described, before moving on to an examination of roles 

and boundaries. 

Professional knowledge was discussed in the previous section in relation to 

professions being distinguished by different depth of knowledge. This section 

will present data that represents an alternative view, that it is the type of 

knowledge and skills that determine the role and identity of each profession 

rather than the depth, and considers descriptions of working relationships 

between individual professions and other team members. 

a) Nurse role and identity 

Data describing the role of the nurse in the sites studied could be considered as 

relating to one of two knowledge and skill areas. Firstly the nurse role as 
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personal and basic needs care, and secondly the nurse role in relation to 

medicines and medical needs. Data relating to these two areas will be presented 

first, followed by data describing working relationships between nurses and other 

staff. Data coded to "nurse role" is the most frequently occurring of the 

professional roles, being present in 37 documents, with 110 passages, (see 

Appendix 8: 2 1) for example: 

" Knowledge and skills -Personal and basic needs care 

"Well after we've received hand over.... our goal would be to get patients 
up, give them... washing and dressing... get em ready for breakfast. " 
(Document 'Individual interview 17' Section 0, Paragraph 10). 

"Well .... I don't know... can I say... bum wiping ..... uh.. we11 we do do all the 
hands on cleaning and that of patients... " (Document 'individual interview 
19' Section 0, Paragraph 176). 

"Then we've got the nurses. Three shifts oh they're good, ring the bell 
and they're there. Take you to, well you see I've got to have somebody 
take me to the toilet, and then they go and then ring the bell and they 
come back. It might be somebody else and bring you back to wherever 
you want to be. " (Document 'patient interview c' Section 7.1, Paragraph 
28). 

"A lot of the care can be extremely personal, and defined as nursing 
roles. " (Document 'individual interview 3' Section 60, Paragraph 120). 

" Knowledge and skills - Medical needs 

"I think it's that they think you're a nurse so you're things medical and 
pressure area care and things like that as opposed to rehab the actual 
rehab. " (Document 'individual interview 5'Section 15.1, Paragraph 60). 

"Nurses would talk more about medication and continence and things. " 
(Document 'individual interview 15' Section 14.1, Paragraph 56). 

" Working relationships 

"I only know the way therapy do it.. and.. I think sometimes nurses have 
care plans and they have ways of doing things and a way of working that 
I think sometimes is very different to how we would work. " (Document 
'individual interview 10' Section 54.1, Paragraph 219). 
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"The uniqueness of the nursing role is that it is over a 24 hour period. " 
(Document 'individual interview 3'Section 54, Paragraph 108). 

"I almost feel that nursing are the main bit in the middle as they have the 
fewest links out... they don't have a main department..... they tend to be the 
ones right in the middle of everything... that are there all the time.. " 
(Document'individual interview 24' Section 0, Paragraph 122). 
"Nurses have traditionally been led by consultants and the way of their 
training and their practice and everything is all tied in. " (Document 
'individual interview 10' Section 56.1, Paragraph 227). 

"We pull everything together we're the ones in the middle. " (Document 
'individual interview 8'Section 38.1, Paragraph 149). 

For each of the other professions within the sites, data will now be presented 

describing first of all knowledge and skills, and secondly data describing 

relations between that profession and other staff. 

b) Physiotherapy role and identity 

In the data there are 67 passages coded to "physiotherapy role", across 22 

documents, (see Appendix 8: 22) for example: 

" Knowledge and skills 

"Physios would talk more about mobility... and transfers. " (Document 
'individual interview 15'Section 14.1, Paragraph 56). 

"Oh she's been doing exercises and making me do exercises to get me 
legs moving, and then they walked with me one at the front and one at the 
back, and then two at the side and then I had one walking with me, and 
then I walked with a stick, but that didn't work out. " (Document 'patient 
interview c' Section 7.1, Paragraph 28). 

"Physios did taught her... cos you start ... by what they call transferring 

... that's transferring you from bed to chair.... and umm... I must have been 
a difficult case so they had to train me wife on how to move me from bed 
to chair... and physios trained her in that... " (Document 'patient interview 
h' Section 0, Paragraph 254). 

" Working relationships 

"Well they tell the nurse what to do.. " (Document 'patient interview b' 
Section 7.1, Paragraph 28). 
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"It's usually the physios who do an assessment.... you know as to the 
moving and handling. " (Document 'individual interview 20' Section 0, 
Paragraph 92). 

"The main people I thought were the physios... " (Document 'patient 
interview h', Section 0, Paragraph 36). 

"OT and physio from my point of view seem to be... but maybe that's cos 
I don't totally understand the difference... of what they do anyway. " 
(Document 'Individual interview 29" Section 0, Paragraph 160). 

c) Medical (doctor) role 

There are 80 passages coded across 31 documents for "medic role", second in 

number to "nursing role", a large number considering that at two of the sites 

patients were required to be medically stable to be transferred there, and that one 

of these sites had no doctor as part of the team. See Appendix 8: 27 for full node 

listing, passages contained in the data are for example: 

" Knowledge and skills 

"Medic talked mostly about drugs/medication and was the one who 
completed case notes. Admitted that he had not seen some of patients 
and apologised at end for being slow as he wasn't up to speed with 
them. " (Document'field notes 13'Section 0, Paragraph 16). 

"Yes we sometimes will look at the consultant as having to do the doctor 
bit.. " "Document 'individual interview 22'Section 0, Paragraph 134). 

"Well they just assess you again and see what's happening. " (Document 
'patient interview b' Section 50.1, Paragraph 204). 

"I've seen doctor x once or twice, I don't see him no more... " (Document 
'patient interview d& e' Section 0, Paragraph 229). 

"We know what those patients problems are, in depth and the medics 
don't because they only come on... you know... if that patient needs any 
medical input.... or once a week when it's MDT... that we can guide the 
medics into what might be a more appropriate.. " (Document 'individual 
interview 11' Section 26.1, Paragraph 104). 

