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Abstract

Background: Modern healthcare requires highly specialized healthcare professional®
communicate, share knowledge and work together, often under stressful conditions. Cress
professional collaboration is highly dependent on the collective knowledge of healthcare
professionals and their willingness to share. This research considers thet@maction of
cross-professional collaboration andtacit knowledge sharing for effective healthcare and

patient safety.

The Context: There is a paucity of research on healthcare, teamworand knowledge
sharing in Omani healthcare, contrasting with studiesimWestern healthcare. This research
will explore the teamwork and knowledge sharing in an Omani hospital, providing a

snapshot of current practices, and is the first empirical study dhis type in Oman,

Aim: This research maps team types within a tertiay teaching hospital in Oman and
deepens our understanding of the factors influencing KS in crogsofessional teamswith a
focus on tacit knowledge. Itmaps the intersections between anss-professional teamwork

andtacit knowledge, aiming to reconcile pratice and evidence.

Method: A qualitatively driven exploratory multi-method designusing a constructivist
interpretivist approach. The research analysed 36 documents, 26 sessiructured
interviews and 7 hybrid focus groups(HFGs)using participant-led creative exercises, the

latter creating a nontraditional methodological approach to eliciting rich data. The data

were integrated, and a thematic analysis appliedo present a holistic exploration of the
phenomena under study.

Findings: Official documentaton OAOAT U 1| AT OET 1T AA Q@AAIAAPDODS h
OAT 11 AAT OAOCET T 8h  OA lahdi particip#n’s Quiderbtdodh thedel tarms O+ 3 6
differently, as teams were created by different departments to suit specific needs.
Nevertheless, all participants emphasisedheir collaborative and KS activities, describing

them as both necessary and practised daily. Interpersonal qualities were highihted as the

major facilitators or barriers to KS and teamwork.

Conclusion: This study contributes to understanding the factas affecting KS within cross
professional teams in Oman. Tensions around team membership and KS between
departments created uneas for KS behaviours, but patiententred care (PCC) was
considered a unifying factor for teamwork and KS at every level. Theeiof HFGs allowed
for the co-production of visual artefacts mapping KS and teamwork, creating rich data.

These could be adaptedbr further research.
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Chapter one: Introduction

E&iﬂ%_iwﬁﬁg

Introduction

+1 1T xI AACA EO AiT T OEAAOAA A1l AOOGAO A O
development and quality improvement, hence it is vital to understand and improve

the ways in which knowledge is shared. The healthcare environment is knowledge

rich and increasingly complex, largely as a result of increasing interdependency and
interaction between disciplines and specialities (Plsek and Greenhalgh, 2001; Rouse

and Serban2014). Knowledge sharing (KS) practices and behaviour between highly
specialized healthcare professionals (physicians and nurses, and other
paraprofessionals) are critical for ensuring healthcare quality, patient safety, and
outcomes (Edgren, 2008). Tienad Goldseymidt-Clermont (2009:257) describe the

EAAI OEAAOA OUOOAT AO OA -ceiitdred hofiviies Ehht@A C O A C
ET ACAAGET cl U AAPAT AAT O 11 ET & Oof AGETT O,
3A0AAT jc¢mptq A@bl AET OE Aéivery Bl A doopleO AT AE
adaptive system will help us design a system that is more efficient, effective, and
ANOEOAAI Ao 4EOOh EZLE xA AAT O1T AAOOGOAT A Ot
research will focus on humanrcentred interaction, conceptualising eamwork and
knowledge as socially situated. Hence | will consider individual experience, views

and practices of knowledge sharing within the healthcare teams, specifically how KS

and teamwork are negotiated, practiced and experienced within crosgrofessional

healthcare teams.

1.1. Research Background and Rationale

Cooket al.(2000) discuss healthcare complexity, in particular that whilst extensive
specialization has increased the clinical potential of medical intervention and cure,
this growing specialisation widens the expertise gap between the different
specialities, creatng and solidifying professional silos with minimal overlap
between specialities and a consequent lack of K&f(Finn and Waring, 2006). From
the literature it is evident that many factors intertwine within such a complex
system, as healthcare professionalmust negotiate personal and institutional power,

culture, professions, boundaries and factors every time they interact.



