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Negotiations involved PTs and nurses compromising their position regarding the desire to work 

with patients for longer to reduce reliance on wheelchair use, which they believed would be in the 

patient's best interest. This was set against the more pragmatic view of the OT and social worker 

following home visits and discussion with patients about their personal aspirations. This view 

argued for early discharge and recognition of the patient's preference for wheelchair use if it meant 

earlier discharge. Wheeling and dealing also involved social workers and OTs using their networks 

within social services and with appliance suppliers to strengthen their negotiation position, arguing 

that equipment could be in place and adaptations made to support an earlier discharge date. The 

success of these negotiation strategies increased the likelihood of coming to agreement within the 

team about early discharge. 

Negotiations addressed concrete practical problems in many instances which often required 

immediate solutions. Being prepared to present a case for a particular course of action, and being 

willing to debate the ways in which goals might be reached was a key element of the achievement 

of teamwork. Negotiations were facilitated by co-location of team members. Interacting in this way 

was initially novel for many team members but opportunistic dialogue provided the space to work 

out what needed to be done and how. At the time of the study team members came to opportunistic 

dialogue not with entrenched positions about rehabilitation but ready to enter into discussion about 

treatments, tasks, goals, problems and needs, and how these might be met or resolved. 

The outcomes of negotiations were defined positively in terms of patient benefit, role enhancement 

for nurses and HCAs and workload sharing for PTs, OTs, social workers and SALTs, as a result 

they contributed to making work and teamwork satisfying and rewarding. As team members 

relinquished some control over traditional areas of work as a form of exchange, this provided 

evidence of commitment to the work of the team but also legitimated requests for the greater 

involvement of other team members. For example, SALTs taught other disciplines sip testing and 
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swallowing assessments and PTs shared basic physical and neurological assessment skills. In both 

examples team members came to see these skills as core to rehabilitation practice and necessary for 

effective patient care. In so doing they shifted their thinking and practice away from the 

compartmentalised and separate specialist approach which defines tasks as being associated \\ith 

particular roles, to meeting patient needs collaboratively. This is consistent with Abbott's (1988) 

concept of assimilation, a strategy he argued professions often adopt in day-to-day practice. In this 

they acknowledge that concern with and preservation of rigid professional boundaries sometimes 

has little practical value in situations which require divisions of labour which can get the required 

work done. Working in this way also meant that team members could evaluate, praise or challenge 

each others' work or negotiate for its change. Team members could not simply issue directives on 

the basis of authority or position but were expected to provide a rationale, and they learned to 

expect that their rationale may be questioned. Whilst negotiations were important in achieving 

teamwork, not every situation was resolved by negotiation, direct requests were also made or 

instructions given, these were usually derived from the agreed rehabilitation plan. Senior team 

members were respected for their experience and knowledge; so some instructions were accepted 

without question or negotiation. 

The stroke unit teams sought to act in patients' best interests, but patients were not always involved 

in opportunistic dialogue, and were never present in MDT meetings, so their ability to actively 

present their perspectives was limited. The difference in power held by patients and health 

professionals makes it difficult for patients to assert their views when these differ from or challenge 

those of health professionals. Few situations where patients felt this way were observed but the 

stroke unit teams could not assume because they treated each other equally and with respect that 

they also and automatically achieved this with patients. Discussing the interface between nurses. 

patients and their families in medical wards, Allen (2002) noted that lay people and health 

professionals come from 1\vo essentially different worlds and whereas healthcare workers seek to 
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control the conditions of their work, patients and families seek to control the illness experience. 

Negotiation in the stroke unit context took place in a situation of unequal power in that team 

members whilst seeking to engage patients and enable them to participate in their rehabilitation may 

have done so only in so far as patients complied with the advice given by health professionals. 

There were examples of direct patient involvement in decision making in the stroke units but it 

cannot be said that patients were full partners in all decisions made. 

Opportunistic dialogue was not a one off or time limited process and most team members took part 

in information exchange and negotiations. At the time of the study team members were primarily 

negotiating about day-to-day rehabilitation work on the basis of patient responses and agreements 

reached in MDT meetings. However, some structural factors affecting team practice in the stroke 

units were largely non-negotiable, for example the continuing demand for admission to the stroke 

units, the requirements to meet the standards set as part of the NSF for Older People (DoH, 2001a) 

and in particular, the separate organisational management of professional groups. Team practice 

issues relating to working times and working patterns of therapists, medical staff and nurses could 

have been reviewed and alternative patterns of working debated and negotiated. However. team 

members suggested that separate management structures and historical professional traditions (for 

example weekday only working for therapists) within the NHS Trusts were responsible for existing 

differences in working times and patterns. At the time of the study team members at both units were 

not prepared to enter into negotiations to change these patterns individually or collectively. 

The data demonstrated that the achievement of teamwork was consequent on the interaction of the 

four major categories which constituted the basis for collaborative work in these stroke units. The 

core category of opportunistic dialogue explains how these potentially separate elements of stroke 

unit work are brought together by a basic social process which is central to realising the 

collaborative action defined as teamwork. 
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In summary, data analysis demonstrated the following relationships between opportunistic dialogue 

and the major categories: 

1) The term opportunistic denotes that contacts and information exchange were essentially 
unplanned; team members seized opportunities for dialogue as they occurred as part of their 
work on any given day. This was facilitated by co-location of team members. and their 
commitment to and experience of learning and working together. 

2) Although opportunistic dialogue was essentially unplanned, team members recognised the 
value of this kind of contact and either actively sought it out, or made an extra effort to put 
themselves in a position to take advantage of it. Access to and participation in this dialogue 
was important in team members' perceptions of being in the team. 

3) Opportunistic dialogue was facilitated by the inclusive team culture which did not 
differentiate between grades or seniority of team members. 

4) The shared values of being positive about stroke and having concern for persons gave 
meaning to patient focused contacts and provided a common basis for dialogue between 
team members. 

5) The term dialogue refers to the conversational nature of the interaction and exchanges 
which took place. Dialogue included exchange of perspectives, information and ideas 
which contributed over time to redefining roles and changing thinking about rehabilitation. 

6) In opportunistic dialogue team members expressed and checked opinions, debated the 
merits of different courses of action, argued for their particular contribution. Opportunistic 
dialogue normally involved making compromises, bargains and trades, in short it involved 
negotiations. Through dialogue these negotiations contributed directly to planning 
rehabilitation activities, problem solving, decision making and team practice that is, the 
work of achieving teamwork in the stroke units. 

Summary 

Opportunistic dialogue was an active and creative process which provided a mechanism for 

exploring and negotiating shared meaning in stroke rehabilitation; it was a process through which 

team members could learn about, and bring about, teamwork. Table 6: summarises the internal and 

external factors which influenced the achievement of teamwork in these stroke units. 
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Table 6: Factors influencing the achievement of teamwork in the stroke units 

Structural context: Influencing factors at a national level 

Professions and power, 
I 

I 
I 

NHS structure and organisation, National Service Framework for Older People (DoH, 2001a) I 
I 
I 
I 

Negotiations Negotiations , 

Opportunistic dialogue 
Translating team decisions into action through negotiation 

Unplanned information exchange 
Negotiation Concern for Qersons Inclusive team culture Negotiation 

context- context-

Concernfor team members Co-location and team contacts 

Different perceptions-patients and Core and periphery team working-

team members being in the team 

Person centred approach- Shared leadership- Team 

Involving patients development and maturity 

A non traditional division of labour 

Stroke units Positive about stroke Learning and working together Stroke units 

Shared values and goals Shared ownership of rehabilitation-
Hospital 

Hospital redefining roles and changing 
!Directorate A positive unit climate thinking 

!Directorate 

Professional Developing specialist skills and Skill sharing and role security 
Professional 

management knowledge for rehabilitation 
management 

structures Understanding the role and 
structures 

and working A focus on only stroke perspective of others 
and working 

practices 
practices 

Choosing to work in stroke rehab Shared learning and joint working-
developing understanding and trust 

Structural context: 
Research and evidence based practice, RCP (2000) Clinical Guidelines for Stroke 

This table highlights the influences on teamwork; however. it does not adequately represent the 

social processes involved; the dynamic nature of achieving teamwork is conceptually represented in 

the model below: 
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Figure 15: Achieving teamwork in selected stroke units in the North of England -a hub and spoke 
model 

DoH (2001)Natlonal 
Service Framework fof' 
Older People 
Rep (2000) Guidelines 

Resource Allocation to 
SpeciaUst Stroke Services 

Ilure 

Organisational Structures 
& Policies-

The Elderly Care 
Directorate 

Changes In Management of 
Services: Centralising 
DietetiGs & Social Work 
Services-

Reducing Availability & 
Access 

In this model opportunistic dialogue is represented by the wheel ' s hub to which four spokes are 

connected, these are the major categories and they in tum are connected to the wheel rim . These 

elements collectively provide the conditions and structure for teamwork and are necessary for its 

effective function . The wheel rim represents the interaction of stroke unit teams with the local and 

wider contexts including elderly care directorates, the respective hospital organisations, NHS poli cy 

and standards and with broader professional relations wi thin society. The achievement of teamwork 

is influenced by these wider social structures at both an individual profess ional level and at the 

collective team level. The impact of these external influences was mediated by the inclu ive cu lture 

and professional maturity of the teams . The teams were not isolated from external influenc but 

had considerable autonomy in the negoti ati on and organi sati on of their work . In thi m del the 

wheel ' hub is central to its continued and effective tructure and functi on, in th e tr ke unit. 
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opportunistic dialogue represents this hub. It was the central and basic interaction process which 

synthesised the interconnected elements of team interactions and was the principal means by \\hich 

teamwork was achieved and maintained. This process provided the means to harness the positive 

dispositions to working collaboratively evident in the categories outlined and at the same time work 

with and through common barriers to interdisciplinary working. 

In next chapter, the study findings will be examined in the context of the literature relating to 

negotiated social orders and also that examining achievement of interdisciplinary teamwork in 

healthcare. 



Chapter 9: 

Research findings: Discussion and conclusions 
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Introduction 

This chapter will discuss and define in more detail the concepts of opportunistic dialogue and 

negotiation. These are central to the explanation of the achievement of teamwork developed from 

data generated in this study. These concepts will be critically examined in the context of literature 

examining the importance of dialogue processes in developing collaboration and joint action. The 

role of negotiations within opportunistic dialogue will be reviewed in terms of the wider theoretical 

context of the negotiated order perspective developed by Strauss (1978, 1993). The strengths and 

limitations of this perspective for explaining team working processes in the stroke units will be 

discussed. The research findings will also be considered in the context of Abbott's (1988) 

explanation of how professionals manage the day-to-day interactions and division of labour in the 

workplace. The chapter concludes with an examination of the contribution of this study to 

knowledge, and to understanding how co-ordinated interdisciplinary teamwork was achieved in the 

stroke units. Ways in which the research findings could be used in health care education and practice 

are also suggested. 

What is (opportunistic) dialogue? 

Dialogue serves a range of general social functions including greetings and information exchange, 

such as: 

SN: 'Hi Lisa, did you speak to Toby's sister today? '. 
OT: 'Hello Judith, Yes, she will be meeting the social worker on Wednesday on the ward '. 
(Fieldnotes, Holton, April 2002) 

At their most basic, dialogue episodes involve conversational exchanges; these are represented as 

simple turn taking in speech in order to progress interactions such as that identified above. Dialogue 

is also used to achieve specific goals such as requesting resources, or in problem solving 

interactions, for example: 

SHO: W£!J7(~", I cannot find the CT scan report in the notes. do you hal'£! any ideas v.here it 

might be? 
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Ward Clerk: Well, have you checked it has been sent from radiology? (Fieldnotes. 
Colebrook, April, 2002) 

Most social dialogue episodes are short, single interactions and, provided that original goals are 

achieved, are not repeated or only repeated infrequently. In such episodes, social actors' 

development of knowledge and understanding of each others roles and perspectives is limited and 

may have little influence on future interactions. However, when dialogue is frequent, repeated and 

regularly involves the same actors in the same setting, the potential for developing shared 

understanding is markedly increased (Bohm, 1996). This can be instrumental in reaching 

agreements on what can or needs to be done in certain situations and in realising joint action (Grosz 

& Kraus, 1996). In this study, fieldwork and data analysis confirmed that frequently observed 

episodes of informal but structured talk-in-interaction between team members were much more than 

social conversational encounters. The concept of dialogue represents problem or task oriented talk-

in-interaction between team members. The data showed that these episodes occurred opportunely, 

were unplanned and were not constrained by location, time or team member status. Their 

occurrence in each working day was closely linked to team members' perception that the 

circumstances were appropriate to seize the moment to enter into dialogue about issues in patient 

rehabilitation. The term opportunistic most closely defines the stimulus and basis for this 

interactional process. 

Researchers from many disciplines including, linguistics, computer SCIences, psychology and 

sociology have focused on the structure, content, verbal and non verbal features of dialogue 

(Strong, 1979; Mann, 1988; Silverman, 1997; 2004; Hulstijn, 2000a). Interpretation and analysis 

has focused on these features of talk-in-interaction in a variety of social encounters and settings and 

contributed to understanding the meaning and processes at work in talk between social actors 

(Renkema, 2004). Analysis of opportunistic dialogue processes was informed by reference to some 

of the above research. Some features of talk-in-interaction described in the literature were consistent 
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with dialogue episodes in the stroke units. Hulstijn (2000b) outlined three phases in task directed 

dialogues; these were inquiry, negotiation and confirmation; opportunistic dialogue episodes often 

followed this pattern. The inquiry phase was equivalent to common dialogue opening strategies 

where one team member asked for another's perspective on a patient's progress. In the negotiation 

phase, actions or interventions to meet agreed goals were proposed and debated by team members 

involved in that dialogue episode. Hulstijn's (2000b) confirmation phase was equivalent to reaching 

agreement on revised goals, and actions individual team members would take to achieve these. In 

the stroke units, opportunistic dialogue rarely followed a simple linear pattern and often revisited 

inquiry and negotiation phases before confirmation was reached. These were normally short and 

rapidly conducted dialogues, but proposals could be challenged and had to be defended or amended 

in different situations. These dialogue episodes were instrumental in realising teamwork, 

conceptualised here as complex group (joint) action. In theorising the characteristics of joint action, 

Grosz & Kraus (1996) argued that pre-existing 'recipes' or patterns of interaction were required if 

different agents were to effectively coordinate their actions. Opportunistic dialogue contained 

many of the features identified by Grosz & Kraus (1996); including debate between actors about 

what would be required to achieve agreed patient goals and a familiar, patterned or loosely phased 

communication process through which decisions could be made and agreement reached. 

However, in contrast to some of the above research, analysis of dialogue episodes in stroke units 

has not focussed specifically on semantic and linguistic structures evident in these episodes. Rather, 

it was concerned with the processes occurring in opportunistic dialogue, the context and conditions 

through which this arose and the consequences of dialogue for team working. Close examination of 

dialogue episodes was instrumental in locating and defining the different kinds of interactions 

which occurred, including negotiations between team members. Fine (1984:241) in his revic\\ of 

negotiated orders and organisational culture argued that 'negotiations follow lines of 

communication. i.e. they are patterned not random'; this patterning of negotiations was evident in 
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stroke unit dialogue episodes. Opportunistic dialogue had a social function, but it was primarily an 

instrumental and task oriented process incorporating 'means-ends reasoning' which resulted in 

agreements on the day-to-day division of labour (Grosz & Kraus, 1996). The data indicated this 

process was not static and that there were constant and changing features over time. 

Initially opportunistic dialogue episodes represented an information exchange forum, which 

included discussion and debate, and where team members, unfamiliar with each other and with each 

other's work, proffered their views on interventions which could resolve novel and complex patient 

problems. Regan (1984) argued that regular dialogue was instrumental in building co-operative 

structures needed for the joint action required of different health professional groups. Engel (1997) 

identified that innovation could result from interactions within and between groups who are 

mutually interdependent in their work, and are willing to pool their intellectual and physical 

resources to bring about desired change. Repeated engagement in sharing and validating patient 

information and in exploring different perspectives within dialogue episodes contributed to mutual 

learning in the stroke unit teams. Over time this led to development of shared understanding of 

patient problems and of the need for joint action to resolve these problems. The consequences of 

this were development of familiar patterned interactions which underpinned dialogue between team 

members. These ensured that dialogue and joint actions developed the structure and organisation 

required to sustain innovation and change in these units (Engel, 1997). The data indicated that at the 

time of the study, team members in both units had accepted and internalised the necessity for joint 

action. Thus, opportunistic dialogue had developed to the stage where it was the preferred process 

for problem solving and responding to changes in patients' needs, and also for increasing team 

members' knowledge and understanding. 