" Working relationships 
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"Medic and consultant seated to one side of room, medic in window seat 
seemed a little distant physically from all others, and often missed or 
chose not to take part in discussions, only becoming involved when 
directly asked a question or asked to make a recommendation regarding 
further treatment. " (Document'field notes a' Section 0, Paragraph 39). 

"Medic arrived nearly half an hour later, entered room with no apology 
for lateness, but "who are we up to". OT offered to move to one side, 
consultant took over case files. " (Document 'field notes n' Section 0, 
Paragraph 6). 

"The consultant is primarily concerned with the patient. " (Document 
'individual interview 25' Section 0, Paragraph 196). 

"Nurses emphasising need for medical confirmation of discharge for 
patients indicated, and other team members also using medic as discharge 
tool, and using medic as authority figure to give emphasis to information 
or decisions made e. g. talking to difficult relative. " (Document 'field 
notes n' Section 0, Paragraph 6). 

"What could have been a very effective meeting with the doctor... backing 
up what we are saying it came away ... it felt like ... oh I'll investigate this 
standing lark then... maybe we can get.... and that is one area where I feel 
where the medics just haven't a clue what we do half the time.. " 
(Document 'individual interview 24' Section 0, Paragraph 86). 

d) Speech and Language Therapy role 

The data contains 31 passages coded to "speech and language therapy role" 

across 17 documents, (see Appendix 8: 23 for listing) for example: 

"' Knowledge and skills 

"Well what she tried to do was .... to get you get you talking about 
something which you're interested in... then she can assess what needs to 
be done. " (Document 'patient interview h' Section 0, Paragraph 104). 

"Yeah I saw her last week..... but basically I've stopped... she give me one 
or two exercises to do.... to try and to practice your voice.... cos the main 
thing you might think-why do you need a big voice.... but uh... the main 
thing is calling for the nurse in the night..... yeah. " (Document 'patient 
interview f Section 0, Paragraph 144). 

"Well she's been helping me to swallow. " (Document 'patient interview 
c', Section 11.1, Paragraph 40). 
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" Working relationships 

"In fact it's speech therapy that they're least likely to need.... if 
anything... when I go to the MDT meetings I'm often only involved with a 
few patients whereas OT and physio will be involved with the whole 
caseload pretty much.... " (Document 'individual interview 29' Section 0, 
Paragraph 124). 

"I would say that if anybody had a communication problem I think the 
others made a very good guess at what they think is wrong and I think 
they can identify problems that in the past might have been overlooked if 
they are quite discrete, which is excellent, and that's where I see it 
benefiting them, but in the end they are never going to be able to find out 
the exact nature of the problem and where to start helping it... " 
(Document 'individual interview 10' Section 24.1, Paragraph 96). 

"If somebody is struggling with a swallow, when I go and see them think 
oh... are they on thickened fluids, or oh... how are they swallowing so I 
can feed back to the SLT cos they're not going to be there all the time. " 
(Document 'Individual interview 2' Section 62, Paragraph 124). 

e) Occupational therapy role 

The data contains 56 passages across 21 documents coded to "occupational 

therapy role", (see Appendix 8: 26 for full listing) for example: 

" Knowledge and skills 

"OT role in the meeting was to give information on preparation for 
home. " (Document'field notes m', Section 0, Paragraph 16). 

"It's well who co-ordinates the whole package who's really there to sort it 
all out to make sure they go home with everything that they need-and 
that to me feels a bit hit and miss... kind of .. often the OT picks that up. " 
(Document 'individual interview 27' Section 0, Paragraph 112). 

"Aye we have.... to cook-an egg and pour boiling water and that.... that's 
it... cos I don't visit (unintelligible) aye and there's a home visit n all isn't 
there. " (Document 'patient interview d& e', Section 0, Paragraph 63). 

"Well they try, they try to get you to fit in to civilisation... like you did 
before you know, so you don't have any accidents and the rest of it... and 
they do a lot in your house-that's what I'm waiting for now... I went 
home for them to you know to..... take me home for the day last 
thursday.... took me home last thursday... " (Document 'patient interview f 
Section 0, Paragraph 80). 

"The skills of moving and handling is particularly something I learned 
from OT's you know all my handling of the upper limb..... hasn't come 
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from anybody within the physiotherapy team... it's come from OT's. " 
(Document 'Individual interview 33' Section 0, Paragraph 196). 

"Physio and OT we're sort of working towards um... similar goals so from 
a physio point of view it's much more physically based where .... we 
translate that into a functional.... um.. thing... " (Document 'individual 
interview 30' Section 0, Paragraph 96). 

" Working relationships 

"I asked the OT whether they always lead the meetings and apparently 
most often they did, didn't know why particularly, whether it was 
because of dominant personality but usually did, physio also joined the 
discussion and agreed that it was most offen about going home issues 
which OT would take the lead with. " (Document 'field notes 0' Section 0, 
Paragraph 1). 

"I actually feel it's important for me to put my five pennies in to shout 
.. in a way... in a way I am shouting for him... in a way or shouting to 
progress with where are we going cos it's very complex. " (Document 
'individual interview 27' Section 0, Paragraph 84). 

"Because so many of my patients have cognitive and memory problems 
and because that has such an impact on whether there's barriers to 
recovery for speech that we've ended up doing joint assessments 
together.... " (Document 'individual interview 31' Section 0, Paragraph 
188). 

f) Other professions 

The data relating to other professions has been combined due to small numbers 

of occurrences (20 passages for dietetics, 18 passages for psychology, and 6 for 

other professions such as social work). See Appendix 8: 24 and 8: 29 for full 

listing, examples include: 

"Say if you're looking at somebody whose got memory problems you'd 
be looking at using neuropsychology and neuropsychological assessments 
which is the skills that we bring.... " (Document 'individual interview 13' 
Section 20.1, Paragraph 80). 

