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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 with
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 two 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:

D

2)

3)

4)

S)

6)

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.

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.

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

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.

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

Negotiations Negotiations

Opportunistic dialogue
Translating team decisions into action through negotiation

Unplanned information exchange

Negotiation Concern for persons Inclusive team culture Negotiation
context- context-

Concern for 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 redefining roles and changing Hospita
/Directorate | 4 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 s;ructulr(c.es
and working | A4 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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Figurcle 15: Achieving teamwork in selected stroke units in the North of Eneland -a hub and spoke
mode -
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[n 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 turn 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 policy
and standards and with broader professional relations within society. The achievement of teamwork
is influenced by these wider social structures at both an individual professional level and at the
collective team level. The impact of these external influences was mediated by the inclusive culture
and professional maturity of the teams. The teams were not isolated from external influences but
had considerable autonomy in the negotiation and organisation of their work. In this model the

wheel’s hub is central to its continued and effective structure and function, in the stroke units.
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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 which
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 healthcare 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: Wendy, I cannot find the CT scan report in the notes. do you have any ideas where 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 review 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 worked out and agreed. The example below
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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 away 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 if his 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 1, 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 were

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 much

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 [PT] too and she thinks we should consider

stopping the Tizanidine. o
Consultant: Ok. well it does sound like a classic Tizanidine response. [to SHOJ it is a good

drug Alison but it doesn't sound as though things will improve, we'll 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



265

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 which 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) where 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 chapter 8 that
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opportunistic dialogue informed 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 normally 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:

OT: (sounds irritated) But you know I am not in Friday afternoons, Anne [other OT]

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.

OT: So what it we lefi it till late morning, say 1130? Is there any reason his wife can't

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 OTs proposals (Bohm, 1996; Farrell et al, 2001). Reaching agreements often
involved compromise for one or more team members, what Strauss (1978) termed ‘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 normal part of professional responses

to complex patient problems The above example and that in Appendix 9, illustrate the kind of
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negotiations regularly observed in the stroke units and how these impacted on the day-to-day
division labour. Similar kinds of interactions were also noted in the teamwork research of McCallin

(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 al, 2005). In particular, the perspective has been identified
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 al, 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 web of interrelated

conditions and consequences in social orders. In the current study. these conceptual frameworks
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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, 2001a); and the relationship of consultant physicians to the teams.

Early interactionist research in hospitals (Strauss et al, 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. At
Holton, the team maintained separate systems of record keeping alongside a shared team record. At

Colebrook the team had no shared record but provided access to each other’s notes. These external
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‘guidelines’” were understood, but both teams negotiated a form of practice that they believed 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 al, 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 al, 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 similarities 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 work in the
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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 contrary
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 of labour. In
common with the current study, the studies identified above reinforce the position that focusing on
the actual accomplishment 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-Hall (1982) in their study of two School districts.



274

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. However.
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 healthcare 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 continuity
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 forms of boundary-blurring, de Jacto 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 impairments
relating to control of balance, posture and movement, co-ordination of chewing and swallowing and
cognitive impairments 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 normally carried out by doctors were pragmatic responses to difficulties

they experienced in contacting doctors and the intermittent 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 SALTSs with some limited overlap with
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 compromisc or
agreement’ (Concise Oxford Dictionary, 1990). Within the negotiated order perspective, 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 (1984)
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 tvpes of
negotiations taking place. This criticism can be applied to some studies conducted in healthcare
settings which are located within the negotiated order perspective, including 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 healthcare 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

1 ' ieving * ise” in di e discussions with
occurring between nurses and doctors. only achieving ‘compromise In discharg
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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 & Charlton, 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 was 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 timing.
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 al, 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: 254) acknowledged this
criticism and sought to locate negotiation within a broader framework of processual ordering.

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
Aexibility 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 not
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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 al’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
interdisciplinary 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 megotiations 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 professionals 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 will 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 work
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 al, 2003; Allen et al, 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; Cott,
1997; Griffiths, 1997; Long et al, 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 conflict.