Opportunistic dialogue provided an interaction process (the hub) where the division of labour in 

respect of specific rehabilitation activities was \vorked out and abTfeed. The example belO\\ 
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illustrates the interaction pattern evident in many of these episodes, which commonly opened with 

identification of changes in patients' condition: 

OT: Tom's still neglecting his left side and he's not co-operating with us in washing 
practice. 

Questioning and seeking clarification often followed this kind of opening, knowledge was shared 

and understanding could be increased: 

SN: I don't understand the neglect, what causes that, why does he turn his head GWQl' like 
that? . 

Brief discussion aimed at developing understanding and suggestions or proposals would be made by 

dialogue participants. In turn, developing understanding increased commitment of team members to 

the strategies agreed for future action: 

PT: I think he would do better ?fhis wife were present, he responds well to her prompting. 
SN: We should ask her to come in early on Friday then, yes that's a good idea. 
OT: Sally, you know her better than Miriam and I, if we set up the joint session and 
prepare Tom, will you ring and tell his wife why we think this is important? (Fieldnotes, 
Central work-station, Holton, June 2002) 

The last sentence in this exchange is indicative of opening the kind of negotiation which occurred 

within opportunistic dialogue episodes. This represents an example of a simple 'exchange', within 

dialogue, the OT offers to organise the patient and the joint working time in 'exchange' for the staff 

nurse encouraging Tom's wife to attend. The PT is not silent in this dialogue and in effect sets up 

the exchange by suggesting a rationale for inclusion of Tom's wife in the joint session. The division 

of labour in this instance is justified by the OTs claims regarding the staff nurse's relationship with 

Tom's wife. Hulstijn (2000a: 145) identified this kind of proposal as a 'directive dialogue act', one 

used in negotiations intended to get others to do certain things. The offer of an exchange increases 

the likelihood of agreement as both parties take actions related to achieving a mutual goal. This is 

quite different from those in authority directing the work of subordinates (Bohm. 1996). This 

distinction is important in that opportunistic dialogue was not a passive conversational process but 

frequently an active debating space for exchanging views and perspectives. Proposals \\ ere 

regularly challenged or rejected and alternative courses of action proposed as team members 
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negotiated for specific courses of action and to get others to share in or take on the work that 

needed to be done. 

Opportunistic dialogue and MDT meetings and ward rounds 

Dialogue and negotiation also occurred in MDT meetings and ward rounds but the origins, context 

and often content was different to that seen in opportunistic dialogue episodes. In MDT meetings 

and ward rounds dialogue was framed by prior expectations of the purpose and structure of these 

events. In both units, ward rounds normally only involved a nurse, an SHO and the consultant 

physician. They followed a routine and agreed structure which was focused on and ordered by 

patients' medical conditions. For example, checking neurological status, blood pressure, 

medications, continence, weight, and dietary intake, before progressing to assessment of 

independence using agreed quantitative measurement scales such as the Barthel Index. These 

episodes were characterised by presentation of objective and factual information. Progress and 

problems in rehabilitation were identified, but discussion and debate on these was normally deferred 

until the MDT meetings which followed the rounds. By definition, these were not opportunistic 

dialogue episodes; however, negotiations were sometimes evident, with for example. nurses 

arguing for changes in medications: 

SHO: He seems to be more mobile and steadier on his feet now 
SN: No, I disagree; I don't think you've seen him since he went on Tizanidine 
Consultant: How long has he been on it? 
SHO: Five days now 
Consultant: So we could wait a while, you know how things can settle down with this drug 
Jenny 
SN: No, no, the side effects he's having are like we saw with Mr Roberts; he is milch 
drowsier than before and although his tone has gone down he is actually less able to stand 
and transfer than he was. I talked to Miriam [PTJ too and she thinks we should consider 
stopping the Tizanidine. 
Consultant: Ok, 'well it does sound like a classic Tizanidine response, [to SHOJ it is a good 
drug Alison but it doesn'f sound as though things will improve, m:' 'Il stop it now 
(Fieldnotes, Holton, June 2002). 

In this interaction the experienced staff nurse persists with her request despite the SHO's different 

perspective and the consultant's initial challenge, she uses objective and factual information to 
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negotiate for the change. She also supports her position by indicating that the PT shares her opinion 

on the effect of the drug. The staff nurses' knowledge and experience together with her established 

working relationship with the consultant appeared to influence his willingness to accept the 

argument for stopping the drug. 

In both units, dialogue in MDT meetings frequently followed a similar pattern. Meetings had two 

primary functions, updating the teams on patients' progress in rehabilitation and planning for 

discharge. The meetings included larger numbers of team members and information presented and 

discussed was more wide ranging. Both teams had evolved a routine for the order and content of 

presentation of information, but where complex problems were occurring or where differences of 

opinion on progress or discharge arose then negotiations such as those described above were 

common. These were again framed by the prior expectations and experiences of team members in 

terms of the meetings. These were more formal events, team members prepared notes in advance, 

and they expected to have to explain their rationale for a proposed course of action. The consultant 

physicians normally chaired and directed the flow of the meetings, in their absence the ward 

manager at Colebrook and the senior PT at Holton took on this role. As a result, dialogue normally 

followed a routine pattern of information exchange which ended in a summary statement or 

propositions from the team members chairing the meeting. 

The main differences seen with opportunistic dialogue episodes were the situations \vhich prompted 

the dialogue, the number and range of team members present, and the frequent focus of the dialogue 

and negotiations on early or immediate resolution of specific and often unanticipated problems. 

These were normally short, focused episodes relating to one patient (instead of many) \\here team 

member responsibilities overlapped and where dialogue to coordinate joint action was necessary. 

Despite these differences it is important to reiterate the argument developed in chapkr 8 that 
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opportunistic dialogue infonned and was in turn influenced by dialogue and negotiations occurring 

in MDT meetings and to a lesser extent on ward rounds. 

Managing differences of opinion in dialogue 

Disagreements in observed dialogue episodes rarely resulted in an impasse or conflict instead. 

proposals were nonnally reworked and restated and negotiations continued until agreement was 

reached. However, the data showed that rejections of proposals were often indirect, for example in 

the dialogue episode described on page 263, after arriving at what appeared to be an agreement on 

a joint session the PT said: 

PT: 'Wait on; I'm going to find it difficult to do a joint session anytime Friday morning '. 

Here the proposal is not flatly rejected and a way is left open for its revision and further negotiation 

without personal challenge: 

aT: (sounds irritated) But you know I am not in Friday afternoons, Anne [other aT} 
doesn't really know Tom, I don't want to leave this for her. Why can't you move things 
around this once? 
PT: I know but there are no RAs in on Friday and I am really pushed that day. 
aT: So what it we left it till late morning, say 1130? Is there any reason his wife can '{ 
come then instead? 
PT: It will still make my life more difficult, but I guess I can fit it in then, but you owe me 
one remember. (Fieldnotes, Central work-station, Holton, June 2002) 

This interaction demonstrates the willingness of an established work group to seek accommodation 

rather than reject the aTs proposals (Bohm, 1996; Farrell et aI, 2001). Reaching agreements often 

involved compromise for one or more team members, what Strauss (1978) tenned 'give and take' or 

'bargaining'. Judgements of the significance of the compromise, required consideration of the 

benefit of the proposed action to the patient and the work involved to bring about the action. 

Opportunistic dialogue did not always result in complete agreement, the important issue in the 

interactions of these teams is that dialogue episodes encouraged differences to be aired and worked 

through on a regular basis. Differences in perspective were a nonnal part of professional responses 

to complex patient problems The above example and that in Appendix 9. illustrak the kind of 
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negotiations regularly observed in the stroke units and how these impacted on the dav-to-da\ . . 

division labour. Similar kinds of interactions were also noted in the teamwork research of McCall in 

(1999) and in Hulstijn's (2000a) study of dialogue models for transactions. 

The interrelatedness of dialogue and negotiation in the stroke units 

So far, the discussion has concentrated on opportunistic dialogue as a process which informed or 

provided the basis for decision making regarding patient goals, and facilitated joint action. In this 

study opportunistic dialogue and negotiations were interrelated and complementary. The difference 

between these concepts can be addressed at two levels. Firstly, opportunistic dialogue represented 

unplanned but structured conversational episodes. Negotiations did not have to be part of this 

process for it to be an effective means of coming to agreement on the division of labour. 

Agreements were also arrived at following information exchange, brief education, or simple 

requests for help or direct action. However, at another level, opportunistic dialogue was the main 

process used by team members to debate, explore, clarify, negotiate and manage their overlapping 

division of labour. Therefore, it is important to emphasise the major role played by negotiations in 

coming to agreement on the teams' rehabilitation work. Whilst a distinction can be drawn between 

these concepts, the study findings emphasise their interrelatedness and interdependence as core 

interactional processes contributing to the achievement of teamwork. 

The negotiated order perspective and the concept of processual ordering provide an important 

theoretical lens through which to view the study findings (Strauss, 1993). The following discussion 

explores the extent to which these perspectives were useful -in explaining the basic social process 

evident in the data. 
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Strengths and limitations of the negotiated order perspective 

The negotiated order perspective has influenced a wide range of studies analysing intra and 

interorganisational development, interactions and working practices, particularly in the public sector 

(Martin, 1975; Maurin, 1980; Hall & Spencer-Hall, 1982; Mesler, 1989. 1995; Nathan & Mitroff. 

1991; Svensson, 1996; Parhankangas et aI, 2005). In particular, the perspective has been identi fied 

as providing a theoretical basis for explaining how order is maintained in the face of change in 

organisations (Maines & Charlton, 1985; Allen, 1997). A major strength of the negotiated order 

perspective is its focus on how work is defined and managed by actors in the context of external and 

internal organisational rules and constraints. An important consideration is the positioning and 

purpose of negotiations themselves. Negotiated agreements occur at different levels, for example 

between individuals, between groups and between organisations or nation states (Rahaman & 

Lawrence, 2001). Implicit in much organisational level research on negotiated orders is a focus on 

the negotiated management of conflicting interests. These are commonly associated with the 

intention of actors or groups to resist change or to get their preferred course action agreed, often at 

the expense of another group; sometimes seeking a win-lose outcome as opposed to agreements 

which benefit both parties (Regan, 1984; Beaulieu & Pasquero, 2002; Degeling & Maxwell, 2004). 

Regan (1984) in his discussion of integration of psychiatric services into three general hospitals in 

Canada drew attention to these elements and showed how negotiations in one hospital were 

disrupted and blocked by groups of actors who held very different perspectives on medical and non 

medical management of psychiatric illness. This is one of a number of studies which demonstrate 

that whilst negotiations have been shown to be an embedded feature of healthcare organisations. 

structural constraints such as resource allocation models, the system and power of professions and 

medical dominance can block negotiation, and compromise or undo agreements reached (Mesler. 

1989, 1995; Griffiths, 1997; Snelgrove & Hughes, 2002). 
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Three criticisms of the negotiated order perspective are important in terms of the findings of this 

study. These include, firstly the perspective's failure to acknowledge the influence of structural 

constraints on negotiations in the workplace (Fine, 1984; Farberman & Perinbanayagam, 1985). In 

healthcare practice this relates to the influence of professional power on what can be negotiated and 

by whom (Regan, 1984; Griffiths, 1997). Secondly, the claim that all social orders are essentially 

negotiated orders (Strauss, 1978) has been shown to be problematic in that social orders develop 

and change in the absence of formal and informal negotiations (Goldie, 1977; Hall & Spencer-Hall. 

1982; Allen, 1997). Lastly, and closely related to this, is the concern that what counts as 

negotiations has not always been defined by researchers in the interactionist tradition. These 

criticisms led to calls for location of workplace interactions and negotiations within a broader 

theory of action as an important but not defining feature in understanding the interrelationship 

between negotiations and social actors and their interprofessional relations within public sector 

organisations (Fine, 1984; Denzin, 1994; Allen et aI, 2004). In order to locate the contribution of the 

current study to knowledge, the research findings will be discussed in the context of each of these 

criticisms. 

Constraints on negotiations 

Strauss et al (1985) outlined a framework for the analysis of factors impacting on negotiations in 

their discussion of the influence of the structural and negotiation context on social actors' 

workplace negotiations. In essence, this framework directs researchers to consider how macro 

conditions (social structure) interact with and are connected to micro conditions (social actions) 

(Giddens, 1993). In his theory of action, Strauss (1993) proposed the conditional matrix as an 

analytic device for tracing the existence and influence of these factors which he argued could 

highlight and explain the complexity of what may appear to be routinised local actions. Hall & 

McGinty (1997) described the conditional matrix as a device to understand the \\ eb of interrelated 

conditions and consequences in social orders. In the current study. these conceptual frame\\ orks 
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directed attention to two important elements of the structural context; the influence of external rules 

in the form of national clinical guidelines for stroke (RCP, 2000) and stroke related NSF standards 

(DoH, 2001 a); and the relationship of consultant physicians to the teams. 

Early interactionist research in hospitals (Strauss et aI, 1963; Stelling & Bucher, 1972) suggested 

external and organisational rules were either not known or largely ignored by hospital workers 

responsible for getting patient work done, and so work was negotiated without reference to the 

rules. In contrast, tracing the influence of external rules on the study settings demonstrated that the 

stroke unit teams had a good knowledge of national clinical guidelines and relevant NSF standards. 

They regarded these as relevant and useful, and normally incorporated them in their daily work. The 

incorporation of these guidelines is subject to external professional audit on a biannual basis (RCP. 

2004). However, whilst there was no inclination or indeed opportunity to negotiate about these 

guidelines, the Holton and Colebrook teams often negotiated around them or their interpretation, a 

situation similar to that reported by Maurin (1980) in her study of nurse-midwives in the US. The 

stroke unit teams used these external rules to define the scope of their work and also to underpin 

their assertion that their rehabilitation practice was specialist and required all team members to 

develop particular skills. On the other hand, these teams also negotiated their team practice around 

some of the guidelines such as that indicating that goal setting should involve patients and carers 

(RCP, 2000). Both teams maintained that patients and carers were largely unable to identify 

appropriate goals, and argued that consultation with them on professionally determined goals was 

more useful. A similarly pragmatic approach was evident in terms of guidelines requiring 

multidisciplinary assessment using a single assessment process (RCP. 2000). Both teams argued 

that it was impossible to get relevant team members to carry out joint assessment (though this is not 

what the guideline specifically required) and that a single assessment document was impractical. :\t 

Holton, the team maintained separate systems of record keeping alongside a shared team record. :\t 

Colebrook the team had no shared record but provided access to each other's nott?s. These external 
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'guidelines' were understood, but both teams negotiated a form of practice that they bel ieved fitted 

the local circumstances. The conditional matrix is an analytical device which can be used to trace 

how these structural conditions (national guidelines) influenced team practice and made visible how 

teams interpreted and partially embraced such external rules. For example. at Colebrook, the 

consultant and ward manager justified their actions by arguing that there was no research evidence 

supporting single assessment or multidisciplinary records. The actions taken to get the required 

work done show that external guidance did not directly constrain the locally determined day-to-day 

work of the teams, even though the degree of unit compliance with the guidelines was externally 

audited. This confirms the relevance of Strauss's (1993) position that analysis of the ordering of 

work should examine how actors define and respond to external and internal rules. 

Medical dominance as a structural and negotiation constraint 

Whilst the relationship between politicians, professions, and health service managers is changing, 

few commentators doubt that medical dominance remains a major organisational feature of 

healthcare systems (Friedson, 1994; Fournier, 2000; Annandale et aI, 2004). However, healthcare 

research examining interprofessional relations suggests a much more varied practice reality than 

might be supposed from that outlined in the literature (Mesler, 1989; Walby & Greenwell et aL 

1994; Svensson, 1996; Allen, 1997; Griffiths, 1997; Miller et aI, 1999). The negotiated order 

perspective acknowledges the political and institutional power of organised medicine but resists the 

argument that medical dominance is inevitable, arguing instead that particular local conditions and 

contexts may result in a more fluid social order. 

