










































































































































































































































































































































































































































































quotations on the list. If these quotations show different meanings, it indicates

that a new open code should be applied for this new quotation.

Moreover, this list also provides a unique indicator to each quotation. For
instance, the second quotation is identified as “P18: TCM-D-5.rtf — 18:11”, which
shows that the quotation was adopted from the primary document P18 as indexed
by the ATLAS.ti primary doc family. This document is named “TCM-D-5.rtf”,
since it was provided by the fifth TCM interviewee. Finally, the “18.11”

indicates that this quotation can be found in paragraph 11 in this document.

This list also provides evidence for the translation from Chinese to English. Thus,
the quotation list is essential when producing the theoretical narrative, in which
the most appropriate quotations on the list were selected to present the final
theory.

5.3.4.2.4. Concept Map

In addition to the analytical tools introduced above, Strauss and Corbin (1998)
encourage the use of either memos or diagrams to assist the data analysis and to
manifest the evolution of theory. The use of diagrams has a clear advantage
compared to memos, as “diagrams are visual rather than written memos” (Strauss
and Corbin, 1998: 217). This study used the concept map to support the data

analysis and to visualise research findings. An example of concept maps is

shown in Figure 5.7:
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Figure 5.7: An example of a concept map.

The concept map was a useful tool for the data analysis, particularly when
practising axial coding, since it visually and explicitly demonstrates relationships
between categories, sub-categories and concepts. It also facilitates the
comparative analysis between sub-categories and categories. The findings
chapters will show all the concept maps produced and illustrate their use in the

_ production of the theory.

5.3.5. Research Stages

As explained in Section 5.2, this research project followed a four-stage design for
the development of theory, consisting of a literature review, a pilot study, a main

study and a follow-up study. Details of these research stages are illustrated in

Figure 5.8:
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Figure 5.8: Four-stage design of theory development.

Theoretical Sampling

As shown in Figure 5.8, every stage had specific aims and contributed to the

development of theory. This section aims at introducing the individual stages in

detail and illustrating the process of theory development.
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5.3.5.1. Literature Review
As stated in Section 5.2, this project started by reviewing relevant literature.
Although the literature review did not directly contribute to theory development

2

it was an important stage to this project.

5.3.5.1.1. Aims

There were four aims for the literature review:

* to gain general understanding about the research context and to develop

contextual sensitivity. This is presented in Chapter 2.

* to enhance the theoretical sensitivity. This is discussed in Chapter 3.

e to locate appropriate theoretical frameworks to guide the remainder

research stages. This is illustrated in Chapter 3.

e to draw implications for the research design and the selection of research
methodology. This is clearly discussed in the conclusions of Chapters 2
and 3.
5.3.5.1.2. Literature Review Areas and Strategies
In order to achieve these aims, the literature review focused on the following

three areas:

1. Research context included the basic philosophies of TCM and WM, the

implementation of patient-centred healthcare approach in Chinese
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healthcare organisations, and the collaboration of TCM and WM

healthcare professionals.

2. KM and KS included basic definitions and theories of KM and KS, e.g.

definitions and current models of KM and KS.

3. KM and KS in healthcare organisations included definitions, theories,
models, and strategies of KM and KS developed specifically for

healthcare organisations.

After reviewing the three areas for the purposes of enhancing theoretical and
contextual sensitivities, the researcher decided to perform a more systematised
search of literature aimed at identifying theoretical frameworks to guide the
collection and analysis of data. Specifically, this search aimed at identifying
existing models of KM and KS between TCM and WM healthcare professionals

in the context of Chinese healthcare environment.

After careful consideration, five databases were selected:

1. Emerald: Emerald Management Review

2. LLIS: Library Literature & Information Science

3. MEDLINE

4. ASSIA: Applied Social Sciences Index and Abstracts
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5. Web of Science

Access to these databases was provided by the University of Sheffield, and these
databases were recommended by the Information School in this university as very
useful to be used in information and management research studies. Also, apart
from searching articles in English language, it was considered as very important
to search Chinese literature. Therefore, a Chinese academic database was

included, namely, CQVIP.

Moreover, the literature search was guided by a selecting criteria: (1) relevance to
the aim of this project, that is, selected literature should be related to KS between
TCM and WM healthcare professionals in Chinese healthcare environment; (2)
complete report and well justified research methodology and design; (3) a clear

presentation of valid and reliable research findings.

Specifically, the search was performed between 2007 and 2008, and used the

following search terms:

1. “Traditional Chinese Medicine”

2. “Western Medicine”

3. 1AND2

4. hospital*

5. health*

6. 40R5

7. “knowledge management”
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8. “knowledge sharing”

9. 70R 8

10. China

11.3AND 6 AND 9 AND 10

As the result, the search of literature identified a significant lack of literature
reporting KS between TCM and WM healthcare professionals in Chinese
hospitals. The search result indicated that the KS problem probably had not been
studied before. In addition, it implied that this project needed to adopt an

inductive approach.

Moreover, the search result led to another and more general search of literature,
which aimed at identifying existing frameworks of KM or KS barriers between
interprofessional medical teams in a healthcare environment. Consistent with the
previous search, this search of literature included the six databases, but used

different search terms:

p—

“knowledge management”
“knowledge sharing”

1 OR2

Barrier*®

Hospital*

Health*

50R6

Multidisciplin*®

A A S T i

Interdisciplin*
10. Interprofession®

11.8OR9OR 10
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12. 3 AND 4 AND 7 AND 11

This search retreived 56 articles from Emerald Management Review, one article
from ASSIA, two articles from MEDLINE, and six Chinese articles from CQVIP.

However, no article can be found from Web of Science and LLIS.

Nevertheless, after careful hand search and close examination of each article
identified, none of the articles retrieved could be considered as sufficient to be
employed as theoretical foundation for this research project. Consequently, this
project essentially aimed at generating a theory, which should be grounded in and
emerged from the data collected in the research context. Furthermore, the
literature review provided specific implications for the selection of research

methodology and the research design, as specified in Section 5.3.5.1.3.

5.3.5.1.3. Implications

As the result, the existing literature was evaluated as unable to provide a
sufficient theoretical foundation. In fact, this project could be the first study to
investigate the problem of KS between TCM and WM healthcare professionals in
Chinese healthcare organisations. Consequently, this research project is purely

inductive, and aims at establishing a theory.

Moreover, the literature review could not identify any frameworks which could
be assessed as sufficient to be adopted as a priori framework to guide the data
collection and analysis. The final theory was more likely to emerge from and be

grounded in data. This also implied that GT should be adopted as the overarching
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research methodology to guide the data collection and analysis in a single case-

study design.

The literature review also showed that there was a need to conduct a pilot study
to confirm whether the KS problem anticipated did present itself in reality in the
practice of a Chinese hospital, to test the selected research methodology and tools,
and to identify early results and insights to guide the remaining research stages.
According to the literature review, the pilot study needed to interview TCM and

WM doctors, nurses, hospital managers, and ICT professionals.

Furthermore, as an end product of the literature review, a tentative framework
was developed according to the perceived constructs to this KS problem. This

tentative framework is introduced and discussed in the next section (5.3.5.1.4).

5.3.5.1.4. Tentative Framework
As discussed in Section 5.2, the literature review was performed aiming at

enhancing the theoretical and contextual sensitivities. However, as explained in
Section 5.3.5.1, the literature review process was unable to identify a robust
theory to explain the phenomenon under study in this thesis. Nonetheless, a
number of theoretical constructs emerged through the processes of theoretical and
contextual sensitisation.  According to Strauss and Corbin (1998), these
constructs are to be used for the development of interview questions when

gathering the first bit of data.
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At the end of the literature review, the theorectial constructs identified were
linked and categorised in order to form a tentative framework. The tentative
framework was then employed as the basis for the formulation of the first version
of the interview scripts. This version was only used for initial interviews in the
pilot study and acted as a starting point for the collection of data, as suggested by

Strauss and Corbin (1998).

It is very important to highlight that this tentative framework is very different
from a priori frameworks, which are used as the foundation for the theory
development. This tentative framework was only employed for the design of the
interview script used in the pilot study. In addition, this tentative framework had
very little influence on the data analysis and theory development, since “after first
interview(s) or observation(s), the researcher will turn to questions and concepts

that emerge from analysis of the data” (Strauss and Corbin, 1998: 51).

The tentative framework consists of five main issues, namely: professional
culture, ideologies and terminologies, historical issues, professional standing and

power, and communication issues.

Professional Culture

The process of facilitating the interaction between TCM and WM healthcare
professionals with distinct professional cultures through a single social world is

undeniably a problematic proposition prone to cultural collision and conflicts.
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Misunderstandings, misinterpretations and a disregard for the validity of each
other’s discourses are significant barriers to the sharing of knowledge across
these cultural boundaries. In this case, cultural collisions may be caused by even
deeper cultural differences between the East and the West. To a larger extent, the
problem results from the deep difference between the underlying beliefs about
healing in TCM and WM. TCM theories take a holistic view of the human body,
where every element is closely interrelated and interacts within one independent
entity (Fruehauf, 1999). In contrast, WM doctors are more interested in localised
diseases or illnesses and the corresponding part of the human body. WM
practitioners aim at healing that specific part of the human body rather the more
general problems of the patient (Dally, 2003). This may create difficulties in
understanding each other’s diagnosis, clashes in indications for treatment,
difficulties in interpreting requirements for complementarity of treatments, and
difficulties in understanding interpretations of healthcare problems. Furthermore,
there are fundamental differences in the validation and acceptance of healthcare
practices. TCM is based on 2300 years of evolution and accumulation of
experience. On the other side, WM is based on scientific paradigms and
evidence-based research. This clearly distinguishes the basic beliefs of the two
communities, often producing disagreements and a disregard of the other group.
This may not only result in discourses that are not compatible, but also lead to

reluctance to accept each other’s opinions, diagnosis and interpretations.

Ideologies and Terminologies



As discussed above, the differences in philosophical foundations result in very
different professional practices, discourses and terminology. These different
practices, from diagnosis to treatment, increase the separation between the two
actors. TCM relies on the five element theory and yin-yang in order to explain
the nature, materialism and dialectics (Cheng, 2000). Diagnosis in TCM is
conducted in four classic diagnostic methods: “inspection”;, “listening and
smelling”, “inquiry” and “palpation”. In contrast, scientific evidence is the basis
of treatment in WM. Nevertheless, as in TCM, diagnosis in Western medicine is
also largely dependent on the doctor’s experience. However, WM always
involves modern high-technical tools to collect diagnostic evidence. Each of
these different fundamental theories and practices results in an associated
discourse and corresponding terminology. These are obviously different in nature
and not always compatible with the counter-part group’s beliefs and discourse.
Thus, if each of these two actors uses a rather different set of professional beliefs,
discourse and language, the communication between the two actors is very

difficult, making knowledge sharing across the two communities extremely

problematic.

Historical Issues

The disharmony and difficulties in coexistence between TCM and WM date back
to as early as the beginning of the 20th century. Unschuld (1985) notes that the
priority in healthcare policies given to WM created resentment and conflict with

the TCM community as early as 1914. In later years, the Great Cultural
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Revolution (1966-1976) was a disaster for research and studies in TCM. The
number of Chinese Medicine colleges was dramatically decreased from 21 to 11.
Furthermore, no teaching or research activities were allowed to be conducted in
the area of TCM by any HE institute from 1966 to 1971 (Fruehauf, 1999; Chen et
al., 1999). These historical issues significantly affect the relationship between the
two professional groups today, by resulting in lack of trust, professional rivalries
and resentments arising from this historical background. These can therefore
severely hinder knowledge sharing, due in particular to continuing professional

standing and power issues within the healthcare institutions.

Professional Standing and Power

As discussed above, there is a history of rivalry and competition for professional
standing and power between the TCM and WM communities. This ongoing
rivalry is summarised by Tian (2003) as an ongoing inter-professional debate for
supremacy. This may in turn become a strong barrier to the creation of
relationships of trust, collaboration and cooperation between the two groups.
This is particularly problematic due to the current imbalance in both professional
standing and power within healthcare institutions. In fact, despite all the official
rhetoric, in the Chinese healthcare system, WM doctors are clearly empowered
and occupy most of the advantageous and powerful positions. There are three
reasons behind this disproportionate power distribution. Firstly, WM is the de
facto main primary healthcare service within the overall Chinese healthcare

system. Second, WM has a much larger community of practitioners (4,463,778)



compared with only 465,703 doctors in TCM (National Bureau of Statistics of
China, 2005). Finally, and most importantly, WM is more profitable than TCM
for the Chinese healthcare services in terms of revenue. This issue has always
been blamed as the main cause of the imbalance development position in the
healthcare system of these two actors. This statement is supported by Hsiao
(1995), who indicates that, in the 1970s, Chinese macro-health policy shifted its
healthcare financing and delivery toward a free market system by encouraging all
levels of health facilities to rely on user fees to support their operation. As, by its
nature, TCM is not as profitable as its WM counterpart, the development of TCM

has always been limited by the implicated actor “money”.

Communication Issues

Apart from all other considerations, effective knowledge sharing between TCM
and WM demands efficient communication channels. These channels are usually
discussed at two different levels: organisational and technological. In
technological terms, communication channels usually assume form of integrated
IS, supported by adequate ICT infrastructures. Knowledge emerging from both
types of practitioners should be effectively acquired, stored, retrieved,
disseminated and utilised. These very complex activities should be supported by
appropriate IS, databases and computer-mediated communication tools integrated
by effective healthcare KM strategies. These systems should reflect the plurality
and complexity resulting from the integration of TCM and WM practitioners and

should serve both communities equally. However, the majority of ERP systems

148



for healthcare clearly focus on WM philosophies, discourses and terminologies.
This of course acts as a clear deterrent to communication between the two groups
and results in very low acceptance by TCM practitioners. On the other hand,
organisational communication issues are usually centred on formal and informal
communication. Formal communication uses formal channels of communication
available within the organisation, following prescribed hierarchical and functional
dependencies, boundaries and systems. Conversely, informal communication is
usually due to fortuitous circumstances outside formal communication channels,
such as telephone conversations, informal gatherings and unplanned visits (Peng
and Litteljohn, 2001). According to the argument above, formal communication
between the two communities is much more complicated than informal
communicatioﬁ between individuals. Therefore, the development of knowledge
sharing practices should identify and maximise instances of informal
communication, study these and use the existing relationships and established

trust to build more stable and durable communication.

Finally, it is worthwhile to reiterate what has been discussed at the beginning of
this section, that the tentative framework had very little influence on the data
analysis in this project, since the analysis was implemented entirely on the basis
of the collected data. This tentative framework was only used for the design of
the very first version of the interview question script used in the pilot study.
Therefore, the framework was used strictly in accordance with what is prescribed
by GT. The processes of data collection and analysis in the pilot study are

introduced and discussed in Section 5.3.5.2.
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3.3.5.2. Pilot Study

5.3.5.2.1. Aim

The purpose of the pilot study was to obtain a better understanding of the current
situation in Chinese healthcare organisations with regard to KS between TCM
and WM practitioners. The pilot study also aimed at confirming and exploring
the KS problem identified in the literature review. More specifically the study

aims at;

e confirming and further narrowing down the research gap identified in the

literature review.

e testing and evaluating the inductive research methodology selected,
namely, the integrated methodology of case-study and GT, the semi-
structured interview as the data collection technique, and the GT data

analysis methodology.

e providing initial findings to guide the remainder of the study, namely, in
the choice of an adequate arena (a department in the hospital) as the case-
study site for the remainder stages, and in providing an emergent theory to

guide the data collection and data analysis in the main study.

5.3.5.2.2. Data Collection and Analysis
Data collection employed semi-structured interviews as the data collection tool.

The interview script was designed according to the tentative framework produced
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by the literature review. Overall, seven interviewees were purposively sampled
and selected from the case-study site. These participants were two WM doctors
(a neurosurgeon and an orthopaedic doctor), a neurosurgical nurse, two TCM
doctors, an ICT manager, and the chief hospital administrator (who was also a

cardiac surgeon).

Interviews were conducted in Mandarin Chinese and generally ranged from 50 to
70 minutes in length. All interviews were recorded by a digital recorder. Digital
recordings were transcribed all together into Word files after the completion of all
interviews. Interview transcripts were then organised and assigned into ATLAS.ti

for data analysis.

The data analysis followed the GT analysis methodology employing open and
axial coding, as well as comparative analysis with assistance from ALTAS.ti,

coding definition list, quotation list, and concept map.

As a result of the data analysis, four main categories emerged: communication
issues, philosophical issues, educational issues, and professional standing and
power issues. Details of the emerging results are discussed and presented in
Section 6.1.4.1 and in Table 6.2 on page 175. Futhermore, the emerging results
provided specific implications for the main study.

5.3.5.2.3. Implications for the Main Study
The pilot study provided several important implications for the main study:
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The pilot study confirmed and validated the usefulness and gap behind the

research question identified in the literature review.

. As discussed in Section 5.2, the research findings suggested choosing the
Department of Neurosurgery for deeper and more focused investigation.
In this case, the main study needed to interview neurosurgeons,

neurosurgical nurses, and TCM doctors.

GT as the overarching research methodology was evaluated as appropriate
for this research project, not only because using the theoretical sampling
strategy could possibly gather very detailed information, but also because
it is very likely that a dense and valid theory can be developed using GT

data analysis methods.

. The semi-structured interview as the data collection method had proven
very useful for gathering rich and valid data. Therefore, it was decided to

employ this method in the remaining stages.

. The four tools for data analysis (the ATLAS. i, the code definition list, the
quotation list, and the concept map) were assessed as very helpful and it

was decided to use them in later stages.

The four main categories that emerged in the pilot study were adopted in

designing interview scripts for the data collection in the main study.
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These emerging main categories were also used as the starting point for

the data analysis.

These implications which emerged from the pilot study were taken fully into

consideration when designing and conducting the main study.

5.3.5.3. Main Study

5.3.5.3.1. Aim
The aim of the main study was to develop the theory fully. To be more specific,

the main study had the following aims:

e to continue exploration of KS barriers on the basis of the findings which

emerge from the pilot study.

e to develop the individual categories fully.

e to choose a main category to link other categories in order to form the

final theory.

to achieve theoretical saturation.

5.3.5.3.2. Data Collection and Analysis
The interview scripts were designed according to the findings which emerged

from the pilot study. Before entering the field, the researcher designed three
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different versions of the interview script for the three types of informants chosen
to be interviewed, namely, neurosurgeons, neurosurgical nurses, and TCM
doctors. These interview scripts were then continuously revised throughout the

main study.

When in the field, the data collection was conducted almost in parallel with the
data analysis. Participants were approached individually in groups of two or
three, according to the need for theory development reflected by the data analysis.
After each set of interviews, the interview data were immediately transcribed and
briefly analysed using open coding on the basis of the emerging theory developed
in the pilot study. Results from the immediate analysis were used to revise the
interview script and to indicate who should be interviewed next. The data
collection was stopped when the theoretical saturation was perceived as achieved
(when no new open codes emerged from the brief analysis). In the end, eleven
neurosurgeons, eight neurosurgical nurses, and six TCM doctors were

interviewed.

However, the data analysis conducted in the research field was not very in-depth.
This led to another round of data analysis after the completion of the field study.
In contrast to the data analysis in the field, which aimed at driving the theoretical
sampling, this stage of data analysis aimed at the development of theory. The
analysis mostly applied open and ‘axial coding to the data. Moreover, and at the
ending part of the main study, selective coding was applied, due to the core

category started to emerge. Nonetheless, the practice of selective coding
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demonstrated that the theoretical saturation had not been achieved and a few
categories and concepts were not yet fully developed, which needed to be

investigated further in the follow-up study.

Four main categories emerged from the data analysis: philosophical issues,
healthcare education issues, professional training issues, and political issues.
These categories as well as emerging KS barriers identified are presented in

Section 6.1.4.2 and in Table 6.3 on page 177-178.

Also, it is important to be noted that, by the end of the data analysis, it was
considered that the categories of philosophical issues, healthcare education issues
and professional training issues were saturated, since no new open codes emerged.
One of the main categories, the philosophical issues, started to emerge as the core

category, which started to interconnect with other categories.

Nevertheless, at this stage, the theory development was not completed. As
reflected in the emerging results, it was necessary to investigate the external
environmental influences on KS in the follow-up study. Also, the emerging

results provided specific implications for the follow-up study.