"So yeah occupational therapy they do some cognitive 
assessments... um.. nobody else does therapy-nobody else.. I think other 
people have knowledge of psychological approaches-behavioural 
approaches and things like that but really they'd be asking us for 
guidance. " (Document 'individual interview 13' Section 21.1, Paragraph 
84). 
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"Then there's been a what do you call her, I had words with her... she was 
asking questions, count down from 20 and can you remember this... do 
you want to talk about it.. but I said no.. if I have any problems I can 
work them out... cos when the doctor offered me some prozac I said no 
way. " (Document 'patient interview c' Section 19.1, Paragraph 74). 

"As dieticians maybe we are a little bit kind of out on a limb, really, 
we're often not in a true multidisciplinary team... " (Document 'individual 
interview 12' Section 43.1, Paragraph 172). 

"She's been working out whether to have soft or like mash or... " 
(Document 'patient interview c' Section 12.2, Paragraph 46). 

g) Assistant role 

At all three sites there were non-professionally qualified staff, who were used to 

support the qualified staff and continue care programmes set. They were referred 

to by different terms at each site, and could have a wide variety of backgrounds, 

although the most frequent background was a nursing assistant or care staff. See 

Appendix 8: 28 for full node listing. These staff carried out a range of duties, 

using knowledge and skills from all the professions at a site: 

"I think the common denominator is the assistants, who come through 
therapy and have an insight into what hopefully have an insight into what 
we do from the therapy side, have an understanding of what each of our 
professions.... " (Document 'individual interview 11', section 8.1, 
Paragraph 28). 

They were often viewed by staff as being an important link between the 

individual profession. Here again, as with the "teams within a team" discussion, 

the visual image data is helpful in exploring the role of these assistants within the 

declared teams. In some of the visual image data they are placed centrally in the 

team diagram, and this was echoed in staff descriptions of assistants as 

occupying a central or co-ordinating role: 

"I think the (assistants) on the ward are the glue that hold 
everything-together". (Document 'individual interview 24', Section 0, 
Paragraph 106). 

189 



"I think we're the ones who try and see whether they are all working 
together.... " (Document 'individual interview 8' Section 37.1, Paragraph 
148). 

In addition to their central or co-ordinating role, they also had importance as their 

role was emphasised as providing the ongoing continuity of care: 

"The assistants are the ones that are seeing these patients 24 hours seven 
days a week, and often they are the ones that will come back and say, so 
and so has got a problem transferring.. or you know towards the end of the 
day they're not great... and... have we noticed this... " (Document 
'individual interview 11' Section 33.1, Paragraph 132). 

"The assistants are invaluable in providing information about how people 
are doing and they are with the patients throughout the day. " Document 
'individual interview 12' Section 41.1, Paragraph 164. 

"Because I may not have contact with the patient for a month or so by 
which time.... things change and the assistants see it changing... " 
Document'Individual interview 33', Section 0, Paragraph 96. 

A summary table showing the predominant features of each role described above 

is presented below. 

Table 7. Perceptions of individual roles. 

Nurse " Personal and basic needs 
" Medical needs 
" 24 hour care 
" Co-ordinator 

Physiotherapist " Mobility 
0 Moving and handling 

Doctor " Drugs/medication 
" Assessment 
" Discharge decisions 

Speech and Language Therapy " Communication 
0 Swallowing 

Occupational Therapy " Preparation for home 
" Moving and handling 
" Functional physical needs 

Other professions " Eating 
0 Psychological therapy 

Assistant " Knowledge from all professions 
" Link/co-ordinator 
" Ongoing/continuous care 
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iii) Role boundaries and blurring 

As a key area of government policy (highlighted in the background to the study 

section), the data was searched to find reference to professional boundaries and 

any blurring of professional roles. The data indicated evidence of a blurring of 

boundaries between the occupational therapy and physiotherapy professions, and 

some evidence of nursing taking on a role that encompassed elements of the 

therapy professions. The data contains 39 passages coded to role blurring, (see 

Appendix 8: 31), with staff describing evidence of boundaries becoming less 

clear, for example: 

"Here it has at times gone the other way... in that actually boundaries are 
getting slightly blurred..... um... because the home visit for example is an 
area which is predominantly the OT... area and it's for us to set it up for us 
to decide who goes... and it gets very much on here like it's a joint thing 
with the OT and physio. " (Document 'individual interview 22' Section 0, 
Paragraph 108). 

"I don't think.., for us on here there's the clear boundaries cos we have 
multidisciplinary working that's how well it works... cos ... you talk to a 
team of people and they will give you their opinions. " (Document 
'individual interview 16' Section 10.1, Paragraph 40). 

"I mean there are things that aren't clearly defined... that's not necessarily 
a bad thing... there are things that are not clearly defined-this is a physio 
role-this is an OT's role.. we sort of share it.. and whoever is working 
closely with the patient does that.... but you know... things like transfers 
and um... and that sort of thing ..... some people might say ADL is really 
an OT side and mobility is really physio... but I mean I've got to look at 
how the patient gets to the toilet ... and that's mobility-and similarly the 
physio... got to look at... if the patient can stand but if the patient can stand 
and wash themselves, or can they stand and make a cup of tea so we do 
overlap a lot... " (Document 'individual interview 26' Section 0, Paragraph 
36). 