The relationship of the consultant physicians to the stroke unit teams did not reflect traditional 

hierarchical medical dominance; instead the findings demonstrated a number of simi larities with 

interprofessional relations identified in other studies (Mesler, 1989; Walby & Greenwell et aL 1994: 

Allen, 1997; Gair & Hartery, 2001). Firstly, in terms of the temporal-spatial ordering of \\ ark in thL' 
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stroke units, it was clear that consultant physicians were only present for very limited time periods, 

interacting with team members mainly in the ward round and MDT meetings for one half day per 

week. Secondly, the focus of medical work was related to, but largely different from, the 

rehabilitation work of other team members. The degree of interdependence between doctors and 

other team members was more limited. Doctors' influence on negotiations therefore was restricted 

to particular aspects of decision making, namely that in relation to admission and discharge of 

patients and medical, mainly pharmacological, management of the consequences of stroke. 

Physicians' involvement in the teams' rehabilitation practice was largely limited to supporting or 

challenging the interventions planned. 

The data showed that the physicians believed that doctors working in elderly care were more team 

orientated, and did not use hierarchical or positional power to direct the work of others. Fieldwork 

demonstrated that rather than blocking or rejecting proposals and negotiations in MDT meetings, 

physicians mostly collaborated with other team members, for example, in challenging decisions 

made by Joint Care Management Committees allocating long term care, and in interpreting certain 

RCP (2000) guidelines. Physicians also encouraged team members to take more active leadership 

and decision making roles. These findings are consistent with those of Walby & Greenwell et al 

(1994). In their study, although points of conflict clearly existed between doctors and nurses, the 

authors also found that physicians supported expansion in nursing roles and collaborated with 

nurses in resisting other consultants' or senior nurses' intrusion in to their work and also some 

directives from general managers. In the stroke units this kind of support related to the teams as a 

whole, rather than single disciplines. Gair & Hartery's (2001) study also demonstrated that contrar) 

to expectation, discussion and decision making in MDT meetings in elderly care settings was not 

dominated by physicians. They showed decision making to be most often the outcome of dialogue 

between team members, with no single profession dictating the final decision. These studies did not 

focus on negotiations per se but they identified aspects of interprofessional relations and 
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interactions which contributed to social orders where negotiation and collaboration in decision 

making were influential in determining the division of labour in complex care settings. similar to 

the stroke units. 

Mesler's (1989) study of pharmacists' actions to develop their clinical role in two North American 

hospitals highlighted the influence of structural conditions including the power of medicine on the 

local negotiation context. He showed how this constrained the possibilities for negotiations, by 

slowing, but not halting changes in the social order. A key factor highlighted by Mesler (1989) was 

the perception of senior physicians that they could no longer control and safely manage complex 

drug therapies without the specialist knowledge of pharmacists. In the current study the consultants 

and SHOs also recognised their dependence on the specialist knowledge and skills of the stroke unit 

teams for achieving the improved patient outcomes associated with stroke units (SUTC, 1997) and 

for which they argued they had ultimate responsibility. The physicians' willingness to participate in 

a division of labour which eschewed traditional hierarchical structures, shared aspects of decision 

making and developed a shared leadership model is a consequence of this mutual interdependence, 

but also of their perception that stroke rehabilitation required a non traditional division oflabour. In 

common with the current study, the studies identified above reinforce the position that focusing on 

the actual accompl ishment of work itself provides clearer insights into the influence of structural 

conditions on complex but often taken for granted social orders existing in specific settings. 

Non negotiated orders, proximity and temporal-spatial ordering in stroke unit teamwork 

Goldie (1977) and Hall & Spencer-Hall (1982) addressed the negotiated order perspective in their 

studies and showed that professional work in organisations develops and changes in response to 

evolving structural conditions, but that negotiation does not necessarily represent the primary 

process through which change in the division of labour and in interprofessional relations is 

accomplished. In particular. Hall & Spencer-HaIl (1982) in their study of t\\O School districts. 
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demonstrated that the location of decision making about change and development could be 

completely separate from the day-to-day work of those most affected by decisions, and so their 

ability to influence or participate in negotiation about change was either limited or absent. Howe\er. 

whilst these studies are important in identifying that negotiation may be limited or have no role in 

determining some social orders, the stroke units studied represented quite different settings where 

access to and involvement in negotiations was possible and common. In terms of the current study, 

the research conducted by Allen (1997) and also Cott (1997, 1998) is more relevant for examining 

reasons why negotiations in relation to boundaries and interdisciplinary working between 

professional groups may be present, limited or absent in heaIthcare settings. As part of Allen's 

(1997) study of nurses' accomplishment of occupational jurisdiction, she examined the boundary 

between nursing and medicine and identified a number of important features influencing this 

occupational boundary. These features are discussed below in explaining the positioning of 

negotiations in ordering the day-to-day work in stroke units. 

Whilst the stroke units were busy and demanding work environments they were less 'turbulent' than 

some hospital settings. Patient stays were longer and the flow of work was normally more stable 

with fewer discontinuities and disruptions than occur in acute stroke units or medical and surgical 

wards (Allen, 1997). However, the 'transience and permanence' of staff (Allen, 1997: 508) was an 

important factor in access to negotiations and development of teamwork in the stroke units. Core 

team members and the majority of peripheral team members were permanent employees and most 

had worked in the same unit for approaching four years. This provided a high degree of continuit: 

and contributed to development of professional relationships where team members' regular contact 

and joint working practices resulted in a high level of shared understanding of each others' work 

and the needs of patients. No single discipline exerted more influence than another and the co­

location of the majority of permanent team members in both units emphasised their mutual 

interdependence. Staff on training rotations e.g. junior OTs, PTs, SALTs and SHOs and also 
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students, were transient members of the teams. However, only SHOs remained somewhat outside 

of day-to-day working practices and therefore negotiation of work activity in the stroke units for 

any length of time. This is largely explained by the different focus of medical and routine 

rehabilitation work which limited doctors' work with other team members. 

The data demonstrated how influential the interdisciplinary team ethos was in both units. with 

transient team members describing how they were rapidly drawn into collaborative interdisciplinary 

working. Thus, the effect of different professional cultures and ideologies which could have led to 

tension and conflict between team members was minimised by regular engagement of permanent 

and transient team members in overlapping and interdependent work practices. Doctors (SHOs) 

were not excluded from this work and their continued daily presence on the units ensured that they 

developed a good understanding of where their medical work contributed to stroke patients' 

rehabilitation. The temporal-spatial problems identified by Walby & Greenwell et al (1994) and 

also Allen (1997) in terms of access to junior doctors and different ordering of nursing and medical 

work were not evident in the stroke units. Here, the diagnostic role of medicine was less prominent 

in determining what work was required. There was more focus on responding to patients' physical 

and intellectual impairments following stroke, impairments which were mainly managed by non 

medical team members. These factors are one reason why both permanent and transient team 

members accessed and regularly participated in opportunistic dialogue and negotiations. but they 

also point to and explain where boundary-blurring mainly occurred. Whilst there was some 

boundary-blurring in respect of nursing and medical functions, a much larger degree of boundary­

blurring occurred between non medical team members, where mutual interdependence and the 

integrated nature of rehabilitation practice led to pragmatic accommodation and assimilation rather 

than jurisdictional and boundary conflict (Abbott, 1988). 
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In her study, Allen (1997) defined two fonns of boundary-blurring, de facto and purposive and 

clearly showed how these strategies, through which nurses constructed their occupational boundary 

with medicine, were non-negotiated. Stroke rehabilitation work required different disciplines to 

work with and manage patients' experiences of the same clinical problems, including impainnents 

relating to control of balance, posture and movement, co-ordination of chewing and swallowing and 

cognitive impainnents affecting perception and communication. In essence de facto boundary 

blurring was evident in the stroke units in that a division of labour based on maintaining separate 

disciplinary responsibilities for these elements of rehabilitation would have been inappropriate and 

almost impossible. The concept of purposive boundary-blurring was also relevant to examination of 

the stroke unit teams' perceptions of occupational boundaries and achievement of teamwork. 

However, only one of the five types of purposive boundary-blurring identified, that of continuity­

oriented boundary-blurring (Allen, 1997: 511) was evident in the stroke units. Whilst stroke unit 

team members desired the same outcome as nurses in Allen's (1997) study, that is to ensure patient 

care was not adversely affected by the division of labour, the reason continuity-oriented boundary­

blurring developed in stroke units was different. In Allen's (1997) study, the nurses' actions in 

deciding to do some work nonnally carried out by doctors were pragmatic responses to difficulties 

they experienced in contacting doctors and the intennittent presence of doctors on the wards. 

In the stroke units the primary driver for continuity-oriented boundary-blurring was team members' 

recognition that achieving continuous as opposed to episodic therapeutic activities for patients 

required that every team member develop knowledge and a common set of specialist skills. These 

skills are traditionally defined as belonging to PTs, OTs and SALTs with some limited overlap \\ ith 

nursing and dietetics. Sharing knowledge and skills was a deliberate and pragmatic response. 

initially by senior members of each profession, over time this became a routinised element of 

introducing permanent and transient staff to the teams. Opportunistic dialogue provided a talk space 

to engage in negotiations which were an important feature of continuity boundary-blurring and 
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which shaped the division of labour. The data showed that team members, particularly nurses. 

HCAs and RAs and OTs agreed to develop new skills and to take on additional work for example in 

conducting initial moving and handling and swallowing assessments. Negotiations were evident in 

these agreements in the form of bargaining, with for example, nurses at both units agreeing to 

increase the time spent with patients to follow very specific moving and handling plans, provided 

that PTs worked outside their normal office hours in order to see the problems nurses faced 

incorporating such plans into patient care at night and in the early morning. 

Nurses' concern with ensuring continuity in complex rehabilitation cases was also demonstrated by 

O'Connor (1997) in the context of nursing roles in stroke units, and by Pryor (2005) in the context 

of rehabilitation nursing practice in Australia. In the stroke units, dialogue and negotiations aimed 

at ensuring continuity boundary-blurring involved core team members from all grades and all 

disciplines. In the main this process was reciprocal with all groups developing knowledge and skills 

which supported their mutual teamwork. However, some nurses at Holton desired greater therapist 

involvement in what they regarded as core aspects of rehabilitation care. This issue will resurface in 

the discussion of negotiations about team practice issues as opposed to patient focused negotiations. 

For peripheral team members this process had more limited impact, largely because the focus on 

their work did not require joint working around physical issues. However, continuity boundary­

blurring is evident in the data and occurred for example, between nurses, OTs and social workers in 

relation to the management of case conferences, in their work with families to facilitate discharge 

and in accessing resources to support patients in their own homes. These processes contributed to 

the continuing accomplishment of overlapping occupational boundaries for both core and peripheral 

team members and were instrumental in establishing and maintaining the interdisciplinary division 

of labour seen in both units. 
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The teams were not insulated from and did experience problems caused by the wider temporal­

spatial ordering of work within the hospitals and NHS trusts. For example, as satellite hospitals they 

were required to send patients across the city for certain investigations or treatments. The teams had 

no control over these events and their patient work was significantly disrupted by this requirement. 

The teams also experienced problems in co-ordinating home visits and community care assessments 

with external intermediate care teams or social care agencies. These could occupy one or two team 

members for up to a full day and their absence from the units directly impacted on the flow of work. 

Within the units however, the physical, organisational and professional proximity of team members 

(Cott, 1998) and the negotiated ordering of much of their day-to-day patient work meant that 

coordination between and with other team members was not disrupted by the temporal-spatial 

features noted in other studies. Cott's (1997, 1998) research with five multidisciplinary, older adult 

care teams in Canada highlighted the important role played by organisational, professional, and 

physical 'proximity'. The findings of the current study confirm those of Cott (1998) that increased 

proximity contributes to positive perceptions of, and satisfaction with, interdisciplinary teamwork. 

However in the current study, proximity is positioned as a contributory factor to the regularity of 

opportunistic dialogue, and within that of negotiations, rather than a defining feature of satisfaction 

with teamwork. 

What counts as negotiations? 

The character of 'negotiations' has been the source of continuing debate (Day & Day, 1977; 

Farberman, & Perinbanayagam, 1985; Allen, 1997; Degeling & Maxwell, 2004). The definition of 

negotiation is important both in terms of Strauss's (1978, 1993) perspective on social orders and 

also in terms of what has been counted as negotiation in achieving teamwork in the stroke units. 

Simply defined, to negotiate involves 'conferring with others in order to reach a compromise or 

agreement' (Concise Oxford Dictionary, 1990). Within the negotiated order perspecti ve, types of 

negotiation include: bargaining, making trades or deals. wheeling and dealing. colluding. brokering 
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or making agreements and also compromises (Maines, 1977; Strauss, 1978, 1993). Fine (198.+) 

argued that despite a concern with understanding how order is constructed and maintained through 

negotiations between individuals, relatively few studies have explicitly defined the actual types of 

negotiations taking place. This criticism can be applied to some studies conducted in healthcare 

settings which are located within the negotiated order perspective, inel uding Mesler's (1995) study 

of the way hospice practitioners defined and accomplished their work. He defined negotiations as 

'daily working interactions of practitioners' (Mesler, 1995: 251) and suggested that a strategy of 

education, or what he termed 'tactical socialisation', was used by hospice practitioners in their 

interactions with new and temporary employees, their management, and with funding agencies. The 

study provided a valuable insight into the impact of growth and change in a small organisation, and 

the ways hospice practitioners worked to promote an ethos of care and support rather than medical 

intervention for patients. However, despite the frequent mention of negotiations between groups, no 

specific strategies are identified and his discussion of daily interaction does not easily accord with 

Strauss's (1978, 1993) definition of negotiations. 

Similarly, Svensson's (1996) study was important in understanding how structural changes such as 

increased health care demand, together with new ways of managing nursing work, may have 

impacted on doctor-nurse relationships in Sweden. Svensson (1996) focused on these changing 

aspects of the negotiation context and detailed the ways nurses perceived they were able to 

negotiate for changes in medical practice where it was perceived as detrimental to patient care. and 

to participate in decision making related to discharge planning. He also argued nurses perceived 

some aspects of the division of labour to be non-negotiable or likely to result in conflict which 

could impact on patient care. In these circumstances nurses chose not seek changes. reasoning that 

continued good relationships with medicine were more important and could be used to support 

negotiations in other areas such as ward rounds. In terms of defining the types of negotiations 

occurring between nurses and doctors, only achieving 'compromise' in discharge discussions \\ ith 
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doctors is identified by Svensson (1996). In common with Mesler (1995) he appears to regard 

improvements in nurses' day-to-day working interactions with doctors as an example of 

negotiations. These studies demonstrate the utility of the negotiated order perspective In 

understanding healthcare organisation but provide little clarity about whether negotiations of the 

kind outlined by Maines (1977) and Strauss (1978) contributed to shaping the social order in the 

study settings. 

Stroke unit negotiations 

Negotiations commonly arise when there is uncertainly, ambiguity and disagreement but they also 

occur at times of change (Strauss, 1978; Maines & CharIton, 1985). In the stroke units change and 

uncertainty were certainly drivers for negotiations as the units opened, but at the time of the study 

these were not in evidence in terms of the day-to-day organisation of the units. However. the need 

for negotiations in stable work environments such as the stroke units is explained by the complexity 

of their patient work which was subject to flux and change. The day-to-day division of labour was 

subject to some negotiation within regular opportunistic dialogue episodes. These were horizontal 

negotiations between colleagues rather than vertical negotiations between team members and 

managers (Fine, 1984). They formed part of a patterned dialogue process which was positively 

influenced by team members' perceptions of stroke rehabilitation and commitment to collaborative 

working. In the stroke units, team members had or made the opportunity to 'confer with each other' 

face-to-face in order to reach agreements principally in relation to determining what patient work 

needed to be done, how that work could best be achieved and who would be responsible for some or 

all of the overlapping areas of this work. The forms of negotiation identified by Maines (1977) and 

Strauss (1978, 1993) including bargaining. making trades or deals. wheeling and dealing, brokering 

or making agreements, give and take and compromise. were all observed or reported on at some 

time, although colluding was not evident in either unit. 
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Bargaining about timing, content and responsibility for specific areas of patient work \\as the most 

common form of negotiation seen in the stroke units. For example, in setting up joint washing and 

dressing practice OTs had to negotiate with nurses, PTs and usually family members about timin~. 

what would be focused on and who would lead the activity. Typically. team members sought 

support for, or involvement in, related activities in return. thus bargaining about use of time and 

skills. At Holton this involved RAs who brokered these agreements on behalf of part time OTs. 

Making trades was also seen: for example, PTs at Colebrook were observed trading therapy 

appointment times with OTs to ensure that they could work with patients for longer periods of time 

in the pre-discharge apartment with nurses and relatives on bed to chair and wheelchair to toilet 

transfers. In return OTs sought PT or nursing cover for therapy slots they would miss when 

managing a half day home visit. 