Chapter one: Introduction 4

Piv%imjn}
$ 6! 1 Tet@D(2005:126) highlight this difficulty, stating that it is unrealistic to
expect individuals to collaborate merely by binging them together, rather:

O3ET AA POl ZAGOGEI T AT O EAOA OI 0006060 A
processes can be established, there is a wide range of human dynamics
that need to be developd xEOEET A OAAI 86

As Welleret al. (2014) comment, insufficientAOOAT OET 1T EAO AAAT b
challenges the modern healthcare environment poses to the effective sharing of
ET £ Oi ACEIT AAOxAAT bDOT OEAAOO86 4EA ETA

within healthcare means effective collaboration and communicatio, between
teams and within teams, is necessary to deliver the safest and most efficient patient
care. The literature, in large part, advocates teamwork as the method to provide
more efficient healthcare (Reevest al.,2010). It reflects a discourse thateamwork
enables healthcare professionals to overcome the traditionally strong divisions

between professions and specialisations to be able to work efficiently together.

$ 6! | et@i(2005:116) highlight the importance of collaboration in healthcare

due OT OEA OCOI xET C Al i bl AGEOU 1 £ EAAI OE
DOl ZAOOET 1T A1 O ET OAOAADPAT AAT 068 9A0O OEA I
professional collaboration andrd AOET T OEEDPO ET EAAI OEAAOA
1999; Drinka and# 1 AOEh c¢mnnn : x AOAT OOAET h 2dA0A0
al., 2005; Jabr, 2007). As Welleet al. (2004) noted above, collaboration cannot be

taken for granted especially as each profefonal is educated and professionally
socialised initially withi n a discipline-based environment rather than within a cross

or inter-disciplinary milieu. Considering teamwork and knowledge sharing as

socially situated activities, they are contested, negi@ted and inherently political

practices, as will be discussedithe Literature Review.

This thesis, therefore, will add to the current research by focusing on exploring how
healthcare professionals negotiate, experience and practice KS within healthcare
teams, specifically tactKS amongst crosgrofessional teams (br example, doctors,
nurses and other healthcare specialities). Healthcare is knowledge rich and
knowledge is rapidly increasing within specialities, which needs to be brought
together for sak and effective treatment and to avoid medical errors (Hamornik&nd

Juhasz, 2010) This includes sharing skills, knodwow, know-who, and clinical

3
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experiences, all of which are explored in the literature in relation to their impact on
the quality of medicaldiagnoses, decisions and patient safety (Paavoé al.,2005;
Abidi et al.,2005; Henry, 2006; Steiningeret al.,2010). Thus, this research explores
how healthcare team members understand their shared work experience, how they

work together, and how theyshare (if they share) their knowledge.

1.2. The Research Settg and Context

This section discusses the context in which this research is situated, framing the
research statement by outlining the Omani context, and discussing the social,
economic and wlitical context. This enables an understanding of th®mani
healthcare context, and its implications for the challenge of KS in healthcare teams
in Oman. This section will also explain why the Omani healthcare system, and
specifically Royal Hospital, wereselected as a case study for this research. Further
information on how culture is likely to impact the phenomena of study is given in

the Literature Review.
1.2.1. Oman

The Sultanate of Oman is an Arab state on the coast of the Arabian Peninsula,
bordered by the UAE, Saudi Arabia and Yemen. Oman's estimategplation around

5 million and over 40% of these are expatriates, many coming from Egypt, Pakistan,
India, Bangladesh and the Philippines. It has historic links with Britain from the
eighteenth century, and the two countries remain close. According to Bua¥ar and
Mellahi (2006a), Oman is ethnically diverse, reflecting its colonial history, with at
least 12 spoken languagesWhile most Omanis are Arab, (74%), a proportion are
Baluchi or Zanzibari. The tibe and family remain important with tribal and
patriarchal traditions and values strongly influencing society and interpersonal
relations (Robertson, AtKhatib, AlHabib and Lanoue, 2001; Budhwar and Mellahi,
2006a). Religion is important in Oman, with met Omanis identifying as Muslim
(only around 5% of Omanis identify as nonMuslim, although this proportion is
higher among the immigrant population). Oman is unusual in that it has Ibadi Islam

as the national religion, and around threequarters of the Musim population follow

1 These include endangered indigenous languages such as Bathari, Harsusi, Hohjibhali,
Kumzari, and Mehri.
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the Ibadi school. Ibadism is corsrvative, yet tolerant, and Oman's law originated
from the law of Islamic Sharia. In Oman Islam is foundational for the operation of
the community, the government and culture. Several studies have higghted the
influence of Islam, not only on daily lifeput in the workplace, on organizational

management and human resources (Ali, 1992; Robertsat al.,2002).