Abbott (1988) identified competition between professions for an exclusive scope of practice as

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 were 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 (McCallin, 1999; Molyneux, 2001; Borrill et al, 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); moreover.
team members did not seek to establish or maintain exclusive jurisdictions. Day-to-day work
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 between team members.

particularly as they identified benefits and rewards including workload sharing and patient

improvement as a result of blurring boundaries. The division of labour was not perceined 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. Team
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, [ argue that more specific examination
of dialogue and negotiations in the context of working with patients and responding to policy
directives is necessary to understand how assimilation and accommodation arise and are managed

in healthcare teams.

More detailed study of dialogﬁe 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 way
actors responded to each other in tasks requiring joint action. Conceptualising dialogue between
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 advice
(Strong, 1979; Perdkyld, 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. | found
grounded theory methodology provided a systematic and rigorous approach to qualitative
researching. Grounded theorists aim to produce substantive theories which are “more orientated to
the pressing practicalities of 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 reseafchers 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 any one 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.

[ 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 al’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 which
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 rehabilitation context. These have value for analysis of teamwork in these and

other settings and contribute to the literature examining the utility of the negotiated order
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perspective. The findings also provide further concepts for analysis of substantive theory developed
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, [ 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 meaning were presented to and discussed with research participants and at

conferences. These discussions helped clarify analytic 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 acknowledge that my
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 sho§v 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 healthcare
workforce required to meet the needs of patients, families and communities in the future. (DoH.
2000b, 2001b; 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 rﬁeeting 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 al, 2001; Miller et al, 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 where
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 arrived at or

examines what can be learned from single or repeated episodes of joint or separate working. The
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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 wavs of
treating patients. These could provide significant learning and development opportunities in terms

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 day
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 hospitai 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
healthcare 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 i1s
identified as likely to improve patient outcomes, is specifically planned for and actively supported
(Stark et al, 2000; Wilson, 2000; Borrill et al, 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 turn 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 providé 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 turn 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 tumn these

processes can contribute to developing patient focused services that must be central to our health

service.
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Mr D J Clarke

Lecturer in Nursing

School of Healthcare Studies
Baines Wing

University of Leeds

Leeds LS29UT Date: 30® January 2002

Dear Mr Clarke

Re: CA01/126 Achieving “teamwork”: a groundedwtheory investigation in selected
stroke units in the north of England

Thank you for your letter of the 21% 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 confirm that this is acceptable and I afirable to give full approval by chairman’s action
for you to proceed. b

Yours sincerely ~



24th January 2002

Mr David J Clarke
Lecturer in Nursing
Baines Wing
University of Leeds
PO Box 214
LEEDS

LS2 9UT

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 written 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 of monitor(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
tral.

You must now register your Study with the R&D Department to gain Tru;t 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
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Proiect'title: Tgamwork: 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 whether to
participate in the research you 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 following
information and to discuss it with other people if you wish. Please contact the researchecr

directl.y 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:

1) 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 permission to the
researcher to watch the team members providing you with treatment such as physiotherapy.
speech therapy or nursing. The researcher would also request permission 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 the stroke unit team:

The main purpose of working as a team in the stroke unit is to improve the care that is offered
to patients. One way to find out how patients feel about the way they were cared for by the
team is to interview the patient. A small number of patients who are well enough to take‘part
in an interview will be approached approximately six weeks after they have gone home from

the ward and asked if they would like to be interviewed.

Do | have to be involved in both parts of the studyv?
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!t is up tg you whether or not to take part. If you do decide to take part you will be given this
information she'et to keep and you will be asked to sign a consent form. 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 information:

The information 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 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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Carer Information Sheet

Project Title:_ Tearp 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 information 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 will
want to understand why the research is being carried out and what it would involve if your relative
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 information. 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 will
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 observationa} part of the‘
study could provide valuable information 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 work with each other and with
patients. Your relative's participation would involve giving permissiqn to the researcher to watch
the team members providing your relative with treatment such as physiotherapy. speech therapy or
nursing. The researcher would also request permission to listen and watch team members talking 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 study at any
time without giving a reason. The researcher will also withdraw your relative from the study it at
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

Yoq are bc?ing invited to take part in a research study. Before you decide whether to
part¥c1pate 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 information 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 formal consent to.partic?pate in
the study, specific verbal permission 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 informal and formal interaction with each other, with patients and
relatives and in formal settings such as team meetings, ward rounds or case conferences. 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 (with
permission) will be audio taped. The interviews will focus on indi\'idgal team membgr's
experiences of. and perceptions of the nature and process of team\\'orqug in stroke units.
Interviews will be conducted with 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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approacheq 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 anonymous 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 teamworking
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 unit. 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.