Some staff linked this blurring of roles to availability of staff, or time 

availability, for example: 

"I mean that's very much blurring of roles.. cos we're not here at night. " 
(Document 'individual interview 24' Section 0, Paragraph 58). 
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"You could take on that role without really knowing what it's about .... Sol 
think it partially comes about.... the most important thing is knowing what 
people do... how complex their jobs are... and I think that although I can do 
certain aspects of that .... I 

know I am not as good as an ot... and 
experience... similarly if someone from a more speech point of view.... if I 
go and see somebody and they're dysarthric I am quite capable of giving 
them basic dysarthria exercises..... I know that the speech and language 
therapist is not going to be there for another couple of days... and I am 
quite happy with um... how to help people with their language.... " 
(Document 'individual interview 24' Section 0, Paragraph 66). 

"A little bit, I would say there is role blurring on here.. I think when it's 
necessary there is.. if people are around.. then you don't necessarily need 
to have to although.. you do try and engage other people in trying to help 
you make that decision even though it's not necessarily their role... I 
think if you're the one that's there, if you are the one doing something 
with them, and it naturally imposes upon you to do aspects of for 
example, cognitive aspects, if it means spoiling that session if it means 
waiting for an of to do it, but then go to them afterwards and say look I 
did this I think it's something we need to discuss together. " (Document 
'individual interview 10' Section 18.1, Paragraph 7). 

In contrast to this reduction in defined roles, the data also provided evidence of 

role clarity amongst staff and clear boundaries between professional groups, 

often linked to the depth of professional knowledge, described earlier. In the 

data 143 passages (the third most frequently occurring node) are coded to "role 

and identity - know boundaries" (see Appendix 8: 30), with staff reporting that 

professional role boundaries remained clear, for example: 

"All professions seemed to have clear role, each looking to other where 
appropriate e. g. a question asked by family. Physio movement, OT 
provision of equipment, nurse advising on medication and daily care e. g. 
toileting and washing. " (Document'field notes g' Section 0, Paragraph 2). 

"I know what my job is... and I know what other peoples job is... I think... I 
don't overstep the boundaries and I don't think they do either. " 
(Document 'individual interview 7', Section 11.1, Paragraph 45). 

"We'd all expect to do something about it but people would go to the 
person they would know would be the best source of identifying what to 
do about it. So here there's not conflict with people deciding without 
going to the right person first... " (Document 'individual interview 15' 
Section 17.1, Paragraph 68). 
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"Well I wouldn't ever walk somebody that I knew the physios haven't 
walked... " (Document 'individual interview 15' Section 21.1, Paragraph 
84). 

"For example I might sit down and look at the psychological and 
emotional needs of a person but there comes a point where you might 
think to yourself that's as far as I can go I've acknowledged that, made 
that a goal but I need to refer on to the person that's best placed. " 
(Document 'individual interview 16' Section 5.1, Paragraph 20). 

"I was just thinking that what you are talking about.... is knowing each 
others roles and competencies is almost depth of knowledge.... that what 
marks each profession apart is actually... everybody has got this genericy 
surface bit but that once you get.... into this real depth of 
competence... that's almost where you have got the boundaries.... " 
(Document 'individual interview 24' Section 0, Paragraph 68). 

"Well obviously it's profession led... cos physio and OT are not always 
the same..... yeah... cos they're two different professions you see... but they 
all look for the same thing.... and you know... they all talk... but you know 
physios obviously.... see physio side... OT... OT side and so 
on...... (Document 'individual interview 35' Section 0, Paragraph 68). 

iv) Professional identity 

In the introduction to this section it was noted that role and identity had proved 

difficult to distinguish in the data, so the coding category had been combined. 

Rather than distinguishing professional role from professional identity, data 

relating to a distinction between an individuals' professional identity and their 

team membership identity became apparent, gathered together under a node titled 

"team versus profession" (see Appendix 8: 34. ). As has already been mentioned, 

the visual image data frequently contained an image of the sites as being a 

number of professional groupings within an overall grouping - described in this 

investigation as "teams within a team". 

During the interviews this was further explored by asking participants where they 

felt their loyalties lay, to the team or to their profession. It has already been 
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mentioned that staff frequently referred to "the team" in discussions, and it is 

notable how throughout the presentation of data from the staff interviews, that 

the term "the team" has been used by staff to describe their working site. In 

contrast to this espoused team membership, it is interesting to note that there was 

variation amongst staff as to whether they saw their identity as a team member or 

as a member of their profession, with size of team, and frequency of contact 

mentioned as important factors in an individual's perception of themselves first 

and foremost as a team member or a professional practitioner : 

"I do see myself as part of the physio department.... but um.. I probably feel 
my loyalty is more to the stroke unit than the physio department as a whole 
because it is too big.... " Document 'individual interview 24' Section 0, 
Paragraph 30. Document 'individual interview 30', 2 passages, 400 
characters. 

"I would say probably slightly a larger percentage to the team... than to the 
OT service cos I am based here and these are the people that I work with 
every day.... but um... yeah I am still sort of.... " Document 'individual 
interview 30', Section 0, Paragraph 36. 
"Primarily I am a physiotherapist and my responsibilities are to the patient. " 
Document 'Individual interview 33', Section 0, Paragraph 48. 

v) Professional power and status 

In the a priori framework power and status were proposed as two separate coding 

categories, but during the data analysis process these two nodes were merged 

together as the data suggested that they were inextricably interlinked. The data 

that was coded to power and status was often also classified within two other 

nodes (inclusive coding) with links being made to the medical role, and also links 

to decision making. The influence of power and status in the study sites was 

therefore related to the role of the medic and especially related to decision- 

making. "Power and status" features as the ninth most frequently occurring node 

in the data, with 96 passages across 34 documents, (see Appendix 8: 33). 
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References to power and status in relation to the profession of medicine are for 

example: 

"Written in notes by consultant. Decisions re discharge seem to be taken 
solely by the consultant, one occasion when he seemed to have put back 
discharge date, only staff nurse knew about it, no-one else. " (Document 
'field notes a' Section 0, Paragraph 39). 