Administratively, Oman is divided into eleven governorates, which are subdivided
into smaller districts, called wilayats. Oman's economy is primarily based on oil,
agriculture, fisheries, and overseas trade, with an increasing promotion of tourism.
Petroleum income has accounted for about 40 percent of Oman's GDP since the
discovery of oil in 1964 More recently, in anticipation of oil reserves being
exhausted, Oman has promoted nonil alternatives, in particular, natural gas.
Omanis thus enjoy low taxatio, free social services and public sector jobs. However,
Forstenlechner and Rutledge, (2010hnk these to political obedience as Oman is an
absolute monarchy, meaning the sultan is head of both state and government, and
political parties are banned. Whils there is a legislature is made up of an upper
chamber, the State Council (Majlis abawlah) and a lower chamber, the Advisory
Council (Majlis ashShura), these have only consultative powers, and all criticism of
the Sultan or government is illegal Ct Svailes, Said and Fahdi, 2012; Thomast al.,
2010).

1.2.1.1 Omanisation

From 1988, the Omargovernment introduced a skills and employment localisation
programme called Omanisation. It is intended to replace expatriate workers with
Omanis in key sectorsricluding industry, logistics, finance, and tourism. This is

discussed further below.
1.2.2. Omani Healthcare Development

In 1970, when Said bin Taimur was overthrown as the Sultan of Oman by his son,
Qaboos bin Said, the main priorities for the new rulewere education and healthcare.

A report of the time (Chris Kutschera, writing in the Washingin Post, December 27,
pwoxmq AAOAOEAAA OEA EAAI OE OEOOAOEIT AO

of the highest rates of infant mortality in the world, a an estimated 90% of the
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and in 1976, first Five Year Plan was initiated tcsupport ongoing healthcare
development (Times of Oman, 2014). Early development initiatives emphasd the

creation of a strong infrastructure for healthcare services through inviting

internati onal workforces to aid the new Omani healthcare system. Yet, as
EECEI ECEOAA ET A O300OAOACEA (AAI OE 71 OE¢4
sustainable healtlcare, there was a need to build a national health workforce to
achieve selfreliance, and theprocess of Omanisation has been implemented to
replace expatriate workers with Omani personnel. Oman has moved rapidly toward
achieving this strategic health planGhosh, 2009; Times of Oman, 2014).

The Omani government has continued with fivgrear development plans and the
eighth Five Year Plan (201% 2015) included planning strategies that incorporated
local, regional and international directions. In 2015, the @ani healthcare system
underwent another transitional phase, with the introduction of the longterm plan
O4EA &OOOOA /OOITTE T &£ (AAT OE 3UOOAT O ¢mi
The Omani healthcare system is built on three integrated layers to sustain effective
and high quality health services to all the Wilayats (states) of the Sultanate: primary
healthcare is delivered by medical centres, polyclinics and local hospitals; secondary
healthcare is provided through tertiary referral hospitals and specialized hospitals
(both primary and secondary healthcare is provided throughout the Sultanate),
high-tech spegalized healthcare is offered by large hospitals in the Muscat
Governorate, including the Royal Hospital, Sultan Qaboos University Hospital,

Khoula Hospital, AINahda Hospital and Al Masarah Hospital.

According to the 2014 Statistical Year Book producedybthe Ministry of National
WATTTITU j-T.%q ET /i ATh /1TAT60 EAAI OE OA
services provided by the Ministry of Health (MoH), foexample by the end of 2013,

the total MoH primary healthcare institutions in Oman reached 22&ealth centres,
complexes and local hospitals. One result from the jump in healthcare services is

that remarkable drop in new-born and child mortality rates with the reduction of

mortality rates before the first year of age dropping from 118/1000 cases 1970

to 45/1000 cases by 1985 and 9.5/1000 cases in 2012. Similarly, mortality of

20man: The Death of the Last Feudal Ar&tate, taken from https://www.chris -
kutschera.com/A/Oman%201970.htm (retrieved 1/12/2018)
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children before their fifth year of age was reduced significantly from 181/1000
cases in 1970, to 52/1000 cases by 1985, and 11.5/1000 cases in 2012.

According to one newspagr report, (Times of Oman, 2014):

O4EA -ETEOOOU T &£ (AAI OE AT 1 OET O1 001 U &

developing policies and strategies for health managemeénn order to

promote the management process so it is able to respond to the

challenges resuling from the nature of the health system and the

OOAAAOOEOA AEAT CAO OEAO AEAOAAOAOEUA O
Shehadeh (2012) quotes the Undersecretary for Planning Affdr AO / 1 AT 6 O -
OAUET ¢ OEAO OEAHh OAT O1 OOUBO (AAl & arga OOAD
AT OE OAAI EOOEA r AT Ay Ei ACET1 AOEOGA68 '1 OEI
distributed over a relatively large area of sparsely populated settlaents, the Omani
government has created easy access to health services for about 98% of the
population, while provided mobile health teams covering the remaining 2% (MoH,

2009a; 2009b; WHO, 2009; Alshishtawy, 2010).