Appendix: 6 Interview transcript letter 317

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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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:

e What do the concepts of team, and team working, mean to the different health

professionals working in stroke units?

e How do health professionals conceptualise their role in the team and the roles of other
health professionals working in stroke units?

e In what ways do health professionals conceptualisations of team working in stroke units,
affect their actions on the stroke unit?

e What do the health professionals working in stroke units believe effective team working
to be?

e How do team members communicate with each other in stroke units?

e In what ways do the health professionals working in stroke units believe that stroke unit
care contributes to improved patient outcomes?

e How are the perspectives of the patient and family members taken into account by team
members in the stroke unit?

e How do team members make decisions in stroke units?
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1) Introdqctory overview and explanation of the nature of the interview:

Covermg. issues such as: Format, timing, confidentiality of the data, consent to audio taping.
opportunity 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 unit’?

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
gonsiQer as the interview progresses. It is NOT intended to ask all of these questions of all
Interviewees.

The nature of ‘team’

e Can you tell me what you think about when you think about the word ‘team’?

e How does you definition of the word team match up to your experience of the team on this
unit?

e  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’

e  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?

e  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 . .
e  What do you think is required to achieve teamwork, to make it happen here on this unit”

e s there a team leader on this unit?
e Tell me about the ways in which the team meetings/patient care conferences/team

rounds/consultation contribute to team working.
e  How much do you know about the roles/work/functions of other team members?

e  Tell me about the ways in which team members communicate with each other.

e  How are decisions made in and by the team?
e s it important to know about the roles/work/functions of other team members? .
e  What do you think effective team working is and what makes team working effective on this

unit?
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e  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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The activity was focused on getting a patient in a better sitting position in '
cha/r.(many I?ad been tried). The physiotherapist responded to %opmments froinn:;;szrs,dag:jﬁ ngi
phy.;{otherap/sts that the current chair was not helping this patient achieve an adequate sitting
pOS{t/on so that he could be assisted to eat or read when he wished to. The patient expressed his
desire to try apqther chair because he wanted to be able to spend time out of his bed indicating
that he saw S/(t/ng qut of bed as part of progressing his recovery. The current rehabil}tation plan
was not meeting this patient’s needs. The physio and patient relationship was well established
§1ue 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.

The_z 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 effort was
worth it. ‘something could be done’ if the patient wanted it. Concern for 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 moming.

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 arms. This occurred as part of
a continuous dialogue, a sort of ‘thinking out loud’ with the other physiotherapist and the 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 for persons ' o .
Also an instance of exploring the rationale for professional actions. thinking aloud .sharing

knowledge and perspectives.

This was followed by the physio going to find the healthcare assistant (IjCA) who was can'ng for
the patient that shift and the next few shifts and negotiating a rehabilitation p/an' (30 minutes
twice a day as a minimum in the chair to facilitate sitting upright for lunch/evening meals) in
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considerable detail with this HCA. This included explaining the chair, its purpose, benefits, and
problems, ‘Iack of safety over time, the patient’s physical and postural characteristics \;vhich
reduced_ his safety and how to respond if this happened. Key safety concerns were repeated and
appropr/qte actions forcibly stated. The HCA was part of this discussion and was encouraged to
use he( judgement about managing 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
oal but wanted a clear timetable for review.

The physio recognised the amount of time and effort that would be required to carry out this
rehabilitation plan and enlisted the patient’s support in confirming that he was willin_g to try using
this and repeated her explanation of the therapeutic (balance and posture) beneﬁ(s of the trial.
Following more dialogue the physio agreed to run over the positioning issues again 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 with the nurses. Here there was
some bargaining- 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 opportunistic dialogue commonly seen, the process W hich

underpinned the negotiation of the social order and resulted in achievement of teamwork in these

stroke units.

i
|
|
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Appendix 10: Case conference- Patient safety at home

Extract from fieldnotes Case Conference, Holton, May 2002

In the team meeting it had been agreed that the patient’s level of cognitive impairment
meant he would be at risk and would be a major challenge for his family. There seemed
to be a team understanding that the patient was at risk and that 24 hour care was probabiy
the best solution, but his wife needed to try at home before she would be ready to acceét
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. 1 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 pressurqd 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 evidept but
this time with the patient’s family. A consensus was reached on a trigl home ViSI.t at a
time agreed. It was agreed to meet again following the trial prior to making a

recommendation to the team meeting.