"MDT meeting has been moved from today to tomorrow. The decision 
was made by the consultant". (Document 'field notes c' Section 0, 
Paragraph 2). 

"There has to be a discharge form which the medics have to sign. " 
(Document 'individual interview 7' Section 46.1, Paragraph 183). 

"But then he (the consultant) deemed that he'd do ward round first and 
then come to mdt cos he wanted to know what was happening from his 
perspective but then when we tell him anything what impact is that gonna 
have on his practice... so that's the thing that medically what's happening 
is more important than anything that we're gonna tell him about them 
anyway. " (Document 'individual interview 10' Section 56.1, Paragraph 
227). 

"The doctor says right don't do it I won't do it. " (Document 'patient 
interview a' Section 24.1, Paragraph 97). 

In the data there are some examples of staff reporting that the particular context 

of stroke care impacted on traditional power and status assumptions, and all but 

one of the diagrams of the teams drawn showed the teams as flat non-hierarchical 

structures (see Figure 4) this was also confirmed by staff descriptions: 

"I don't see a consultant being at the top of the tree... because I see that 
99% of the time we can manage without one. " (Document 'individual 
interview 10' Section 59.1, Paragraph 239). 

"It should be a circle with everybody in it.. I don't think it should be 
... a 

hierarchy ... a sort of pyramid with the consultant at the top.... the rest of us 
at the bottom...! think that's wrong... cos... I think that yes the consultant is 
the highly paid highly qualified um.. professional.. but they have quite a 
limited role.. as do I... but... without each piece of the jigsaw you wouldn't 
get the full picture.... for the patient... that's what needed we're all 
different-different professions and you need.... all of them to get the best 
outcome..... " (Document 'individual interview 26' Section 0, Paragraph 
196). 
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Thus it is interesting to note that whilst power and status issues with the medical 

profession were clearly in existence at the sites, that status differentials were not 

perceived to be significant by staff when completing their team drawings. 

4.5 THE INDIVIDUAL 

The literature review highlighted the three key elements of the organisation, the 

team and the individual. Having previously considered both the data relating to 

the organisational context, and team process, this section will now outline data 

which is related to the individual practitioners within each study site and how 

their individual experiences, notions of respect and trust, and thoughts regarding 

personality informs an understanding of working practice. 

i) Previous experiences 

The literature review suggested that there may be variation in the way that an 

individual viewed joint working, depending on their previous experiences. Staff 

certainly seemed to have clear recollections of their experiences of working 

together in other health care contexts and frequently commented that these 

experiences had been different to that which was encountered at the study sites. 

Staff all made positive comparisons between joint working at the locations 

studied and their previous experiences. There are 30 passages coded to "previous 

experience" across 17 documents, (see Appendix 8: 35) for example: 

"All this interprofessional working is all new to me really. " (Document 
'individual interview 7' Section 21.1, Paragraph 85). 

"They (therapists) would come and just take them off somewhere you 
know. " (Document 'individual interview 9' Section 7.1, Paragraph 28). 

"I've worked in quite a few teams that have been called multidisciplinary 
and this is the first one that truly is multidisciplinary .... and not just a 
concept..... " (Document 'individual interview 29' Section 0, Paragraph 
112). 
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"Yes this is different yeah.. we're all having the same problems... there it 
was like everyone had problems, they might come down and have a moan 
but you didn't feel it was shared in the same sense. " (Document 
'individual interview 10', Section 50.1, Paragraph 203). 

In the individual interviews, staff were asked to consider what aspects of the 

other locations meant that joint working had been less successful. A variety of 

reasons were given for the differences including: less successful joint goal 

planning, and having staff spread around different locations, for example: 

"This is totally different, because you hope to see an improvement in this 
you are working towards the same aim which is to get them home". 
(Document 'individual interview 8', Section 7.1, Paragraph 28). 

"You'd speak to them on that ward at that time.... but prior to that you'd 
used to have to phone OT and phone physio.. " (Document 'individual 
interview 32' Section 0, Paragraph 169). 

In contrast to these positive comparisons between joint working in the present 

and previous locations, there were examples of some staff (all with many years 

of practice experience) having a more pragmatic view of the changes being 

introduced, viewing it as a change in terminology, but not in practice, or a way of 

working that was not new, for example: 

"I mean we've done it for years... I mean I was on the stroke unit... sort of 
as a junior as a senior two and we were doing things then... it really is just 
reinventing it with new names..... " (Document 'individual interview 28' 
Section 0, Paragraph 84). 

"I've seen a lot of things um you know key worker systems, team work, 
which we did employ on # and we do employ here. " (Document 
'individual interview 3' Section 44, Paragraph 88). 

This difference in individual experiences created the potential for different views 

regarding the value of joint working amongst staff at the sites. However, the data 

described earlier reporting the perceived benefits to staff of joint working (see 

4.2 iii, iv, v) may have been a unifying factor, with the perceived benefits 

outweighing these few reservations in some staff. 
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ii) Respect and trust 

Data relating to respect and trust can be associated with data coded to 

communication and personality, but emerged during the data analysis as being an 

area of coding in its own right, with 24 passages coded across 14 document, (see 

Appendix 8: 38). In the individual interviews staff frequently highlighted the need 

for respect and trust amongst the individuals working together, in some instances 

reporting that it was trust and/or respect that was the most important attribute 

needed for successful joint working, for example: 

"I think respecting your team members is probably one of the biggest 
things...! think that I've seen.... working for teams...... in general working 
in lots of locations I've worked in......... " (Document 'individual interview 
31' Section 0, Paragraph 152). 

"When you can do that that's when it works-and that's about trust I 
think. " (Document 'individual interview 13' Section 31.1, Paragraph 124). 

Staff described how working relationships were enhanced by mutual trust and 
respect: 

"There are quite strong personalities and it works fine because everybody 
is respectful of each other. " (Document 'individual interview 14' Section 
27.1, Paragraph 108). 