1.2.3. The Case Context: RoyalHospital

The Royal Hospital, Muscat, was commissioned in 1987. It is a large, tertiary, acute
care hogital, owned and administered by the Ministry of Health, Sultanate of Oman.
It provides state-of-the-art services in the specialties and suspecialties d Adult
Emergency, Anaesthesiology and Adult ICU, Child Health Medicine, Surgery
Obstetrics and Gynaealogy, Medical Laboratories Pharmacy and Medical Stores,
Infection Control, Central Sterile Supply, Physiotherapy Oncology, Radiology, and
Nursing. It also provides Dental Surgery, Clinical Dietetics, a Genetic Centre, and a
Diabetic and Endocrine Centrelt houses the National Oncology Centre for adults
and children, and a 13%ed Cardiac Centre is being built. Daily it supports around
700 outpatients in gecialist clinics, and a separate Dagare Ward is being built, but
various clinical procedures are cuently carried out on a day-care basis. These
include chemotherapy, lithotripsy, haemodialysis, upper and lower Gl endoscopy,
coronary and peripheral angography, bone marrow biopsy, therapeutic
phlebotomy, transfusion, chelation, etc. The Emergency Deparents deal with

about 200 ambulatory emergency walkins every day, adults and children.
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a special care Baby Unit. The Hospital has an emergency alert system and
adult/pa ediatric Cardiac Resuscitation Teams and a Trauma Resuscitation Team.

There is also a Disaster Management Plan when more than 5 seriously wounded
surgical patients or 10 critically ill medical cases are simultaneously brought to the

Accident and EmergencyDepartment.

The Hospital has 9 welequipped operation theatres3 and operations include open
heart surgery, separation of conjoined twins, kidney transfantation, and

laparoscopic gastric bypass surgery for morbid obesity.

The Royal Hospital is a major teching hospital for the Sultan Qaboos University MD
course and serves as a training facility for the posjraduate Residency Programme
of the Oman Medical Specialty Board in Medicine, Surgery, Obstetrics and
Gynaecology, Child Health and Laboratory Media It is recognized by the Royal
Colleges of UK and Ireland as an official centre for the membership examinations in
Medicine, Paediatrics and Sumgry. It also provides clinical training for nursing and
paramedical students of the Nursing Institutes in thecapital area, the Institute of

Health Sciences, and Sultan Qaboos University.

Total Non-Omani Omani
Code Category
Total | F M Total | F IM | Total | F M
1 Doctors 524 | 219|305 | 347 | 131|216 177 88| 89
2 Pharmacists 101 64 37 32 13 19 69 51 18
3 Nurses 2208 | 1991 | 217 | 1288 | 1240 | 48 | 920 | 751 | 169
4 Technician 481 | 296 | 185 | 212 99 | 113 269 | 197 | 72
Total 3314 | 2570 | 744 | 1532 | 1483 | 396 | 1258 | 1087 | 348

Table 1.1. Total number of staff in RH based on 2016 statistics

Nationalities within the RH workforce include Algerian, Ameican, British,
Bangladeshi, Bulgarian, Canadian, Danish, Egyptian, Eritrean, French, Hungarian,
Indian, Iraqgi, Omani, Pakistani, Filipino, Polish, Saudi, Serbian, Sri Lankan, Sudanese,

Syrian, Ukrainian?

3 Although at the time of this research only 7 were being used.
4 Taken from the Royal HospitaIntranet.
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1.2.4. Teamwork and Knowledge Sharing in Omani Hea lthcare

Most studies on teamwork and/or KS in Oman have concentrated on industry, or IT.

(Al Shamsi, 2010; Al Shamsi and Sen, 2011)-Blisaidi et al. (2010) studied KS in a

private petroleum company in Oman, and concluded #t KS was challenging for

OmarE AOI OOOA AAAAOOA OETIT xi AAGCA EO CAT AO.
EAT AA ET AEOGEADBAI O OxElIi 1100 1 EEAI U EAAI
with others, because they might loose[sic] their value and compeitOA AAOAT OA
(2010:2). In contrast, Alhousary and Underwood (2016) argue that Omani culture,

in valuing trust and reciprocity, encourages teamwork and KS.

However, there is little research on teamwork and KS in healthcare either
specifically in Oman orin the wider Gulf region. WHO(2005), in their Regional

Strategy for Enhancing Patient Safetpotes that approximately 10% of inpatients in
-EAAT A %AOO EIT OPEOAI O AOA T EEAIT U O EA
understanding how to improve patient sdety is important. Over the pat few years

a small number of studies have been undertaken, showing there is increasing

interest in the topic.