5.3.5.3.3. Implications for Follow-up Study
The main study indicated that the follow-up study needed to complete the theory

development and to validate the emerging research findings. To be more specific,

the main study provided the following implications for the follow-up study:
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1. The follow-up study needed to explore the external influences on KS in

the hospital environment.

2. The exploration in the follow-up study must start from the basis of the
emerging theory developed in the main study. That is, the interview
scripts needed to be established according to the emerging theory, which

should also be the starting point for the data analysis.

3. As implied by the emerging theory, the follow-up study not only needed
to interview neurosurgical and TCM healthcare professionals, but also
needed to include TCM educators in HE organisations, healthcare
politicians in the local government, and patient relatives and carers, who

come from outside the hospital.

These implications provided by the main study impacted on the design of the

follow-up study and contributed to the theoretical saturation.

5.3.5.4. Follow-up Study

5.3.5.4.1. Aim

Generally, the follow-up study aimed at achieving the theoretical saturation and
completing the theory development. To be more specific, the follow-up study

had the following aims:

.._.
n
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» to develop the category of political issues fully by exploring the external

influences on KS between the TCM and WM healthcare professionals.

e to identify and confirm the core category.

e to establish and confirm relationships between categories.

5.3.5.4.2. Data Collection and Analysis

In order to achieve these aims, a total of seventeen informants were approached at
this stage. The data collection included two neurosurgeons, two TCM doctors,
three neurosurgical nurses, a TCM educator (who was a TCM module coordinator
in the Department of Medicine in Xiangfan Vocational and Technical College, a
local HE organisation), a healthcare politician (who was in charge of supervising
and controlling TCM practices and services in local healthcare organisations),

and eight patient relatives, who represented the non-healthcare professionals.

Generally, the data collection strategy employed in this stage was similar to the
one used in the main study. The interview scripts were designed according to the
emerging theory and were then continuously revised throughout the follow-up
study.  Potential interview participants were approached and interviewed
individually in groups of two or three. However, unlike the brief analysis of data
when in the field during the main study, the follow-up study conducted a
thorough analysis of data immediately after each interview bundle. Results of the
analysis were then used to revise the interview scripts and to identify the

participants that needed to be interviewed next.
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By the end of this stage, the data analysis showed all three indicators for the

theoretical saturation:

e No new open codes emerged from data.

o All emerging categories were well established.

o The relationships among categories were well established and validated.

In the light of the three indicators, the theoretical saturation was considered as
achieved. It needs to be mentioned that, in fact, the theoretical saturation was
considered as achieved after the 41st interview (as shown in Figure 5.5), but the
processes of data collection and analysis were continued until the 49th interview

in order to obtain a better degree of certainty.

The final theory saturated on five main categories, namely: contextual influences,
philosophical issues, Chinese healthcare education, interprofessional training, and
hospital management. These categories and related KS barriers are discussed in
Section 6.1.4.3 and presented in Table 6.4 on page 177-178. In fact, the entire
Chapter 6 is dedicated to discuss the five main categories and to evaluate and

criticise individual KS barriers.
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5.4. Research Ethics

All social research studies involve ethical issues, since they collect data from
people and about people (Punch, 2005). The ethical issues are even more
important in a qualitative research project. This is because, as proposed by Punch
(2005), while all social research studies to some extent intrude into people’s lives,
qualitative research studies very often intrude even more. This author adds that
qualitative studies usually deal with some very sensitive, intimate, and personal

matters in people’s lives.

Therefore, in order to ensure research projects are ethically conducted, many
professional bodies provide codes of ethical and professional conduct for research.
Punch (2005) identifies four widely used ethical codes: the American
Psychological Association (1992), the American Sociological Association (1989),
the American Educational Research Association (1992), and the handbook for the

American Anthropological Association (Cassell and Jacobs, 1987).

This project follows the University of Sheffield (2006) “Ethical Policy for
Research Involving Human Participants, Data and Tissue”. This ethics policy
was developed by consulting senior University academics and administrators, and
with reference to EU and UK legislation (for instance: EU Directive on Good
Clinical Practice in Clinical Trials, the Data Protection Act 1998); professional
guidelines (e.g. the British Psychological Society); and higher education

documents (e.g. research fund publications, other university research-related

policies).
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Following this ethics regulation, this project employed three main strategies to

guarantee that all research processes were conducted ethically:

1. Informed Consent: All potential interview participvants were approached
individually by the researcher before formal interviews (usually one-two
days). This preliminary meeting was designed to meet the interview
participant in person, to provide sufficient information about the research
project, and to give enough time to the participants to decide whether to
take part. Moreover, during the meeting, an information sheet was
provided to every potential interview participant stating necessary details
about the research project, including aim and objectives, research
methodology, who is undertaking and who is responsible for this project,
the potential risks and inconveniences that may arise, the potential
benefits, why the participant is included in this research, his/her
involvement in the interview process, and confidentiality of personal
information and data. This information sheet also provided contact
information for the University authority if anything should go wrong or if
interview participants intended to make complaints. Once an interview
participant agreed to be interviewed, he/she was requested to sign two
copies of the Participant Consent Form, one copy for the participant and

one copy for the researcher.
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2. Interview Question Design: All interview questions were carefully
designed, not only for the purpose of theory development, but also with
the aim of protecting the privacy of individual participants. The interview
questions were formulated on the basis of presumptions of the cultural,
political, religious, and professional backgrounds that were possibly
possessed by the interview participants. In this way, it is perceived that
the researcher cpuld minimise the intrusiveness of the research, and avoid
interview questions that could be offensive. Furthermore, because this
research project is not concerned with any patient information, the
interview questions were carefully designed to avoid any patient related
questions. Moreover, before each interview, the researcher kindly
reminded the interviewee that no specific patient names or other personal

information should be mentioned.

3. Confidentiality and Security of Participants’ Personal Information and
Contribution: After each interview, the interview recording was
immediately transcribed. During the transcription process, a very
important procedure was to anonymise the manuscript and to make sure
no information could be traced back to particular participants or patient
cases. Both the interview recording and the transcript were kept strictly

confidential and were used in this research only.

Before the researcher entered the field, the ethical strategies used in this research

project were approved by the Information School Ethics Review Panel via strict
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and rigorous review procedures. The implementation of these strategies was

supervised and monitored by the same school in the University of Sheffield.

5.5. Conclusion

This chapter describes and discusses how this research was conducted.
Specifically, this chapter discusses the case-study selected for this study, explains
the data collection and analysis process, tools and techniques in great detail.
Moreover, this chapter presents the four-stage research design adopted in this

study, consists of literature review, pilot study, main study, and follow-up study.

In sum, this chapter explains how the research was done; the next two chapters
discuss the final findings and corresponding categories (Chapter 5) and present an
integrative discussion on the merging of these categories into a global theory

(Chapter 6).
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6. Research Findings

This chapter aims at presenting the research findings and discussing and
criticising individual KS barriers. As shown in Table 6.1, the emerging theory
saturated on five main categories, which consist of 13 sub-categories and 47 KS
barriers, which prevent the exchange of patient knowledge between WM and

TCM healthcare professionals.

Section Main Category
6.2. Contextual Influences
6.3. Philosophical Issues
6.4. Chinese Healthcare Education
6.5. Interprofessional Training
6.6. Hospital Management

Table 6.1: Arrangement for the presentation of the final theory.

As shown in Table 6.1, this chapter uses five sections (6.2, 6.3, 6.4, 6.5, and 6.6)
to discuss the five main categories that emerged from the data analysis, one
section for each category. Nevertheless, before the in-depth discussion of
individual KS barriers, this chapter starts from Section 6.1, which lays a
necessary foundation for the understanding of the theory and discusses issues

relating to the research context.

163




6.1. Introduction to the Research Findings

This section is a contextual discussion to the presentation of research findings and
aims at providing a social context, which is emerged from the data analysis. This
section is considered as essential in order to rationalise and contextualise the
discussion of barriers in the following sections. Moreover, it is important to
highlight that, although these issues have emerged from the data collected, these
contextual issues are not KS barriers. Instead, they are explanatory contextual

issues that will help understand the theory produced.

To be more specific, this section addresses three main contextual issues:
collaboration and complementarity of neurosurgical and TCM practitioners, the
position of the patient, and KS processes in the interprofessional collaboration.
In addition, at the end of this section, an evolvement of theory is presented by
showing the results emerged from the pilot study, the main study and the follow-

up study.
6.1.1. Collaboration and Complementarity of Neurosurgical
and TCM Medical Teams

It was identified in the data gathered that the neurosurgical and TCM medical

teams share a strong interprofessional collaborative relationship.

“WM and TCM are connected by a complementary relationship, in which
WM takes the unchallengeable primary position and is complemented by
TCM.” Interview WMD 2.13
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“In neurosurgery, the primary method is the craniotomy, which is assisted by
a series of procedures and bio-chemical drugs. After the surgery, at the
rehabilitation stage, we need to include TCM treatment, such as acupuncture,

massage, and sometimes we use traditional herbal medicine.” Interview

TCM 17.19

Thus, it could be perceived that when dealing with neurosurgical patients, WM is
considered as the main approach and is applied first to patients. However, the

application of WM is often complemented by TCM methods.

“At acute stages, WM methods are better and more effective. But these WM

methods show lack of efficacy at the rehabilitation and post-surgical stages.”

Interview WMD 20.11

TCM methods are mostly used at the post-surgery and rehabilitation stages,
where WM doctors “do not have good methods” (Interview TCM 4.71) and “are

less effective” (Interview WMD 20.12).

“Patient usually has some problems after the brain surgeries. These
problems may lead to some serious sequelae. For these problems, patients
can use TCM herbal medicine and acupuncture to assist rehabilitation after
surgeries. TCM is not usually used before surgeries.” Interview WMD

20.15
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“[The interprofessional collaboration] is actually very useful. We [TCM
doctors] usually mention to neurosurgeons that it is our work that woke up

those deep coma patients.” Interview TCM 16.25

Therefore, as asserted by a number of interviewed practitioners, TCM and
neurosurgical healthcare professionals have formed a strong complementary
relationship. This relationship is deemed to be very useful and thus is widely
used on neurosurgical patients, since “half of our [neurosurgical] patients are
using TCM treatments” (Interview WMD 2.72). Therefore, TCM healthcare
professionals are frequently invited by neurosurgical practitioners for intervention

in patient rehabilitation.

6.1.2. The Position of the Patient

A number of interviewed healthcare professionals claimed that the collaboration
of neurosurgical and TCM healthcare professionals is “purely for the benefits of

patients” (Interview WMD 10.30).

“As a healthcare professional, the basic aim is to help the patient to achieve a

better health condition.” Interview WMN 29.13

As reflected in the above quotation, the collaboration essentially aims at helping
the patient and resolving patient health problems. In this case, the patient
probably stands at the centre of interprofessional collaboration and could be seen

as a link connecting the two medical teams.
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Nevertheless, these idealistic statements provided by healthcare professionals
might not be entirely true in day-to-day practice. Some interviewed patient
relatives stated that patients’ needs and requirements are in fact not very well

protected. For instance, two patient relatives stated:

“My husband is suffering from a severe high fever after surgery.
Neurosurgeons suggest using antibiotic injections. But this method cannot
be used more than 18 days. At the 18th day, the injections must be stopped.
Once it’s stopped, the fever is back. It has been on and off like this for a few
months. Therefore, I was thinking of contacting TCM doctors to use some
herbal medicines to solve the problem. I have been complaining and
requested this several times. But the neurosurgeon in charge said that there
is no need for that. I reckon they are [solely] relying on those antibiotics.

Personally, I think TCM could be more effective.” Interview PC 36.19

“We do not choose [between TCM and WM methods], they [neurosurgeons]
decide for us. In other words, what we say does not count. They have
operated [on my son] for three times. They did not leave any space for us to

make a decision.” Interview PC 43.13

Thus, as reflected by both quotations, patient requests are probably not treated
very seriously. It is perceived that patients’ voices and rights are not clearly
represented and well protected by healthcare professionals. Additionally, patients

probably do not have the power to make decisions for themselves, since “what we

say does not count” (Interview PC 43.13).
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“Neurosurgeons usually suggest to us what to do. We are using acupuncture
because they introduced it could be very effective, especially after a brain

surgery.” Interview PC 35.21

Therefore, and as shown in the quotation above, it is perceived that due to a lack
of power, patients and their relatives probably have to passively accept the
decisions made by healthcare professionals. Thus, it is probable that patients, as
a less empowered and almost silent party involved in the interprofessional
collaboration, are unable to protect their righfs, requirements and needs. In fact,
according to the discussion in this section, the WM doctors seem to be a
dominant force in the process, not always open to discussion with either patients

or TCM doctors.

6.1.3. KS Processes in Interprofessional Collaboration

As emerged from statements provided by informants, interaction and
collaboration between TCM and WM professionals usually occur in consultation

sessions, which are also the main vehicle for the sharing of patient knowledge.

“Ordinarily we have consultations. In cases where are some problems we
cannot treat from the WM perspective, we would invite TCM doctors to help
and find out whether they have better solutions. The consultation is a very
common method and is frequently used. At late stages [post-surgery and
rehabilitation stage], we [the neurosurgical professionals] almost entirely

depend on TCM doctors.” Interview WMN 7.109
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“If patients in our Neurosurgery Department need TCM doctors to prescribe
herbal medicines and to apply acupuncture, I will let the nurse in charge
telephone those TCM doctors. In this case, we can arrange time for their
consultation. We also need to initiate a consultation note to them as a formal
invitation. After they receive the consultation note, they can come over and

collaborate with us.” Interview WMD 21.15

As shown in the quotation above, a consultation is usually requested by a
neurosurgeon, when a patient’s condition is perceived to be better treated by
TCM doctors. The nurse in charge usually initiates the process at the request of
the neurosurgeon and contacts the TCM doctors directly to make an informal
enquiry. If the TCM doctor agrees his/her commitment, the neurosurgeon
initiates a consultation note as a formal invitation for collaboration. After this
consultation session, WM and TCM professionals never meet again to discuss

that particular patient, except in the case of emergencies.

It is worthwhile to mention that the consultation note is a formal document used
to record all information related to the consultation. One of the interviewed
neurosurgeons provided an unused consultation note to the researcher as an
example. A consultation note consists of two sections. The first section needs to
be filled in before the consultation. This section includes basic patient
information (patient name, patient number, gender, age, etc.), a brief introduction
to the patient problem, the purpose and aim of the consultation, and when and

where to meet. The second section focuses on the outcomes of consultation.
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Finally, the consultation note must be signed by doctors from both sides and

documented in the patient records.

Both sides perceive these consultation sessions as ‘“a relatively good
communication channel for KS” (Interview WMD 11.09). However, as a
communication channel, these meetings can only play a very limited role in real
KS between the two professional groups. In reality, as expressed by a number of
informants, the meetings last usually “no more than 10 or 20 minutes” (Interview
WMN 7.119), in which “the diagnosis of the patient is presented by a WM doctor
and then usually we [the visiting TCM doctor and the neurosurgeon in charge]
need to have a brief discussion” (Interview TCM 4.92). This is of course not

conducive to in-depth interprofessional discussions.

Moreover, all the participants in the consultation are extremely pressed for time.

This was evident from the statements of a number of informants.

“[In the consultation] usually they do not ask many questions, and we do not
talk that much. We all are very busy. As long as we can treat the patient,
that is all right. We all are too busy to actually sit down and have a deep

conversation.” Interview TCM 37.63

“[In consultation] sometimes neurosurgeons can introduce patient conditions.
But normally they [neurosurgical professionals] are very busy. Therefore,

we mainly rely on the patient records.” Interview TCM 15.23
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Thus, the consultation meeting becomes a formal handover of patients and not a

vehicle for the exchange of knowledge and interprofessional communication.

Furthermore, the patient records are the main vehicle for the exchange of patient
knowledge. The researcher also obtained an unused copy of a patient records
form (in this hospital, patient records had not yet been digitised). According to
this form, the patient records are indeed very useful for transferring explicit
technical knowledge. Nevertheless, it does not include any of the ethical and
emotional knowledge or the social and behavioural knowledge about individual
patients that are studied in this research. Therefore, these two types of patient

knowledge are lost in the 20-minute process of patient handover.

Also, the knowledge on which this research is focused is inherently tacit and
centred around patient needs, requirements and expectations. Crucially, the
healthcare professionals that usually possess more of this knowledge, the nurses,

are mere spectators in these consultation meetings.

Nurses, as the healthcare practitioners closest to the patient, are the ones that have
a better understanding of the ethical and emotional knowledge about a particular
patient, as well as the social and behavioural knowledge pertaining to their family,
social and even religious background. However, due to a combination of Chinese
and hospital culture, their role in the consultation meetings is secondary at best.
Nurses, although present in the meetings, very rarely intervene and never have

direct contact with their counterparts on the other side.
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“I rarely get into deep conversation with TCM doctors. We [neurosurgical

nurses] never talk in such detail [for the purpose of sharing patient

knowledge].” Interview WMN 33.15

“We after all are just nurses. If a patient needs help from TCM doctors, it is

entirely the neurosurgeon’s responsibility. They need to make decisions.

Then, we just work on those decisions.” Interview WMN 31.13

Thus, all the knowledge accumulated by direct care and interaction with a

particular patient is lost and never transmitted to the TCM professionals.

6.1.4. The Evolution of Research Findings

Before the presentation and discussion of KS barriers identified, it is important to

present results emerged from each research stages (the pilot study, the main study,

and the follow-up study), in order to show the progression of the theory and to

provide evidence for the identification of individual KS barriers.

6.1.4.1. Brief Description of Emerging Results from the Pilot Study

As discussed in Section 5.3.5.2, the pilot study identified four main categories:

communication issues, philosophical issues, educational issues, and professional

standing and power issues. These emerging main categories, sub-categories and

KS barriers are shown in Table 6.2;

Main Category Sub-Category KS Barriers
Communication Formal Communication | Different Professional
Issues Terminologies

Consultation as an Ineffective
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Communication Channel

Informal
Communication

Lack of Communication
Motivation

Absence of Hospital
Communication Strategy

Philosophical Issues

Philosophical Difference
between TCM and WM

Lack of Mutual Knowledge

Educational Issues

Education Structure

Lack of Mutual Education

Lack of WM Education in TCM
Universities

Lack of TCM Education in WM
Universities

Professional
Standing and Power
Issues

Professional Learning High Workload For Active
Learning

TCM Economy The Implementation of Market
Economy
The Decrease of TCM Market

Biases against TCM Unequal Political Support to

TCM and WM

Management Bias against TCM

Career Progression Difficulty
for TCM Doctors

Table 6.2: Presentation of findings of the pilot study.

The pilot study provided initial insights into the KS problem between TCM and

WM healthcare professionals in Chinese hospitals. The research findings also

indicated that it was necessary to carry out a more thorough and focused

investigation in the main study.

6.1.4.2. Brief Description of Emerging Results from the Main Study

As discussed in Section 5.3.5.3, four main categories emerged from the main

study, namely, philosophical issues, healthcare education issues, professional
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training issues, and political issues. These categories are shown in Table 6.3.

Moreover, in order to differentiate from KS barriers emerged from the pilot study,

barriers identified in the main study are labeled with “*°,

Main Category Sub-Category KS Barriers
Philosophical Philosophical Different Conceptual Systems
Issues Conflicts Conflicts of Philosophical Beliefs*
Inadequate Interprofessional Common
Ground
Professional Conflicts | Inefficient Communication Channels
Problem-Oriented Collaboration Approach*
Overwhelmingly High Workload*
Asymmetrical Decisional Power*
Inadequate Interprofessional Common
Ground as Motivation for Interaction
Absence of Hospital Supports to
Interprofessional Communication
Philosophical Discrimination against TCM*
Healthcare Lack of Structure of WM HE
Education Issues Interprofessional Perceived Value of TCM Education in WM
Education in WM HE | HE*
Lack of Systematic TCM Education in WM
HE
Decrease of TCM Teaching in WM HE*
Progressive Erosion of TCM Knowledge*
Lack of Deep Structure of TCM HE
Interprofessional Perceived Value of WM Education in TCM
Education in TCM HE | HE*
Increase of WM Teaching in TCM HE*
Insufficient WM Understanding for TCM
Doctors
Political Bias against TCM Education*
Professional Existing Absence of Hospital Attention to
Training Issues Interprofessional Interprofessional Training*
Training Structure Political Influences to Interprofessional
Training*
Absence of High Workload against Interprofessional
Interprofessional Training
Training in the Lack of Personal Interests in Interprofessional
Neurosurgery Training*
Department Philosophical Discrimination against
Interprofessional Training*
Absence of Career Progression Difficulty for TCM
Interprofessional Professionals*
Training in the TCM Political Bias against Interprofessional
Department Training for TCM Doctors*
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Political Issues External Political Invalidity of Current Healthcare Policy

Environment The Implementation of Market Economy
Policy*

Economical Influence to Hospital
Management*

Political Influence on Hospital Management*

Hospital Management | Management Bias against TCM

Career Progression Inequality

Recruitment Inequality*

Investment Inequality*

Decrease of the TCM Department*

Table 6.3: Presentation of findings of the main study.