"If you give other people respect they give you respect back.... and then 
they listen to you more and they are more willing to work with you.. " 
(Document 'individual interview 25' Section 0, Paragraph 188). 

There was one example in the data, of the building up of trust amongst staff 

being linked to stability and size of the team, important elements of team process 

described earlier: 

"The team's got bigger... it's become less of a trusting atmosphere. " 
(Document 'individual interview 36' Section 0, Paragraph 116). 

The concept of trust was also linked by some participants to moves towards role 

blurring, that was described in the previous professionalism section, for example: 

"I think to a certain extent it does.... work at the moment... they tend to 
trust each other so..... for example if there is ... somebody on the 
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physiotherapy waiting list and the OT goes out..... and says you don't need 
to see them they'll trust their assessment.... of... physiotherapy needs and 
take them off the list... that kind of thing.... so there is an element of trust 
between them..... which will be an important first step to start doing the 
blurred stuff. " (Document 'individual interview 34', Section 0, Paragraph 
112). 

However, in contrast to this association with role blurring, it was also linked to 

role clarity, in the need for trust and respect regarding the specific knowledge 

and skills of colleagues from other professions, thus also linking with the 

professional knowledge and skills data presented earlier, for example: 

"Sometimes it has to be more of respect that everyone has their place 
around the table and has an input. " (Document 'individual interview 22' 
Section 0, Paragraph 134). 

"I think consideration for each other within that team... is a big thing and 
respect for each others skills. " (Document 'individual interview 15' 
Section 51.1, Paragraph 204). 

"I think that if you have a mutual respect and regard for each other.... you 
do question yourself about am I the best person to deliver that. " 
(Document 'individual interview 16' Section 4.1, Paragraph 1). 

"Respect.... for other peoples own areas of expertise.. " (Document 
'individual interview 23' Section 0, Paragraph 112). 

There was also a reminder from the patient interviews that respect didn't apply 

just amongst the staff: 

"I think they should respect the patients more of less.... rather than treating 
them as an object... " (Document 'patient interview f Section 0, Paragraph 
204). 

iii) Personality 

The literature review offered contrasting perspectives regarding the influence of 

the individual on joint working with some authors highlighting different 

individual philosophies and personalities as significantly impacting on joint 

working, whereas others view the individual as of lesser significance. The data 
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suggests that individual qualities were considered to be of importance by 

participants, with 39 passages across 21 documents coded to "personality" (see 

Appendix 8: 37). When asked to report what they considered to be the most 

important quality needed for joint working, some participants identified 

personality factors as of the most significance, for example: 

"I think that I do think that a lot of it is down to personality... I really 
do.... having worked with lots and lots of people over the years you can 
usually spot the people who... are going to work well in a team and the 
people who aren't.... um... and it tends to be the people who are a bit more 
flexible..... and um.... um... what's another word... flexible and..... sort of 
willing to muck in for want of a better word... you know you'd be quite 
happy to make the tea for everybody or wash the pots.... or... as much as 
you would to treat patients.... and... you know those types of things. " 
(Document 'individual interview 30' Section 0, Paragraph 132). 

"I think as teams go we work together pretty well-we get on 
well... um... and uh.. we know and certainly the seniors get on well.. I think 
it's quite hard... for .. you know the juniors rotate so often and some 
integrate really well and some don't-and I think that's down to 
personality.. " (Document 'individual interview 24' Section 0, Paragraph 
50). 

"I say a lot of it is due to character as well as professional ... your 
professional knowledge... it's the character thing... I think is quite a huge 
emphasis.... " (Document 'individual interview 34' Section 0, Paragraph 
168). 

Elements of individual personality that were mentioned by staff as impacting on 

working practice were: the ability to get on with others; flexibility; and 

willingness to compromise, for example: 
"Everybody gets on well, it's not a sort of ..... it's not ... sort of 
buddy.... relationships... it's just professional ones.. " (Document 
'individual interview 15' Section 41.1, Paragraph 164). 

"I think we do alright on here ... whether that is personalities" (Document 
'individual interview 10' Section 46.1, Paragraph 187). 

"°I think as well you need a sense of, you need to be flexible quite easy 
going.... um... you know... digging your heels in isn't necessarily the best 
way to get anything done, you need to be able to compromise... um.. and 
lose sometimes. " Document 'individual interview 13' Section 31.1, 
Paragraph 124). 
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"Just um a willingness to take part I suppose-and I do think on the 
flexibility one.... at the same time assertiveness and a willingness to learn 

some assertiveness and where you actually stand. " (Document 'individual 
interview 14' Section 27.1, Paragraph 108). 

"I think.... it's down to personalities..... I think you have to have a 
particular personality to work in a team...... and I think you've got to be 
flexible....! think if you're rigid then you have made your problems... " 
Document 'Individual interview 36' Section 0, Paragraph 84). 

4.6 SERVICE USERS 

i) Patient role 

In staff descriptions of the team membership within the study sites outlined in a 

previous section, there was variation in regard to whether the person who has had 

the stroke (referred to as the ̀ patient' by all staff) was considered to be a member 

of the team or not (see Appendix 6 visual image data). Where staff had excluded 

the patient on their diagram of the team, they expressed surprise when asked by 

the researcher whether they would consider the patient to be in the team, that 

they had forgotten to include them: 

Interviewer 
"and patients" 
24 
"that's a very good point which I completely missed out.... which would 
be bang in the middle as well.... yeah... ". 

In some of the diagrams patients were seen as central within the team, whereas in 

others they occupied more of a peripheral location, see Figure 4. 
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Figure 4. Patient location within the team. 
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Staff at the sites frequently made reference to the need for "patient-centred care", 

for example: 

"For me it would be the most patient centred care. " (Document 
'individual interview 2' Section 32, Paragraph 64). 