Al-Mandhari,etal.j ¢mptdcough OAOAAOAEEI C /1 A180
among the most positively rOAA AOAAO 08 jOftr x& OKIEA @O ALIC
4EA 1710600 DPOT Al Al AGHE dnd tabskidns (4486 anCuitifity i

which information and KS are vitally important. AtMandhari, et al., (2014:268)

AAEZET A O1 OCAT EtdiuBuOl £l PIOA AAT AT © Gultukedrh OA
which mistakes lead to positive changes and changes are evaluated for
AEEAAOEOAT AGOGoh AT A AT T OEAAO OEEO EIT OAcC
OEAEO AEOAQOOEIT 1 £ OOAAI xicarnemsoiGipport O1 E
and respdA O xEOEET OAAiI OGh AT A OEA OAAI GO A/
efficiently. This implies a supportive and reciprocal perception of teamwork.
However, AFMandhari, et al. (2014:268) qualify their findings with the need to

o

/

consider the Omani culture:

O" AAAOOGA 1T &£ EOO OOEAAI 1T OECET AT A EOO

/1 Al EO ETTxT OF AA AEAOAAOAOEUAA AU
management styles. Such management styles indicate the hierarchical

nature where O1 T UAT OU OI O BrAmonl pgresdiigiiand EO A
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Conceptually, paternalistic organizational culture is likely to be

ET ATi DAOEAT A O OAAIi OPEOEOGS
4EOOh OEAU AOCOA OEAO OAAI x1 OE -&bural/ I AT
b A OO A O -Hdndhariget 4., 20114:268; Common, 2008).

I AAAT 2AEEI jgmmoq AT i1 AT OO OEAO OAAAAO«
attributes of the transitions in the Omani health system. Similarly, Alshishtawy
jcnmpndemgq OOAOGAOG OEAOHh O/ 1 AT 1 AéanfsouiOAAD

planning supportedAU A1 AEAEAEAT O EAAI OE ET &I O AOE
(2010) found that in Royal Hospital, when seeking knowledge, clinicians were most

likely to ask colleagues and use their peer network. In contrast Jabr (2007) lbed

at KS behaviour by clinicans in Royal Hospital and Sultan Qaboos University
Hospital, finding that junior physicians were likely to cite workload as hindering KS,

AT A OEAO OATEI O DEUOEAEAT O OEAA 1 ACAOQEO,
knowledged | ¢ mTmx 4 ¢ v Y Q8 egatidelatitudesEprinkadly td &pgatridte

x] OEAOO xEIT AT 1OEAAO EO Oi T OA OOAEOI OI
DAOOEAEDPAOEI ¢ ET OI AEAT AOAT 066 AT A EAAO
study by Shamsudiret al.(2016) considers how to suppat teamwork and KS in an
environment of Omanisation, suggesting that if job security cannot be a motivating

factor, organisations can ensure improved employability through supporting

training and opportunities for expatriate workers.

Furthermore, Mickan et al., (2010:497) describe the barriers and facilitators for

Ai 11 AAT OAOETT OEA AEOAT OAOAA ET /1 ATE E
AEEEEAOI O DAOOI T Al EOEAGS AT A OOCOAEE OO
collaboratiol ZAAAEIT EOA QI OQmett ifrdl KiphA-RAOLOI# T BT EEAUT +
OIlTCiIETC OOAELE OOAET ET CO6 ET OI 1 OET C OAT T ¢
Oi AAROET ¢cO AAOxAAT EAAI OE x1 OEAOO AT A OUOC
The Omani governnent has inaugurated communicabn skills training and
teamwork workshops as a compulsory part of the professional development plans

for healthcare workers at all levels. In 2010 these reached around 30% of healthcare
workers, with the goal of 60% by 2015 Alshishtawy, 2010). Whilst Omai
government has promoted teamwork and communication, there remains a lack of

research on how this is implemented, and on the creation and promotion of policies

10
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and guidelines to support these phenomena in healthcare environemts. This
research is intende to be a step toward remedying this. From this brief review, it is
evident that teamwork and KS practices and motivations provide a fertile ground
for study. Thus, an initial document analysis was conducted by obtaining dafi@m
the MoH website, and fronthe case study, Royal Hospital, (RH). More details about

the initial document analysis findings can be seemm Chapter Six.

1.3. Problem Statement and Motivation

The paucity of explicit coverage of KS and teamwork i@mani healthcare literature
and in the initial document analysis contrasts with Western studies (Shamsudiet
al., 2016). This research examines the practice and evidence of these phenomena to
provide a clear picture of current practices oteamwork and KS within the Omani

healthcare system ad to compare it with similar practices around the world.