The main study brought significant findings to the development of theory. It is
worthwhile to mention that, by the end of the data analysis, it was considered that
the categories of philosophical issues, healthcare education issues and
professional training issues were saturated, since no new open codes emerged.
Moreover, one of the main categories, the philosophical issues, started to emerge

as the core category, which started to interconnect with other categories.

Nevertheless, at this stage, the theory development was not completed. To be
more specific, as reflected in the emerging results, it was important to investigate

the external environmental influences on KS in the follow-up study.

6.1.4.3. Brief Description of Emerging Results from the Follow-up Study

The theoretical satuation was achieved in the follow-up study. Specifically, the
final theory saturated on five main categories, namely: contextual influences,
philosophical issues, Chinese healthcare education, interprofessional training, and

hospital management. These categories and related KS barriers are shown in
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Table 6.4. Additionally, in order to differentiate from barriers identified in the

main-study as presented in Table 6.3, KS barriers emerged from the follow-up

study are labeled with ‘A’.

Main Category Sub-Category KS Barriers
Contextual Political Influences Inefficiency of Current Healthcare Policy
Influences Ineffectiveness of Patient-Centred PolicyA
Negative Effects of Market Economy Policy
Economical Influences | Negative Effects of Social MaterialismA
Negative Economical Influences to Medical
BeliefA
Social Influences Social Preference for WMA
Social Bias against TCMA
Decrease of TCM Market
Philosophical Philosophical Different Conceptual Systems
Issues Conflicts Contflicts of Philosophical Beliefs

Inadequate Interprofessional Common
Ground

Professional Conflicts

Inefficient Communication Channels

Problem-Oriented Collaboration Approach

Overwhelmingly High Workload

Asymmetrical Decisional Power

Inadequate Interprofessional Common
Ground for Communication

Absence of Hospital Requirement for
Interprofessional Communication

Philosophical Bias against TCM

Chinese Healthcare
Education

Lack of Lack of Convergence in WM HE Structure
Interprofessional Perceived Value of TCM Education
Education in WM HE | Lack of Systematic TCM Education in WM

HE

Decrease of TCM Education in WM HE

Progressive Erosion of TCM Knowledge
Lack of Deep Lack of Convergence in TCM HE Structure
Interprofessional Perceived Value of WM Education in TCM
Education in TCM HE | HE

Increase of WM Education in TCM HE

Insufficient WM Understanding for TCM
Doctors

External Influences on
Healthcare HE

Imbalanced Political Supports to WM and
TCM Education

Negative Economical Influences on
Healthcare EducationA

Overly Strong Social Preference for WM
EducationA
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Interprofessional

Existing Professional

Lack of Convergence in Professional

Training Training Structure Training Structure in Neurosurgery
Department
Lack of Convergence in Professional
Training Structure in TCM Department
Lack of Political Emphasis on
Interprofessional Training
Absence of High Workload against Interprofessional
Interprofessional Training
Training in the Lack of Personal Interest in Interprofessional
Neurosurgery Training
Department Philosophical Bias against Interprofessional
Training
Lack of Hospital Attention on
Interprofessional Training
Absence of Management Bias Prevents Interprofessional
Interprofessional Training
Training in the TCM Career Progression Difficulty Prevents
Department Professional Training
Hospital External Influences on | Overly Strong Social Preference on WM
Management Hospital Management | ServicesA

Negative Economical Influences on Hospital
Management

Management Bias
against TCM

Management Philosophical Bias against
TCM

Financial Bias against TCMA

Career Progression Inequality

Recruitment Inequality

Investment Inequality

Decrease of the TCM Department

Table 6.4: Presentation of findings of the follow-up study.

Categories and KS barriers shown in this table will be discussed in depth in
Section 6.2, 6.3, 6.4, 6.5, 6.6. One issue that must be highlighted is that the
category of philosophical issues emerged as the core category, on the basis of

which the final theory was fully established.

6.1.5. Section Summary

This section discusses three issues about the research context: firstly, the

complementary collaboration of the two types of healthcare professionals;
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secondly, the role of patient in the interprofessional collaboration; finally, KS
processes that occur during the interprofessional collaboration. In addition, this
section shows the evolution of the theory by presenting and comparing emerging

results from the pilot study, the main study, and the follow-up study.

On the basis of the discussion in this section, Section 6.2, 6.3, 6.4, 6.5, and 6.6
present research findings, discuss the five main categories that emerged from the
data analysis, evaluate and criticise individual barriers to sharing patient
knowledge between TCM and WM healthcare professionals in their patient-

centred interprofessional collaboration.

6.2. Contextual Influences

This section discusses external contextual barriers, which is the first category
introduced in this thesis. According to a number of interviewees participated in
this study, there are some negative influences from the hospital’s external
environment, which can be identified as KS barriers and which hinder activities
and processes of KS between the neurosurgical and TCM healthcare
professionals within the hospital environment. To be more specific, this section
discusses three sub-categories, namely, political influences, economical
influences and social influences. The final theoretical construct for this category

is shown in Figure 6.1.
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6.2.1. Political Influences

This section focuses on the sub-category of political influences. This sub-

category is formed by three barriers, as shown in Figure 6.2:

Ineffectiveness of
Patient-Centred
Policy

Inefficiency of
Curent
Healthcare Policy

Negative Effect
of Market
Economy Policv

Political
Influences

Contextual
Influences

Figure 6.2: Concept map for political influences.

This section discusses three KS barriers: inefficiency of current healthcare policy,
ineffectiveness of patient-centred policy, and negative effect of Market Economy

Policy (MEP).

6.2.1.1. Inefficiency of Chinese Healthcare Policy
The practice of coding on the data collected revealed that, at a high political level,
the Chinese central government intends to support TCM and WM equally. For

instance, the interviewed healthcare politician stated:
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“Currently, the central government provides relatively strong political
supports to TCM. Firstly, in the national healthcare policy, there is a
fundamental point of “equal support for TCM and WM” and “WM is the
primary and complemented by TCM”. It is a rather fundamental point.
Secondly, the healthcare system reformation, which is going to happen in the
near future, clearly points out the importance of TCM participation. It is a
very high-level policy. Thirdly, the central government requires our local
healthcare administrators to provide support to TCM philosophy, TCM
education, TCM institutions, and TCM practitioners. [...] Fourthly, for the
local healthcare administration, a basic guidance for us is that TCM needs
political support. The national policy has such a requirement. Therefore, we
need to think about what exactly should we do and what actual strategies we

should implement.” Interview TCM Politician 34.7

To summarise the above statement, the Chinese central government have
established two high-level policies, namely, “TCM and WM should be equally
treated and supported” (Interview TCM 4.24) and “WM is the primary and
complemented by TCM” (Interview WMN 7.59). As discussed by this healthcare
politician, top politicians in the Chinese central government probably consider
that it is important to maintain the coexistence and the balance of TCM and WM
communities in the national healthcare system and to protect the complementary
relationship between TCM and WM healthcare professionals. This confirms the

findings of the initial literature review.
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Moreover, both high-level policies discussed above are expected to be
implemented by local healthcare politicians and management in each hospital.
However, it was identified that the central government might not have a detailed
plan to guide the implementation of these high-level policies at operational level
in hospitals. Therefore, as stated by the interviewed healthcare politician, “we
need to think about what exactly should we do and what actual strategies we
should implement” (Interview TCM Politician 34.7). In this case, it became clear

that these national healthcare policies are probably not very well implemented.

“In the national policies, top level politicians believe TCM and WM should
be equally supported, but it is difficult to be executed.” Interview TCM

17.31

Also, from the perspective of interviewed TCM practitioners, these policies are

“just political slogans” (Interview TCM 6.52), and thus have little real impact.

“[TCM national policies] are not eminent and not very effective to our level
of hospitals, because they are not compulsory policies, they are just

suggestions.” Interview WMD 12.8

“The central government requires the TCM and WM collaboration, but I

have never heard of any actual strategies.” Interview WMN 13.15

Very similarly, many interviewed neurosurgical healthcare professionals

commented that these national policies are “just suggestions” (Interview WMD
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12.8) and some of them claimed that “never heard of any actual strategies”

(Interview WMN 13.15).

As reflected in the discussion above, both policies create imbalances of power in
hospital, in which WM professionals possess considerably stronger power, almost
dominating the processes of TCM and WM collaboration. These imbalances do
not motivate the empowered WM professionals to communicate and share
knowledge with the perceived inferior group of TCM professionals. Moreover, it
is necessary to highlight the second policy, “WM is the primary and
complemented by TCM”, which reinforces the dominant position of WM and
exaggerates imbalances between TCM and WM communities in the hospital
environment. This is augmented by the traditional very high power distance
culture of China, which encourages WM professionals not to be open to

communication, and prevents spontaneous and voluntary interaction and KS.

6.2.1.2. Ineffectiveness of Patient-Centred Policy
Patient-centre healthcare is a national policy clearly demanded by the central
government. For instance, one of the interviewed neurosurgical nurses claimed

that:

“The patient-centred approach is repeatedly emphasised by the government
these years. It is a basic requirement to all doctors and nurses. In truth, our

collaboration with TCM doctors is to satisfy patient needs.” Interview WMN

30.20.
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As discussed in Section 6.1.2, many interviewed professionals claimed that they
are collaborating with the aim of helping patients; for example, one of the TCM

doctors stated that:

“When treating individual patients, if necessary we would voluntarily

communicate with WM doctors.” Interview TCM 5.81

However, as also discussed in Section 6.1.2, patients are not really always
guaranteed to be at the centre of all health services, including TCM and WM
collaboration. In truth, as shown in data, the needs and requirements of patients

are not very well protected by TCM and WM healthcare professionals.

Therefore, without respecting the central role of the patient and without the true
implementation of the patient-centred approach, the activities of sharing ethical
and emotional knowledge and social and behavioural knowledge about individual

patients could be seen as not important and not necessary.

6.2.1.3. Negative Effects of Market Economy Policy

As discussed in Section 6.2.1.1, national policies, in particular the one stating
“WM is the primary and complemented by TCM” (Interview TCM Politician
34.7), have created substantial imbalances of power between communities of
TCM and WM professionals in hospital. Also, as discussed in that section, these
imbalances emerged as a severe barrier to KS. In addition, it was identified by
the practice of coding that this barrier is compounded and augmented by the

implementation of the Market Economy Policy (MEP).
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“I think under the Market Economy, they [TCM doctors] have no way out of
this. But I am sure the central government supports TCM. I think that if the
Market Economy has a huge impact, it [TCM] cannot survive. Their [TCM
doctors] treatments are very cheap, such as acupuncture.” Interview WMD

9.36

MEP has been introduced and discussed in the initial literature review (Section
2.5.2). Additionally, according to the statement provided by many informants,
the implementation of MEP has probably had a very negative impact on the
existence of TCM and its professional community. For instance, as discussed in
the quotation above, after the implementation of MEP, TCM cannot survive in the

healthcare system, especially when competing with WM.

“Now, [because of MEP] they [hospital management] only evaluate you
[individual departments] according to how much financial profits you can
make. This is the only way [method of evaluation]. We cannot compete
with WM departments. I think if we can make more money, the situation

would be better”. Interview TCM 15.65

Moreover, many interviewed TCM doctors further discussed the implementation
of MEP in greater detail. For example, a very detailed statement by an

interviewed TCM doctor mentioned that:

185



“[The TCM department’s lack of management attention] is a very big topic,
it is a little complicated. It is related to the national policy. The
governmental financial support to all hospitals is rather fundamental.
Currently, hospitals receive very little financial funds from the government.
The hospital needs to survive, which is inarguable. Although they [hospital
management] literally claim that the healthcare quality needs to be improved,
[in fact] what they are more concerned about is finance. Therefore, here we
have political and management problems. If you want to confront this with
them, they would deny this. But what they are doing is just leave you [the
TCM department] as what you are. If you survive, you survive. If you die,

you die.” Interview TCM 4.27

To summarise the quotation above, due to the implementation of MEP, the central
government no longer provides financial support to healthcare organisations.
Therefore, all hospitals in China are themselves responsible for all hospital
operation expenses. In this case, in order to maximise financial income, the
management of the hospital where this study was conducted possibly decided to
provide more support to those more profitable WM departments. In other words,
the TCM department receives less management support, as the department “is
less profitable” (Interview TCM 17.15), and it is very difficult for the TCM

department to survive.

It is also important to highlight that, as discussed in the previous quotation, the
interviewed TCM doctor stated that “what they [hospital management] are more

concerned about is finance”. This statement implies that the hospital
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management is probably more concerned about hospital financial income and
profitability than about promoting the quality of healthcare services and ensuring
communication and sharing of patient knowledge between healthcare

professionals.

Consequently, the negative effects of MEP was identified a significant barrier to
KS. Firstly, as discussed above, it presses hospital management to pay less
attention to communication and KS between healthcare professionals and on
protecting the rights and benefits of individual patients. Moreover, it compounds
with the KS barrier resulting from the inefficiency of Chinese healthcare policy
(as discussed in Section 6.2.1.1) and reinforces imbalances of power between
groups of TCM and WM professionals. In addition, MEP encourages
competition between the two medical communities for pursuing higher financial
incomes. This competition demotivates professionals from voluntary
communication and interaction of patient knowledge. Finally, the
implementation of MEP has developed an economical environment in which
TCM and its practitioners are not only seen as inferior but are also perceived to
have no chance of survival. Therefore, WM professionals as a superior party are
clearly not motivated to communicate and voluntarily share knowledge with

TCM doctors, who have considerably less power and can hardly survive.

In addition, more discussion about MEP and hospital management strategy is

presented in Section 6.6.
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6.2.2. Economical Influences

In addition to the political influences, several economical influences also emerged
as barriers to KS between TCM and WM healthcare professionals. This section

discusses these economical influences, which are shown in Figure 6.3:
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Figure 6.3: Concept map for economical influences.

As shown in Figure 6.3, three economical influences were identified as barriers to
KS. These barriers are discussed in three sections, namely, negative effects of
MEP, negative effects of social materialism, and negative economical influences

on medical belief.

It is important to note that MEP is a national economical policy, which not only
results in significant changes in Chinese economical environment, but also
negatively influences KS in hospitals, as discussed in Section 6.2.1.3. Therefore,
the barrier “negative effects of MEP” links both sub-categories of political

influences and economical influences. This barrier has been discussed in-depth
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in Section 6.2.1.3, and for this reason is not repeated in this section, which

focuses on the remaining two barriers in this sub-category.

6.2.2.1. Negative Effects of Social Materialism

It is widely known that the implementation of MEP has significantly boosted the
Chinese economy. However, the practice of coding on the data collected
identified that MEP has developed a materialistic social environment, in which

Chinese people are probably getting “more and more materialistic and money-

oriented” (Interview TCM 16.21).

“I think the current society is developing very fast. Everyone is pursuing
materials, pursuing money. It is fairly difficult [as a doctor] to calm down
and practise medicine. TCM doctors treat patients, they use herbal medicine.
They could not make much money out of it. Therefore, they cannot
demonstrate their value in this society. Consequently, many TCM students
and even professors have changed their professions. Therefore, fewer and
fewer people want to learn TCM, fewer and fewer people practise TCM. It

is all because of financial profits.” Interview WMD 24.34

In the materialistic social environment described in the above quotation, the
survival of the TCM community could be very difficult, because “they could not
make much money out of it”. Therefore, the materialism in the social
environment further exaggerates imbalances of power between TCM and WM

communities in hospitals, and compounds with KS barriers discussed in political

influences (Section 6.2.1).
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The negative effects of social materialism emerged as an additional barrier to KS,
since it has created severe imbalances in the social standing of TCM and WM
healthcare professionals. TCM doctors have much lower social standing, because,
as stated in the above quotation, “they could not make much money out of it”,
they “cannot demonstrate their value in this society”, and therefore “fewer and

fewer people want to learn TCM, fewer and fewer people practise TCM”.

“The problem is that TCM is very cheap. In this case, a TCM doctor cannot
make enough money for living. In other words, one should live a dignified
and decent life based on being honest and hard-working.” Interview TCM

Politician 34.23

The imbalances in social standings could result in imbalances in professional
standings, reinforce imbalances of power in hospitals, and thus demotivate and
discourage both types of healthcare professionals from interacting and KS with

each other.

6.2.2.2. Negative Economical Influences on Medical Beliefs
In addition to the social materialism, it became clear that the rapid economical

growth in China has influenced people’s medical beliefs.
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“TCM is slower and less efficient [than WM]. With the economical
development and the development of WM, people think TCM is too slow.
For some acute diseases, they would choose WM, at later stages they would

use TCM treatments.” Interview TCM 16.23

In China nowadays, people are more interested in WM. As explained in the
above quotation, there are two reasons for this: first, “the development of WM?”,
which will be explained in Section 6.2.3.2; and second, “the economical

development”.

Specifically, a few interviewed neurosurgeons asserted that, with the development

of the Chinese economy, people consider TCM as less and less important.

“The collaboration of TCM and WM, in the 1970s and 80s, had a very very
strong advantage which was that TCM herbal medicine is widely accessible,
since it can made from animals and plants. And TCM treatments were very
cheap. In the 1970s and 80s, the Chinese economy was not as developed as
at this moment. At that time, the economy, healthcare, and scientific
development were relatively low. Therefore, at that time the TCM and WM
collaboration was a big issue. However, with the fast development of WM
and the Chinese economy nowadays, this kind of collaboration is less and

less important.” Interview WMD 39.21

Interpreting the quotation above, in the 1970s and 80s, people could not afford

for the more effective and more expensive WM. TCM offered less effective, but
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cheaper and widely accessible medical services. Therefore, the collaboration of
TCM and WM provided healthcare solutions which were not only relatively
effective, but also affordable by people. Nevertheless, nowadays, TCM could be
seen as less important, since people have enough money to pay for WM. In this
case, not only is the collaboration of TCM and WM considered as less important,
but also communication and KS between the two types of healthcare

professionals could be considered as not necessary.

Furthermore, the application of coding identified that in the current economical
environment of China, people prefer to use WM, because it is more effective and

works faster.

“WM is much faster and more effective. Many people like me are living a
big city with a very high pressure working environment. If I get ill, I think,

well, I think the difference between TCM and WM is that, WM can resolve

your problem rapidly.” Interview PC 41.9

This statement was made by one of the interviewed patient relatives. He was an
ERP project manager in a software company based in Beijing. Like some other
interviewed patient relatives, he clearly pointed out his preference for WM
methods, because WM “can resolve your problem rapidly” (Interview PC 41.9)
and “works faster” (Interview PC44.11). Moreover, the preference for WM 1is

related to the “high pressure working environment” (Interview PC 41.9) and

192



hence Chinese people are “too busy to consider using TCM” (Interview PC

46.15).

According to the above discussion, rapid economic developments in China have
resulted in a social preference for WM, which not only further strengthens
imbalances in the social standing of WM and TCM healthcare professionals, but
also reinforces the dominant power and positions of WM healthcare professionals
in the hospital environment. Therefore, rapid economic developments have
become a barrier to KS, by forming a social environment and culture not
encouraging for interprofessional communication and not conducive to the
sharing of patient knowledge between TCM and WM professionals. Moreover,
this barrier compounds with the social materialism discussed in Section 6.2.2.1

and political influences discussed in Section 6.2.1.