324
Appendix 11: Fieldnotes- Linked memo 12: 18.03.02 & Linked memo 16: 25.03.02

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 & j

surgical rounds I was used to and have seen recently in surgical wards. Thinking about what the main
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
patient (covered technical medical but also strong functional, social and emotional focus-this was really
comprehensive) and the efforts made to involve the patients themselves in reviewing their progress (som’e
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 of the ward area rather than removing the patient to the ‘gym’.

2) The nature of the joint working, the PT led because of specialist knowledge of the tilt table but the
session was inclusive of the RA, nurses and later OT. 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, | have coded this as boundary blurring and understanding the roles and
perceptions of other team members, because 1 observed the PT sharing specialist knowledge and
skills, she also requested specialist wound dressing and healing information related to a sore at the
back of the patient’s head from the nurses — The question is that boundary blurring is a convenient
theoretical concept, but how do the team members explain and make sense of what they do in

Jjoint working, do they perceive there to be professional boundaries to be blurred?




Appendix 12: Working diagram 1- October 2002 Reviewing developing codes and categories

KNOWING THE WHOLL

PATIENT

. Holistic/patient centred concern (shared
and valued)

. Active recruttment and involvement
of relatives

. Rehub requires knowing patients as
people

. Involving, giving choices. educating for
rehab

- Carrving this across

- to MDT mectings
- to planning care/therapy
- to ward round
- to working with others
- to working with (not on)
the pauent and family
o) Cross disciplinary sharing of this
value/belie!

COMMUNICATION STRATEGIES

=  Frequency of contact and access

*  Opportunistic 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

A TEAM

To review, make decisions

and move forward

We do this elsewhere too
Its not just a talking shop
Collaboration, challenge,

. Opinions are heard
and valued (if they
are credible) (sce
across)

- Some members are

RESPECTING AND VALUING

TEAM MEMBERS

. Grade and sentority does not
seem to be the key contribution
and commitment might be

. Credibihity in role 1s important =
knowledge. skills, commitment

clarification, not present but and experience
communication. opinions are heard . Night statf. housckeepers. ward
. Decisions based on and valued clerks. as well as consultants und
evidence, inclusion of Decisions are recorded and senior therapists/nurses
views of all disciplines communicated and . Opmions sought. voices heard
prompted by medicine explained to others. Included in processes/
. High profile for PT’s in care/rehab
some circumstances Seen as in the team
. Members prepare for this . Education for all grades.

meeting.

. They enjoy being in the unit and
doing this work —~ made to feel
part of the team and respond to
this.

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
RELATIONSHIPS

MANAGING CONELIC T OR
DIFFERENCH

. Tolerance and respect

. Judgine when to mtervenc or make
a poimt

. Contlict avordance of professional
adulthood

. Team dentity provides security

. Using the disciphimary team tor

letting of steam and checkhing the
way ahead

. Estabhished refationships allow
challenge and cnticism to be
detined/seen as professional
coneern

PROVIDING CARE AND REHAB

. Commitment to stroke care and
rehab
. Shared values

- stroke matters

- patient centredness

- rehab makes a difference

- change and development are
possible

. Its a collective etfort
- 1f we do not work towards

and on the same goals we are
not effective.