Firstly, as noted, KS, crosprofessional teams, and KS among crogsofessional
teams is underresearched in Oman. In 2000, the World Health Orgeation (WHO)

I AGAAA 1 AT 80 EAAIIQHEMAIAOdp ted Wit healthcare A A
systems in the world World Health Report2000). Yet, little is known about whether

this efficiency and effectiveness is supported by the way in which healthcare
professionals within Omani healthcare function or hovhealthcare teams share their
knowledge, or the extent to which there is organisational support to provide
efficient health services and avoid communication errors. The WHO Report (2000)
described Oman asefficient in financial resources utilisation in hedth services.
Hence whilst seeming to have spent a relatively small amount it was acknowledged
AO OEA OEZEOOO ET EAAI OEAAOA AAI EOAOU AEA
pwp T AOET T A kgior@lUrtofigdntan, 2005F. Nevertheless, there ha
been no follow up report since 2000. Al Khamiset al. (2018) note that healthcare
provision in Oman faces considerable challenges, citing thdealth Vision 2050

report (2016). These include funding slortfalls, research neither being prioritised

> TheWHO used five performance indicators to measurkealthcare systemsn 191 member states

It rated France first for best overall healthcarewith Italy, Spain, Oman, Austria and Japam the top
10 (See discussion irAl Salmj and Hannawi2016).

11
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nor disseminated, poor ceordination between MoH and other healthcare

I OCAT EOAOQGETT Oh AT A Al OEIi T AOOOASE OAOAAOA
Khamisiet al., 2018).

Secondly, the Omani healthcare systh comprises both indigenous people and
expatriate workers. This creates an interesting case study with healthcare workers
from different backgrounds and with different experiences put together in teams.
The literature search was unable to identify any stdy of how these groups work
together to deliver the dficient and high standard healthcare reported
internationally. Lastly, there is an ongoing debate among researchers regarding the
viability of teamwork ( Cf.Procter and Mueller, 2000; Finnet al.,2010). Although
teamwork has been suggested as the best wafor the increasingly complex
healthcare settings, there is a lack of empirical studies supporting this argument,
and how tacit-KS among these teams may facilitate their efficiency. If activities such
as teamwork and KS are socially situated and the regubf micro-negotiations and
contestation, they must be studied within the wider nexus of social constructionism

and discourse.

The healthcare environment is adopting more crosprofessional teamwork andKM
practices to achieve the best healthcare qualitgnd outcomes (Gallois (2015). The
literature highlights that a considerable amount of medical errors occur as a result
of communication gaps between team members and the lack of KS among them
(Awad et al.,2005). It is a challenge for healthcare professiais to work effectively
within healthcare teams to achieve the expected patient safety and healthcare
quality and outcomes. The overall objective of this study is to deepen our
understanding of the factos that increase or lessen the tendencies of healthea
professionals to engage in KS behaviours in teams. There is a need to study and
understand these issues within their local settings in order to promote best practice,
hence this research in a step toard greater understanding of KS behaviour in cross

professional healthcare teams in the Middle East.

Thus, the current research aims to bridge this gap by investigating current practices
of teamwork and KS through the experiences of healthcare professiosah RH. It

aims to identify the dominating team types as perceived by healthcare professionals
in Omani healthcare settings. Following that, it explores the level of KS within these

teams, and considers the impact of crosgrofessional teamwork on KS andvice
12
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versa. More exploration and a deeper understandg are needed when knowledge
sharing, particularly tacit knowledge sharing, is used for supporting the efficiency
of health teams. This study therefore considers KS and teamwork practices in Omani
healthcare settings by exploring the experiences of cliniahs and nurses of these

phenomena.

It will provide a context and understanding of an important area of health care
(knowledge sharing in teams) in a novel, socioultural and economic context where
research is currently lacking (Oman). It reports on how nrdividual healthcare
professionals understand and experience complexities and negotiation of teamwork

and knowledge sharing practices.

1.4. Research Questions, Objectives and Scope

The area of interest in this study is KS among healthcare crepsofessionalteams,
specifically, tacit KS, thatwhich can be described as personal and embodied
knowledge that can be revealed through activity, action, or practice (Polanyi, 1962,
1966; Brown and Duguid, 1998; Spender 1996b; Nonaka, 2002; Leonard and
Sensiper, 2002)Knowledge as a concept is discusseid detail in the Literature
Review, however this research seeks to expand our understanding of the
relationship between crossprofessional teamwork and the level of KS among team
members in the Omani healthcare settingby answering the overarching researb

guestions:

1 What team types dominate the experience of healthcare professionals
within the Omani healthcare system?
How is knowledge shared in these teams?

1 What factors or combination of factors can influence, directlgnd indirectly,
the knowledge sharng process in crosgprofessional teamwork?