In common with other studies, the data showed stroke unit negotiations and agreements were rarely 

fixed and unchanging as the dynamic nature of rehabilitation necessitated re-negotiation and 

revision, sometimes in the same day, and often in the time between MDT meetings (Martin, 1975; 

Regan, 1984, Strauss et aI, 1985). The data also demonstrated that whilst negotiations were a key 

element of opportunistic dialogue and important in shaping the day-to-day ordering of the division 

of labour in these teams, they constituted only part of the range of interactions evident in these 

teams. 

Negotiation as part of wider team interactions and processes 

The negotiated order perspective has made an important contribution to understanding how work is 

structured and maintained in many organisations but clearly negotiations do not constitute all forms 

of work and social interaction (Denzin. 1994: Allen, 1997). Strauss (1993: 25-l) acknowledged this 

criticism and sought to locate negotiation within a broader framework of processual ordl?ring. 

arguing that the original formulations (Strauss, 1978; Strauss et al, 1985) 'did not preclude the! role 
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of other processes '. Processual ordering incorporated these other social processes which included 

key concepts such as biography, trajectory, social worlds and arenas. Strauss (1993:255) argued that 

together these processes constituted a theory of action which recognised: 

'The lack of fixity of social order, its temporal, mobile and unstable character. and the 
flexibility of interactants faced with the need to act through interactional processes' 

Strauss (1993) argued that the theory of action provided a framework for detailed analysis and 

understanding of social orders. Importantly in this work he acknowledged that alternatives to 

negotiations, including education, persuasion and manipulation, also contributed to establishing and 

maintaining social order in different settings and at different times. 

The current study has identified the important role of negotiations in achieving teamwork but also 

highlighted the major contribution of regular opportunistic dialogue processes in the ordering of 

work which was perceived to improve patient outcomes, was satisfYing for team members and 

increased their commitment to collaboration. Through their interactions in opportunistic dialogue, 

team members came to appreciate that collective and alternative perspectives could take them 

beyond their own sometimes narrow vision of what was possible. Dialogue contained more than 

negotiations and provided a seemingly regular means for coming to agreement on the content and 

division of labour. The study findings confirm the importance of co-location and proximity in 

facilitating interprofessional interaction but also identifY that it was through the dialogue process 

that these supportive conditions influencing the negotiation context contributed to achieving 

teamwork. 

Opportunistic dialogue between stroke team members was focused on patients that many of them 

worked with jointly. This marks out a key difference in multidisciplinary and interdisciplinary team 

working and directly contrasts with the situations described in Griffiths (1997) and Miller et al's 

(1999) fragmented teams where team members worked separately with 'their' patient and did nnt 
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often have to engage with other team members to agree or reach goals. Stroke unit team members 

engaged in day-to-day work did not always recognise and sometimes took for granted the important 

role that opportunistic dialogue and repeated negotiations played in the achievement and 

maintenance of teamwork. However, the findings also highlight an issue reported by McCallin 

(1999) and Opie (2000) which is that whilst teams may regularly consider, debate and negotiate 

their work with patients, they do not seem to recognise that the same processes can or should be 

used to examine their overall team practice. Therapist involvement in toileting, working times of 

therapists at Holton and the involvement of SHOs in rehabilitation work at both units are all 

examples of broader team practice issues which continued to surface in interviews with team 

members but which they had not addressed openly in either unit. The data suggested some support 

for Bohm's (1996) and Farrell et aI's (2001) claims that established workgroups prefer 

accommodation and consensus to conflict and challenge. Despite the development of effective 

dialogue processes, team members at both units displayed some reticence in introducing the above 

issues into day-today discussion about team practice, the reasons for this merit further investigation. 

The findings of the current study largely support existing claims about the significance of routine 

patterns and phases in dialogue episodes (Bohm, 1996; Grosz & Kraus, 1996; Hulstijn, 2000b). 

However, currently only McCallin's (1999) account of pluralistic dialoguing in rehabilitation units 

in New Zealand identifies the potential contribution of repeated dialogue episodes in facilitating 

interdiscipl inary teamwork in healthcare. The findings of the current study support but also extend 

McCallin's (1999) claims by drawing attention to other important functions of opportunistic 

dialogue and to the kinds of negotiations within dialogue episodes. Highlighting the role of 

dialogue processes in providing structures for exploring differing professional ideologies and 

perspectives on problems and needs is particularly significant for policy makers and practitioners 

seeking to develop interdisciplinary team approaches within stroke rehabilitation settings and 

beyond. Focussing on real time but structured dialogue where prot~ssionals are encouraged to talk 
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and think out loud about their reasoning and preferences for particular courses of action provides a 

means for developing, exploring and understanding alterative perspectives. Complex and chronic 

illness episodes require co-ordination of interventions from a wide range of health professionals. It 

is likely, if not inevitable, that these professionals and the patients they work with \\i II hold 

differing views of the most desirable or effective course of action. areas of agreement and 

disagreement will emerge when care is discussed. Provision of time and space to explore and \\ ark 

through care options is an essential precursor to collaborative joint actions which take proper 

account of the needs and preferences of patients and carers (Borrill et aI, 2003; Allen et aI, 2004). 

Inherent in dialogue episodes is the potential for gaining knowledge and increasing understanding, 

for example, of the perspectives, needs and wants of other actors as well as increasing ones own 

understanding of situations, actions or facts. The current study has identified the potential of 

structured dialogue in joint working as a process for learning, change, and team development; at 

present this is not recognised in the context of developing interdisciplinary teamwork and patient 

centred packages of care. 

Acknowledging barriers to interdisciplinary team working 

There is a substantial literature in health and social sciences documenting barriers to team working 

in practice. The most commonly cited include disputes about professional boundaries and 

jurisdiction, role conflict and uncertainty. and traditional hierarchical structures (Abbott, 1988; Cotto 

1997; Griffiths, 1997; Long et aI, 2001, 2003; Miller et al; 2001). Separate professional education 

and socialisation, socio-political and organisational factors can also impact negatively on team 

working (Payne, 2000; Cooper et aL 2001; Leathard, 2003). However. the findings of the current 

study demonstrate that these need not be sources of disharmony or contlict. 

Abbott (1988) identified competition between professions for an exclusive scope of practice a'l 

central to understanding relations between professions and between professions and the state. This 
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work has influenced a number of interactionist studies examining interprofessional relations: 

however it is Abbott's (1988) concept of workplace assimilation which had most resonance for the 

findings of this study. Abbott (1988) and also Freidson (1994) argued that close examination of 

division of labour as it is played out everyday in healthcare settings was essential in understanding 

professional relations. Analysis of stroke unit team members' interactions at work provided support 

for Abbott's (1988) claim that interprofessional relations in the workplace often do not reflect the 

clear cut, objective, legal and social definitions of jurisdiction and occupational boundaries. 

Assimilation, in the sense of including all grades of worker in the larger group constituting stroke 

unit teams, and accommodation in terms of adjusting traditional working practices \vere clearly 

evident in both stroke units. 

The current study findings are consistent with other recent studies of health professional relations 

which also demonstrate that competition at jurisdictional boundaries is not inevitable. These suggest 

that interactions between collectives, whose work involves dependence on others, can differ 

markedly from interactions between two professions where some or all the work can be completed 

by either (McCall in, 1999; Molyneux, 2001; Borrill et aI, 2003). Contested jurisdictional claims 

take centre stage when the power, status and financial reward of one profession are threatened by 

the advancement of another (Abbott, 1988; Adams, 2004). In the stroke units, team relations and 

working practices did not begin or develop as a 'labour of division' (Fournier, 2000); moreo\ er. 

team members did not seek to establish or maintain exclusive jurisdictions. Day-to-day \\ ork 

requirements with stroke patients dictated working practices rather than roles and positions in 

traditional hierarchical professional groups. Boundary blurring was not defined as competition but 

as a means to incorporate rehabilitation in every patient contact. Redefining skill sharing, as being. 

for patients, largely removed the threat of competition for jurisdiction bet\\ een team members, 

particularly as they identified benefits and rewards including \\ orkload sharing and patient 

improvement as a result of blurring boundaries. The division of labour \\ as not percei\ ed as a 
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threat to occupational identities, but instead interpreted as being consistent with the claims of each 

professional group to contribute specialist knowledge and skills to stroke rehabilitation. T cam 

members understood the importance of maintaining a public image of clear and separate jurisdiction 

between disciplines to continue and enhance their status, recognition and rewards. However. these 

stroke unit teams showed how the complex reality of professional life was worked out in practice in 

response to the work they each participated in, and also as the units and the demands on the teams 

changed when required provide specialist services for stroke patients. The study findings reinforce 

Abbott's (1988) and Strauss's (1993) emphasis on understanding the intricate web of day-to-day 

interactions between professions in the workplace. However, I argue that more specific examination 

of dialogue and negotiations in the context of working with patients and responding to polic) 

directives is necessary to understand how assimilation and accommodation arise and are managed 

in healthcare teams. 

More detailed study of dialogue patterns within interdisciplinary team interactions would add to our 

understanding of how health professionals structure and manage their thinking and dialogue when 

working out co-ordinated joint action. Examining the differences in dialogue and interaction 

patterns in newly formed and established health professional teams would make an important 

contribution to developing practical strategies for helping such teams move from recognition of the 

characteristics of effective teams, to building these characteristics into training and practice in 

specific settings such as stroke units. In the context of analysis of dialogue and interaction patterns 

Hulstijn (2000) suggested that the metaphor of dialogue games could be used in tracing the \\a) 

actors responded to each other in tasks requiring joint action. Conceptual ising dialogue bet\\ een 

actors as 'moves' influenced by internal and external rules some of which are shared and 

understood, some of which may be novel and not previously encountered, may provide a framework 
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for analysis of talk-in interaction which would illuminate how agreements and disagreements 

between healthcare professionals are understood and managed. 

Conversation analysis has been used extensively to analyse a wide range of healthcare interactions 

including medical consultations, discussions around diagnosis and giving professional ad\ice 

(Strong, 1979; Perakyla, 2004; Silverman, 1997, 2004). These methods offer an approach to 

focussing on and understanding the relationship of regular and patterned conversations between 

participants in opportunistic dialogue episodes such as those identified in the stroke units. However, 

focussing on the content and structure of dialogue alone would be of limited value. Understanding 

the relationship between the decisions and actions agreed as part of opportunistic dialogue and 

negotiations, the consequences for patients, and the continuing development and interactions of 

healthcare professionals would have more relevance for health services managers and practitioners. 

The care trajectory game (CTG) framework outlined by Allen et al (2004) was used successfully to 

combine analysis of interactions between health and social care professionals and patients and 

carers in complex care situations, with tracing the local interpretation, implementation and 

consequences of policy pressure to increase collaborative interdisciplinary working in the NHS. 

This framework could prove valuable in examining the contribution of structured approaches to 

dialogue as a means to ensure the perspectives of those who are directly affected by complex illness 

and those who are charged with providing interdisciplinary team care are heard and explored. 

Reflection on study design and methods 

Earlier research called for sustained engagement with stroke unit teams and for direct observation of 

their work (SUTC, 1997; Gibbon, 1999; Pound & Ebrahim, 2000). The current study appears to be 

the first qualitative investigation focussing specifically on the process of achievement of teamwork 
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In stroke units in the UK. Some of the limitations identified in previous research have been 

addressed by examining team working in more than one setting and by analysing team interactions 

outside of MDT meetings. The use of Strauss & Corbin's (1998) grounded theory approach enabled 

development of a detailed explanation of the social processes contributing to achievement and 

maintenance of teamwork in the selected stroke units. In common with other researchers, I found 

grounded theory methodology provided a systematic and rigorous approach to qualitati Ve 

researching. Grounded theorists aim to produce substantive theories which are 'more orientated to 

the pressing practicalities o/the here and now' (Dey, 2004: 83). The findings of this study focussed 

on those practicalities and are expressed in the grounded theory of opportunistic dialogue. 

Grounded theory methods require researchers to think theoretically, that is to analyse and 

conceptualise and not simply label data (Silverman, 2000; Dey, 2004). The research methods 

utilised required confirmation of properties and dimensions of categories in data, and ensured 

developing explanations integrated the perspectives of social actors, and existing theory without 

privileging anyone of these perspectives. It was possible using these methods to stand back from 

the detail of data, to identify and conceptualise the basic social process connecting phenomena in 

the setting and develop a substantive theory which accurately represents the social reality of 

achieving teamwork in these stroke units. 

Grounded theory studies have been criticised for reliance on interview data alone (Benoliel, 1996; 

Glaser, 2002). This study combined data generated in interviews with that from direct participation 

in the social worlds of two stroke unit teams, and was conducted over a period of time sufficient to 

develop understanding of the ways in which the teams interacted and went about their daily work. 

Participant observation provided opportunities to experience the day-to-day reality of teamwork and 

to develop an appreciation of the complexity and range of factors impacting on this work. 
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Interviews facilitated exploration of team members' perspectives and my developing theoretical 

explanations of this work. Fieldwork is not unproblematic and my presence in the stroke units 

inevitably impacted on the teams. However, participation in their work provided invaluable access 

and insight into their thoughts and perceptions, interactions, experiences and their frustrations and 

rewards. This degree of access to the social worlds of stroke unit team members increases the 

credibility of the study findings. 

I found grounded theory methods stimulated rather than stifled creative thinking and therefore reject 

Glaser's (2002) claim that Strauss & Corbin's (1998) methods force theories on data. The 

substantive theory emerged from analysis of study data, but also from examining conceptual 

frameworks including Bohm's (1996) work on dialogue and Strauss et aI's (1985) negotiated order 

perspective. These perspectives could not fully account for the basic social process identified in the 

stroke units but they highlighted the importance of analysing interaction and dialogue between team 

members and the relationship between their interactions within particular negotiation and structural 

contexts. The concepts of temporal order and temporal matrix contributed to locating and 

explaining the development of team members and teamwork over time. 

The study generated data from interaction with two geographically separate stroke units \\hich 

proved to be remarkably similar in their teamwork practice. These are distinct social settings and 

therefore the claims this study can make about the achievement of teamwork have limited 

transferability. However, the substantive theory developed contributes to knowledge in the field by 

establishing the importance of the concepts of dialogue and negotiation and exploring their 

relevance in a stroke rehabil itation context. These have value for analysis of teamwor~ in these and 

h I· . . ) the utl·ll·t\" of th~ negotiated order other settings and contribute to t e Iterature exammm~ - -
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perspective. The findings also provide further concepts for analysis of substantive theory de\ eloped 

in similar settings, for example supporting and extending McCallin's (1999) grounded theory of 

pluralistic dialoguing. The study findings also indirectly verify Opie's (2000) model for developing 

effective teamwork in which she argued dialogue and negotiation were of central importance in 

enabling team members to move beyond narrow disciplinary perspectives towards knowledge based 

teamwork focused on the needs of patients. 

The study was undertaken by a single researcher on a part time basis. As a result there were 

limitations on the time available for data generation. A longer period of time would have enabled 

further theoretical sampling, which could have increased variation in data relating to different 

influences on these teams. Incomplete or unsuccessful negotiations occurring in opportunistic 

dialogue could have been more comprehensively explored and the consequences of disagreement 

followed for longer periods of time. Situations where actions of team members were not the result 

of dialogue and negotiation could also have been more fully explored. The variation in 

interpretation of the decision making process in MDT meetings, specifically in respect of social 

worker perspectives at Holton, could have been further examined through recording and analysis of 

dialogue in these meetings. These issues were actively explored in interviews but more direct focus 

on the content of dialogue in these meetings may have added to category development and further 

refined the core category. When the decision was made to cease data generation, I considered 

theoretical saturation had been achieved, that is, category development had reached a point where 

no new properties or dimensions were evident. However, I recognise that there is always the 

potential that exposure to additional and different elements of teamwork in these settings could have 

meant that new properties would emerge. 

Data and their meanmg were presented to and discussed with research participants and at 

conferences. These discussions helped clarify anal)1ic interpretations: questions and comments 
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particularly after conference presentations, prompted further analysis of data and greater 

concentration on establishing the relationships between major categories and the core category. In 

larger scale projects, data analysis can benefit from comparison of individual and collective 

interpretations by a project team. In such teams, alternative interpretations of data will be presented 

and explored before theoretical explanations are agreed (Richards, 1999). I aclmO\\ledge that m: 

theoretical explanation is open to debate and challenge. However, the approaches outlined above 

ensured that these interpretations and analysis were subject to debate and scrutiny. The substantive 

theory will benefit from further development through exploration of its applicability in similar 

settings, such as stroke teams which are not unit or hospital based and in other rehabilitation 

settings. 