Finally, there is an additional reason for the social preference for WM. That is,

WM is developing at a much faster pace than TCM, and is therefore preferred by

people. This issue is discussed in the following section, Section 6.2.3.
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6.2.3. Social Influences

In addition to those KS barriers discussed in the sections on political issues and

economical issues, some social influences also emerged as barriers to KS.
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Figure 6.4: Concept map for social influences.

As shown in Figure 6.4, this section discusses three KS barriers, namely, social
preference for WM, social bias against TCM, and decrease of the TCM market.
Furthermore, the social preference for WM consists of four constructs: negative
economical influences on medical belief, decreasing belief in TCM, increasing

belief in WM, and slow TCM development vs fast WM development.

194



6.2.3.1. Social Preference for WM
This section discusses four KS barriers, namely, negative economical influences
on medical belief, decreasing belief in TCM, increasing belief in WM and slow

TCM development vs fast WM development.

It needs to be noted that the negative economical influences on medical belief is a
barrier appears in two sub-categories, namely: economical influences, and social
influences. It is because this barrier not only is related to the Chinese economical
environment, but also could be considered as a social influence, due to the
changes of economical environment could influence people’s understandings
toward TCM and WM. Moreover, this barrier has already been discussed in
Section 6.2.2.2; therefore, this section is not going to repeat the discussion and

will focus on the last three issues.

6.2.3.1.1. Decreasing Belief in TCM

“In China, TCM has thousands of years of history. In this case, it does not
matter if you are a doctor, or an ordinary person, we all have the concept of

TCM.” Interview WMD 26.31

A number of interviewed healthcare professionals from both medical departments

regarded TCM as “a classic legacy that has been evolving throughout thousands

of years of Chinese history” (Interview WMN 14.11).
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“Patients still think TCM cures the roots of diseases, but it is slow in treating
surface symptoms. WM treatments are very effective in treating those
surface symptoms, but cannot cure the roots. Based on my knowledge of
TCM, treatments need a long period of time. WM is very effective and
efficient in controlling the surface symptoms, but it is relatively weak in

treating the root.” Interview WMN 40.5

The application of coding and comparative analysis on the data gathered
confirmed that nowadays TCM is well accepted by the public and is regarded as
effective for curing the roots of diseases, although “TCM is slower in treating

surface symptoms” (Interview PC 44.11).

“TCM is our old and traditional medical methodology in our country. WM
is just relatively faster and more effective, such as surgeries. I think we need
to preserve TCM, and I think TCM doctors and WM doctors should
collaborate. Therefore, they can overcome one’s weaknesses by acquiring

the other’s strong points.” Interview PC 42.13

Due to the advantages and disadvantages of TCM, practitioners of TCM and WM
are better when they work together and collaborate with each other in order to

“complement each other” (Interview WMD 1.06).

Therefore, TCM could be considered as a very important component of the

Chinese healthcare system, coexisting with and complementing WM. TCM and
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WM professionals should collaborate with each other and that their

communication and KS can benefit patients substantially.

However, it was found that TCM and WM professionals do not really coexist
harmoniously, collaborate unconditionally and communicate with each other
spontaneously and voluntarily, because WM is usually perceived as more
effective, more useful and better than TCM. As emerged, the belief in the
traditional healing philosophy is decreasing. This issue is explained and

discussed in the following section (6.2.3.1.2).

6.2.3.1.2. Increasing Belief in WM
Even though people may still trust and sometimes use the traditional healing

methodology, many interviewed healthcare professionals claimed that patients
always choose WM as their first choice; for example, a TCM doctor and a

neurosurgical nurse stated:

“In terms of acute diseases, patients certainly would select WM. For those
patients who have chronic diseases, when WM fails, they would use TCM. 1
think people still believe in TCM and believe in the traditional methods,
such as inspection, listening and smelling examination, inquiry, and

palpation.” Interview TCM 38.5

“People think TCM is slow. Only when WM methods failed, people would
think about using TCM. Ordinarily, the first choice is WM, because people
think TCM is relatively slower and cannot be as effective as WM. I think it

is a reason.” Interview WMN 7.126
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Usually, patients would select WM methods as their first choice, because it
“works faster” (Interview TCM Politician 24.17) and is “more effective”
(Interview PC 41.9). TCM methods would be used only when WM methods

failed and are thus considered as less valuable and less important.

In fact, through the process of coding, it was confirmed that people are losing
belief and trust in the traditional methodology. For example, one of the

interviewed patient relatives stated that:

“TCM is entirely based on experience. Therefore, it is not very accurate. It
is almost impossible [to be accurate]. Otherwise, they [TCM doctors] are
lying. Why in these years do people not believe in TCM? Some people
even think it is a superstition or some other thing. It is because there is no
precision in TCM treatments. It is entirely based on doctor’s experience.
WM is different. WM doctors rely on equipment. They have visible
evidence. In terms of diagnosis, I think WM is more reliable.” Interview PC

45.29

Modern Chinese people probably have more trust and confidence in WM,
because it relies on hi-tech “equipment” (Interview PC 45.29) and “scientific
evidence” (Interview PC 45.29). In comparison, TCM is less accurate and is

based on doctors’ “experiences” (Interview TCM 4.18).
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According to the discussion above, it became clear that there is a strong social
preference for WM. This social preference compounds with the KS barriers
which have been discussed in political influences (Section 6.2.1) and economical
influences (Section 6.2.2), reinforces and further exaggerates the imbalances in
the professional standing and power of the two types of healthcare professionals
in hospitals, and adds extra difficulties for interprofessional communication and
KS. Moreover, the social preference emerged as an additional barrier to KS, as it
encourages the two types of healthcare professionals to compete not only for
financial income (as discussed in Section 6.2.1.3), but also for people’s
preference and recognition. These forms of competition discourage individual
professionals from voluntary collaboration and spontaneous communication and

KS.

6.2.3.1.3. Slow TCM Development vs Fast WM Development
In addition, the social preference for WM could be caused by the “rapid

development” (Interview TCM 16.43) of WM methodology in recent years,
whereas “TCM is developing at a much slower speed” (Interview WMD 1.36).
In this case, because “the development of TCM is too slow” (Interview TCM
16.43), “people usually think WM is better” (Interview TCM 17.29). For

instance, an interviewed TCM doctor and an interviewed neurosurgeon stated:

“With the rapid development of WM, and with the acceleration of importing
and implementing newly developed WM methods from foreign countries,

people think the position of WM is relatively higher than TCM. It is true,
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for example, that TCM is very weak in treating acute diseases” Interview

WMD 20.35

“TCM 1is developing very slowly; as Chairman Mao said, ‘Traditional
Chinese Medicine is a great treasure’. At this moment, we are still trying to
discover the treasure. This is a reason for the slow development. [...]
Personally, I think TCM has potential spaces to be improved. However, we
have not found a breakthrough point yet. All TCM doctors are talking about
inheritance [from traditional methods, concepts, and methods]. I think it is
not enough. It [TCM methods] also needs to be developed and advanced. 1
think we have not done enough for the development. TCM has developed
for thousands of years. In its thousands of years of development, it has
developed a form. But in recent decades or in this century, this form has not
changed too much. Well, it has developed, but in a very limited way. In
comparison, WM is developing at a very fast velocity. So, people usually

think WM is better.” Interview TCM 17.29

Therefore, in the hospital environment, WM could be considered as more
important, and WM professionals could have higher professional standing and
hold more power than TCM doctors. This hospital environment does not
motivate healthcare professionals from both medical communities to
communicate and share patient knowledge with each other. Moreover, this
environment promotes competition for methodological superiority between TCM

and WM and thus could hinder interprofessional communication and KS.
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6.2.3.2. Social Bias against TCM

As asserted by many interview participants from both medical teams, recently
there have been several public debates concerning the legitimacy of TCM. Some
people have even appealed for political actions aiming at excluding TCM from

the national healthcare system. For instance, a neurosurgeon stated:

“I think in the recent Chinese history, the development of TCM was very
much behind the development of WM. I have noticed that in these years
there are many of these kinds of public discussions, [in which] some people

believe TCM can be abolished.” Interview WMD 11.47

Some WM interviewees claimed that the WM approach is more scientific and
should be superior to TCM. In comparison, traditional medicine is sometimes
referred as ‘“‘unscientific” (Interview WMD 12.22) and as a “superstition”
(Interview WMD 6.44). Therefore, some people claimed that TCM need to be
abolished and excluded from the national healthcare system. Actually, when in
the field, the researcher witnessed a hot online debate around the topic of

“abolishing TCM”.

Several interviewed TCM doctors expressed their personal opinions about these

public debates. Some of them even expressed clear resentment, for instance:

201



“There was a certain time last year, [there are some people] appealed to
abolish TCM. I think it is rather ridiculous. You cannot abolish thousands
years of accumulation by only a few words. How can you abolish Chinese
history? After all, TCM has been in existence for four or five thousands of
years. You cannot say TCM is not evidence based, and then it must be

destroyed.” Interview TCM 6.75

“Some WM doctors, who think they are very good at what they are doing,
are so arrogant. Even though they do not understand TCM at all, they

consider TCM is a lie and a superstition.” Interview TCM 19.39

Although TCM still exists in the national healthcare system today, these public
debates have created a pessimistic attitude among TCM professionals and have
developed distrustful, uncooperative, and even resentful relationsﬁips between
TCM and WM professionals. Moreover, these public debates further reinforce
imbalances of professional standing and power in hospitals. Therefore, these
public debates indicate strong social bias against TCM and its professionals,
disharmonise the coexistence of TCM and WM, and create interprofessional
tensions preventing both types of healthcare professionals from actively

communicating and sharing knowledge with each other.



6.2.3.3. Decrease of TCM Market

“TCM philosophy is degenerating. Its market is decreasing. The reason is
that the TCM philosophy needs a scientific explanation. If they only used
modern scientific methods to explain it, people could believe it. TCM needs

this.” Interview WMD 2.101

Due to the strong social preference for WM, the market for TCM is decreasing.

“We have several thousands of outpatients annually. [...] The patient
number has decreased a lot. We used to have several thousand patients a

month.” Interview TCM 4.33

Moreover, on the basis of the analysis of data and the practice of coding, it was
confirmed that the decrease in the TCM market results in problems causing
barriers to KS. Firstly, TCM doctors cannot make enough financial income to
meet the requirements demanded by the hospital management. Thus, they are
less supported by the management. Secondly, TCM does not fit in the hospital
environment dominated by WM, and thus finds it very difficult to survive, and is
considered as not important. Thirdly, the decrease in the TCM market could be
caused by a strong social preference for WM (discussed in Section 6.2.3.1) and
by social bias against TCM (discussed in Section 6.2.3.2). Therefore, TCM
doctors are less respected by patients, have lower professional standing and hold
much less professional power. All these three issues result in severe imbalances

of power and professional standing, and have developed untrusting and
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uncooperative relationships between TCM and WM professionals. Therefore,
interprofessional communication and the sharing of patient knowledge are not

always voluntary, spontaneous and sufficient.

6.2.4. Section Summary

This section discusses the contextual influences, which emerged as one of the
main categories. To be more specific, this section discusses KS barriers relating
to three sub-categories: political influences, economical influences, and social

influences.

As discussed in this section, these political, economical and social influences
from the hospital’s external environment result in imbalances in the power
possessed by TCM and WM healthcare professionals. These imbalances of
power demotivate both TCM and WM healthcare professionals from active
communication and KS. Moreover, the contextual influences from the external
environment have caused imbalances in the professional standing of TCM and
WM professionals in hospitals. These imbalances of professional standing hinder

processes of communication and KS between the two medical communities.

Also, the external political, economical and social influences cause competition
between TCM and WM communities, not only for power and professional
standing, but also for financial income, people’s preference and recognition, and
methodological superiority. As discussed in this section, these forms of

competition result in uncooperative and even resentful relationships between the



two medical communities, discourage both types of healthcare professionals from
collaborating with each other, and prevent voluntary and spontaneous

communication and KS.

Finally, the three types of contextual influences are interconnected and interact
with each other. Also, the contextual influences discussed in this section are
related to the other main categories: philosophical issues, Chinese healthcare
education, interprofessional training, and hospital management. The next section
(6.3) concentrates on and discusses the philosophical issues, which emerged as

the core category.

6.3. Philosophical Issues

This section discusses one of the main categories that emerged from the
comparative analysis, namely, the philosophical issues. The final construct for

this category is shown in the concept map as shown in Figure 6.5.
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The application of coding and comparative analysis on the data gathered
indicated that healthcare professionals in neurosurgery and TCM have completely
different conceptual, philosophical and methodological systems.  These
differences were considered as barriers to interprofessional communication and
KS. These barriers will be discussed in this section. As shown in the concept
map, two sub-categories are discussed: philosophical conflicts and professional

conflicts.

6.3.1. Philosophical Conflicts

This section presents and discusses KS barriers relating to the sub-category of
philosophical conflicts. Specifically, this section discusses three main barriers:
different conceptual systems, conflicting philosophical beliefs and inadequate

interprofessional common ground. These barriers are shown in Figure 6.6:
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Figure 6.6: Concept map for philosophical conflicts.
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6.3.1.1. Different Conceptual Systems

TCM and WM are two entirely different medical philosophies, with very distinct
conceptual foundations and diagnostic and treatment methods. WM and TCM
informants asserted that the substantial differences between the two systems are
barriers to the exchange of patient knowledge between professionals of TCM and

WM in their patient-centred collaboration.

To be more specific, five main differences between WM and TCM emerged and
were considered as barriers to KS, namely: holistic vs localised approach to
practice, different theoretical grounds, different diagnostic methods, different

treatment methods and terminology discrepancy.

6.3.1.1.1. Holistic VS Localised Approach to Practice
When discussing differences between TCM and WM, a TCM doctor claimed:

“It is almost impossible to integrate both TCM and WM methods into one
medical procedure. It is because TCM takes a holistic view of the human

body, which is the philosophical foundation for TCM.” Interview TCM 18.7

TCM doctors employ a holistic philosophical perspective toward the human body,

which is the “philosophical foundation” for the practice of TCM.

Conversely, many neurosurgical interviewees claimed that WM is entirely

different from TCM. For example, a neurosurgeon stated:



“WM always localises diseases into particular parts of the human body. If
you have a head problem, then treat the head. If you have problems with
your feet, then treat the feet. However, TCM treats a patient as a whole.
They [TCM doctors] are not just dealing with the disease itself. Therefore,

WM is from a micro perspective, TCM is holistic.” Interview WMD 24.9

Summarising the discussion above, TCM and WM adopt two contrasting
philosophical perspectives. WM takes a ‘micro’ approach, in which practitioners
are more interested in localising a disease in a specific part of the human body
instead of the patient with the problem. Very differently, TCM adopts a holistic

perspective, in which patients are diagnosed and treated as an integral entity.

The divergent philosophical approaches (holistic or localised) to practice could
become barriers to the sharing of patient knowledge between the two types of
healthcare professionals. Specifically, the divergent philosophical views form
two very distinct professional groups of TCM and WM practitioners, which have
very different understandings of patient problems and different approaches to
diagnosis and treatment, and which could have conflicting interpretations of the
patient’s needs and requirements. Therefore, for individual professionals from
both groups, communication and KS could be seen as very difficult. Even if they
intended to communicate with each other, very often, knowledge shared by either
medical group might have very little meaning or value to the other group. Finally,

the divergent philosophical views have undeniably resulted in untrusting
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relationships between the two medical communities, which do not permit the

sharing of patient knowledge.

6.3.1.1.2. Different Theoretical Grounds
In addition to the holistic and localised approaches to practice adopted by TCM

and WM practitioners, a number of interviewed healthcare professionals pointed

out that WM and TCM have entirely different theoretical grounds.

“TCM is not quantifiable. It can define on the nature of diseases. Therefore,
it needs practitioners’ experience. [For example] I can use a specific drug
for a patient. You can use the same drug for this patient. I may use ten mg,
but you may disagree with me and you propose to use 30 mg. There is no
quantified rule to provide a unified understanding. Consequently, it needs
experience. For a patient, one may think of only one symptom, others may

be able to think of more problems.” Interview TCM 4.18

The practice of TCM needs “individual practitioners’ personal experiences”
(Interview TCM 5.67). TCM theories, diagnosis, and treatments do not have
standard guidelines or rules for individual TCM professionals to follow.
Moreover, TCM is “very difficult to quantify” (Interview TCM 6.44). Therefore,
for a particular patient condition, different TCM doctors can have different
interpretations, derive different results from diagnosis, and use different
treatments. Also, a particular treatment method can be used for different patient

conditions.
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In contrast, a number of interviewed neurosurgeons emphasised that the practice
of WM depends on “quantification” (Interview WMD 1.56) and “locating

medical evidences” (Interview WMD 2.137). For instance, a neurosurgeon stated:

“WM has very clear evidences. Based on these evidences, treatments are
very clear; for example, I need to use this particular drug to control this
particular symptom. But TCM is very different. In TCM, doctors can use
the same treatment method to deal with different patient problems. It is
based on doctors’ experience. I think this is one of the most basic

differences between TCM and WM.” Interview WMD 2.96

Thus, WM has a completely different theoretical basis from TCM. Instead of
largely relying on personal experience, WM professionals need to make medical
decisions based on ‘“obtaining accurate medical evidences” (Interview WMD

8.23). Therefore, their treatments should be precisely implemented.

Because of the significant differences in theoretical foundation, professionals
from either medical group may not fully understand, entirely agree with and trust
the knowledge shared by the other professional group. In this case, activities of
KS could be devalued, and healthcare professionals will not necessarily be
motivated for interprofessional communication and KS. Thus, the different

theoretical grounds of TCM and WM were identified as a barrier to sharing

patient knowledge.



6.3.1.1.3. Different Diagnostic Methods
Many interviewees stated that they use entirely different methods and techniques

to diagnose patients on the basis of divergent philosophical views and theoretical

grounds. Two good examples were provided by a TCM doctor and a WM nurse:

“TCM is based on the Bian-zheng theory for diagnosis. WM focuses on
evidences. For example, a patient has a problem with his liver. WM doctors
base their diagnosis on laboratory tests, CT and MRI results. Differently,
TCM doctors rely on classical methods of inspection, listening and smelling
examination, inquiry, and palpation to observe the patient’s symptoms.

Then, we decide what problem he has.” Interview TCM 6.35

“TCM diagnosis uses inspection, listening and smelling examination, inquiry,
and palpation. These methods are very different from ours. Sometimes we

suspect how accurate these methods are.” Interview WMN 27.15

Diagnosis in TCM uses the Bian-zheng theory and adopts classical diagnosis
methods of “inspection, listening and smelling, examination, inquiry, and
palpation” (Interview TCM 19.35). In contrast, diagnosis in WM is usually based
on conducting accurate medical tests and locating explicit medical evidences

from laboratory tests, CT and MRI results, etc.

These differences in diagnostic approaches were identified as a KS barrier.
Because they have very different conceptual foundations and diagnostic methods,

TCM and WM professionals could have very different diagnosis results, which



could cause conflicts of understandings of patient problems and requirements,
and result in conflicts in actions aimed at solving patient problems and achieving
patient requirements. These conflicts could hinder processes of interprofessional

communication and hinder activities of sharing patient knowledge.

6.3.1.1.4. Different Treatment Methods
TCM and WM healthcare professionals employ very different treatment methods

to resolve patient problems. For instance, a TCM doctor stated:

“In neurosurgery, the primary method is the craniotomy, which is assisted by
a series of procedures and bio-chemical drugs. After the surgery, at the
rehabilitation stage, we need to include TCM treatments, such as
acupuncture and massage, and sometimes we use traditional herbal

medicine”. Interview TCM 17.19

Similarly, the differences in TCM and WM treatment methods are also reflected
in many statements provided by interviewed neurosurgical practitioners; for

example, a neurosurgical nurse mentioned:

“In our Neurosurgery Department, WM methods are primarily used,
particularly the craniotomy surgeries. After these WM treatments, we invite
TCM doctors for patient rehabilitation, such as acupuncture.” Interview

WMN 7.19

According to the quotations and discussion above, it became clear that, when

treating neurosurgical patients, WM practitioners mainly use “craniotomies and



some bio-chemical drugs” (Interview WMD 10.20). To complement treatments
applied by WM professionals, TCM doctors employ traditional methods, such as

acupuncture, massage, and herbal therapies.