Figure 1.1 presents the development of the research problem and questions.

13
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Figure 1.1 Development of the resarch (Source:Developed for this thesis.)

Research Objectives

1. Tounderstand the extent of research on KS amongst crepsofessionals
in healthcare settings.

2. Tounderstand professionals experience, practices and understaimg) of
teamwork in Omani healthcare crossprofessional collaboration.

3. Toidentify the types of KS practices within these teams.

4. To understand the impact of crosgprofessional teamwork on KS and
vice versa.

5. To characterise factors or combinations of factorghat can influence,
directly and indirectly, the KS process in crosprofessional teamwork.

6. To highlight the link - if indeed it exists - between crossprofessional
teamwork and the level of KS among the team members in healthcare

settings.

The first objective is to assess the current literature and to understand the extent of
research on KS amongst crosgrofessionals in healthcare settings, as well as
examining any shortfalls This also includes relevant research carried out in Oman,
as wel as providing a critique of these areas. The second and third objectives are
the first steps in identifying the implementation of teamwork in Omani healthcare,

the types of teams and the kel of KS within these teams.

The fourth objective uses the datagathered to explain the impact of cross

professional teamwork on KS and vice versa. This provides the base for objectives
14
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five and six to build on. The fifth objective uses the data collectehroughout the
research to map existing best practices that proote knowledge sharing among
cross-professional teams in healthcare. Finally, the sixth draws from the data corpus

the link, if it exists, between successful crosgrofessional teamwork and te level of

KS among the team members in healthcare settings.

wELAAOEOA OAAI xT OE ET EAAI OEAAOA OAIl EAC
communicate and share their knowledge. Teamworkas substantial implications
for patient safety and medical erros, which are often the result of collaboration and
communication gaps between healthcare team members. The results of this
research can help not only the Omani healthcare system but the wieoGulf region,
given the little research previously carried out inthis field. In theoretical terms, the
present study contributes to earlier research on KS and/or teamwork in healthcare
settings by building a conceptual framework that includes the most gnificant
factors found to influence or inhibit KS behaviour and/@ teamwork in previous
empirical studies. This study extends previous research by investigating the
influence of these factors on knowledge sharing amongst crogsofessional
healthcare teans within the Middle East. It also provides the first holistic revew of
knowledge sharing and teamwork in RH, adding to an increasingly important field
(Finn and Waring, 2010). In practical terms, this research is intended to help
healthcare professionalsand management understand the factors that facilitate
effective teamwork and KS and, more importantly, generate methods to foster,
promote, and improve efficiency. Implementing strategies that promote teamwork
and KS are expensive and time consuming, hentiee results of this study will
provide Omani healthcare managersvith guidance and direction with respect to KS
in cross-professional teams, including which factors are most significant for a
healthcare organization to focus resources on. So, this studylveonclude with some

suggestions for promoting and nurturing K&and teamwork in healthcare.
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1.6. An Overview of the Research Design and Methodology

ERddERbd AR

Iﬂlﬂ‘ﬂﬂﬁmﬂfﬂuﬁﬂdiﬂgl A AR B BRI A

Figure 1.2. Research design(Source:Adapted from Koo (2004, p. 68), modified to suit this

research prgect).

This research uses an exploratory and innovative approach to conduct empirical
research on healthcare professionals (clinicians and nurses), at a large tertiary
teaching hospital (The Royal Hospital in Oman). This required the collection of
qualitative data using faceto-face semistructured interviews as a primary research
instrument. The second primary instrument is a nortraditional methodological
approach to eliciting rich qualitative data through two sets of Hybrid Focus Groups
(HFGs). The firstseries of 3 interactive HFGs collected the views, experiences and
understandings of participants associated with crosgrofessional teamwork. A
second series of 4 interactive HFGs exploredross-professional teamwork, team
types and communication behaviou through an art and craft project as a data

collection method. Alongside these two approaches documents were collected and
16
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further analysed to provide a comparison between practices and @omentation.
The integration of these different and rich data soures provided a rich insight into
the phenomena under study. These were placed within the context of a review of
official documentation relating teamwork and KS that offered an organisation&tns

onto the phenomena,
1.6.1. Justification of the Research Me thodology and Design

As noted earlier in this chapter, there is little research on KS in healthcare teams in
Oman. Thus, the choice to undertake an exploratory research was made, to gather
information and insight. The methodology and reasoning are discued further in

the Methodology Chapter, but her | offer a justification for the selection of the

research methodology.