Directions for future research 

In 2001 only 26% of UK hospitals had designated stroke units, the most recent National Sentinel 

Audit results (RCP, 2007) will show that by 2006 the number of hospitals with stroke units had 

increased to 91 %. This dramatic increase in the number of units means many more stroke patients 

should experience specialist co-ordinated multidisciplinary care. However, the increase also means 

that large numbers of newly formed stroke unit teams will be engaged in trying to develop 

collaborative ways of working so that improved patient outcomes associated with stroke units are 

replicated across the UK. The National Sentinel Audit results (RCP, 2007) confirm that almost 

100% of stroke units now have weekly multidisciplinary team meetings but also recognise the 

central importance of co-ordination of the work of these disciplines. The findings of the current 

study are significant and provide clear evidence of how stroke unit teams can achieve and maintain 

effective teamwork. These findings could contribute directly to developing newly established stroke 

unit teams by focusing attention on co-location of team members and introducing and researching 

the effectiveness of promoting team processes including joint working and structured dialogue 
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opportunities. The discussion on pages 286-287 identified methods which this research could utilise 

and develop. 

The findings may also have more general relevance to understanding and developing health 

professional team working in the NHS. Increasing attention is being given to the kind of healthcarc 

workforce required to meet the needs of patients, families and communities in the future. (DoH. 

2000b, 2001 b; BMA, 2002; Kendall & Lissauer, 2003). There is growing consensus that working 

practices will need to change if the objective of developing patient centred health services based on 

consultation, information and partnership is to become a reality (Coulter, 2002). The changes 

proposed are wide ranging and require reconsideration of the differences between meeting the needs 

of patients, and operation of services which may perpetuate the interests, power and control of 

professionals. This demands commitment to acknowledging and tackling professional and 

organisational barriers to change. Research on interprofessional education identifies that this is a 

necessary part of changing professional cultures and encouraging collaborative working, but 

suggests the ways in which a commitment to collaboration and team working can be realised are not 

clearly understood (Barr, 2001 ;2003: Cooper et ai, 2001; Miller et ai, 2001; Zwarenstein et aL 2002: 

Carlisle et al 2004) 

Patient focused and problem oriented shared learning in undergraduate and post graduate education 

programmes represent an important way of preparing health professionals for situations \\ here 

collaboration and teamwork are required in practice. However, there is currently little evidence that 

these approaches explicitly engage students and experienced health professionals in presenting and 

debating their individual or collective rationale for their proposals or that the approaches take 

sufficient account of patients' perspectives. There is also little evidence that analysis of the dialogue 

which develops in these interactions is explicitly used to examine how decisions were arri\'ed at or 

examines what can be learned from single or repeated episodes of joint or separate working, ThL' 
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findings of the current study suggest that facilitated interdisciplinary joint working can provide 

opportunities for health professionals to engage in structured dialogue about preferred ways of 

treating patients. These could provide significant learning and development opportunities in tenns 

of commitment to collaboration and development of knowledge and skills for team working. These 

opportunities should be exploited. 

It is acknowledged that team solutions are not always required; treatment on an outpatient and da) 

case basis has increased significantly and more patients are using extended primary care facilities 

and walk in centres for investigation and treatment (DoH, 2006). Hospital stays are shorter with 

only the very ill and disabled remaining in hospital for periods of time exceeding one or two weeks. 

However the burden of chronic disease and the increasingly complex needs of an ageing population 

(DoH, 2005) mean collaboration and teamwork will increase rather than decrease in importance as 

health care and the working practices of health professionals change in response to new and different 

challenges. Although many healthcare organisations support the concept of team working, the 

reality is that few have invested in developing a culture where interdisciplinary teamwork is 

identified as likely to improve patient outcomes, is specifically planned for and actively supported 

(Stark et aI, 2000; Wilson, 2000; Borrill et aI, 2003). The findings of the current study emphasised 

the importance of co-location, frequency of contact and regular opportunity for interdisciplinary 

dialogue and joint working in the stroke units. Health professionals demonstrate a remarkable 

capacity to find ways of overcoming or compensating for barriers to team working but NHS 

organisations could do more to aid them in this work. Introducing planned and timetabled joint 

working and problem oriented dialogue opportunities in some areas of rehabilitation, elderly care. 

child health and mental health settings, where patient groups are more stable. and there is 

opportunity get to know and work with patients and families, represents one way to increase health 

professional understanding of each others' thinking and working practices. In tum this could clarify 
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roles, reduce uncertainty about shared and individual responsibility and lead to improved and 

effective collaboration in healthcare practice. 

Conclusions 

Teams and team working have been a focus of interest for social scientists and health professionals 

for approaching fifty years. Health service providers in the UK are slowly acknowledging that the 

increasing complexity of health and illness demands more effective and flexible responses based on 

the identified needs of patients as opposed to reliance on existing but often fragmented services. 

Working to provide services based on patients needs requires health professionals who know not 

only why they should collaborate and work in teams, but more importantly who know how they can 

work together to achieve collaborative interdisciplinary practice. The findings of this study add to 

and extend the argument that our efforts as researchers and practitioners should focus on exploring 

ways that professionals work well as teams and finding ways that teams can directly involve 

patients as partners in determining their needs. This requires that we acknowledge the existing 

evidence of possible barriers to teamwork and inclusion of patients, but tum our attention to 

actively examining the ways that these barriers are understood and overcome. This study of stroke 

unit teams has provided important evidence relating to the social processes which contributed to the 

development and maintenance of interdisciplinary teamwork. These processes need not be unique to 

stroke units; specific features of these processes are transferable to other settings and could 

contribute to achieving and maintaining collaborative interdisciplinary working. In tum these 

processes can contribute to developing patient focused services that must be central to our health 

servIce. 
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Appendices 



MrD J Clarke 
Lecturer in Nursing 
School of Health care Studies 
Baines Wing 
University of Leeds 
Leeds LS2 9UT 

Dear Mr Clarke 

Date: 30th January 2002 

... ~. 
Re: CA01/126 Achieving "teamwork": a grounded theory investigation in selected 
stroke units in the north of England 

Thank you for your letter of the 21st January 2002 explaining your request for an amendment 
to the above research study protocol to include patients who are unable to give consent. 

I can confinn that this is acceptable and I $- ~ble to give full approval by chainnan' s action 
for you to proceed. '" 

Yours sincerely - ...... __ ,r· . 
t ...,..,.....--- ___ 



24th January 2002 

Mr David J Clarke 
Lecturer in Nursing 
Baines Wing 
University of Leeds 
PO Box 214 
LEEDS 
LS29UT 

Dear Mr Clarke 

56/2001 Achieving "teamwork": a grounded theory investigation in selected stroke units 
in the North of England 

The above was discussed and Chairman's Action ratified at the Committee meeting held on the 
14th of January 2002. 

No deviations from, or changes of, the protocol should be initiated without prior \\Titten LREC 
approval/favourable opinion of an appropriate amendment, except when necessary to eliminate 
immediate hazards to the subjects or when the change(s) involves only logistical or administrative 
aspects of the trial (e.g. change ofmonitor(s), telephone number(s». 

The investigator should promptly report to the LREC: 

(a) deviations from, or changes of, the protocol to eliminate immediate hazards to the trial 
subjects. 

(b) changes increasing the risk to subjects and/or protocol affecting significantly the conduct 
of the trial 

(c) all adverse drug reactions (ADRs) that are both serious and unexpected. 
(d) new information that may affect adversely the safety of the subjects or the conduct of the 

trial. 

You must now register your Study with the R&D Department to gain Trust approval before 
you can start this Study. The Committee will be interested to be kept informed of your 
progress and look forward to receiving your annual report. 

Yours sincerely 



Appendix 3: Patient Infonnation Sheet 311 

Project title: Teamwork: a study to investigate how health professionals understand and carry 
out their work in selected stroke units in the north of England. 

You are being invited to take part in a research study. Before you decide \vhether to 
participat~ in the r~search ~ou will want to understand why the research is being carried out 
and what It would Involve If you were to take part. Please take the time to read the follO\\ ina 
infonnation and to discuss it with other people if you wish. Please contact the researche~ 
directly if anything is not clear or if you have questions and need further information. Take 
your time in deciding whether you wish to take part. 

Background to the study: 

We know that stroke is a leading cause of ill health in England and has a major impact on 
people's lives. Many stroke patients are now being cared for in specialised stroke units like 
this one on Ward . There is now good evidence that if people who have had a stroke receive 
prompt admission, treatment and care provided by a specialist stroke team in a hospital based 
stroke unit, they are more likely to have a better recovery. We think that the benefits 
associated with stroke units are not just due to the physical treatments provided in them, but 
are also related to the way in which health professionals work together in teams. However at 
present, the ways in which health professionals work to achieve teamwork is not very well 
understood. The members of the stroke team in this study include the doctors, nurses, 
physiotherapists, speech therapists, occupational therapists, social workers, care assistants and 
therapy assistants. The study is being conducted as part of a research degree (PhD) at the 
University of Leeds. 

The study aims: 

This study will look at how the staff of the stroke units work as a team. The study will involve 
one researcher observing or watching the work of members of the stroke unit team for three 
days each week over a period of four to six months. The research will also involve interviews 
with the team members and a selection of patients who have had a stroke but have been 
discharged from the ward. The patient interviews will occur after the patients have been 
discharged from the ward. 

What would participation in the study involve for me? 

Firstly it is important to say that participation in the study is entirely voluntary. There are two 
ways in which you might be asked to take part in the study: 

I) As part of the observational study: . 
The researcher will be watching the way in which the stroke unit team members work wIth 
each other and with patients. Your participation would involve giving permissi?n to the 
researcher to watch the team members providing you with treatment such as phYSIotherapy, 
speech therapy or nursing. The researcher would also request pennission to listen and watch 
team members talking to you and your family about your treatment, your care and your 

progress. 

2) Taking part in an interview about being cared for by t~~ stro~e unit team: .. 
The main purpose of working as a team in the stroke umt IS to Impro\"e the care that IS offered 
to patients. One way to find out how patients feel about the way they were cared for b~ the 
team is to interview the patient. A small number of patients who are well enough to take ,part 
in an intervie\\ will be approached approximately six weeks after they ha\'e gone home from 
the ward and asked if they would like to be inteniewed. 

Do I have to be involved in both parts of the stud,,: 
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It is up to you whether or not to take part. If you do decide to take part you will be giyen this 
infonnation sheet to keep and you will be asked to sign a consent fonn. If you decide to take 
part you are still free to withdraw from the study at any time without giving a reason. A 
decision not to take part, or to withdraw from the study at any time, will not affect the 
standard of care you receive. 

Confidentiality of infonnation: 

The infonnation collected during the research (both observational and interview) will be kept 
strictly confidential. Information provided by you will be made anonymous by the use of 
letter and number codes to ensure that you cannot be recognised from your comments. 

The study findings: 

The study should help us have a better understanding of how the teams work in the selected 
stroke units. We hope what we learn from the study will help the stroke team on Ward *, and 
staff who are setting up new stroke units and teams in other parts of England. A better 
understanding of teamworking should contribute to improved services to other stroke patients. 

It is planned to present the results of the study in summer 2004 as part of the requirements of 
a research degree at the University of Leeds. It is also planned to publish some of the findings 
of the study in academic and professional journals. In any publication the approach to 
confidentiality and anonymity described above, will be adopted to ensure that individuals are 
not able to be identified in the publication. Copies of publications which arise from the study 
can be made available to you if you wish to see them. 

If you would like further infonnation regarding the study please contact: 
Mr David Clarke, Lecturer in Nursing at the University of Leeds. Telephone: 0113 3431298 
or email d.j.clarke@leeds.ac.uk. 
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Carer Information Sheet 

Project Title: Team Work: A study to investigate how health professionals understand and 
carry out their work in selected stroke units in the north of England. 

This study is being carried out on Ward * at present. It is possible that your relative who has 
suffered a stroke may be able to be included in part of the study. This infonnation sheet is to help 
you understand what the study is about and to understand why the researcher may ask permission to 
include your relative in part of the study. Before you discuss the study with the researcher you \\ill 
want to understand why the research is being carried out and what it would involve if your relati \'e 

were to be included in the study. Please take the time to read the following information and to 
discuss it with other people if you wish. Please contact the researcher directly if anything is not 
clear or if you have questions and need further infonnation. Take your time in deciding whether 
you consider it appropriate for your relative to be included in the study. 

Background to the study: 

We know that stroke is a leading cause of ill health in England and has a major impact on peoples' 
lives. Many stroke patients are now being cared for in specialised stroke units like this one on 
Ward *. There is now good evidence that if people who have had a stroke receive prompt 
admission, treatment and care provided by a specialist stroke team in a hospital based stroke unit, 
they are more likely to have a better recovery. We think that the benefits associated with stroke 
units are not just due to the physical treatments provided in them, but are also related to the way in 
which health professionals work together in teams. However at present, the ways in which health 
professionals work to achieve team work is not very well understood. The members of the stroke 
team in this study include the doctors, nurses, physiotherapists, speech therapists, occupational 
therapists, social workers, care assistants and therapy assistants. The study is being conducted as 
part of a research degree (PhD) at the University of Leeds 

The study aims: 

This study will look at how the staff of the stroke unit works as a team. The study will involve one 
researcher observing or watching the work of members of the stroke unit team for three days each 
week over a period of four to six months. The research will also involve interviews with the team 
members and a selection of patients who have had a stroke but have been discharged from the ward. 

What would participation in the study involve for my relative? 

Firstly it is important to say that participation in the study is entirely voluntary. Many patients \\ ill 
be able to give written consent to participate in the study; however some patients may be too unwell 
to give this permission initially. Including some of these patients in the observational part of the 
study could provide valuable infonnation about how team members work with this specific group of 
stroke patients. The way in which your relative would be included in the study is as follows: 

As part of the observational study: 

The researcher will be watching the way in which team members \\ork \\ ith each other and with 
patients. Your relative's participation would involve giving permissio.n to the researcher to watch 
the team members providing your relative with treatment such as physiOtherap). speech tha~py or 
nursing. The researcher would also request permission to listen and watch team members talkmg. to 
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your relative and perhaps you and your family about your relative's treatment, care and progress. 
When your relative's condition improves and they become able to give their consent to participation 
in the study, their written consent will be sought by the researcher. If you agree that your relative 
can be included in the study, you are still free to ask for them to be withdrawn from the stud\ at any 
time without giving a reason. The researcher will also withdraw your relative from the st~dy i f ~t 
anytime he or she appears unhappy or uncomfortable being observed with team members. A 
decision not to take part, or to withdraw from the study at any time, will not affect the standard of 
care your relative receives. 

Confidentiality of information: 

The information collected during the research will be kept strictly confidential. Information in your 
relative's case notes and information provided by you or them will be treated in the strictest 
confidence, and will be made anonymous by the use of letter and number codes to ensure that they 
cannot be recognised from observational records or comments. 

The study findings: 

The study should help us have a better understanding of how teams work in the selected stroke 
units. We hope what we learn from the study will help the stroke team on Ward *, and also staff 
who are setting up new stroke units and teams in other parts of England. A better understanding of 
team working should contribute to improved services for other stroke patients. 

It is planned to present the results of the study in summer 2004 as part of the requirements of a 
research degree at the University of Leeds. It is also planned to publish some of the findings of the 
study in academic and professional journals. In any publication the approach to confidentiality and 
anonymity described above will be adopted to ensure that individuals are not able to be identified in 
the publication. Copies of publications which arise from the study can be made available to you if 

you wish to see them. 

If you would like further information regarding the study please contact: 
Mr David Clarke, Lecturer in Nursing at the University of Leeds. 
Telephone: 0113 3431298 or email d.j.clarke@leeds.ac.uk 



Appendix: 5 Staff Information Sheet 315 

Project title: Achieving 'teamwork': a grounded theory investigation in selected stroke 
units in the north of England. 

Staff Information Sheet 
y ou. ~re b~ing invited to take part in a research study. Before you decide whether to 
partIcIpate In the research you will want to understand why and how the research is being 
carried out. Please take the time to read the following infonnation and to discuss it with vour 
colleagues. Please contact the researcher directly if you have questions or need further 
information. 