. Role sharing/skill and knowledge
sharing are valued when they
improve patient care/outcome

Adaptability and flexibility in attitude

and approach — moved on from a narro

disciplinary focus - the stroke patient
versus aphasia, dysphagia and calorie
deficits



Appendix 13: Diagram 2

Early (2003) example of diagram to support analysis of coding and categorising

Achieving team work in selected stroke units: key categories

Diagram 2 Early (2003) example of diagram to support analysis of coding and categorising

Thoroughness

Interdisciplinary Team working

Structures and processes
Category Working together for patients
Subcategories Team thinking versus disciplinary thinking

Relationships between team
members

Communication between team
members

Perceptions of role boundaries

Responding to the challenges to
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 of 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

C'ore and peripheral team members

Prior team working

Barriers to team working

Being a new team member

Political compromises

Conflicting values

(hvning team members

Policy imperatives

Power and control in the team

The disciplinary team and the
multidisciplinary (SU) team

Contextual factors

Organisation demands that challenge
the team

Different roles in different teams

'M;I;ing team work happen

B S S S R

Positive about stroke care

Holistic or person centred focus for
care

Foundations for stroke unit team
working

[ cam maturity

Nature of stroke unit working

Patient centredness

7I'cramr Icadership

.

Defining rehabilitation

Involving patients

| Education for team work

Negative perceptions of stroke

Patient's and relative’s perceptions

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 catréié(')ries'

Structures and processes

Category

Core category: Opportunistic dialogue

Think about helping and

Subcategories

Team thinking versus disciplinary thinking
Thoroughness
HAVING THE ACCESS TO THIS AND BEING ABLE TO USE IT

Interdisciplinary Team working-Working together for patients

Hindering or mediating forces

Problems for peripherals but not
insurmountable-

requires hard work creativity and
compromise?

Inclusive team culture

Communication between team
members

Learning and working together

Responding to the challenges to
stroke unit team working

Non hicrarchical relationships Decision making Shared ownership of disciplinary Structural
work
Supporting team members Specialist knowledge of stroke Blurring role boundaries Contextual

Team relationships- team maturity

The multidisciplinary team meeting

Understanding the roles and
perspectives of other team members

Interpersonal and Intrapersonal

Importance of relationships

Shared records

Interdisciplinary and
transdisciplinary

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
multidisciplinary (SU) team

Contextual factors

Organisational demands that
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
(Choosing stroke as a place to work)
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Appendix 15: Theoretical/analytical memos

Theoretical Memo 10.02.2004

In a nutshell the shift in the importance attached to elements of the model has been prompted by a
number of things which include: '

e Time to think about the meaning of the data and explore/conceptualise its meaning, what
is behind it and how does it work (freeing up)? |

e Presenting at conferences and being asked to summarise the core of what was 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?

e Recognising | 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)

e Systematically working on identifying and developing the categories and beginning to
examine the relationships between them, looking at applicability and (fit, work and
relevance)

e Going back over the observational data and recognising its significance, power and
importance, using this to re-examine the interview data

e 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 | 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 mean 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. 1 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 whlch has resulted in the. need to
get this ‘changed thinking down on paper. This is also abogt 'domg thls work part time and
moving from structuring and ordering the data (simply getting lt.mto NYlvo and coded) and then
having the time and understanding to ‘play with it’ to ask questions of it and Qf myself (and not
simply berate myself for not understanding). It is also al?out moving from reading gnd re reading
to actually doing. I don’t think this is just about deadlines becoming more pressing. but about

readiness.
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Appendix 15: Theoretical/analytical memos

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 turn 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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Storyline memo: February 22™ 2004

Most healthcare 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 and treatment for individual patients who often have complex needs. Many
healthcare professionals give little conscious thought to the processes involved in achieving
teamwork. The stroke unit teams generally held very positive views about working as a team and
were aware of the potential benefits that their collaboration could bring for patients and for
themselves as professionals. The team members recognised the weaknesses as well as the
strengths of their teams, but both teams had developed ways of working which largely overcame
the commonly encountered barriers and problems associated with health profeséional team
working. The same core process results in the achievement of teamwork in these two units even
thm;(gh the units face some different practical and organisational constraints in their day to day
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 effective 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 gnits but who
had regular contact (sometimes daily, sometimes a number of times F:ach week) with the strok.e
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 1s used to identify the
lesser contact with the stroke unit and the core team members. Other factors which were an
important part of the foundations for the current team working and which appeared to underpin
the ways in which the team members (core and peripheral) thought about z.md engaged in their
work with each other and with patients was their concern for persons. Thls was expressed ‘for
patients, their relatives and for other team members. It was a pgrsonal belief and value anq oﬁen
cited as a shared professional value. Its expressiop differed in part as a result of proigssncir?
specific socialisation. The different expression of this belief and value appeared to be 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.