These differences in treatment methods are a barrier to interprofessional
communication and sharing of patient knowledge. This barrier not only
compounds with the issue of holistic vs localised approaches to practice, different
theoretical grounds and different diagnostic methods, but also enhances the
professional boundary, further distances the two medical communities and
reinforces untrusting relationships between the two types of healthcare

professionals.

6.3.1.1.5. Terminology Discrepancy
In addition, TCM and WM professionals are using entirely different professional

terminologies, which are an additional barrier to interprofessional communication

and KS. For instance, a TCM doctor and a neurosurgical nurse stated:

“I/WM and TCM] have two terminological systems. Maybe both of them
have an identical purpose, but how they express the purpose is entirely

different”. Interview TCM 15.35

“Most of the time, when TCM doctors are proposing their ideas, we can’t
understand. We ask for further explanation, but still, we can’t understand.
It’s not like in WM, very demonstrative and clear, such as in some cases we

focus on the evidences.” Interview WMN 7.135
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The above two quotations show that TCM and WM healthcare professionals have
two completely different systems of terminology and use very different
professional terms and jargon to describe and explain patient problems and

requirements.

“I can understand some WM words. But I found it is difficult for me to
understand when they explain their treatments and analysis.” Interview

TCM 18.39

“In terms of terminological systems between WM and TCM, it is usual that

we can’t understand each other.” Interview TCM 17.35

Thus, KS between TCM and WM healthcare professionals could be very difficult,
since these professionals cannot understand each other’s terminology. Patient
knowledge shared by one side probably cannot be correctly received and
comprehended by the other side. Therefore, the discrepancy in terminology is a

barrier to communication and KS.

Furthermore, it was identified in data that TCM doctors could probably
understand some WM technical terms, whereas WM professionals usually cannot

understand the TCM language at all.

“For me, I can easily communicate with WM doctors, because I nearly learnt
all WM knowledge. But if WM doctors do not learn TCM, they will never

accept our philosophy.” Interview TCM 6.72
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As discussed in this quotation, TCM doctors can understand some WM language,
because they “learnt nearly all WM knowledge in the TCM university”
(Interview TCM 6.69). Sometimes they can even speak “their [WM] language”
(Interview TCM 17.73). In contrast, because WM doctors do not learn TCM in
WM HE, they cannot understand TCM language at all. Therefore, the
discrepancy in terminology is related to Chinese healthcare education, which will

be discussed in Section 6.4.

6.3.1.2. Conflict of Philosophical Beliefs
KS barriers presented and discussed in Section 6.3.1.1 illustrate how the
divergent conceptual systems of TCM and WM could hinder the activities of

sharing patient knowledge.

In addition, many TCM and WM interviewees claimed that the divergences in
conceptual and theoretical foundations could have caused conflicting
philosophical views that adopted by TCM and WM professionals; for example,

an interviewed neurosurgeon stated:
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“Theories of TCM and WM are very different, such as TCM requires
thinking by heart, but as we know actually thinking is by brain. TCM does
not have a clear definition and description about the brain. I think TCM and
WM are two different systems. I can generally understand TCM, but from a
professional point of view I think TCM is not good, not accurate, not rich.”

Interview WMD 39.13

Neurosurgical practitioners often evaluate and criticise the philosophical beliefs,
concepts and techniques of TCM from a WM perspective. In their opinion, TCM

is often considered as “not scientific enough” (Interview WMD 23.22).

Moreover, many interviewed WM professionals showed strong disbelief, distrust
and disagreement against TCM. In many statements provided by WM informants,
TCM is repeatedly described as ‘“‘unscientific” (Interview WMD 1.64) and
“superstitious” (Interview WMN 14.17). Thus, it is perceived that WM

professionals consider WM as superior to TCM.

On the other side, several TCM interview participants also criticised WM from a

TCM professional point of view. For instance, a TCM doctor claimed:

“In many cases, we have different opinions from WM doctors. For example,
when dealing with a patient with symptoms of urination difficulty, we think
acupuncture would be the best solution. But WM doctors think differently,
they always use methods to force the patient to urinate. It is wrong, very

wrong.” Interview TCM 15.25
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To some TCM doctors, a few WM techniques frequently used by WM
professionals may not be entirely appropriate to the patient, and some may even
be harmful to the patient’s health. Moreover, TCM doctors strongly disagree that
TCM should be inferior to WM. For instance, one of the TCM interviewees

stated:

“Some WM doctors, who think they are very good at what they are doing,
are so arrogant. Even though they do not understand TCM at all, they
consider TCM is a lie and a superstition. [In fact, WM is not perfect], when
treating a patient, we would use the traditional herbal medicines as much as
possible. We normally do not suggest to the patient to take any WM drugs,
which are bad for the heart and the liver, because they are all chemicals.”

Interview TCM 19.39

Therefore, there are strong philosophical conflicts between the two medical
groups. As shown in the discussion in this section, the divergence of TCM and
WM conceptual systems may have caused substantial philosophical tensions
between the two professional communities, which have conflicting professional
views and opinions, and which compete for the superiority of philosophy. These
philosophical tensions could not only prevent the sharing of patient knowledge,
but also cause substantial professional boundaries separating and distancing the

TCM and neurosurgical medical communities.
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Nevertheless, the practice of coding and constant comparison identified that TCM
professionals can generally accept WM beliefs. For instance, one of the TCM

interviewees stated that:

“[Because we TCM doctors learnt WM] therefore we understand both TCM
and WM. [...] We TCM practitioners can accept WM theories and we can
treat patients by using WM methods. But WM doctors will never accept

TCM methodological system.” Interview TCM 18.09

This quotation indicates that, because TCM doctors have learnt WM in their HE
and have a basic knowledge of WM, they can generally accept WM concepts. On
the other side, WM doctors “will never accept TCM” (Interview TCM 18.11),
because they ‘“never learn TCM” (Interview WMN 7.30). Therefore, the
philosophical conflicts and tensions could be caused by the absence of shared
basic knowledge, overlapping interests and mutual conceptual understandings.

These issues also emerged as KS barriers and are discussed in Section 6.3.1.3.

6.3.1.3. Inadequate Interprofessional Common Ground

“[Because we TCM doctors learnt WM] we therefore understand beth TCM
and WM. [...] We TCM practitioners can accept WM theories and we can
treat patients by using WM methods. But WM doctors will never accept the

TCM methodological system.” Interview TCM 18.09
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As discussed by interviewed professionals from both groups, and as shown in the
quotation above, there is a lack of interprofessional common ground, which can
be conceptualised as a knowledge base of overlapping interests and shared

conceptual understandings.

Many interview participants asserted that the interprofessional common ground is
very important to interprofessional communication and KS. For example, a TCM

interviewee stated:

“WM practitioners will never accept TCM. They had some TCM courses,
but rarely. Their WM ideology is deep in their mind. They cannot accept
TCM because they think TCM is a pseudoscience. Actually, they don’t
really know TCM is very effective. They just consider TCM is unscientific,

must be useless. It is so not true.” Interview TCM 18.11

The lack of interprofessional common ground could result in philosophical
conflicts and disagreements with each other’s views and opinions, enhance
untrusting relationships between the two medical communities, and reinforce the
professional boundaries. Furthermore, a lack of interprofessional common
ground could strengthen the philosophical tensions between TCM and WM
professional teams and prevent both types of healthcare professionals from

actively and spontaneously sharing patient knowledge.

“I do not have a deep understanding of the TCM system. I am taking a

suspicious attitude toward TCM. I think there is something that cannot be
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explained in TCM. Ido not have a deep understanding about TCM, because
I do not believe in TCM. In this case, I am not particularly interested in it.
Once you entered the door of WM, you would exclude TCM.” Interview

WMD 24.29

Through the analysis of data and the practice of coding, it was identified that the
lack of interprofessional common ground is caused by insufficient
interprofessional education in the Chinese healthcare education system (which
will be discussed in Section 6.4) and by inadequate interprofessional training in
hospital environment (which will be discussed in Section 6.5). Finally, it was
also identified that the key to resolving these philosophical tensions is to increase

the interprofessional common ground.

6.3.2. Professional Conflicts

This section focuses on professional conflicts, which emerged from the
comparative analysis as one of the sub-categories. This sub-category is formed

by seven barriers, as shown in Figure 6.7:
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Figure 6.7: Concept map for professional conflicts.

This section discusses seven KS barriers in-depth: philosophical bias against
TCM, inadequate interprofessional common ground for interaction, problem-
oriented collaboration approach, inefficient communication channels,
overwhelmingly high workload, asymmetrical decision-making power and the

absence of a hospital requirement of interprofessional communication.,

6.3.2.1. Philosophical Bias against TCM

Discussion in Section 6.3.1 clearly points out that there are philosophical tensions
preventing necessary communication and the exchange of patient knowledge
between neurosurgical and TCM professionals. In addition, as reflected in
statements by a number of interviewees, the philosophical tensions could have

resulted in clashes of professional opinions, behaviours and attitudes that could
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hinder the sharing of knowledge. Therefore, it was considered as a professional

problem that stems from a philosophical dissonance.

“TCM relies on experience [of TCM doctors], I think TCM is unreliable. It
is just complementary to WM. Its theories are very vague and visionary. I

do not like TCM.” Interview WMD 24.07

Many interviewed WM professionals showed a sense of superiority over TCM
doctors. In their statements, TCM is often dismissed as “unscientific” (Interview

WMD 1.64) and “superstitious” (Interview WMN 14.17), even though they

frequently invite TCM doctors for interventions for patient rehabilitation.

Moreover, many interviewed TCM doctors took the criticisms of WM
professionals very personally, rather than as an active debate of philosophies and

medical beliefs.

“I know that TCM is very effective against various diseases, but TCM is
considered as unscientific when evaluated in WM methodology. In fact,
TCM and WM have rather distinct systems; there is no similarity. You
cannot define TCM by using WM theories [...] because WM is microcosmic,

whereas TCM takes a holistic and integral view.” Interview TCM 17.7

“The current problem is that a large number of WM practitioners, in fact a
very large number of WM practitioners, do not believe TCM is scientific.

For example, there are some professors in the Chinese Academy of Science
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who appealed to exclude TCM out of the Chinese healthcare system. I think
they are wasting their time. If you (those professors) are really free, please
do your own research. Do not criticise TCM. Why would they do that? The
existence of TCM means there is a need for it. It means TCM is effective.

You cannot just simply ignore the value of TCM.” Interview TCM 4.12

As shown in both quotations above, the philosophical bias against TCM enhances
the philosophical conflicts and tensions discussed in Section 6.3.1. Moreover, it
formulates professional tensions, which encourage interprofessional competition,
reinforce professional boundaries and further increase the distance between the
two communities. Therefore, the philosophical bias could prevent
interprofessional communication and hinder the processes of sharing patient

knowledge, and thus was identified as a barrier to KS.

6.3.2.2. Inadequate Interprofessional Common Ground for Communication
Due to a lack of interprofessional common ground, as discussed in Section
6.3.1.3, both TCM and WM healthcare professionals are insufficiently motivated

to participate in interprofessional communication and KS.

“WM students learn TCM, but in a very limited way. These students do not
have enough TCM knowledge. In this case, WM doctors usually do not
have a natural motivation to voluntarily collaborate with TCM colleagues.”

Interview WMD 1.36

“[Communication and collaboration] require WM practitioners to accept

TCM. For instance, doctor A accepts acupuncture, therefore he invites us
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for collaboration. He introduces patients to us. If a WM doctor has no basic
TCM knowledge, he would not trust TCM, therefore no [collaborations].”

Interview TCM 16.18

As shown in both quotations above, interprofessional common ground could be
an important element in enabling, encouraging and motivating interprofessional
communication, KS and collaboration. However, due to the lack of an adequate
interprofessional common ground, healthcare professionals are usually not

sufficiently motivated.

“[Communication and collaboration] depend on how much a WM doctor
knows TCM. If you know less, you are less motivated. If you know more,
you are more motivated. According to our current situation, WM

practitioners do not know TCM very well.” Interview WMD 9.21

Furthermore, when compared with TCM doctors, WM professionals usually are
less motivated in communicating and collaborating with TCM doctors, because
they “do not learn TCM” (Interview TCM 6.72), as some TCM interviewees
complained. In comparison, TCM doctors are usually more motivated, since they
“learnt nearly all WM knowledge in the TCM university” (Interview TCM 6.69).
Therefore, it is perceived that KS could be much improved and individual
healthcare professionals could be much more motivated if an appropriate
interprofessional common ground could be developed. This issue is related to

Chinese healthcare HE and interprofessional training in the hospital environment,



which emerged as two main categories and will be discussed in depth in Section

6.4 and 6.5.

6.3.2.3. Problem-Oriented Collaboration Approach
In addition, the practice of coding and comparative analysis further identified that
the process of sharing patient knowledge is limited and hindered by the adoption

of a rigid problem-oriented approach to collaboration.

As discussed in Section 6.2.1.2, neurosurgical and TCM healthcare professionals
asserted that they are collaborating purely for the benefit of the patient. It is also
discussed in that section that this kind of interprofessional collaboration should
be supported and facilitated by effective, timely and sufficient communication of
knowledge about individual patients. However, the data collected revealed that
in reality the interprofessional collaboration only aims at solving patient problems,
and is not necessarily combined with adequate and effective communication and

KS. For instance, a neurosurgeon stated:

“(In WM and TCM collaboration) we do not need to know TCM theory and
method. We just want them (TCM doctors) to help us to solve patients’

problems.” Interview WMD 48.12

Similarly, one of the interviewed TCM doctors stated:



“The reason why neurosurgeons invite us to join a consultation is that they
want us to solve their problems. I don’t think they are trying to understand

TCM or how we think of the patient.” Interview TCM 4.81

Both quotations above point out that, when adopting the problem-oriented
approach to collaboration, individual professionals only aim at dealing with the
immediate problems of the patient. Therefore, as long as those patient problems
can be resolved, interprofessional communication and KS could be considered as
not really important and as something that can probably be largely ignored. Thus,

the problem-oriented collaboration approach is a KS barrier.

6.3.2.4. Inefficient Communication Channels

Before discussing this KS barrier, it is necessary to recall that, as discussed in
Section 6.1.3, the processes of sharing patient knowledge occur during
consultation sessions. It is also mentioned in that section that these consultation

meetings are an important vehicle for exchanging patient knowledge.

However, these consultation sessions, as a communication channel, are not

conducive to communication or the sharing of patient knowledge.

“Consultation is very clearly oriented by patient problems. When WM
doctors invite us for consultation, they expect us to solve their current
problems. In terms of sharing knowledge, well, I do not think so. Our

interactions are very superficial”. Interview TCM 5.81
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Some interviewed neurosurgical practitioners provided very similar statements,

for instance:

“Very often we invite TCM doctors for consultations. This consultation
usually starts when we find some problem. TCM doctors provide their
treatments based on their understandings, theories, and diagnosis. This
consultation is purely an invitation for them to help us to solve problems. It
is a pure supply-demand relationship. Very rarely, we share our professional
understandings and knowledge. We have not achieved that level.”

Interview WMD 15.39

Consequently, consultation cannot be considered as an efficient communication
channel, and was identified as a barrier to the sharing of patient knowledge,
because the main (and perhaps the only) purpose for these consultation meetings

1s to solve the patient’s problems.

Besides, it must be mentioned that, as shown in the above quotation, the
interviewed neurosurgeon described the relationship between neurosurgical and
TCM healthcare professionals as “a pure supply-demand relationship” (Interview
WMD 15.19). It implies that patients are probably handed over between
healthcare professionals like a product, instead of being the centre of all
healthcare services. Therefore, their feelings, needs, rights and requirements
could be considered as not important and may not be carefully protected in TCM

and WM collaboration. In this case, the processes of sharing patient knowledge
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could be largely overlooked and neglected by both types of healthcare

professionals during consultation meetings.

6.3.2.5. Overwhelmingly High Workload

When collecting data in the case-study site, the researcher had chances to have
glimpses of both medical departments. It was noticed that practitioners from both
departments were extremely busy and had very high workloads. For instance, an

interviewed neurosurgeon and an interviewed neurosurgical nurse stated:

“We are suffering from having too many patients. You can have a look of
our corridor. It is full of patients. We have 44 patient beds in 18 wards.
They are all full, so we have to put new patients in the corridor. We
[neurosurgical practitioners] are working at almost 120% efficiency.
Annually, we need to conduct more than 400 craniotomy surgeries.”

Interview WMD 9.05

“We are very busy, no less than those surgical departments. We are short of
staff [nurses]. For ICU [Intensive Care Unit], we used to have only two
nurses. But now, there are four of us working in the ICU during the night
shift. This means we have fewer nurses working outside the ICU [on normal
wards]. Therefore, we are short of staff. I need to mention that our
department has very high standards for staff. We are under a lot of stress

and working overload.” Interview WMN 10.08

Similarly, in the TCM department, many interviewed TCM professionals also

claimed that they have very high workloads. For instance:

229



“We not only need to take care of our own patients, but also very often need
to solve problems in other departments. Moreover, patients in the TCM
department need to be treated repeatedly. For example, acupuncture patients

usually need to be treated every day for two weeks.” Interview TCM 15.45

As asserted by a number of interviewed healthcare professionals, the
overwhelmingly high workloads are a barrier to sharing patient knowledge and
could prevent necessary interaction and KS in the processes of collaboration. For

instance, a TCM doctor and a neurosurgical nurse stated:

“[In the consultation] usually they do not ask many questions, and we do not
talk that much. We all are very busy. As long as we can treat the patient,
that is all right. We all are too busy to actually sit down and to have a deep

conversation.” Interview TCM 37.63

“Perhaps it is because we are all too busy. In our collaborations, they do

their jobs, we do ours.” Interview WMN 29.23

Therefore, due to the very limited time available, healthcare professionals are
probably more concerned with solving the patient’s immediate problems and

have very limited time for interprofessional communication and KS.

6.3.2.6. Asymmetrical Decisional Powers
Additionally, it was also identified that TCM and WM healthcare professionals

hold uneven decision-making powers, which could cause problems for sharing

230



patient knowledge. For instance, when being interviewed, the head of the

neurosurgical department stated:

“Before collaborative works, we need to inform TCM doctors what problem
this patient has, what treatments have already been conducted, what we want
you TCM doctors to do. All these details, they [TCM doctors] need to

know.” Interview WMD 2.140

This quotation, in particular the sentence “what we want you TCM doctors to do”,
shows a high degree of power over the processes of collaboration, the patient and
TCM doctors. In this case, probably, TCM doctors can only perform patient
treatments following the neurosurgical practitioners’ instruction and command.
Thus, they are most unlikely to communicate and share knowledge with WM

professionals actively, voluntarily and spontaneously.

“In collaborative patient treatments, we of course have the decision making
power, because the patient is in our department. We just need TCM doctors

to help us.” Interview WMD 8.31

As in the above quotation, this imbalance of decisional power is also reflected in

statements of several interviewed TCM doctors, such as:
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“If neurosurgical patients need acupuncture treatments, neurosurgeons
would initiate a consultation note and telephone us. Then we go to treat
patient with acupuncture. [...] In this process, we do not have decision
power. For example, this patient clearly needs TCM treatment, but we
cannot do anything about it, because neurosurgeons need to make this

decision, not us.” Interview TCM 16.17

As reflected in the above quotation, TCM doctors hold less power. Therefore,
they are most likely to maintain a passive position, avoid any confrontations and
to follow instructions, instead of actively and voluntarily proposing their ideas,
opinions and suggestions. For them, even if they intend to share knowledge, they

have very little power or influence to have their views recognised.

6.3.2.7. Absence of Hospital Requirement for Interprofessional

Communication

“There is no specific requirement for WM and TCM collaboration, which
mainly depends on problems we have found in our practice of medicine. We
would voluntarily invite TCM doctors for collaboration. It in fact is for the
benefit of patients. [...] In terms of communication, there is no such
requirement from the central government. Moreover, in our hospital, there is
no requirement that WM and TCM practitioners need to communicate with

each other.” Interview WMD 20.13

No requirements have been established by the hospital management which

explicitly demand communication and KS between WM and TCM professionals.



Therefore, professionals from both medical teams probably perceive that
communication and KS are optional, not compulsory, and not important.
Consequently, the absence of hospital requirements for interprofessional

communication was considered as a KS barrier.