Background to the study: 

Stroke is a leading cause of disability in England and has a major impact on people's lives. 
Many stroke patients are now being cared for in specialised stroke units and the recently 
published National Service Framework for Older People requires all hospitals to develop 
specialised stroke services by April 2004. There is now clear evidence that if people who have 
had a stroke receive prompt admission, treatment and care provided by a specialist co­
ordinated stroke team they are more likely to both survive and to recover more function. 
These important benefits are thought to be due in part to the way in which care is co-ordinated 
and delivered by the members of the stroke team. There is a widely held view that the 
outcome of stroke rehabilitation will be directly influenced not only by specific clinical 
interventions, but also by health professionals working together in teams. However at 
present, the ways in which health professionals work in teams is less well understood. There 
is very limited research evidence on how health professionals 'achieve teamwork' and how the 
team members think that team working contributes to the positive outcomes associated with 
stroke units. This study is being conducted as part of a research degree (PhD) at the 
University of Leeds. 

The study aims: 

This study is designed to examine and develop understanding of the process of achieving 
teamwork in two stroke units. The study will involve one researcher in (participant) 
observation of the work of members of the stroke units' teams on three days per week, over a 
period of four to six months. Semi-structured interviews will also be conducted with the team 
members and a selection of stroke patients. 

What would participation in the study involve? 

Participation in the study is entirely voluntary. In addition to fonnal consent to participate in 
the study, specific verbal pennission will be sought to observe staff working with patients or 
each other as situations arise. Staff can decide not to take part or to withdraw from the study 
at any time. Observations will focus on the day to day work and interact~on of .the team 
members, for example infonnal and fonnal interaction with each other, WIth patIents and 
relatives and in fonnal settings such as team meetings, ward rounds or case conference~. In 
practice this will mean the researcher will be present on the unit three days a week at various 
times during the course of the day and night. 

Interviews with staff will be arranged at times convenient to team members. and (\\ ith 
pennission) will be audio taped. The interviews will focus on indhid~al ~eam memh~r's 
experiences of. and perceptions of the nature and process of teamworkI~g In stroke Untt,s. 
Interviews will be conducted \vith all team members on at least one occasIon. In accordance 
with the method adopted for data generation (grounded theory), team members may be 
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approached to participate in a further interviews as issues arise which seem important to 
understanding the process of teamworking as it appears to the team members. 

Confidentiality of information: 

The information collected during the research (both observational and interview) will be kept 
strictly confidential. Information provided by specific individuals will be made anon)mous by 
the use of alpha-numeric codes to ensure that staff cannot be recognised from their comments. 

The study findings: 

The study findings should provide a detailed insight into teamworking in the selected stroke 
units. It is envisaged that the findings will be of direct value to the stroke teams studied, and 
also to staff who are setting up new stroke units. A better understanding of team working 
should contribute to improved services to stroke patients. It is planned to present the results 
of the study in summer 2004 as part of the requirements of a research degree at the University 
of Leeds. It is my intention to discuss the results of the study with staff on the stroke un it. It is 
also planned to publish some of the findings of the study in academic and professional 
journals. In any publication the same approach to confidentiality and anonymity will be 
adopted in order that individuals or their workplace are not able to be identified in the 
publication. 

If you would like further information regarding the study please contact: 
Mr David Clarke, Lecturer in Nursing at the University of Leeds. Telephone: 0113 3431298 
or email d.j.clarke@leeds.ac.uk. 
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Tel 0113 3431298 
Email: d.j.clarke@leeds.ac.uk 

Dear 

Re: Transcript of your interview on 

I am sending you a copy of the full transcript of your interview which was conducted on 
. As you requested I have also enclosed a copy of the transcript with preliminary codes 
attached. The coding at this stage of the research is quite generalised and represents broad 
conceptual areas which act as anchor points for the issues arising in the data. As the work 
develops the initial codes will be revised and concepts explicitly linked in order to develop a 
theoretical explanation of team working within the selected stroke units. At the end of the 
study it is my intention to seek to publish a report for the units concerned, and also a summary 
of the findings in professional journals. I will not make any reference to individuals in any 
such publication but may wish to use selected extracts from transcripts to illustrate a point or 
support claims or comments made. It would be helpful if you would contact me directly if 
there is any part of your transcript that you would not wish me to make reference to in a 
report or publication. 

I would like to thank you again for giving up your time and for participating in the research in 
this way. Please do not hesitate to contact me if you wish to discuss any aspect of the 
transcript, its coding or its future use. 

Yours sincerely 

David J Clarke 
Lecturer in Nursing and PhD student, Department of Sociology and Social Policy. 
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Appendix: 7 Research question and secondary research questions 

The primary research question was: 

What is the nature and process of health professional team working in selected stroke units? 

This question prompted a number of secondary research questions which were identified prior to 

fieldwork as possible areas for exploration with the stroke unit teams. These included: 

• What do the concepts of team, and team working, mean to the different health 

professionals working in stroke units? 

• How do health professionals conceptualise their role in the team and the roles of other 

health professionals working in stroke units? 

• In what ways do health professionals conceptualisations of team working in stroke units, 

affect their actions on the stroke unit? 

• What do the health professionals working in stroke units believe effective team working 

to be? 

• How do team members communicate with each other in stroke units? 

• In what ways do the health professionals working in stroke units believe that stroke unit 

care contributes to improved patient outcomes? 

• How are the perspectives of the patient and family members taken into account by team 

members in the stroke unit? 

• How do team members make decisions in stroke units? 
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1) Introductory overview and explanation of the nature of the interview: 
Covering. issues ~uch as: Format, timing, confidentiality of the data, consent to audio taping. 
opportumty to reVIew the transcript and analysis, possible need to interview again later in the study. 
2) Warming up/relaxing strategies: 
Covering issues such as: Would you tell me a little about yourself, a brief professional history and 
how you came to working in the area of stroke care/medicine? 
Followed by (if it does not emerge) 'Please can you tell me about your role on the stroke unif? 
3) Research focused questions: 
Possible questions are listed under topic areas (these are avenues which are likely to be useful and 
could provide a basic structure for the interview particularly where the interviewee needs more 
prompting). For other interviewees these question areas may act as reminders for the researcher to 
consider as the interview progresses. It is NOT intended to ask all of these questions of all 
interviewees. 

The nature of 'team' 
• Can you tell me what you think about when you think about the word 'team '? 
• How does you definition of the word team match up to your experience of the team on this 

unit? 
• Who would you say was 'in the team' on this unit? (Sub question here should focus on the role 

of the patient and carer). 
• Can you compare for me the team on this unit with other teams you have worked in previously 

in other settings? 
• Is it important to be a team member? 

The nature of 'team working' 
• The words team work and team working are frequently used, what do those words mean to 

you? 
• Do you think health professionals need training to work in teams? 
• Does team working contribute to patient outcomes on this unit and if so, in what ways does it 

do this? 
• Can you tell me about the things that make it enjoyable for you to work in a team and what 

things cause problems for you as a team member? 
• Team working sometimes requires health professionals to be flexible about their roles and their 

skills, what do you feel about this? 
• If you think about the difference between the ideal and the real in team working, what would 

you say about team working in this unit? 

Team process .' .. l 
• What do you think is required to achieve teamwork, to make It happen here on thIS umt. 

• Is there a team leader on this unit? 
• Tell me about the ways in which the team meetings/patient care conferences/team 

• 
• 
• 
• 
• 

rounds/consultation contribute to team working. 
How much do you know about the roles/work/functions of other team members? 
Tell me about the ways in which team members communicate with each other. 

How are decisions made in and by the team? 
Is it important to know about the roles/work/functions of other team me~bers~. . 
What do you think effective team working is and what makes team workmg effective on thiS 

unit? 
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• How much do external factors affect team working in this unit? 

4) Accounting for contextual factors: 
See contact sheet for record of any factors which relate to the conduct of the interview: e.g. when 
the interview was carried out, non verbal responses, distractions, interruptions, any issues during the 
interview, then (researcher) immediate reflection on the interview. 
5) Closing the interview: 
Covering issues such as: Thanks for time and sharing views and understanding, repeating 
information re confidentiality of the data, storage of audio tapes, opportunity to review the 
transcript and analysis, possible need to interview again later in the study. 
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Appendix 9: Fieldnotes- Negotiations- Patient safety in chair 

The. activity was focuse? on getting a patient in a better sitting position in a new and different 
chaIr. (many ~ad been tned). The physiotherapist responded to comments from nurses and other 
phy~~otheraplsts that the curren.t chair was not helping this patient achieve an adequate sitting 
pos~tlon so that he could ~e assIsted to eat or read when he wished to. The patient expressed his 
deSIre to try a?~ther chaIr because he wanted to be able to spend time out of his bed, indicating 
that he saw s/~tmg ~ut of .be~ as part of progres~ing his recovery. The current rehabilitation plan 
was not meetmg thIS patIent s needs. The physlo and patient relationship was well established 
?ue to the length of time .the patient had been in the unit (approximately 8 weeks) this was 
Important for some of the dIscussion and negotiation which took place. 

Th~ negotiation context. This draws on regular but unplanned patient focused dialogue between 
regIstered nurses, healthcare assistants (HCAs) and physios. 

Positioning the patient in the new chair required use of specialist supports attached to the chair 
and required the patient to work with the physiotherapists to continue to improve his upper body 
strength and posture. He was clearly very tired by the effort required to achieve a satisfactory 
position in the chair but worked at this with two physiotherapists and myself. Recognising his 
fatigue the physio discussed with the patient his right to refuse physio on days when he felt very 
tired or if he did not agree with the hard work the physio's were requiring him to do. The patient 
expressed some surprise that he could have a say in whether to 'do physio' or not. After some 
thought he said that he felt he must do what the physio's had asked if he was to get better. 

This patient was actively included in the dialogue. He had considerable residual disability. The 
shared value of being positive about stroke contributed to a shared belief that this extra eff0l1 was 
worth it 'something could be done' if the patient wanted it. Concern/or persons was evidenced 
through involvement but also the sensitivity to his beliefs about his future progress and 
rehabilitation 

The physio later explained (to me) that in part she was preparing the ground for being able to tell 
this patient that his rehab would probably be maintenance activities rather than further 
improvement. The physio had some personal and professional conflict over asking the patient to 
work very hard at regaining some degree of postural control, for what he might perceive as 
minimum benefit. She was able to rationalise this professionally and practically in terms of the 
adverse consequences of not maintaining the work. These concerns were discussed with another 
physiotherapist and other team members later in the morning. 

The time spent on getting the patient positioned in the chair was considerable (25 minutes) but 
again was an example of the thoroughness noted previously. It also reflected careful objective 
assessment of the patient's expressed concerns about his comfort e.g. pain in his arm was 
responded to and resolved by changing the positioning of the chair arrn~. This ~ccurred as par: of 
a continuous dialogue, a sort of 'thinking out loud' with the other physloth.eraplst and !he patIent 
about how he felt how he looked and whether the position would enable hIm to be aSSIsted to eat 
and drink in the' chair and what the consequences of this position would be for his ongoing 

rehabilitation. 

Concern/or persolls . . ., . 
Also an instance of exploring the rationale for profeSSIonal actIons. thmkmg aloud .sharIng 

knowledge and perspectives. 

This was followed by the physio going to find the healthcare assistant ('!.CA/ who was caring for 
the patient that shift and the next few shifts a~? neg~ti~ting a. rehabil1tatlon plan. (30 minutes 
twice a day as a minimum in the chair to facilitate sitting upnght for lunch/evenmg meals) In 
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considerable detail with this HCA. This included explaining the chair, its purpose, benefits, and 
problems, . lack of safety over time, the patient's physical and postural characteristics which 
reduced. his saf~ty and ~ow to respond if this happened. Key safety concerns were repeated and 
appropn~te actions forcibly stated. The HCA was part of this discussion and was encouraged to 
use he: Judgement about m~naging this patient. She asked questions to clarify how she could 
recognise the problems which would mean the patient was unsafe and asked for a further 
demonstration of how she should respond. This coincided with the arrival of the lunchtime meal 
so the phYSiotherapist then sat with the HCA whilst she helped the patient eat and both the HCA 
and the phYSiotherapist noted the patient's loss of initial posture and jointly took action to help him 
regain this until he had completed his meal. 

An inclusive team culture and team working practice. This kind of action was common: the 
division of labour was not traditional and demonstrated trust for other team members. Learning 
and working together, directly on patient problems as they arose directly contributed to changing 
the thinking of team members and helped them to understanding the role and perspective of 
others. 

During the meal the senior nurse on duty and one of the occupational therapists visited another 
patient in the same four bedded bay and noted the new chair in which this patient was sat. A 
further discussion of the rationale for changing to this chair occurred and both the nurse and the 
OT asked for guidance on supporting this patient· in the new chair. The dialogue here was 
inclusive and involved seeking clarification, checking out understanding, asking for explanations 
of why safety would be compromised and how to prevent that. The HCA and the physio 
responded to these questions and the HCA agreed that she felt able to pass on this information to 
the late shift staff and the night staff. The HCA and senior nurse were keen to establish the time 
period and criteria for review of this change in planned care and persisted in this line of 
questioning which included debate about the criteria for review including how the patient felt but 
also whether the position remained safe, and the time it would take for team members to get the 
patient in and out of the chair set against the perceived benefit of the change. 

The dialogue here was a typically 'frank exchange'. The physio had to negotiate with the HCA 
and senior nurse. The goal of the intervention was clear but achieving it with this very disabled 
patient would be time consuming and hard physical work. The physio was challenged to explain 
her rationale and the nurses engaged in bargaining - they were prepared to work at the agreed 
goal but wanted a clear timetable for review. 

The physio recognised the amount of time and effort that would be required ~o. carry out t~is 
rehabilitation plan and enlisted the patient's support in confirming that he was will/~g to try uSI:,g 
this and repeated her explanation of the therapeutic (balance a?? p.0st~re) benef/~s of the tna/. 
Following more dialogue the physio agreed to run over the p~sltlon.mg Issue~ agam before she 
left for the day and the small group agreed to review the situation with the patient after lunch the 
next day. 

The physio also enlisted the patient's support in her negotiation wi~h th~ nurses. Here there \\ as 
sOllle bargainillg- We'll work with the plan if you agree to the revIew tImescale and demonstrate 
the positioning required again later that day. 

This is an example of the kind of opportullistic dialogue .com~only seen, ,the proccs~ \\ hic_~ 
underpinned the negotiation of the social order and resulted 111 achIevement of team\\ork 111 thest: 

stroke units. 
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Extract from fieldnotes Case Conference, Holton, May 2002 

In the team meeting it had been agreed that the patient's level of cogniti\'e impairment 
meant he would be at risk and would be a major challenge for his family. There seemed 
to be a team ~nderstan~ing that the patient was at risk and that 24 hour care was probabl: 
the best solutton: but hIS wife needed to try at home before she would be ready to accept 
24 hour care. ThIS seemed to reflect a good understanding of the possible guilt or distress 
which the patient's wife may experience at 'putting him in a home'. The team held the 
view that the patient's wife and niece did not fully appreciate the level of impairment, but 
they understood their desire to have the patient at home and were willing to work with 
them to see whether their wish for the patient to be at home was realistic and could be 
supported safely. The patient's wife and niece were invited to join the occupational 
therapist in a session with the patient where he would be asked to undertake some simple 
tasks. This was a difficult session for the family as the level of cognitive impairment 
became clear quite quickly when the patient was encouraged to undertake simple 
personal hygiene tasks and tasks aimed at recognising and using household objects. The 
patient became frustrated and angry in the session, gesturing to his family but unable to 
articulate his wishes. The occupational therapist skilfully defused the anger and 
frustration by removing the requests to engage in the tasks and shifting the session to 
simple conversation in which the patient was included. Once the patient was calm and 
had returned to his bed the family visit continued as if normal and only after the family 
had 'left the ward' did they meet with the social worker, nurse and occupational therapist. 

A very brief report on the previous session was provided by the occupational therapist to 
the nurse and social worker in advance of the meeting but the team members 
acknowledged the strength of feeling of the family and resolved to see what they had to 
say in the meeting, no decision or course of action was agreed in advance of meeting with 
the family. 

The meeting was led by the OT but each team member had input and responded to the 
family'S questions as appropriate. I was impressed by the shared concern for the 
patient's wife and niece, there was honesty about the risks but also a tacit understanding 
that the patient's wife needed to be given a choice and supported in that choice. There 
was no indication in this conference of the team imposing its views. It seems that the 
comfort at managing this situation comes from regularly working together and a shared 
understanding of what might be possible for this patient. The team members' non verbal 
communication in the meeting gave the impression that they could 'read' each other. that 
they knew what to expect of each other without rehearsing the team position. 