"The patient right and the carer.... needs to be the main focus in the 
middle. " (Document 'individual interview 16' Section 20.1, Paragraph 
80). 

Staff also discussed involvement of the patients and family in decision-making: 

"It's patients being and carers being involved in that and a voice in 
that... um.... cos it isn't all about what we think and we want as a team of 
professionals.... it's about what they want and what do they feel and what 
do they think.. " (Document 'individual interview 16' Section 14.1, 
Paragraph 56). 

"So that that kind of journey to planning for discharge home um although 
I think the patient is involved in it it's not something that is discussed 
with them every single day. " (Document 'individual interview 11'Section 
6.1, Paragraph 24). 

Some of the data however suggested a feeling of limited involvement of patients 

and families in decision-making regarding everyday care and discharge. Data 

relating to the role of the service users in their care was gathered together in 

nodes of "who decides care" (52 passages across 23 documents), and "who 

decides discharge" (64 passages across 29 documents), see Appendix 8: 39 and 

202 



8: 40. The data presents evidence that the patient involvement could be limited in 

meetings, goal setting, and decision-making, for example: 

"#day used to be the big meeting, the big morning meeting... nurses and 
.... generally the majority of the staff used to come.... and discuss 
patients... but patients were never involved in that, they'd come back and 
say... oh we're gonna try this or that.... they'd try and keep you 
informed... " (Document 'patient interview h' Section 0, Paragraph 124). 

"We don't get involved in any of it..... always the staff not the patients. " 
(Document 'patient interview d& e' Section 0, Paragraph 166). 

"Now these goals are really meant to be discussed with the patient and 
the carer.... and the new draft of the # has sections to tick that that's what 
has been done. " (Document 'individual interview 22' Section 0, Paragraph 
80). 

"There's team responsibility in the decisions that are made in the 
inpatient stay.. sure... there's... team... that's why you're having the team 
meetings.... so you have.... there are often difficult ethical decisions which 
there often is... or there's decisions that are discussed within the team and 
are clearly documented that it's a team decision that's reached... but I 
guess at the end of the day if there's a dispute ... usually the consultant 
makes the decision.... " (Document 'individual interview 23' Section 0, 
Paragraph 100). 

"Family stressed all the way through that they were relying on 
professional advice about care and discharge. " " (Document 'field notes g' 
Section 0, Paragraph 2). 

"Emphasis seemed to be on patient discharge as soon as possible - need 
for throughput, asked for decisions on them by the next meeting. " 
(Document 'field notes o' Section 0, Paragraph 7). 

"It was more them suggesting.... and me sort of.... them explaining and me 
sort of understanding what they were saying..... " (Document 'patient 
interview 1' Section 0, Paragraph 182). 

ii) Experiences 

Data will be presented here which describes the experience of the person who 
has had a stroke and the family of this person. Data was gathered into nodes of 
"patient role" and "patient experience". "Patient experience" was the second 

most frequently occurring code in the data, with 194 passages across 39 

documents (see Appendix 8 42. ). Service users at the sites were generally very 

positive regarding their care and praised the staff that worked there, for example: 
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"Oh they are all so nice in here 
... they're all so friendly.... and they get to 

know your name... as ..... ever so quickly... and that's sort of 
comforting... somehow isn't it... " (Document 'patient interview g' Section 
0, Paragraph 245). 

"But they've all been marvellous... they really have... they've been 
wonderful.... they've so much patience with you you know... " (Document 
'patient interview g' Section 0, Paragraph 28). 

"I think it's a very good system.... on the whole.... " (Document 'patient 
interview f Section 0, Paragraph 260). 

Areas, which from the patient's perspective had been less satisfactory included: 

i. Reduced physiotherapy input 

"Physios only work days .... and OT... and they don't work 
weekends..... which I mean I used to find that very disappointing because I 
used to enjoy physio, and when it got to Friday you knew you weren't 
going to get any more while Monday.. " (Document 'patient interview h' 
Section 0, Paragraph 198). 

"That is the only trouble with them and myself, you get laid off, and I'm 
sort of laid off then... to send them... we don't know how long it is... or 
anything else... which is wrong.... you should have more time to say right 
you're on... three paces right, and then you're off for a while, I'll be 
alright if they do that but they don't... they just leave the... " (Document 
'patient interview d& e' 
Section 0, Paragraph 93). 

ii. Negative experiences with staff 

"I mean you don't get on with everybody... there's some of the staff I 
didn't get on with and others I thought were always better than others.. " 
(Document 'patient interview If Section 0, Paragraph 132). 

"I've had the odd one so you say to me.. you're not having it, and one of 
them got right stroppy about... like I was trying to have my opinion about 
it. And I was talking to the doctor and nurse about it yesterday, said don't 
just tell me I'm not having it, talk to me about it. " "Document 'patient 
interview a' Section 24.1, Paragraph 97). 

"Well he spoke down to us and he didn't really answer the questions... and 
that so we didn't feel very comfortable with him.. " (Document 'patient 
interview 1' Section 0, Paragraph 48). 

iii) Benefits to service users 
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During the individual interviews staff were asked what they perceived that the 

benefits of joint working might be. Some staff (as described earlier in the team 

process section) highlighted the benefits for staff of working together. This 

section will present data relating to perceptions regarding the benefits of joint 

working for patients (see Appendix 8: 41 for complete data listing). 

Staff referred to benefits in terms of earlier or more speedily provided 

intervention leading to a better outcome: 

"It's about reducing disability, earlier access, maximising that ability, and 
yet early discharge into an environment that's conducive and more 
appropriate than a unit environment.. " (Document 'individual interview 
16' Section 16.1, Paragraph 64). 