Setting up the units led to some formal shared education sessions which in addition to providing
specialist information and skill development opportunities, had a more important and enduring
contribution to the achievement of teamwork in the two stroke units. This contribution was the
establishment and endorsement of a system of learning and working together which 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 how
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 power,
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 and also points to how 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.k. For core team
members in both units this primary attachment remained a key reference point for the basis of
their professional practice but these team members saw and defined themselves as part of the

stroke unit team.

their primary professional focus tended to define their team
f themselves as stroke unit team members was largely

dependent on the degree and frequency of contact thpy had' with th§ core .unit team members.
Where the degree and frequency of contact was relatively high as \\."1th social work and specch
and language at Holton and dietetics at Colebrook, these more penphcra? team mgmbers \'\‘e_rc
more likely to perceive themselves as involved members_ of the stroke unit teams. I'he way }: in
which the peripheral team members responded to potential and actual barriers to team working

For more peripheral team members
membership and their perception o
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was dependent on a number of factors. These included the degree to which thev were able to
regarq themselves as part of the stroke unit team, the opportunities they had or made to engage in
learning and working 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 bgen given
responsibility for aspects of the support, direct care or observation or stroke patients. This was the
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 gpportunities
for learning and working together and were not always convinced that all relat10n§h1ps were non
hierarchical. These comments can be further developed in relation to the nature of the work done
by the more peripheral team members. For example. where the work qf the more pe.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 was the case for
dieticians where they were involved in working with team merpbers to ensure improved dnetar>-
intake. In this case the dieticians observed and interviewed felt mclu.ded as part of.the stroke unit
team and tended to view team relationships as non hierarchical. This contrasts with the '\\.ork of
the social workers at Holton whose work was not related to dire_ct care and was I;ss \‘IS.lbIC to
other team members. This made it more difficult for the roles, skills and.underpmnmg_ratmnales
of social workers to be understood by other team members. In this case traditional role
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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 workers
worked closely with team members such as occupational therapists on pre discharge assessment

and planning and here there appeared to be good working relationships and understanding of the
work, and the constraints on that work, of the other.

Senior house officers were also peripheral team members in that although they were based on
the stroke units for the majority of their working day they rarely worked collaboratively with
other team members. Their work was characterised by responding to requests from team
members. This could include requests for investigations or drug prescription from the consultant
physicians, or for examination and diagnosis of patients who were considered to be medically
‘unwell’. The short duration of their team membership was also a factor for the senior house
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 l'ed by the cc?n_sultgnt
physicians, the rounds were characterised by information shar_mg, 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 abser?ce
of a developed professional relationship, the relativ\e inexperience and lack of st.ro.ke spgcnﬁc
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 _penpheral) as a
‘medical review’ and as a result they did not feel excluded from this communication OPPOfIU“‘”N

The multidisciplinary meetings followed a similar pattgm .at both qmts in that therg was a qear
structure to the meeting with each team member presenting information about a particular patient



334
Storyline memo: February 22™ 2004

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 quickly and with apparent understanding. Team members felt that the meeting provided
an opportunity 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 the 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 who
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 focu§ed 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 necessary
modification or renegotiation. The dialogue took place in a context \fvhich was built on or
dependent on a number of important conditions which ir}cregsed its llkellhood qf its regular use
and its perceived value for team members. These condit.lons. included tf_le inclusive team culture
which generally valued the skills, knowledge and contrlb}ltlons of all its members. It was also
related to the established pattern of team members leamlr!g anq working together, and it was
underpinned by the shared value of concern for persons evident in the language ?"fi practice gf
the team members. The extent to which team membefs cquld access and participate in [hl'S
opportunistic dialogue was related to the degree of satisfaction that the,\. expressed szoqt ‘th.elr
involvement in the team and its work. Team members who were more peripheral to the units. Le.
not based on the units or who had responsibilities to other teams anq in other parts of the hospital
often spoke of and were observed using this process to ensure their perspective was heard and

their contribution to the patients rehabilitation was realised.
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