The patient's wife and his niece were listened to, the language used was mostly toned 
down for the lay person but not in a patronising way, sometimes technical terms were 
used but they were usually explained. The family were encouraged but not pressure? to 
make a decision. The same sort of checking out and listening to different perspectIves 
which I see in other situations, at the nurses' station or the MDT meeting was evident but 
this time with the patient's family. A consensus was reached o~ a tri~l home vis~t at a 
time agreed. It was agreed to meet again following the tnal pnor to makIng a 

recommendation to the team meeting. 
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Fieldnote- Linked memo 12: 18.03.02 

This is the third round I've observed and while they are 'routine' in some ways they are not like medical & 
surgical rounds I was used to and have seen recently in surgical wards. Thinking about what the main I 

differences were, these relate to team talk in interaction (little hierarchy but some turn taking based on 
seniority, and also apparently on knowledge of 'what comes next '), the structure of the review of each I 

patient (covered technical medical but also strong functional, social and emotional focus-this was really I 

comprehensive) and the efforts made to involve the patients themselves in reviewing their progress (some 
were more able than others to do this, some were deferential in their response to the consultant but most 
were not) team members already knew, or listened to what was important to particular patients (See notes 
re Bob and reading, Miriam and living alone). This could be an observer effect but if so the round would 
take longer than normal (and staff report rounds of 2 hours duration as 'normal'), nor will it be sustained 
over time. It was similar at Holton but only one round seen there to date. Comparison of acute care and 
rehab settings should be fruitful to question the differences- Also look again at Strauss & Corbin (1998) on 
contextual factors and their impact on social actors and interactions. How much of this is shared? Is it 
evident on other interactions? How do team members explain and understand this? 

Fieldnote- Linked memo 16: 25.03.02 

This episode is a good example of what the teams (at both Holton and Colebrook) define as joint working. 
Three issues to explore are: 

1) that therapists and nurses appear comfortable working in the presence of family member and other 
relatives, it is happening on a regular basis, both planned (please can you attend to help with 
dressing practice with your husband at 1000 tomorrow) and unplanned in the case of the tilt table. 
The 'comfort' was reflected for me in the pacing of the work, the use of both social and technical 
conversation and the use ofthe ward area rather than removing the patient to the 'gym'. 

2) The nature ofthe joint working, the PT led because of specialist knowledge of the tilt table but the 
session was inclusive of the RA, nurses and later QT. There was direction (from the PT) to 
observe, participate, check out rationale for actions, this was aimed at relatives too but was much 
more 'two way' and discursive with team members- this is an example of working in public and 
working on problems or changes as and when they arise. 

3) Lastly but importantly, I have coded this as boundary blurring and understanding the roles and 
perceptions of other team members, because I ~bserved the. PT. sharing .specialist knowledge and 
skills, she also requested specialist wound dressmg and healIng mformatlon rela~ed ~o a sore at .the 
back of the patient's head from the nurses - The question is that boundary blurrIng IS a convenzent 
theoretical concept, but how do the team members explain and make sense of what they do In 

joint working, do they perceive there to be professional boundaries to be blurred? 
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IlollSllcipalll'll1 lTnlrcd conCl'rn (shared 
and vaillcd) 
;\cll\L' recrultillent and Involvemenl 
or rc lall \L', 

• Rehah reqllires "nowlng patients as 
pcop Ie 

• 

Ill\ol\ lng, gl\ Ing dWlces, educating ror 
rehah 
('arr\ Ing this across 
, to Min llleetll1gs 
- 10 rlannlng earcitherarJ 
- 10 ward round 
- to wor"lI1g With others 
- to wor"-tng with (not on) 

the rattent and ramtly 
('ross dlsclrltnary sharing of this 
valuclhelie!' 

COMMUNICATION STRATEGIES 
• Frequency of contact and access 
• Opp0I1unistic dialogue/problem 

solving/decision making. 
• Negotiation around achieving a 

goal or prioritising, 
• Address it when it happens. 
• Openness to alternatives. 
• Use the expertise available. 
• Make sure key people are informed 
• Shared info sheet. 
• Ward diaries. 
• Be at the' station' . 
• Check the nursing notes, 
• Have breaks as a team. 
• Be based largely on the unit or visit 

regularly. 

MEETING FORMALLY AS 
ATEAM 
• 

• 

• 

To review, make deciSIOns 
and move forward 
We do this elsewhere too 
Its not Just a talking shop 
Collaboration, challenge, 
c1ari ficatlOn, 
communicatIOn 
DeciSions based on 
evidence, inclusion of 
views of all diSCiplines 
prompted by medicme 
High profile for PI's in 
some circumstances 
Members prepare for thiS 
meeting. 

• 0r111l0nS are heard 
and valued (if they 
arc credible) (see 
across) 

• Some members are 
not present but 
opinions arc heard 
and valued 

DeCISions arc reeorded and 
communicated and 
explained to others. 

Diagram 1 ACHIEVING TEAMWORK 

• 

• 

• 

• 

• 

Seeking to understand the 
demands placed on others -
but communicating need. 
Care team unity helps cope 
with staffing and resource 
uncertainties. 
Team challenging system 
rigidity 
NSF acknowledged and 
utilised where understood 
to be benefiting patients 
The team against the 
system. 
Working the system for the 
patient 

Working for patients and 
with families. 

DEALING WITH EXTERNAL AGENCIES 
PRESSURES AND 

Issues emerging from the data 

• 

• 

• 

• 

• 

Specialist 
knowledge/skills 
shared. 
Its ok to interrupt, to 
observe and to ask 
why or how 
Approachability of 
senior staff 
encourages 
questions. 
Seeking out the 
member of the team 
most likely to know 
or get things done. 

All team members 
are valued regardless 
of grade. 

NON HIERARCHICAL 
RELA TIONSHIPS 

IH~SPE(,TI:\(; ,\:\1> \.\U 1,\(; 
IE,\.\I .\IE\IBEHS 
• 

• 

• 

• 

(irade and senlllrlt\ does not 
seem to he the key conlnhutlllT1 
and commitment might be 
Crcdlbtlltv tn role IS Important = 

knowledge. skills. commltmcnt 
and experience 
Night stall. housekcepers. ward 
clerks. as well as consultant'> and 
senIOr therapists/nurses 
Optnlons sought. vOices heard 
Included 111 processes/ 
care/rehab 
Seen as m the learn 
Education for all grades. 
They enjoy being in the Ul1lt and 
domg this work - made to feel 
part of the team and respond to 
this. 

\1 \ '\ \(,1,\(, ( 0'\11 I< 1 (1I{ 

DII· HIU. '\( I 

• 

• 

roiL"rdlll'l' <lIld Tl"PCCt 
.IUd)!lll)! IlhL'll to 1T1tl'T\CTl,' or 1l1.t"c 
a pOlill 
('OlltlICt d\OIJancc (IT protc"loll,ti 
ddllltlwoJ 
I eam Idelltlt\ pro\ Idc, 'l'curil\ 
I i'lIlt! the JI~clrllllaf\ te~lm lor 
lettlll)! ol~ll'~lIll ~lIld dleC"llll' thc 
II a\ ahcdd 

• Lstabll~hed Tl'ldtl(llhil1r' all()\1 
challcngc ~lIld crltlL'l,m to hc 
dL'rlllcd/~eell a, prolc"loll~1 
concern 

PHOVIDIi\G C\HE A:\D HEIL\B 
• Commitment to stroke care and 

rehab 
• Shared values 

- stroke matters 
- patient centredness 
- rehab makes ad tflerence 
- change and development are 

possible 

• Its a collective effort 

• 

- if we do not work towards 
and on the same goals we are 
not effective 

Role shanng/sklll and knowledge 
sharing are valued when they 
improve patient care/outcome 

Adaptability and fleXIbility m attitude 

and approach - moved on from a narro! 
disciplinary focus - the stroke patIent 
versus aphaSia, dysphagIa and calone 
defiCIts 



Appendix J 3: Diagram 2 Early (2003) example or diagram to support analysis or coding and categorising 

Diagram 2 Early (2003) example of diagram to support analysis of coding and categorising 
Achieving team work in selected stroke units: key categories 

Structures and processes 
Cate~ol)' Working together for patients 
Subcategories Team thinking versus disciplinary thinking 

Thoroughness 

Interdisciplinary Team working 

Relationships between team Communication between team Perceptions of role boundaries Responding to the challenges to 
members members stroke unit team working 
Non hierarchical relationships Decision making Shared ownership of disciplinary 

work 
Supporting team members Specialist knowledge of stroke Blurring role boundaries 
Team relationships The multidisciplinary team meeting Understanding the roles and 

perspectives of other team members 
Importance a/relationships Shared records Interdisciplinary or transdisciplinary 
Negotiating changes in team working Ward round behaviours Joint working 

Being in the team Influences on team working Barriers to team working Challenges to stroke unit team 
working 

( 'ore and peripheral team members Prior team working Barriers to team working 
!!eing a ~w team member Political compromises Conflicting values 
()wning team members Policy imperatives Power and control in the team 
The disciplinwy team and the Contextual factors Organisation demands that challenge 
lIIultidisciplinwy (SU) team the team 
Different roles in different teams .. .. 

-------- ------

Making team work happen Positive about stroke care Holistic or person centred focus for Foundations for stroke unit team 
care working 

---- .------~-. 

1l:~111 rna~ritj Nature of stroke unit working Patient centredness 
I earn kadersh i p Defining rehabilitation Involving patients 

-

Education for team work Negative perceptions of stroke Patient's and relative's perceptions 
r--- ------

: Commitment to stroke speciality 
(Choosing stroke as a place to work) 

-- -- - ---~- ---- --



Appendix 14: Working diagram 3- Refining categories and identifYing the core category 

----- -- ---- --

------ --
Diagram 3 February 2004: Achieving team work in selected stroke units: key categories 

-
Struct~ ~es andjl_"~ces~!s 

---

( 'alcgo,'Y 
------ -----

Core category: Opportunistic dialogue Thillk ahout he/pillg {lfl{L _ 
. --- -

~--

Team thinking versus disciplinary thinking Him/aill!: or met/ialillK force\ 
i 

Thoroughness 
- - --- -------------

HAVING THE ACCESS TO THIS AND BEING ABLE TO USE IT Problems for peripherals but not 
Interdisciplinary Team H'orking-Working together for patients insurmountable-

SllhcateRories requires hard work creativity and 
compromise? 

----------- -

I nelusive team culture Communication between team Learning and working together Responding to the challenges to 
members stroke unit team working 

-------

Non hierarchical relationships Decision making Shared ownership of disciplinary Structural 
work 

--

,,,'uppol'ting team members Specialist knowledge of stroke Blurring role boundaries Contextual 
Team relationships- team maturity The multidisciplinary team meeting Understanding the roles and Interpersonal and Intrapersonal 

perspectives of other team members 
Importance o.lrelationships Shared records Interdisciplinary and 

trans disciplinary 
Negotiating changes in team working Ward round behaviours 

Being in the team Influences on team working Barriers to team working Challenges to stroke unit team 
working 

Core and peripheral team members Prior team working Barriers to team working Structural 
Being a new team member Political compromises Conflicting values Contextual 
Owning team members Policy imperatives Power and control in the team Interpersonal and Intrapersonal 
The disciplinary team and the Contextual factors Organisational demands that 
multidisciplinary (SU) team challenge the team 
Different roles in different teams 

Making team work happen Positive about stroke care Holistic or person centred focus for Foundations for stroke unit team 
care working 

Team member maturity Nature of stroke unit working Patient centredness Structural 
Team leadership Defining rehabilitation Involving patients Contextual 
Education for team work Negative perceptions of stroke Patient's and relative's perceptions Interpersonal and Intrapersonal 

Commitment to stroke speciality 

I (Choosing stroke as a place to work) 



328 
Appendix 15: Theoretical/analytical memos 

Theoretical Memo 10.02.2004 
In a nutshell ~he shi~ in ~he importance attached to elements of the model has been prompted by a 
number ofthmgs WhICh mclude: . 

• 

• 

• 

• 

• 

• 

Time ~o t~ink about the meaning of the data and explore/conceptualise its meaning. what 
IS behmd It and how does it work (freeing up)? 
Presenti~g at conferenc~s and being asked to summarise the core of what \vas going on. 
or questIOns about why It worked so well, was it too good to be true? What was the role 
of medicine; did it only work because senior medical staff were not often present and 
SHO's were regarded as temporary and instrumental team members and this altered the 
problems of power, influence and traditional medical dominance? 
Recognising I had not really progressed beyond coding and thematic analysis as a result 
of being stuck in the data or too close to the data (reading and re reading it as opposed to 
thinking about what it meant and how it could be understood) 
Systematically working on identifying and developing the categories and beginning to 
examine the relationships between them, looking at applicability and (fit, work and 
relevance) 
Going back over the observational data and recognising its significance, power and 
importance, using this to re-examine the interview data 
Engaging in conceptual work as opposed to only coding and memo work, from asking 
questions to thinking about some answers but again asking about the degree of fit, work 
and relevance of the core category and the sub categories (e.g. the attempts to model the 
achievement of teamwork in other than a simple liner or hierarchical diagram and 
thinking of analogies or far out comparisons, flip flop technique (see p 94-95 Strauss & 
Corbin, 1998) 

Review note: 
This has been a significant couple of days in terms of thinking about the ways in which the data, 
ideas, concepts and achievement of teamwork might be conceptualised. Until now I have 
been/was bogged down in lists and codes and accuracy of coding/interpretation (not that this is 
not important) so much so that I could not lift my head and say 'but simply. what is going on', 
what is really core to the achievement of teamwork in the selected units. 

So what happened? Re reading and thinking abut the observations was important and salutary 
(beneficial) partly because it was challenging to see if I had done what I said I would but also to 
look again at how I had seen things. Reading a piece by Christina Hughes (cited in Bryman and 
Burgess, 1994) also struck a chord in relation to how she made sense of her observations and 
began to develop her thinking. It was a short piece but somehow struck home when she was 
discussing the challenge to reconsider her data in terms of 'myth' and the literature surrounding 
this. I know this does not apply to my own data but her comments just struck a chord and 
prompted me to write differently (about categories) yesterday which has resulted in the. need to 
get this 'changed thinking down on paper. This is also about doing this work part tIme and 
moving from structuring and ordering the data (simply getting it. into N~ivo and coded) and then 
having the time and understanding to 'play with it' to ask questI~ns of It and ~f myself (and ~ot 
simply berate myself for not understanding). It is also a~out movm~ from readmg ~nd rc readmg 
to actually doing. I don't think this is just about deadlInes becommg more pressmg. but about 

readiness. 
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Theoretical memo 23.02.2004 

It has also been about trying to understand and get to grips with my concern at the conference 
presentations and the oft asked question, so what are your findings? Whilst I have had a list of 
themes which were clearly linked and suggested a core process, I was not satisfied with the 
explanation as it did not really synthesise the elements but tended to identify them and their 
importance but did not explain how they fitted together, or did not fit together. Two things helped 
here, firstly some re reading of the observational notes and being struck by the importance 
attached to the unplanned exchange of information and the frequency of reference to its 
occurrence in the data. Secondly was the discipline of trying to write descriptive and then 
storyline memos (Strauss & Corbin, 1998). These memos require a real sharpening of focus and a 
concise explanation of what is going on and how it comes about. Writing in this way shifted from 
the focus on individual elements as categories to a focus on the process by which the elements 
were related to suggest a core process for the achievement of teamwork. The challenge to think 
again about the things which made teamwork difficult or suggested that some team members felt 
they were not or said they were not involved in team decisions prompted me to ask how they 
were included and excluded and what they did and thought about that, how they explained their 
thoughts and behaviours and their perceptions of the behaviours of the other team members. 
Looking at the negative experiences and how these were addressed was illuminating because it 
further suggested the importance of the informal processes to both core unit based team members 
and more peripheral non unit based team members. It suggested the readiness to 'work' at being 
involved and being heard and made me ask again why they would make the effort and not take 
the traditional tack of retreating behind disciplinary boundaries. Some of this is about foundations 
being built and the teams maturing as a unit. This in tum has brought stability and continuity 
which is helpful in creating a climate for collaboration. Looking at the literature surrounding 
health professional team working now becomes a more useful comparative exercise. This does 
not mean that the core category outlined answers every challenge posed by the literature but it 
does suggest some of the reasons why the traditional problems encountered by some health care 
teams have been largely but not completely overcome or can be compensated for. There is still 
the problem with categories as concepts as opposed to labels or headings. The process of 
reviewing each of the categories is proving valuable on focusing on conceptual as opposed to 
thematic identification. 
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M?st health care professionals work with and collaborate with other professionals as part of their 
daIly ro~es. For some this involves working in teams or as part of a team, the function of which is 
to provIde care a~d treatI?ent. for indivi?ual patients who often have complex needs. Many 
healthcare professIOnals ~ve ltttle conscIOUS thought to the processes involved in achieving 
teamwork. The stroke umt teams generally held very positive views about working as a team and 
were aware of the po~ential benefits that their collaboration could bring for patients and for 
themselves as profeSSIOnals. The team members recognised the weaknesses as \vell as the 
strengths of their teams, but both teams had developed ways of working which largel\' overcame 
the ~ommonly encountered barriers and problems associated with health profes;ional team 
workmg. The same core process results in the achievement of teamwork in these two units even 
though the units face some different practical and organisational constraints in their day to da\ 
work. 