"So interprofessional working if it's patient centred with carer 
involvement should make ..... it should assist in speedier recovery ..... from 
a term of people that by all working together it's there.... it's early on, we 
all know that the research shows that the earlier the access to 
rehabilitation the earlier access and interprofessional working maximises 
the potential reduces the disability, so these are all the things I think 
interprofessional working does.... " (Document 'individual interview 16' 
Section 14.1, Paragraph 56). 

"It speeds the process up, also so, so because like I said cos there is 
always somebody based on this unit that you can seek advice from, so 
you are not having to say, oh you've got to wait, you know you are 
queueing referrals. " (Document 'individual interview 4' Section 6.1, 
Paragraph 24). 

"If there is a team based approach the client is able to move on and get 
referrals on. " (Document 'individual interview 13' Section 28, Paragraph 
110). 

They also referred to more cohesive goal planning and decision-making: 

"The benefits is that you have got a plan of care.... that... basically has 
been assessed by a number of professionals with the knowledge of being 
able to treat that patient from a higher level... no one person has made that 
decision.... and that's got to be better than one person making a decision 
about one persons care. " (Document 'individual interview 16' Section 
14.1, Paragraph). 
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"Everybody is coming from the same angle ... if it's a good team that 
works together well and we discuss things and we've got goals... whether 
it's just physio of goals or whatever.... and the patient is 
involved... everybody knows what were aiming for... everybody works 
together... to get that done and then the end result is achieved better... if it 
works well... °' (Document 'individual interview 25' Section 0, Paragraph 
128). 

Some staff referred to more general benefits promoted by joint working akin to 

the creation of a positive atmosphere: 

"Yeah because they can build their confidence up... you know if it's like 
oh I know.. oh I feel comfy with her, but sometimes it's hard enough 
coming into hospital, it's hard enough having a stroke, so if you can like 
build that confidence up in them you know, and if they can see everybody 
working together it's going to make them feel happier, and if they are 
happier it can help with their recovery... " (Document 'individual 
interview 9' Section 20.1, Paragraph 80). 

"There's much more of a sense of pulling together I think that's got to be 
beneficial for the patient.... " (Document 'individual interview 29' Section 
0, Paragraph 112). 

There is also some reference to more intensively provided intervention: 

"You all work together you have all got that one main goal of maximising 
independence, so it's like if everybody is all in the same unit then that 
independence can be maximised more quickly, and it's like for patients 
here they get therapy every day, so then they're going to be discharged 
home more quickly, because they are having their therapy every day, 

whereas like, I can only speak from like acute wards, but they don't get 
therapy every day. " (Document 'individual interview 4' Section 23.1, 
Paragraph 92). 

iv) Influence of the care group 

During the data collection the influence of the particular patient group that the 

study sites were providing care for, namely stroke care, was described as of 

significance by participants. Some staff highlighted that joint working practice 

with stroke patients was different to joint working practice with other groups of 

patients. These differences were described in terms of the uniqueness of stroke 

care, and the need for stroke care to be rehabilitative. The two nodes that 
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gathered together this material were labelled "stroke client group" (see Appendix 

8: 47), and "medical versus rehab model" (see Appendix 8: 44). 

a) Uniqueness of stroke care 

The data contains 42 passages across 23 documents referring to working 

practices being particular to stroke services, for example: 

"I think in terms of it's an inpatient setting-and that it's a longer length of 
stay than perhaps an acute medical ward... then perhaps.... yes... you have more 
involvement with the rest of the team... than you might do. " (Document 
'individual interview 26' Section 0, Paragraph 20). 

"But it's surprising different ways up here, cos they are stroke patients. " 
(Document 'individual interview 9' Section 24.1, Paragraph 96). 

"I think it's cos it's a specialised area-so, clinically you know it's over the 
years you learn your experience but it's also... one of the skills you learn is 
working with other people.. . 

is the depth of working with the patient and the 
relative... you can get I don't ... some people it's hard cos it's too much in 
depth 

... you can see... people think that they can come in and just work at a 
very superficial level but we can't really do that with our patients. " 
(Document 'individual interview 22' Section 0, Paragraph 104). 

"I think probably the fact that every patient tends to need all the different 
therapies.... " (Document 'individual interview 29' Section 0, Paragraph 124). 

"I think neurology is a good area to kind of start it in cos I think because the 
theories are the same for the different professions..... you know the evidence 
backing up the recovery in stroke.... it's similar whatever profession you come 
from..... so you've got the same base knowledge it's just how you apply it... " 
(Document 'individual interview 34' Section 0, Paragraph 116). 

b) Rehabilitative care 

The final area of data to be presented, concerns material relating to the nature of 

stroke care as being rehabilitation as opposed to medical intervention, with 52 

passages coded across 21 documents, for example: 

"I think it's because it's rehab orientated that we get more recognition 
from the medical staff.... on a rehab ward than we would do on an acute 
ward... uh... " (Document 'individual interview 22' Section 0, Paragraph 
122). 
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"Rehab's totally different.. and you have to encourage them to do as 
much and that I've found very difficulty cos it's very difficult to sit and 
watch somebody struggle and get frustrated but at the end of the day... 
that's what we're here for. " (Document 'individual interview 8' Section 
26.1, Paragraph 104). 

"Sometimes in a medical model their way of working is the one to go 
with... however in a team like this when it's rehabilitation.... the medical 
model isn't the right model to take. " Document 'individual interview 10' 
Section 54.1, Paragraph 219,302 characters. 

This completes a descriptive summary of the data, and has presented the 

elements of practice that have been identified by these three case studies. It has 

described twenty-six elements of joint working practice in stroke care within the 

six domains of the organisation, team process, the individual, communication, 

professionalism and the service user. This descriptive data outlining elements of 

joint working practice will now be further explored in the following discussion 

and interpretation section. 

208 