Furthermore, when discussing hospital policies, one of the hospital managers

stated:

“Some hospitals have some kind of regulation that WM and TCM teams
need to adequately communicate and collaborate. In this case, practitioners
are forced to do this. But in our hospital, we do not have this requirement.
It is like if you [a WM practitioner] do not communicate and collaborate
with TCM doctors for ten years, no one would care about that and no one
would criticise you. Therefore, there is no supervision on this. But in those
hospitals that have this regulation, doctors have to collaborate.” Interview

WMD 1.83

According to the quotation above, it is perceived that if explicit hospital
requirements can be established and implemented, these requirements could be
strong motivators in encouraging, demanding and regulating the exchange of

patient knowledge.



6.3.3. Section Summary

This section discusses the core category, namely, the philosophical issues. More
specifically, this section discusses two sub-categories: philosophical conflicts and

professional conflicts.

In the discussion of the philosophical conflicts, it was found that the divergent
conceptual systems of TCM and WM have resulted in substantial professional
boundaries and a significant distance between the two medical communities.
Moreover, these philosophical conflicts have formulated philosophical tensions,
which not only reinforce the professional boundary and exacerbate the distance,

but also create enormous difficulties for interprofessional communication and KS.

Furthermore, as discussed in Section 6.3.2, there are ongoing professional
tensions between the neurosurgical and TCM medical teams, which have
conflicting professional understandings and prejudices against each other’s
medical approach, and which compete for power and professional standing. Also,
both philosophical and professional tensions have created distrust, disregard and
even resentment between the two medical teams. Hence, healthcare professionals

are not motivated and are unwilling to communicate with each other.

Furthermore, a very important finding presented and discussed in this section is
that both philosophical conflicts and professional conflicts could have been
caused by a lack of interprofessional common ground. In fact, the

interprofessional common ground could be the key to reducing the philosophical
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and professional tensions, resolving the conflicts and improving KS between

TCM and WM medical teams.

Finally, it is also discussed in this section that the interprofessional common
ground needs to be established in both Chinese healthcare education and
professional training programmes in the hospital environment. Therefore, the
next section (6.4) discusses the Chinese healthcare HE system and Section 6.5

presents and criticises KS barriers in the category of interprofessional training.

6.4. Chinese Healthcare Education

As discussed in Section 6.3 Philosophical Issues, a very important research
finding is that there is a lack of interprofessional common ground to facilitate and
to motivate the sharing of patient knowledge. It is also discussed in that section
that some interprofessional common ground could be established in the Chinese

healthcare education system, which emerged as one of the main categories.

This section aims at discussing the category of Chinese healthcare education and
presenting KS barriers relating to this category. In more detail, this section
discusses and criticises KS barriers in two sub-categories: lack of
interprofessional education in healthcare HE and external influences on

healthcare HE. Also, the final construct for this category is shown in Figure 6.8.
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6.4.1. Lack of Interprofessional Education in Healthcare HE

As introduced by many WM and TCM informants, Chinese healthcare education
consists of two parallel and almost insulated educational systems, one for TCM
practitioners and the other for WM professionals. This section discusses KS

barriers relating to the two educational systems, as shown in Figure 6.9:
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Figure 6.9: Concept map for lack of interprofessional education in healthcare HE.

This section discusses two main issues: lack of interprofessional education in
WM HE and lack of interprofessional education in TCM HE. It is also shown in
the concept map that five barriers are going to be discussed in relation to the first
issue: lack of convergence in WM HE structure, lack of systematic TCM
education in WM HE, perceived value of TCM education in WM HE, decrease of
TCM education in WM HE, progressive erosion of TCM knowledge for WM
practitioners. Moreover, this section discusses four KS barriers relating to the

second issue. These KS barriers are lack of convergence in TCM HE structure,



perceived value of WM education in TCM HE, increase of WM education in

TCM HE, and insufficient WM understanding for TCM doctors.

6.4.1.1. Lack of Interprofessional Education in WM HE

The application of coding and comparative analysis identified a lack of
interprofessional education in Chinese WM HE, because of which WM
professionals have very limited understandings about TCM, criticise and even
have strong biases against some TCM theories and concepts, have insufficient
interprofessional common ground, and therefore have enormous difficulties in

communicating and sharing knowledge with TCM doctors.

This section discusses the WM HE system. Specifically, in this section, five KS
barriers are discussed: lack of convergence in WM HE structure, decreasing value
of TCM education in WM HE, lack of systematic TCM education in WM HE,
decrease of TCM education in WM HE, and finally, progressive erosion of TCM

knowledge for WM practitioners.

6.4.1.1.1. Lack of Convergence in WM HE Structure

“In China, WM education is a complete system. This system, because I have
never been to Russia, I heard from some old practitioners, our education
system imitated the Russian one in the 1950s. The current system has not
changed too much. It is very similar as the healthcare systems in most

Western countries.” Interview WMD 1.09



As mentioned by some interviewed WM professionals, the current structure of
WM education in China is very similar to the structure of medical education in

Western countries.

More specifically, a neurosurgeon introduced the structure of Chinese WM

education in detail;

“(WM education consists of) bachelor, master, and doctoral levels of studies.
WM education starts from the bachelor study, which can be further
categorised into two stages. The first stage is the general foundation
modules. Usually in the first year, students need to take modules like
chemistry, physics, and biology. In the second year, they need to learn the
medical foundations, such as anatomy, pathology. In third and fourth years,
students learn clinical medicine, such as respiratory system, circulatory
system. Students take the fifth year as an internship where they are actually
practising medicine in a hospital. Postgraduate study includes two years of
master’s and three years of doctoral level studies. In the first year of the
master’s level study, students need to take fundamental courses, such as
professional English and medical foundations. Then, students need to be
involved in different kinds of medical research on various topics according
to their supervisors. Then they need to prepare their thesis and viva.
According to my knowledge, this education structure has existed since the

1950s.” Interview WMD 2.21
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As shown by the above quotation, throughout this educational structure, students
can gain a good understanding of WM both in theory and in practice. However,
as also shown by the above quotation, the WM education includes very limited

teaching, training and practice in TCM.

Therefore, the lack of convergence in WM education was identified as a barrier to
KS, since this structure has formed a clear professional boundary separating the
communities of TCM and WM. This professional boundary distances the two
medical communities, prevents activities of interprofessional collaboration, and

hinders communication and the sharing of patient knowledge.

Moreover, this structure of WM education is incapable of establishing a sufficient
interprofessional common ground to motivate and facilitate the interaction of
patient knowledge between TCM and WM healthcare professionals. Specifically,
the insufficient common ground is related to a lack of systematic TCM education

in this WM education structure.

6.4.1.1.2. Lack of Systematic TCM Education in WM HE
Many interviewees claimed that, in WM universities, there is very limited TCM

learning and practice available for students. For instance, the interviewed TCM

lecturer, who is a coordinator of a TCM module in a local WM university, stated:
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“The [TCM] module I am teaching includes about 20 modules that I learnt in
my education [TCM education]. Therefore, it cannot be in much depth, just
about some very basic theories. [Teaching of] things like acupuncture in
some practical sessions is very superficial. It is impossible to include

everything.” Interview TCM Educator 47.13

Therefore, because they lack systematic TCM learning, WM students do not have

a good understanding of TCM.

“We only have a basic understanding about TCM, actually very superficial.
We only learnt something like the palpation, nothing else.” Interview WMN

14.29

“In WM universities, they [WM students] learn some TCM, but it is very
limited. It is just an optional module in one of the semesters. They are only

required to have a general understanding.” Interview TCM 17.65

Also, due to a lack of TCM knowledge, WM professionals “usually do not accept
TCM” (Interview TCM 38.11) and do not have ‘“a natural motivation to

voluntarily collaborate with TCM colleagues” (Interview WMD 1.36).

Consequently, it was identified that the lack of systematic TCM education is a
barrier to interprofessional communication and sharing patient knowledge, since
the WM education system cannot establish a knowledge base for WM students

that would provide sufficient interprofessional common ground for collaboration
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and communication with TCM doctors. Also, due to the lack of any appropriate
interprofessional common ground, a number of WM professionals suspect and
criticise TCM concepts and methods, and some of them even dismiss TCM and
TCM practitioners (as discussed in Section 6.3.2.1). These suspicions, criticisms
and dismissive attitudes not only could enhance philosophical and professional
tensions, but also reinforce the untrusting relationship between the two types of
healthcare professionals, and thus impede the necessary exchange of patient

knowledge between professionals of TCM and WM.

6.4.1.1.3. Perceived Value of TCM Education in WM HE
In addition to the lack of systematic TCM education discussed in Section

6.4.1.1.2, many interviewed practitioners claimed that TCM is considered as not

important by WM students; for instance, an interviewed neurosurgeon stated:

“In our five-year bachelor education, we [WM practitioners] all need to learn
TCM. We were required to have basic knowledge about TCM. We need to
know what kind of system it is. But we do not understand TCM too much.
Our learning was only aimed at passing the TCM module.” Interview WMD

12.10

“In WM education, the TCM module is not an important one. It is just an
optional module. I reckon some people did not even read the book.”

Interview WMD 9.31



As reflected in the above quotations, not only do students consider TCM as
optional and not important, but also the WM educational structure itself includes

very limited TCM teaching and learning activities.

“We mainly learnt very basic TCM, only at the bachelor level. We did not
have any TCM learning at master’s and doctoral levels. WM higher
education, in itself, did not pay attention to TCM teaching. TCM was just an
optional module, which meant it was not necessary for us to take the module.”

Interview WMD 12.20

Similarly, the interviewed TCM lecturer stated:

“Now we [TCM module] are an optional module. To be honest, the teaching
is not good, because the module is not important.” Interview TCM Educator

47.11

According to the statement provided by the TCM lecturer, it is perceived that
WM students may not take this module very seriously and thus do not have a

holistic and thorough understanding of TCM.

The perceived value of TCM education in WM HE was identified as a barrier to
the sharing of patient knowledge between TCM and WM healthcare professionals.
It was identified that, because of this barrier, WM professionals do not have a
sufficient interprofessional common ground with TCM and are not motivated to

collaborate and communicate with TCM doctors. Moreover, the perceived value
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of TCM education implies that TCM is not important, is inferior and hence is not
included in WM education. In this case, many interviewed WM professionals
hold prejudices and dismissive attitudes against TCM and its professionals, even
though they do not really know the traditional healing belief and methodology.
Therefore, communication and KS with TCM doctors could be seen as not
important and not necessary. Finally, the discussion above shows that the WM
HE system exacerbates the philosophical and professional tensions between TCM
and WM professionals, and reinforces the dominating position of WM in the

hospital environment.

6.4.1.1.4. Decrease of TCM Education in WM HE
In addition to TCM being considered as not important (as discussed in Section

6.4.1.1.3), the number of TCM teaching sessions and modules is decreasing. For

instance, an interviewed neurosurgeon stated:

“There are some new WM graduates that I know of. They know very little
about TCM, hardly ever studied TCM and only concentrated on WM
learning. I think the current WM education is not like before, when we were
at university. We had TCM modules and we were required to pass module

exams.” Interview WMD 21.17

As mentioned in the quotation above, TCM was probably evaluated as relatively
more important when this neurosurgeon was a student in university. In contrast,

nowadays, TCM is less important, and thus there is less TCM learning and
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training included in WM HE. Therefore, the amount of TCM education has been

reduced.

“When I was a student [WM], we had a few TCM books and some lectures
about TCM. But I heard people were saying that in recent years students

have less and less TCM learning.” Interview TCM 23.19

It was identified in the data collected that the decrease in TCM education
augments the lack of interprofessional common ground between TCM and WM
healthcare professionals, demotivates WM professionals from active interaction
with TCM doctors, and reinforces the professional boundaries, the imbalance of
professional standings in the hospital environment and the philosophical and
professional tensions between the two medical communities. Therefore, the
decrease in TCM education was considered as a barrier to interprofessional

communication and KS.

6.4.1.1.5. Progressive Erosion of TCM Knowledge for WM Practitioners

An additional issue emerged during interviews with the neurosurgical

interviewees. For instance, one of the interviewed neurosurgeons claimed:

“We learnt TCM. But we did not use TCM knowledge for a long time. We

forget about it.” Interview WMD 11.23



“In our [WM] bachelor level study, we had a TCM module. Because it was
only one module, we have a low level understanding about TCM. But we
still knew a little bit about TCM. After many years of practising WM, we

forgot the majority of it.” Interview WMD 11.33

Because neurosurgical practitioners do not use TCM knowledge in their daily
practice of medicine, their limited TCM knowledge obtained in WM education is

progressively forgotten.

The progressive erosion of TCM knowledge was identified as a barrier to sharing
patient knowledge. This barrier reduces the interprofessional common ground for
WM professionals and does not permit WM professionals to actively and
spontaneously communicate and share knowledge when collaborating with TCM

professionals.

6.4.1.2. Inadequate Interprofessional Education in TCM HE

Comparing to Section 6.4.1.1, which discuss the structure of WM education and
related KS barriers, this section focuses on the structure of TCM education.
Specifically, this section discusses four KS barriers: lack of convergence in the
structure of TCM HE, perceived value of WM education in TCM HE, increase of

WM education in TCM HE, and insufficient WM understanding for TCM doctors.
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6.4.1.2.1. Lack of Convergence in TCM HE Structure

“[TCM education] is very similar to the general WM education structure,
and includes bachelor level, master level and doctoral level of education.”

Interview TCM 15.46

As described by many TCM interviewees, the general structure for TCM
education is very similar to that of WM, consisting of bachelor’s, master’s and
doctorate levels of study. To be more specific, one of the TCM interviewees

stated:

“There are many TCM-related modules in TCM universities, such as TCM
basics, acupuncture, massage, TCM orthopaedics, and TCM herbal medicine.
Apart from the TCM teachings, there are a number of WM modules. It is
not like before, only concentrating on TCM. The current educational
structure requires us to learn modern medical knowledge [WM]. Therefore,
this education includes both TCM and WM. [...] TCM modules were nearly

two thirds, and the other one third is WM modules.” Interview TCM 17.59

As shown in the above quotation, through this TCM education structure, students
could be well trained as TCM practitioners. Moreover, students can also gain a

relatively good understanding of WM.

This structure of TCM education could establish a WM knowledge base as an

interprofessional common ground for students. Therefore, as discussed in
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Section 6.3, TCM doctors can understand some WM concepts and the
terminology used by WM professionals. Also, this educational structure enables
and motivates TCM doctors to voluntarily and spontaneously collaborate,

communicate and share knowledge with WM professionals.

Nevertheless, the structure of TCM education was still considered as a barrier to
the sharing of patient knowledge between TCM and WM healthcare professionals.
It was identified that this educational structure could have formed philosophical
tensions between the two types of healthcare professionals, since WM could be
perceived as superior to TCM. Moreover, this structure could also form
professional tensions, augment the imbalances in professional standing and power,
encourage interprofessional competition and thus impede necessary interaction
and KS.

6.4.1.2.2. Perceived Value of WM Education in TCM HE

At the beginning, it is necessary to recall that there is a very limited amount of
TCM teaching and learning in WM HE, as discussed in Section 6.4.1.1.3. In
contrast, it was revealed by many TCM interviewees that WM modules and
sessions are considered as very important in TCM HE. For instance, two

interviewed TCM doctors stated:
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“In the TCM educational structure, we studied TCM theories for nearly one
and a half years. We also learnt WM theories for one and a half year. They
are almost half and half. We studied all TCM treatments and WM

treatments in a compressed way.” Interview TCM 6.20

“In my TCM education, we have nearly 40% WM modules, and 60% TCM
modules. These two types of modules were both very important, since they

influenced my practice of medicine after graduation.” Interview TCM 5.32

These quotations reflect that TCM students may have a relatively good
understanding of WM, and have some common ground, which is very important

for interprofessional collaboration and communication with TCM professionals.

Nevertheless, the value of WM education in TCM emerged as a KS barrier, since
it not only compounds with the barrier of the structure of TCM HE, but also
exacerbates the imbalances in professional standing and power between TCM and
WM professionals, strengthens the philosophical and professional tensions, and
demotivates TCM professionals from actively communicating and sharing patient

knowledge with WM professionals.

6.4.1.2.3. Increase of WM Education in TCM HE

“Because WM is getting more and more advanced, it is more influential than
TCM. Therefore, TCM seems relatively weak and small. I remember my
thesis supervisor once mentioned to me that WM is almost equally important

as TCM.” Interview TCM 18.17
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“Currently, the development of WM is better than the TCM development.
Moreover, 1 feel that our government provides more support to WM.

Therefore, TCM doctors must know WM.” Interview TCM Educator 47.45

These two quotations indicate that WM is increasingly valued as important in

TCM universities.

Therefore, and as discussed by some TCM interviewees, the amount of WM
teaching in TCM HE have been increased in recent years. For instance, an

interviewed TCM doctor stated:

“Nowadays, students [TCM] need to learn more WM than we did. When
they graduate from TCM universities it means they do not just know about
TCM, but also to some extent they understand both TCM and WM.”

Interview TCM 17.59

At this point, it is important to compare the TCM education with the WM
education. WM is treated as very important and a large amount of WM learning
is included in TCM education, whereas TCM is considered as not important and
is only optional to students in WM universities. These differences clearly
reinforce philosophical tensions and conflicts between TCM and WM medical
communities, augment professional tensions and competition, and develop
untrusting, uncooperative relationships. Therefore, the increase in WM education

not only emerged as an additional barrier to KS, but also compounds with the
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lack of convergence in TCM HE and the perceived value of TCM education

discussed in Section 6.4.1.2.1 and 6.4.1.2.2.

6.4.1.2.4. Insufficient WM Understanding for TCM Doctors
Even though there is a considerable amount of WM teaching and learning for

TCM students in their HE, many interviewed TCM doctors claimed that they do
not really have a deep and sufficient understanding of WM. For instance, a TCM

doctor and a neurosurgeon stated:

“I can understand some WM terminology, but I think some WM theories and
analysis are difficult to understand. After all, we did not learn WM as

systematically as those WM doctors.” Interview TCM 16.39

“TCM doctors need to extend their WM knowledge gained at universities.
They need to know modern diagnosis methods, such as radiology, pathology,
biology. They also need to know WM treatment methods. What are their
underlying mechanisms? How effective are they? What are their defects?

These defects are actually where they can help us.” Interview WMD 2.137

Therefore, TCM education does not in fact effectively establish a sufficient
interprofessional common ground for TCM doctors. This clearly is a barrier to
interprofessional communication and creates great difficulties for sharing patient

knowledge between TCM and WM healthcare professionals.

At this point, it is necessary to highlight that neither TCM HE nor WM HE can

provide an adequate interprofessional common ground to students. Thus, both
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TCM and WM professionals have a limited understanding about each other’s
beliefs, have disagreements with the methodology used by the other medical team,
and have philosophical conflicts and professional tensions which prevent the

sharing of patient knowledge.

6.4.2. External influences on Healthcare HE

This section discusses external influences on healthcare HE in China. In more
detail, three KS barriers emerged and are discussed in this section. These barriers

are shown in Figure 6.10:
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Figure 6.10: Concept map for external influences on healthcare HE.



6.4.2.1. Overly Strong Social Preference for WM Education
As discussed in Section 6.2.3.1, an overly strong social preference for WM was
identified as a barrier to KS. In addition to this barrier, the data gathered revealed

a social preference for WM education.

“In the current environment, people think WM is more important. It is like
only WM is scientific, because WM uses evidences. And the WM
equipments are getting more and more advanced. We do not have this in
TCM. But currently people like to use numbers to make a point. Therefore
people think WM is more advanced and is more convincible. Therefore,
WM students think learning TCM is useless and believe TCM is a deception.
In this case, not only do they only have very limited TCM learning, but also
they do not take TCM learning seriously. After graduation, they do
something utterly different from TCM, for sure they will forget TCM
knowledge. Although, in TCM education, students need to learn WM, the
WM learning is not very deep. They only study basic things, like anatomy,

etc.” Interview TCM 38.45

As discussed in this quotation, because WM is more popular, accepted and
preferred by people, students in WM universities may not want to learn TCM,

which could be seen as useless and as a deception.