The team members who came together to establish the stroke units were mostly (but not all) 
mature and experienced professionals in the sense that they had worked in a number of clinical 
settings and roles prior to joining the stroke units. The stroke unit team members recognised that 
their initial team structure and development conferred some potential advantages which they were 
able to exploit and build upon to create some of the foundations for their current effecti ve team 
working practice. These advantages included the fact that most of the team members actively 
chose the stroke units as a place to work. This essentially self selection by team members reflects 
their shared interest in this area of neurological rehabilitation and indicates that they were and are 
positive about stroke care. The team members contrasted this with the negative perceptions of 
other health professionals they had worked with, who not infrequently regarded stroke patients as 
having little hope, and stroke care and rehabilitation as non technical and not challenging. The 
stroke unit team members reject these negative perceptions and pointed to the positive and 
beneficial outcomes for most patients who experienced co-ordinated rehabilitation. Many of the 
original stroke unit team members were still in post over four years after the units had been 
established. This suggests commitment to the speciality of stroke rehabilitation and satisfaction 
with the way in which the stroke units were now working. The team members also recognised the 
single disease focus and how, despite the complex and varied presentation of stroke, this 
facilitated the development of specialist knowledge and skills in stroke unit team members. The 
team members in both settings expressed the view that they did not think it was possible to 
develop the same degree of specialist knowledge and skills in a general medical, or elderly care 
setting where the types of presenting conditions were much more diverse. 

There were two types of stroke unit team member. Those team members who were physically 
based on or spent the majority of their working day on the stroke units, are referred to as the core 
team members. Secondly those team members who were not based on the stroke units but who 
had regular contact (sometimes daily, sometimes a number of times each week) with the stroke 
units either through specific and regular patient referral to their service or because part of their 
contracted hours of service were allocated to the stroke units. These individuals normally had a 
range of other patient responsibilities over and above those required by.the stroke .unit.. These 
team members are referred to as peripheral team members, the term IS used to IdentIfy the 
lesser contact with the stroke unit and the core team members. Other factors which \\ ere an 
important part of the foundations for the current team working and which appeared to u~derpi.n 
the ways in which the team members (core and peripheral) thought about ~nd engaged In theIr 
work with each other and with patients was their concern for persons. ~hlS \\ as expressed for 
patients their relatives and for other team members. It was a personal beltef and value an~ o~en 
cited a; a shared professional value. Its expression differed in part as a result of proksslon 
specific socialisation. The different expression of this belief and value appeared to he the source 
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of some tension between team members on occasion but paradoxically it also provided the basis 
or the common ground for the resolution of that tension. 

Setti~g. up. the unit~ led to so~e formal shared education sessions which in addition to providing 
specI~hst. mformatIOn ~nd skIll development opportunities, had a more important and enduring 
contrIbutIOn to the achIevement of teamwork in the two stroke units. This contribution \\as the 
establishment and endorsement of a system of learning and working together \\hich impacted 
on the achievement of teamwork in a number of ways. The formal coming together of the 
different professional groups and different grades within those professions in the same room to 
learn about stroke and its management conveyed a powerful but not directly stated message that 
'team members can learn something from each other, and all the team members need to be able to 
work together to address the complex needs of stroke patients'. However, the more informal 
commitment to learning and working together now seems embedded in the teamwork practice of 
the stroke unit team members and seems to be a significant factor in the inclusive team culture. 

The story so far might suggest a relatively unproblematic progression to effective teamwork and a 
smooth daily operation where team members collaborate without difficulty. This was not ho\\ 
team members saw their development or their daily work, however whilst they recognised and 
had to address the challenges to team working which follow, they had found ways to overcome 
or at the very least cope with barriers to team working. Some of these challenges and barriers 
are practical, organisational problems which, for some team members, make contact with and 
access to the stroke unit teams very difficult. Examples which affected both core and peripheral 
team members include service reorganisations resulting in social workers and dieticians being 
based at another hospital across the city (Holton), or taking social workers out of the stroke unit 
and hospital setting altogether (Colebrook). Other examples include the problems of filling vacant 
posts or trying to achieve the most effective balance of service provision with limited resources. 
Sometimes departmental policy decisions directly impacted on the way in which peripheral team 
members carried out their work. At Colebrook for example dieticians were advised by their line 
managers that they should not attend multidisciplinary team meetings as the time spent in the 
meetings (often up to two hours) could be more effectively utilised in providing more direct 
patient contacts. 

Other barriers originated in or were related to professional socialisation and traditional role 
expectations. Here the concerns about role boundary expansion or erosion and exercise of pO\'ver, 
control and medical dominance in the team context were issues which arose from time to time. 
The concept of being in the team helps explain the ways in which both core and peripheral team 
members perceived and understood their role as a team member a.nd also points to ho~ they 
worked with the barriers to team working. All the team members With perhaps the exceptIon of 
the ward clerks and housekeepers could point to a primary attachment to a distinct professional 
group, for example nursing, occupational therapy, medicine or social wor~. For core t~am. 
members in both units this primary attachment remained a key reference pomt for the baSIS ot 
their professional practice but these team members saw and defined themselves as part of the 

stroke unit team. 

For more peripheral team members their primary professional f~cus tended to define their team 
membership and their perception of themselves as stroke u~lt team mem?ers \\ as largely 
dependent on the degree and frequency of contact t~ey had. WIth th~ core .umt team memb~r.s. 
Where the degree and frequency of contact was relatively hIgh as \~Ith SOCIal work and spet:l:h 

d I t Holton and dietetics at Colebrook. these more perIpheral team members \\ ere 
an anguage a . ' -r"h' - . 

I'k It' themselves as )'nvolved members ot the stroke umt teams. e \\ a) s 111 more ley 0 perceIve -' 
which the peripheral team members responded to potential and actual barners to team \\orl.-1l1g 
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was dependent on a number of factors. These included the degree to which they v"ere able to 
regar~ themselves a~ part of the stroke unit team, the opportunities they had or made to engage in 
learmng and workmg together with other team members and the way the were able to access 
and make use of the core process of opportunistic dialogue with other stroke unit team 
members. 

The inclusive team culture reflected the kind of team relationships which had developed over 
time. These relationships were mature in the sense that challenge and criticism could be sustained 
as part of the relationship and not be perceived as a personal attack. Team members. core and 
peripheral, highlighted the importance of their relationships with each other and the team as a 
whole as one of the reasons that they were able to collaborate and work together effectively. 
Team members described the importance of making time to get to know other team members, to 
develop social as well as professional relationships. This investment in developing relationships 
provided the foundation for effective and mature dialogue with other team members. Thus it was 
easier to seek information, to ask for clarification and to challenge particular perspectives when 
team members had formed a working relationship. This was closely linked to the relative absence 
of traditional hierarchical relationships between the professions and the different grades of staff 
who worked as part of the stroke unit teams. The non hierarchical relationships provided the 
conditions for different team members to seek information from other team members, to ask for 
explanations or advice on aspects of stroke care and rehabilitation and to express opinions. 

The culture of learning and working together which had its origins in the formal shared 
education sessions also provided and supported the conditions for developing working 
relationships with other team members and highlighted the non hierarchical team practice on the 
stroke units. One of the main outcomes of these relationships was the opportunity for different 
professional groups in the teams to develop understanding of not only the specific actions and 
roles of other professionals but also the underpinning rationale of these professionals, that is, the 
reasons for their prescriptions. This is different from one professional giving instructions to 
subordinates. In some settings the professional who gives directions may not then participate 
directly in the subsequent day to day care of that patient with those team members. In this 
situation understanding of rationales for specialist advice does not develop. In the absence of 
understanding the rationale for the prescriptions of the physiotherapist for example. team 
members were able to cite situations where the prescription which may have been more time 
consuming or different to previous practice, was more likely to be abandoned than continued. 

The inclusive team culture extended to all core team members and included healthcare 
assistants, housekeepers and ward clerks, groups of staff who have not traditionally been given 
responsibility for aspects of the support, direct care or observation or stroke patients. This was t~e 
case in both the stroke units in the study. Peripheral team members were not excluded from thIS 
inclusive team culture but they did have more difficulty in taking advantage of the opportunities 
for learning and working together and were not always convinc.ed that all relation~hips \vere non 
hierarchical. These comments can be further developed in relatIOn to the nature ot the work done 
by the more peripheral team members. For example. where the work ~fthe more p~ri.pheral team 
member involved direct care, often physical care interventions, then thIS work .was VISIble to other 
team members and often impacted directly on their own work patterns. ThIS .\\as the ca~e for 
dieticians where they were involved in workin? \\it~ team ~e~bers to ensure Improved dletaT? 
intake. In this case the dieticians observed and mtervIewed telt mclu?ed as part of, the stroke UnIt. 
team and tended to view team relationships as non hierarchical. ThIS contrasts \\ Ith the ,,\.ork of 

h . I k t H lton whose work was not related to direct care and was less VISIble to t e SOCIa wor ers a 0 ," , 

h b Th's made I't more difficult for the roles skIlls and underpmnll1g ratIonales ot er team mem ers, 1 ' , ' , 

f . I k t b derstood b\' other team members. In thIS case tradItIOnal role o socIa wor ers 0 e un . 
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stereotypes were expressed by some core team members on occasion though most team members 
had a broader and more realistic understanding of social work. In some cases social \\ orkers 
worked cl?sely with team members such as occupational therapists on pre discharge assessment 
and plannmg and here there appeared to be good working relationships and understandino of the 
work, and the constraints on that work, of the other. b 

Senior house .officers were also peripheral team members in that although the) were based on 
the stroke umts for the majority of their working day they rarely worked collaborativeh with 
other team ~embers: Their work was characterised by responding to requests fro~ team 
members. ThIS could mclude requests for investigations or drug prescription from the consultant 
physicians, or for examination and diagnosis of patients who were considered to be medicalh 
'unwell'. The short duration of their team membership was also a factor for the senior hous~ 
officers in that this made it difficult for them to participate in the opportunities for learning and 
working together. This did not mean that the senior house officers did not benefit from the 
inclusive team culture and the non hierarchical relationships. Some clearly found the shared 
responsibility for patient outcomes removed some of their usual burden, and the shared decision 
making broadened their perspective on the complex needs of stroke patients. 

In respect of the non hierarchical relationships both core and peripheral team members 
recognised that this was a relative concept in that there were situations and instances where more 
hierarchical relationships reflected the power and authority associated with traditional 
professional roles. Examples included the lead taken by consultant physicians and sometimes 
physiotherapists in the multidisciplinary team meetings and the response of these team members 
to a direct challenge or difference of opinion about goals or plans for care. These challenges were 
sometimes met with responses which appeared to reflect a default to positions of power and 
authority to make the final decision even when other team members were not convinced of the 
wisdom of the decision. These situations were rarely observed in the two units but in interviews a 
number of team members made reference to more regular occurrence in the earlier developmental 
stages of the teams and the occasional occurrence during the period of study. 

Team members communicated in a number of different ways but these can be divided into formal 
and informal communication situations. In the formal sense there were two main situations, the 
medical ward round and the multidisciplinary team meeting. In respect of the ward round 
this occurred on one occasion per week for each consultant physician and was normally only 
attended by the consultant physician, senior house officers and nurses. The rounds varied to some 
degree but were essentially structured and formal medical reviews of patients at the bedside with 
some involvement of the patients themselves. The ward rounds were the clearest example of a 
more traditional hierarchical approach to team practice. However. in both units established 
relationships between the consultant physicians and the nursing staff meant that the rounds 
observed were mainly collaborative in nature and whilst they were clearly led by the consultant 
physicians, the rounds were characterised by information sh~ing, consultation ,and participation 
in decision making. The only occasions when this was less eVIdent was, when either the nurse or 
the senior house officer was new or relatively inexperienced, In these cIrcumstances the absence 
of a developed professional relationship, the relative inexperience and lack of st~o,ke sp,ecific 
knowledge and understanding impaired the ability of the new team member to partIcIpate In the 

ward round decision making, 

The ward round was perceived by the remaining team memb~rs (core and peripheral) ~s a 
'medical review' and as a result they did not feel excluded from thiS Co~~unIcatlOn opportunIt). 
The multidisciplinary meetings followed a similar pattern at both ~mts In that ther~ was a c~ear 

t th t,' wI'th each team member presentino informatIon about a partIcular patIent structure 0 e mee Ing b 
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in essentially the same order. Specialist knowledge of stroke facilitated communication in the 
meeting in that a shared technical language allowed the majority of the team members to 
converse qu~ckly and wi~h appar~nt understanding. Team members felt that the meeting provided 
an opportumty to share InformatIOn and to formalise the decision making process. There was a 
shared view that the meeting was an active and collaborative process in which team members 
could influence ~he decisions made. Not all team members were able to attend the meeting but 
one other .key dIfference between these stroke unit team meetings and those reported in some 
other studIes was that the team members who could not attend the meeting did not perceive that 
they were excluded from the decisions which were being made. It was also evident that those \\ ho 
made the decisions in the meeting were an integral part of ensuring that the decisions were 
translated into action. This occurred both through ensuring plans and goals were shared with 
other team members but more importantly through active participation in delivery of care or 
rehabilitation. 

Team members recognised however that these formal communication situations were a small and 
time limited part of their team working practice. For the majority of each working week the team 
members did not meet and talk in these formal settings but engaged in informal opportunistic 
dialogue with each other in the course of working towards agreed goals and translating team 
decisions into action. This opportunistic dialogue is regarded as the core process which 
synthesises the elements or factors which represent the foundations for teamwork, the barriers 
that teams must respond to and overcome and provides a mechanism by which team members can 
collaborate. It is in this opportunistic dialogue, this essentially unplanned exchange of 
information and ideas that teamwork is achieved and maintained in the two stroke units. 

What was striking early on when engaging in the observations, and then grew in importance as it 
featured indirectly in many interviews, was the ways in which the team members would use their 
unplanned face to face contacts with other team members in a direct and structured way. This was 
an opportunity for information exchange, questioning, clarification and decision making. These 
contacts were usually spontaneous in origin, and could happen anywhere on the unit where two or 
more team members came together and discussed a patient. The contacts and the associated 
dialogue which developed frequently occurred at the central work-station and normally involved 
more than two team members. The dialogue was inclusive and did not exclude or differentiate 
between grades or seniority of team members. The content was usually patient focused and 
related to previously agreed goals or issues related to the progress of rehabilitation or discharge 
planning. It resulted in sharing of perspectives, knowledge, skills, and in negotiation about 
actions or treatment options and the allocation or acceptance of responsibility for those treatments 
or actions. This dialogue and negotiation was usually the means by which agreements or plans 
made in the formal weekly MDT meeting were realised sometimes through necessar: 
modification or renegotiation. The dialogue took place in a context which was built on or 
dependent on a number of important conditions which .i~crea~ed its Iikeli~ood ~f its regular use 
and its perceived value for team members. These condlt~ons. Included t~e InclUSIve team culture 
which generally valued the skills, knowledge and contnb~tlOns of all l.tS members. It wa.s also 
related to the established pattern of team members learnIng an~ workIng together, and I.t was 
underpinned by the shared value of concern for persons evident In the language ~n? practtce ~f 
the team members. The extent to which team members could access and partIcIpate In th~s 
opportunistic dialogue was related to the degree of satisfaction that the~ ex.pressed abo~t th.elr 
involvement in the team and its work. Team members who were mor~ penpheral to the UnIts .. I.e. 
not based on the units or who had responsibilities to other teams an~ In other p~rts of the hospItal 
often spoke of and were observed us~~g t~is process .to ensure theIr perspectIve was heard anJ 
their contribution to the patients rehabl htatJOn \\ as realIsed. 
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