Also, a few interviewed healthcare professionals claimed that, for instance:
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“It is usually like this, a student would only think about applying to a TCM
university in case they cannot make the entry requirements to a WM
university. It is like this across the whole of China. There are a number of
WM universities, but there are only a very few TCM universities. Moreover,
there is a lack of attention to TCM teaching resources and staff qualification.”

Interview TCM 19.53

Many interviewed healthcare professionals asserted that, as shown for instance in
the above quotation, a potential medical university applicant would most likely
apply to a WM university. The student would only consider applying to a TCM

university when the application to a WM university is rejected.

Both quotations above indicate a clear and strong social preference for WM
education, which emerged as a barrier to sharing patient knowledge. The
preference for WM education compounds the social preference for WM,
augments imbalances in the professional standing and power of TCM and WM
healthcare professionals, and enhances the philosophical and professional

tensions between the two medical communities.

Moreover, the social preference for WM education could be related to the
imbalanced political supports to WM and TCM universities. The next section

(6.4.2.2) discusses external political influences.
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6.4.2.2. Imbalanced Political Supports to WM and TCM Education

“[In terms of education] personally, I think there is too much political
emphasis on WM education and neglect for TCM education, which lacks

political attention.” Interview WMD 9.29

This quotation was provided by a neurosurgeon, who, like some other
interviewed WM practitioners, pointed out that WM education receives stronger

political support, whereas TCM education is possibly relatively neglected.

Similarly, many TCM practitioners provided very similar opinions. For instance,

a TCM doctor stated:

“In terms of teaching, WM is much better. They have more teaching
resources, because the government supports them more. For instance,
Medical College [name] has very strong teaching teams, outstanding
teaching facilities. It is for sure they have better students with better futures.
In comparison, TCM College [name] is a second class university. Students
graduated from this college usually cannot easily get jobs. Therefore, they
[this TCM university] have lower entry requirements, because fewer and
fewer students apply for this college. If this college cannot get enough

students, it has no money to operate.” Interview TCM 21.23

Compared to WM universities, which receive strong political support and thus

usually have much better resources and facilities, as many TCM doctors pointed



out, TCM universities are much less well supported. In this case, TCM
universities usually do not have very good facilities and are not equipped with
good teaching and research teams. Therefore, students usually are more

interested in applying to WM universities.

The unequal political support to WM and TCM education emerged as a barrier to
KS. This barrier indicates that the government consider WM is superior to and
more important than TCM, and thus graduates from WM universities should have
higher social status and higher professional standing and power in hospitals. This
barrier evidently prevents activities of interprofessional communication and
hinders processes of sharing patient knowledge, since it fuels philosophical
conflicts and tensions, develops uncooperative and competing relationships and

reinforces professional tensions between the two medical communities.

Finally, because they receive more political support, WM universities are usually
more reputable than TCM universities and thus usually have more students of
higher quality. Therefore, WM graduates usually have wider career opportunities

after graduation. This issue is related to the Chinese economic environment.

6.4.2.3. Negative Economical Influences on Healthcare HE

When the strong social preference for WM education was being discussed with

the interviewed healthcare politician, he stated:
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“I have never heard of this phenomenon. But I know that applicants for WM
universities are much more numerous than those who apply to TCM
universities. When a student is applying to a university, there are many
issues that need to be taken into consideration. Besides personal interests,
the student needs to think about how easy it is to find a good job after
graduation. This is a problem. China not only has more WM universities,
but also has more WM hospitals. Therefore, WM students can have wider

career opportunities.” Interview TCM Politician 34.19

This quotation is self-contradictory. On the one hand this politician denied that
students prefer WM education, as “I have never heard of this phenomenon”,
which as perceived may not be entirely true. On the other hand, he stated that
WM universities are much preferred, mainly because WM graduates “have wider

career opportunities”. Later on, in this interview, this politician added:

“Doctors who select this profession, besides personal interests, they need to
consider the career issues. [...] The problem is that TCM is very cheap. In
this case, a TCM doctor cannot make enough money for living. In other
words, one should live a dignified and decent life based on being honest and

hard-working.” Interview TCM Politician 34.23

This quotation indicates that probably TCM doctors usually are less well paid and
have lower social status, when compared with WM professionals. Therefore,
students would prefer to go to WM universities, simply because after graduation

they can have higher social standing and higher salary.



Many interviewed healthcare professionals provided similar views; for example,

a neurosurgeon stated:

“I think our society is developing rapidly, everyone is pursuing materials and
money [...] TCM is very cheap. In this case, TCM doctors cannot make a
significant income to the hospital and therefore do not have valuable social
standing. Therefore, fewer and fewer people want to learn TCM and want to

practise TCM.” Interview WMD 24.34

As shown in this quotation, because TCM doctors do not have “valuable social
standing” and maybe do not have “satisfying personal income” (Interview TCM

15.43), students would prefer WM education.

To summarise the discussion above, due to these negative economical influences
on Chinese healthcare education, TCM practitioners have relatively lower social
standing and cannot survive in a hospital environment dominated by WM
healthcare professionals (as discussed in Section 6.2.1). Also, as discussed in
Section 6.3, this hospital environment does not permit active interprofessional
communication and does not encourage the sharing of patient knowledge between

TCM and WM healthcare professionals.

6.4.3. Section Summary

This section discusses Chinese healthcare education, which emerged as one of the

main categories. Specifically, this section discusses two sub-categories in depth:
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lack of interprofessional education in WM HE and external influences on

healthcare HE.

According to the discussion in this section, it became clear that the Chinese
healthcare education system is unable to develop a sufficient interprofessional
common ground to enable, encourage and motivate interprofessional

communication and KS between TCM and WM healthcare professionals.

Also, due to the lack of a sufficient interprofessional common ground, TCM and
WM healthcare professionals have very little understanding about each other’s
philosophical system, and thus have conflicting philosophical views and
divergent conceptual systems and theoretical foundations for diagnosing and
resolving patient problems and satisfying patient requirements. Thus, as
discussed in Section 6.3, these philosophical issues result in philosophical

tensions preventing the sharing of patient knowledge.

Moreover, the structures of WM HE and TCM HE reinforce imbalances of
professional standing and power in hospitals, encourage interprofessional
competition, and cause professional tensions, which can hinder processes of

interprofessional collaboration and communication between TCM and WM

healthcare professionals.

Finally, the Chinese healthcare education is related to all four other categories:

the contextual influence, philosophical issues, interprofessional training, and



hospital management. It is necessary to note that the Chinese healthcare
education system is closely linked to and has imposed its structure on

interprofessional training programmes in hospitals.

6.5. Interprofessional Training

In addition to the KS barriers relating to the structure of Chinese healthcare
education, KS is also prevented by an absence of interprofessional training
schemes, sessions and programmes to bridge the gap in understanding between
the professional communities of TCM and WM, and to develop an appropriate
interprofessional common ground in order to enable, motivate and encourage

interprofessional communication and KS.

This section discussés the interprofessional training issues, which emerged as one
of the main categories. In more detail, this section discusses three main sub-
categories: existing interprofessional training structure, absence of
interprofessional training in the neurosurgery department, and absence of
interprofessional training in the TCM department. Moreover, the final construct

for this category is shown in Figure 6.11:
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6.5.1. Existing Professional Training Structure

This section discusses one of the sub-categories, namely, the existing professional

training structure. The structure of this sub-category is shown in Figure 6.12:
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Training Structure in
TCM Department

Lack of Convergence in
Protessional Trainug
Structure in
Neutosurgery
Departinent

Lack of Political
Emphasis on
Interprofessional
Tratming
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Professional
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Interprofessional
Training

Figure 6.12: Concept map for existing professional training structure.

Specifically, and as shown in the concept map, this section discusses three
barriers to sharing patient knowledge: lack of convergence in professional
training structure in the neurosurgery department, lack of convergence in
professional training structure in the TCM department, and lack of political

emphasis on interprofessional training.
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6.5.1.1. Lack of Convergence in Professional Training Structure in

Neurosurgery Department

“We have an inner departmental professional training plan. Our department
was evaluated as the Provincial Key Neurosurgery Department by the Hubei
government, which requires that we need to have an annual departmental
professional training plan. We need to make records for each training
session, such as how many practitioners participated. It is a requirement by

the provincial government.” Interview WMD 20.39

A number of interviewed neurosurgical practitioners revealed that the
neurosurgery department has a very systematic professional training plan. This
plan is not just monitored by the hospital management, but also supervised by the

provincial government.

More specifically, some interviewed neurosurgical professionals specified

professional training strategies implemented in this department.

“Every practitioner is encouraged to take internship opportunities in better
hospitals and better departments. In this way, they can learn professional

knowledge.” Interview WMD 11 .41
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“Nearly every week, or at least every month, we have lectures about medical
law, or all kinds of medical knowledge. We neurosurgical practitioners also
need to have knowledge about other departments, such as CT [computed

tomography], clinical laboratory, anaesthesiology.” Interview 13.37

“We need to make enough credits from professional training annually. For
instance, if I attend a national medical conference, I can make eight credits.
If T attend a provincial conference, I can make four credits. If I attend a city
level conference, I can make two credits. We are required to have 20 credits

annually.” Interview WMD 20.39

According to these quotations, there are generally four professional training
strategies used in the neurosurgery department. Firstly, practitioners are
encouraged to apply for internship opportunities in better neurosurgery
departments in better hospitals in China. Secondly, there are well-organised
lectures arranged within the hospital on a weekly basis. Thirdly, neurosurgical
healthcare professionals are encouraged to conduct medical research studies,
publish research results and attend medical conferences. Finally, professional
training activities are related to the “annual year-end performance assessment”
(Interview WMD 21.23) for individual healthcare professionals.  Every

neurosurgical practitioner must obtain 20 credits annually.
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“Annually, the hospital management has an integral professional training
plan. All hospital departments need to establish professional training plans.
However, professional training is mostly limited to our specific subject. For
example, I am a neurosurgeon, so my professional training would only focus
on the area of neurosurgery, or focus on a specific disease [related to

neurosurgery].” Interview WMD 20.41

However, the present professional training activities do not include learning on
the overlapping areas of TCM and WM. Professional training in the
neurosurgery department only concentrates on WM, particularly on subjects that

can be immediately used by neurosurgical practitioners.

Therefore, neurosurgical professionals probably have a very limited
understanding of TCM. Thus, these neurosurgeons and nurses do not have an
adequate interprofessional common ground enabling them to communicate and

share knowledge with TCM doctors.

6.5.1.2. Lack of Convergence in Professional Training Structure in TCM
Department

Compared to the well-planned and well-implemented professional training in the
neurosurgery department, professional training strategies and activities in the
TCM department are neither systematically designed nor well implemented. For

instance, an interviewed TCM doctor stated:



“All learning [sessions] are about WM, almost never focused on TCM.
Hospital management pay more attentions on learning for WM practitioners”.

Interview TCM 37.49

The quotation above implies that TCM doctors are not required to engage in any
professional training programmes. This could be due to a lack of attention,

support and supervision from hospital management.

“I can publish papers and go to conferences that could make me enough
professional training credits. We [TCM doctors] just do not need to do this
anymore. Because we graduated from a TCM technical secondary school,
originally we could be promoted to assistant professorship. But now it is
impossible, if you want to get the assistant professorship, you need to have a
bachelor degree. [...] We graduated from a TCM technical secondary school,
so it is impossible for us, as we are not even qualified for the first
requirement. Do you [the interviewer] think it is inappropriate? It is very

very inappropriate.” Interview TCM 37.53

Also, TCM doctors are not motivated to engage in professional training activities,
since they claimed that they are never going “to get promoted” (Interview TCM
16.53). This implies a career progression difficulty for TCM doctors and a
management bias against the TCM community, which demotivates TCM doctors
from participating in professional training. Issues of career progression difficulty

and management bias mentioned here will be further explored and discussed in

Section 6.6.

266



The present professional training in the TCM department was considered as a
barrier to sharing patient knowledge with WM professionals, for two reasons.
Firstly, the existing professional training strategy does not include any
programmes and sessions focusing on the overlapping areas of TCM and WM,
and thus cannot establish and develop a sufficient interprofessional common
ground to enable and motivate interprofessional communication. Secondly, the
lack of management support for the TCM department and the management bias
against the TCM community, as discussed in this section, reinforce the
professional boundaries, further distance the two medical communities,
strengthen philosophical and professional tensions between the TCM and WM
medical communities, and prevent individual professionals from actively and

spontaneously sharing patient knowledge with each other.

6.5.1.3. Lack of Political Emphasis on Interprofessional Training

“In the 1970s and 80s, there was a professional training strategy demanding
that WM doctors learn TCM. Some of these people became very good and
even leading doctors in some afreas. This strategy, of course, was made

mandatory by the central government.” Interview WMD 8.27

As shown in the quotation above, in the 1970s and 80s, there were “clear
government requirements on TCM and WM mutual learning” (Interview WMN
10.51). However, nowadays, “the central government no longer require this

[mutual learning] anymore” (Interview WMD 12.28), and hence activities of
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interprofessional learning are probably considered as not important by both

hospital management and individual healthcare professionals.

“In the 1970s and 80s, there was clear emphasis on the mutual learning.
Now, gradually, there is no such emphasis anymore. Therefore, fewer and

fewer people [WM doctors] know TCM.” Interview WMD 2.47

Consequently, the lack of political emphasis emerged as a KS barrier, as there is a
lack of effective governmental policies to regulate and encourage mutual learning
aimed at increasing mutual understanding, building trust in each other’s
community, and stimulating interprofessional collaboration, communication and
KS. Moreover, and specifically, the practice of coding identified two sets of KS
barriers, one related to the neurosurgery department and the other to the TCM
department. Therefore, the following two sections, 5.5.2 and 5.5.3, discuss these

KS barriers in both departments.
6.5.2. Absence of Interprofessional Training in
Neurosurgery Department

This section discusses the absence of interprofessional training in the department

of neurosurgery. This sub-category consists of four KS barriers, as shown in

Figure 6.13:
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Figure 6.13: Concept map for absence of interprofessional training in the

neurosurgery department.

This section discusses four KS barriers: philosophical bias against
interprofessional training, lack of personal interest in interprofessional training,
high workload against interprofessional training, and lack of hospital attention on

interprofessional training.

6.5.2.1. Philosophical Bias against Interprofessional Training

“There should be some learning strategies [about TCM]. But currently, in
our hospital, TCM is in a secondary position. It is not in a leading position.

Usually, it only shows up when we need it.”Interview WMD 8.53
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As stated by many interviewed neurosurgical practitioners, for instance the
quotation above, WM professionals consider TCM as inferior to WM, and

therefore they do not want to learn TCM. Also, for instance, a TCM doctor stated:

“There are some WM practitioners who are interested in TCM and want to
learn TCM. But some WM practitioners, I can say the majority of WM
practitioners, think TCM is unscientific. Then, what is the point of learning

TCM?” Interview TCM 15.57

Therefore, the philosophical bias against TCM prevents interprofessional learning
and thus was considered as a barrier to sharing patient knowledge. This barrier
not only prevents interprofessional training from being used as an approach to
establish interprofessional common ground, but also strengthens philosophical

conflicts and professional tensions, which could also hinder processes of KS.

Moreover, as shown in the previous quotation (Interview TCM 15.57), learning
TCM is related to personal interest, which is discussed in the next section

(6.5.2.2).

6.5.2.2. Lack of Personal Interest in Interprofessional Training

“I think after my graduation from university, I haven’t learnt any TCM. 1
think this is related to my personal attitude to accumulating medical

knowledge.” Interview WMD 11.37
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“I think how much you know about TCM is related to personal interests.”

Interview WMD 39.27

A number of neurosurgical interview participants claimed that, as for instance in
the two quotations above, learning TCM largely relies on the WM professional’s

personal interest in TCM.

“TCM is based upon thousand years of development. It can’t easily be
excluded. My understanding about TCM was formulated when I was young,
as I was raised in this way. Naturally and unintentionally, we pass on this
understanding to our children. This chain is unstoppable.” Interview WMD

2.101

Some interviewed neurosurgical practitioners explained that personal interest in
TCM is related to personal experience and family background. Moreover,
several practitioners added that the personal interest is linked with “the living and

working environment” (Interview WMD 48.35).

However, WM professionals are usually not really interested in learning TCM.
Thus, due to a lack of personal interest, individual WM professionals are not
motivated either to learn TCM or to interact with TCM professionals. Moreover,
because of a lack of TCM learning, WM professionals usually do not have
sufficient interprofessional common ground to enable and facilitate
interprofessional communication and KS. Therefore, the lack of personal interest

in interprofessional training was identified as a KS barrier.
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6.5.2.3. High Workload against Interprofessional Training

As discussed in Section 6.3.2.5, neurosurgeons and nurses are suffering from
overwhelmingly high workloads, which prevent them from necessary
interprofessional communication and active KS. In addition, some interviewed
neurosurgical professionals asserted that these extremely high workloads prevent
them from participating in programmes and activities of interprofessional training;

for example, two of them noted:

“We have limited TCM knowledge, because our workload is too high.”

Interview WMN 7.144

“It is already very difficult for us to learn neurosurgical knowledge.”

Interview WMN 32.19

As reflected in the above two quotations, neurosurgical practitioners are most
likely to focus on learning WM methods and techniques, which could be
immediately used in their daily work. In this case, interprofessional learning

focusing on overlapping areas is most likely to be neglected.

Consequently, the high workload against interprofessional training emerged as a
barrier to KS. This barrier prevents the establishment of an appropriate
interprofessional common ground and hinders the sharing of patient knowledge

between neurosurgical and TCM healthcare professionals.



6.5.2.4. Lack of Hospital Attention on Interprofessional Training

In addition, many interviewed neurosurgical interviewees pointed out that there
are no explicit hospital requirements demanding interprofessional training. Thus,
interprofessional learning could be seen as unimportant and unnecessary. For

example, two of the interviewed neurosurgeons claimed:

“We have many training activities. But WM practitioners only learn WM.
There is no requirement for WM practitioners to learn TCM. We are only
required to learn professional knowledge in our subject.” Interview WMD

19.06

“In our hospital, TCM is just TCM, and WM is just WM. The hospital does

not have any requirement on mutual learning”. Interview WMD 26.39

As reflected in the quotations above, the lack of hospital attention to
interprofessional training is a barrier to KS. It was identified that, due to a lack of
hospital attention, WM professionals are insufficiently motivated towards
interprofessional learning and thus have very limited interprofessional common
ground for sharing patient knowledge with TCM doctors. On the other hand, it is
perceived that WM professionals could be better motivated if explicit
requirements and systematic interprofessional training strategies can be

effectively established by the hospital management.
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6.5.3. Absence of Interprofessional Training in TCM

Department

This section discusses the final sub-category, namely, the absence of
interprofessional training in the TCM department. This sub-category consists of

two KS barriers as shown in Figure 6.14:
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Figure 6.14: Concept map for absence of interprofessional training in TCM

department.

This section discusses two KS barriers: management bias prevents

interprofessional training and career progression difficulty prevents professional

training,
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6.5.3.1. Management Bias Prevents Interprofessional Training

“In terms of professional training, WM doctors are very dedicated. For us, it
is not as good as for them, because there is no supervision. So just forget

about it” Interview TCM 16.49

As shown in the quotation above, due to a management bias against the TCM
department, all professional training activities are probably not very well
implemented in this department. It is also reflected in the above quotation that

TCM professionals are not motivated towards interprofessional training.

“WM doctors usually give lectures, for us TCM doctors, if we are interested
we can go and listen. But it is not mandatory for us to be there. They [WM
doctors] have many training schedules every week. We don’t have any.
Because we are considered not important [by the hospital management],
since we cannot make a lot of profit. The entire hospital has been re-

decorated, apart from our department.” Interview TCM 16.51

As mentioned by a TCM doctor in the quotation above, the lack of motivation
could not only be due to management biases, since TCM doctors are “considered
as not important”, but also be caused by the professional tensions between TCM

and WM professionals.

Consequently, the management bias prevents TCM doctors from participating in

activities of WM learning, so they have very limited interprofessional common
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ground to enable and to facilitate activities of interprofessional communication
and KS. Moreover, the management bias enhances professional tensions and
uncooperative relationships, which result in unwillingness to collaborate and

communicate with WM professionals.

6.5.3.2. Career Progression Difficulty Prevents Professional Training
In addition to the management bias, the data gathered revealed a career
progression difficulty, which prevents individual TCM professionals from

participating in professional training programmes and sessions.

As discussed in Section 6.5.1.1, for individual healthcare professionals, their
participation in professional training is evaluated by a year-end performance
assessment, which is recorded and used in their career progression. However,
several interviewed TCM practitioners claimed that “[there is] no need for
professional training, [because we] cannot be promoted anyway” (Interview TCM
18.27). A very meaningful statement was provided by an interviewed TCM

doctor;

“They [hospital management] do not let us, who graduated from a TCM
technical secondary school, to get promoted. They put this limitation for us.
Therefore, no one really try to make an effort [in professional training].”

Interview TCM 16.53

Moreover, according to the quotation above, it became clear that the career

progression difficulty for TCM doctors is related to the hospital management
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biases against the TCM department, which will be discussed in more detail in

Section 6.6.1.3.

The career progression difficulty emerged as a KS barrier, since it demotivates
TCM professionals from learning WM, constrains the development of
interprofessional common ground for TCM doctors, and enhances professional

tensions between TCM and WM medical communities.

6.5.4. Section Summary

This section discusses one of the main categories emerged from the comparative
analysis, namely, the interprofessional training issues. Specifically, this section
presents and discusses KS barriers relating to three sub-categories: existing
professional training structure, absence of interprofessional training in the
neurosurgery department, and absence of interprofessional training in the TCM

department.

According to the discussion in this section, the existing professional training
programmes are unable to establish an appropriate interprofessional common
ground. In this way, TCM and WM professionals are not enabled, encouraged or
motivated towards interprofessional communication and sharing patient

knowledge.

Moreover, as discussed in this section, the existing professional training

programmes reinforce the professional boundaries, enhance philosophical
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conflicts and strengthen philosophical tensions between the two medical
communities. It is also reflected in the discussion that the existing professional
training strategies augment imbalances of professional standing and power,
reflect management bias in favour of WM departments, and reinforce
philosophical and professional tensions, both of which could prevent processes of

interprofessional communication and hinder the sharing of patient knowledge.

Moreover, the interprofessional training issues, as one of the main categories,
interact with the categories of contextual issues, Chinese healthcare education,
and philosophical issues. Furthermore, as reflected in the discussion in this
section, the interprofessional training issues are closely related to hospital
management and management strategies. The next section (6.6) discusses KS

barriers relating to hospital management.

6.6. Hospital Management

This section presents and discusses KS barriers relating to the final category,
namely, hospital management. These barriers to sharing patient knowledge
emerged from the data gathered and show that the management of this hospital
has established management strategies and developed a hospital environment
which are not conducive to and can even hinder the processes of sharing patient

knowledge. The final construct for this category is shown in Figure 6.15:
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Specifically, and as shown in the concept map above, this category of hospital
management consists of two sub-categories: management bias against TCM and

external influences on hospital management.

6.6.1. Management Bias against TCM

The operation of open coding identified some areas in which the hospital
management is biased against TCM and its practitioners, limiting their influence
and power in the hospital environment. These biases were identified as barriers
to communication and sharing patient knowledge between TCM and WM

healthcare professionals. These barriers are shown in Figure 6.16:
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Figure 6.16: Concept map for management bias against TCM.
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This section discusses six biases/barriers: management’s philosophical bias
against TCM, management financial bias against TCM, career progression
inequality, recruitment inequality, investment inequality, and decrease of the

TCM department.

6.6.1.1. Management Philosophical Bias against TCM

In an interview with one of the hospital managers, he explicitly stated:

“In terms of the development of each department, we [hospital management]

do not specifically support or discriminate against any departments.”

Interview WMD 1.28

This statement clearly claims that the hospital management treats all medical
departments equally, with no preferences or biases. Nevertheless, along with

more in-depth discussion, this manager stated:

“It is entirely decided by the hospital manager’s decision on how to develop
the hospital, which can either be developed in a WM and TCM collaborative
way, or depend on WM alone. We decided to develop the hospital in the
WM way. So we do not support the TCM Department very much.”

Interview WMD 1.36

In fact, from the above quotation it became clear that managers in this hospital

have decided to follow a “WM way”, instead of relying on the collaboration of



TCM and WM. In this case, the TCM department and professionals could be

considered as not important and thus always receive less support.

Many interviewed neurosurgical professionals also stated that TCM is less well

supported by the hospital management. For instance, a neurosurgical nurse stated:

“In our hospital, WM is taking the primary position, TCM is complementary.
Everyone does not have enough understanding on TCM philosophy.
Subconsciously, we think the TCM department is secondary. There are even
some people who think this department may not be needed. [...] It is decided
by the high-up hospital management. There are some hospitals that I know
of, and our hospital, which almost give up on the TCM Department.”

Interview WMN 14.15

As shown in this quotation, there is a strong management bias against the TCM
department, since it is “complementary” (Interview WMD 23.17), in a
“secondary” (Interview WMD 23.17) position, and thus almost given up by the

hospital management.

More importantly, many TCM interviewees claimed that the TCM department is
less well supported, probably because those managers do not really know the

value of TCM.
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“Support for TCM was mainly dependent on the hospital managers’

understanding of TCM.” Interview TCM 4.61

The hospital management may not have a good understanding of TCM.
Therefore, they are most likely to give more support to the WM departments,
which they can understand better and which they consider as more important.
Furthermore, some TCM doctors claimed that the TCM department could be

better supported if hospital managers have a better understanding of TCM.

In addition, a very interesting fact which should be noted here is that, according
to the hospital website (http://xfszxyy.xf.cn/publish/cbnews/200604/10/cb1385 1
.shtml), all hospital managers are also WM healthcare professionals. Therefore,
these managers/WM practitioners could consider that WM 1is superior to TCM

and thus should receive more support.

Summarising the discussion above, a clear philosophical bias by management
against TCM was identified. This management bias could reinforce the dominant
position of WM professionals, augment imbalances of power and professional
standing between TCM and WM healthcare professionals, strengthen
philosophical and professional tensions between the two types of healthcare

professionals, and hence prevent active and spontaneous interprofessional

communication and KS.



6.6.1.2. Financial Bias against TCM

In addition to the philosophical bias discussed in Section 5.6.1.1, a number of
interview participants repeatedly asserted that WM departments usually receive
more management support, because they are more profitable than the TCM

department.

“Hospital management would support those departments that can make a lot
of profit. The hospital management would not support a WM department
either, if it is not profitable. In terms of the TCM department, the hospital
management neither say that TCM is scientific, nor say that TCM is not
scientific. They also wouldn’t say they are going to abolish the TCM
department. They just do not provide any support, just let it be.” Interview

TCM 4.61

As shown in the above quotation, hospital management only support those
medical departments, mostly in WM, which can make considerable financial
profits. Therefore, because the TCM department is not a profitable medical
department, it probably is unfairly treated and considered as less important and

hence it is less well supported.
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“Our hospital is currently operated under the Market Economy. Our [TCM]
department is certainly operated under the Market Economy as well. [...]
The departmental income for us is kind of embarrassing for us. We are
below the hospital average, although we have a very high workload. But we
are less profitable, when compared with surgical departments or internal
medicine departments. It is an undeniable truth, we can do nothing about it.”

Interview TCM 5.34

As discussed in Section 6.2, the hospital management decisions and strategies are
strongly influenced by the MEP. As explained and discussed in Section 6.2.1.3,
the central government no longer gives financial support to all hospitals, as
dictated by the implementation of MEP. Therefore, for hospital managers, it is
more important to maximise the hospital’s financial income and to increase
profitability than to improve the quality of health services. Therefore, the TCM
department is always “marginalised” (Interview TCM 15.17) and “discriminated”

against (Interview TCM 4.63) by the hospital management.

The management’s financial bias limits the power of TCM professionals in
hospitals and has developed a pessimistic atmosphere among these practitioners,
Therefore, TCM professionals are unlikely to actively communicate and
spontaneously share knowledge with professionals of WM. On the other hand,
the financial bias strengthens the WM dominance and enhances the power and
standing of its professionals. Therefore, these WM professionals also would not

voluntarily communicate and share knowledge with TCM practitioners, who are
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inferior in status, less powerful, and almost unable to survive in the competition

between TCM and WM.

6.6.1.3. Career Progression Inequality

“I am a victim. I finished my TCM study and training in 1977. Since then, I
have been practising TCM for all my life. But after all these years of hard
work, I only have a middle level title because I don’t have a bachelor degree.”

Interview TCM 21.21

When collecting data in the field, four out of seven TCM interviewees (the total
number of TCM practitioners in this hospital) mentioned the difficulty of getting
promoted. These TCM doctors had very similar characteristics in that they were
aged approximately 50-60, graduated from TCM technical secondary school
during the 1970s and 80s and were very experienced in practising TCM.
Moreover, it was observed that they were actually taking important positions in

the provision of TCM services to patients.

“They would not let us, who graduated from TCM technical secondary
schools, to get promoted. We are middle level titles now. They are
restraining technical secondary school graduates from getting promotion. [...]
Career progression is according to your graduation certificates; for example,
one who has a bachelor degree can be promoted to a full professorship; one
who has a college certificate can get an assistant professorship. They do not

allow us to get promoted.” Interview TCM 16.53
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These TCM doctors may be well trained and very experienced after decades of
practice, they find it very difficult to get promoted, because they do not have
university degrees. As shown in the above quotation, this career progression
difficulty has undeniably developed a pessimistic atmosphere among TCM
doctors. A few TCM informants even explicitly expressed their resentment

toward the hospital management.

It is worthwhile mentioning that, when being interviewed and discussing career
progression issues, a TCM doctor stated that “career progression for TCM
doctors is much slower [than for WM professionals], do not ask me why, and I do
not want to say” (Interview TCM 5.25). After a little while, he requested the
researcher to stop the digital recording. Then he started to complain about the

unfair career progression and the hospital management, using some very strong

language.

Therefore, the imbalance of career progressions causes resentment towards the
hospital management among TCM practitioners. It is also pointed out that the
imbalance augments the imbalances in the professional standing and power
possessed by the two types of practitioners, reinforces the philosophical and
professional tensions, and thus prevents the necessary exchange of patient

knowledge when providing collaborative patient care.
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However, very interestingly, one of the hospital managers, who participated this
study, claimed that career progression is equal for all TCM and WM

professionals.

“In terms of career progression, WM and TCM doctors are equal.”

Interview WMD 1.15

According to the comparative analysis applied on the data gathered, this
statement is factually untrue, and this hospital manager was trying to protect his

own face.

6.6.1.4. Recruitment Inequality
In addition to the career progression inequality, the data collected showed a

recruitment inequality. For instance, an interviewed TCM practitioner asserted:

“The hospital management does not take TCM seriously. For example, it
seems our hospital only recruits WM practitioners. We only had one new

TCM postgraduate graduate.” Interview TCM 17.85

As shown in the above quotation, since the hospital management does not
consider the TCM department as an important one, managers focus more on

recruiting new WM professionals.

Very similarly, the recruitment inequality was also reflected in several interviews

with neurosurgical professionals; for example, a neurosurgeon stated:
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“Our hospital needs development. Therefore, we only recruit WM
professionals and the TCM community looks like it is moving backward.”

Interview WMD 23.15

As indicated in the above quotation, whilst the TCM community is declining, the
community of WM is expanding rapidly. Thus, TCM professionals have
considerably lower professional standing and much less power, receive less
management attention and support, and almost cannot survive in a hospital
environment dominated by an enormously large WM community. These
imbalances enhance the philosophical and professional tensions and conflicts, and
hinder the processes of sharing patient knowledge between the two types of

practitioners.

6.6.1.5. Investment Inequality

Furthermore, the hospital management provides unequal investment in the TCM
and WM departments. According to a number of interview participants, the
neurosurgery department is one of the most profitable departments in this hospital.
Therefore, the hospital management provides significant financial support to this

department.

“I am not sure exactly how much income our department can make annually.

But among all departments, we are in the top three.” Interview WMD 26.9
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“Financially, the hospital is very supportive on the development of our
department. We have just purchased a surgical microscope which costs over

one million yuan [Chinese currency].” Interview WMD 2.58

When compared to the generous investment in the neurosurgery department, as
discussed in the above quotation, the TCM department receives very little
financial support from the hospital management. For instance, a TCM doctor

stated:

“The income for our department is very low. In this case, the hospital
management does not allow us to use more resources and purchase new
equipment. The hospital definitely would not support us.” Interview TCM

4.27

As reflected in the above quotation, the lack of financial support could be because
of the management’s financial bias against TCM, which has been discussed in

Section 6.6.1.2.

The investment inequality was identified as a KS barrier, as it constrains the
development of the TCM department and limits the power held by TCM
professionals. This investment inequality compounds with the career progression
inequality and the recruitment inequality, further strengthens the philosophical
and professional tensions, causes uncooperative and competitive relationships
between the two medical communities, and thus results in unwillingness to

communicate and share patient knowledge.
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6.6.1.6. Decrease of TCM Department
The present TCM community is a very small one in this hospital. For instance, a

TCM doctor stated:

“TCM is a very small community. There are more than 300 doctors in our
hospital. But there are only seven TCM doctors. We (TCM Department) are

a rather small department.” Interview TCM 4.30

As pointed out by TCM interviewees, this very small community is decreasing.
This issue was discussed by some interviewed healthcare professionals. For

instance, a TCM doctor and a neurosurgeon stated:

“The number of TCM doctors is actually decreasing. At present, we have
seven doctors. Dr. [doctor name] and I are going to retire in the next year.
We used to have a number of doctors, but some of them right now are

practising WM.” Interview TCM 3.30

“As soon as some TCM practitioners realise that they do not have a good
future by practising TCM, they drop their career in TCM for some other

more profitable business.” Interview WMD 20.30

Many TCM doctors have quitted their career in TCM, because they do not have
“satisfying personal income” (Interview TCM 15.43) and “valuable social
standing” (Interview WMD 24.34), and probably because they face philosophical

and financial biases and unequal treatments from the hospital management. As
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pointed out by a TCM interviewee, some of her colleagues are moving to “some

other more profitable business” (Interview TCM 16.30).

“Some of my old colleagues decided not to practise TCM anymore. [For
instance] Doctor [name] is a cosmetic surgeon now. It is a much more

profitable business.” Interview TCM 16.21

It is worthwhile to note that the researcher personally witnessed a reduction of the
TCM community in this hospital. In the pilot study, there were seven TCM
doctors working in the hospital. In the main study, the number had decreased to
five, because two senior doctors had retired. In the follow-up study, the
researcher was informed that the head of the TCM department (who was
interviewed in the main study) had resigned his position and moved to another
hospital in a different region (far away from Hubei) where the TCM profession 1s

probably better paid and better supported by the hospital management.

The reduction of the TCM department was considered as a barrier to KS, as it
reinforces the dominant position and power possessed by WM professionals,
further exaggerates the imbalances in professional standings and power,
strengthens the philosophical and professional tensions. Due to this barrier,
interprofessional communication and the sharing of patient knowledge between
TCM and WM professionals could be very difficult. For WM professionals, as a
strong and very powerful community, they are probably unwilling to interact with

TCM doctors, who are much less powerful, have lower standing and can barely
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survive in the hospital environment. On the other side, TCM professionals are
not motivated to communicate and share knowledge with the more powerful WM
professionals. For them, they are most likely to remain a passive position in
TCM and WM collaboration, follow the instruction of WM professionals, and

avoid direct confrontations.

6.6.2. External Influences on Hospital Management

From the statements provided by many informants, it was identified that the
hospital management is influenced by the external social, political and

economical environments, as shown in Figure 6.17:

Negative Economical
Influences on
Hospital
Management

Overly Strong
Social Preference
for WM Services

External Influences
on Hospital
Management

Hospital
Management

Figure 6.17: Concept map for external influences on hospital management.

Two external influences are identified as KS barriers, namely, overly strong social
preference for WM services and negative economical influences on hospital

management. These two barriers are discussed in the following two sections,

6.6.2.1 and 6.6.2.2.



6.6.2.1. Overly Strong Social Preference for WM Services
Many statements from the interviewed healthcare professionals revealed a very

strong social preference for WM services.

“Currently, in our hospital, the demand for TCM services [from patients] is
significantly lower than the demand for WM. [The hospital] mainly relies

on WM services.” Interview WMD 20.13

“Patients have two choices, TCM or WM. Patients can come to the TCM
Department directly. But the majority of them choose WM specialists and
receive some basic WM treatments. After that, WM specialists may suggest
to them to use some TCM treatments. We are at the receiving end.”

Interview TCM 15.69

Patients usually choose WM as their preferred approach. It was identified in data
that this preference could be related to the social preference for WM, which is

discussed in Section 6.2.3.1. It was also identified that the demand for WM

services is much higher than for TCM.

When discussing this issue with the interviewed hospital manager, he pointed out
that management strategies have been adjusted in accordance with the high

demand for WM services.



“In our hospital, we are mainly WM oriented, which means we have very
strong WM teams. TCM is only a partial complementary. Patients come to
our hospital mainly for WM treatments. Therefore, in order to respond to

the patients’ needs, we need to continuously improve our WM service

quality.” Interview WMD 1.18

Therefore, hospital management needs to provide more support and more
attention to those WM departments. Conversely, the TCM department receive

less support and could be considered as less important.

Therefore, the social preference for WM services was identified as a barrier to
sharing patient knowledge. As reflected in the discussion above, this barrier
causes unequal hospital support to TCM and WM departments. This barrier
could encourage competition between TCM and WM communities, reinforce the
philosophical and professional tensions, demotivate both types of healthcare
professional from active interprofessional collaboration and communication, and

hinder the exchange of patient knowledge.

6.6.2.2. Negative Economical Influences on Hospital Management

As discussed in Section 6.6.1.2, the TCM department receives much less
management support, because this department is considered as “less profitable”
(Interview TCM 37.39). Many interviewed healthcare professionals further
stated that this management issue is not only related to the implementation of
MEP (as discussed in Section 6.2.1.3), but also caused by the external €conomic

environment. For instance, the interviewed TCM educator stated:
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“[...] it is related to the [national] economical policies and environment.
Nowadays, profitability to a medical department [in hospitals] is very
important. [...] Every department has an annual financial requirement
[initiated by hospital management], which is related to not only the
department, but also individual practitioners. @ TCM [medicine and
treatments] is very cheap, therefore they [TCM doctors] usually cannot

achieve this financial requirement”. Interview TCM Educator 47.31

According to the above quotation, the hospital management and the hospital’s
internal environment are strongly influenced by the external economic
environment. The data collected reflected that the management team probably
has established strategies aimed at adapting the hospital’s internal environment to

the external environment.

However, as has been seen, these management strategies reinforce the
philosophical and professional tensions between the TCM and WM professionals,
alienate the two professional communities, and thus create problems for

communication and the sharing of patient knowledge.

6.6.3. Section Summary

This section discusses the hospital management issues which emerged as one of
the main categories. More specifically, this section discusses KS barriers relating

to two sub-categories: management bias against TCM and external influences on

hospital management.
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According to the discussion, some existing strategies established and
implemented by the hospital management have caused imbalances and
inequalities between TCM and WM departments and their professionals. These
management inequalities were identified as barriers to sharing patient knowledge,
since they enhance the imbalances in the professional standing and power
possessed by the two types of healthcare professionals, reinforce the professional
boundary, and exacerbate the philosophical and professional tensions and

conflicts between TCM and WM medical communities.

Also, it is reflected in the discussion in this section that the hospital’s internal
environment interacts with the external social, economical and political
environments. These internal/external interactions have also resulted in problems
for interprofessional communication and the sharing of patient knowledge
between TCM and WM professionals. Moreover, the hospital management has
initiated strategies aimed at adapting the internal environment in line with
changes that have occurred in the external environments. As shown in the
discussion, these hospital strategies may not always permit and encourage
interprofessional communication, and in fact have reinforced the philosophical

and professional tensions, preventing the sharing of patient knowledge.

Finally, at the end of this chapter, it is also important to conclude the discussion.
This chapter presents the research findings and discusses individual barriers to

KS. The discussion is conducted around the five main categories, namely,
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contextual influences, philosophical issues, Chinese healthcare education,
interprofessional training, and hospital management. Finally, the discussion
conducted in this chapter will be conceptualised and theorised into the final

theory in Chapter 7.
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