The particular economic and social contextual factors of Oman and RH have the
potential to influence the phenomena under study, so it wasnportant to look into
the phenomena in their social, cultural and organisational setting, and consider how
individuals and teams interacted and engaged in KS and teamworking, for which a
qualitative approach is suitable (Creswell, 1994; Denzin and Linaol 2008). At the
sametime, qualitative research with inductive reasoning, allowed more depth of
understanding and flexibility. Denzin and Lincoln (2000) as cited by Esch and Esch
(2013) asserts that qualitative research can be used to address research gtiens

on how experierces can be made visible, making the social construction of actions
evident. Schultz (1973) describes how gqualitative research employs the meanings
inscribed by participants as social actors to explain how they experience everyday
life. Hence this researchwvill use the words and experiences described by healthcare
professionals within RH, as described by Denzin and Lincoln (1994). Thus, this is a
multi-method research that employs a social constructionist approach towards
exploring its subject matter. Similaly, the choice of case study enabled the
exploration of complex issue within a contained context, offering multidimensional

and in-depth understandings of the phenomena (Crowet al.,2011; Yin, 2011).

Constructivism is the epistemdogy framing this study as it focuses on how
individuals understand, create and negotiate KS and teamworkhe aim of the
research was to understand subjective meanings formed by participants within

their social and organisational contexts about the phenosna. Thus, the data
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collection process included semustructured interviews with open ended questions

AAT 00 OEA DPEATTITATA T &£ EI OAOAOGO OEAO !
understandings and experience (Blatter, 2008). The use of hybrid focus groups
(HFGs) allowed participants to construct their own visual expression of meanings

and concepts through the production of visual artefacts. The richness of this process,
creating not only the visual data but also observation, discussion and verbal
explanation, i a particularly valueble method. Participants interacted, aggregating

their collective knowledge to produce the final artefact. Participants also gave

meaning to the artefacts in their descriptions. (Blatter, 2008).

Considering the challenge of studying acit knowledge, without longitude
observation, | felt the integration of data from the HFGs and interviews offered data
on certain forms of tacit knowledge exchange between the participants. For example,
role negotiation during the HFGs allowed the obsentson of how such negoiation
took place, including nonverbal cues such as taking the lead, or suggesting a plan
and direction for tackling the problem, also how participants communicated and
engaged with the task. As participants were engaged in conceptising and
reconstructing their views, | was able to observe understanding and practices as
they emerged from individuals and within the group. The interviews also allowed
for a greater understanding of the daily practices, experiences and attitudes of

participants as they desdbed teamwork and KS interactions (Myers, 2009).

1.7. Perspective of the Author / Limitations and Key Assumptions

My interest in this topic comes from my experiences in healthcare, working at the

21T UAT (1T OPEOAIT Adf Health. [Aldd frondseindthe BnparCobpoor

AT i1 OTEAAOCEIT 11T TU OEOOAO8O OOAAOI AT O x
Oman with aplastic anaemia. The lack of communication and KS between healthcare
professionals led to a near fatal delay in her diagsis and treatment, which
profoundly affected my family. Therefore, | have developed and delivered a course

AO OEA 51 EOAOOCOunidati@n éhdE Bofddratidn fZamongOCross
Professional Teams: MBChB Masterchs8 ) EI DA [ U OAWAAOAE

bringing researd closer to the practice.
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| have experience in healthcare as the library manager at Royal Hospital Central
Medical Library (RHCML) between 2005 and 2013. Later | worked with Planning
Affairs at the MoH, being part of various crosprofessional teams. Thusl was in
direct contact with the phenomena | am investigating and have personal experience
of crossprofessional teamwork and KS practices in Oman, and have rdéié as well

as scholarly knowledge of the topic. My previous roles wiin RH and the MoH man
that | can contact many of the hospital healthcare professionals and management
staff.

However, several concerns also appear, such as whether a personal relationship
between me and some of the participants could influence their awers? Also, there
is the possibility that | could distort my interpretation of the results based on pre
conceived ideas on the phenomena of study. Chapter Three, on the methodology of

this study, provides suggestions for overcoming these issues.

1.8. Thess Layout

Chapter One- Introduction

This chapter provides a background and justification to the topic and the case study
of RH, whilst highlighting the research problem and questions and stating the
purpose of the researchlt comments on existing reseech in teamwork and KS in
Oman and the Omani healthcare system, and how this research intends to build on
that. Finally, it justifies the methodological choices in preparation for a full

discussion in Chapter Three.
Chapter Two - Literature Review

This chapter identifies and discusses existing literature relating to KS and cross
professional team practices in healthcare especially knowledge sharing within
teams. It considers the definitions of the terms used and suggests definitions that
suit the philosophical and epistemological choices made to frame this research. It
evaluates perceived associated benefits with KS and crepsofessional teamwork,
and the factors that have been indicated as barriers or facilitators to KS and cress
professional teamwork, including applying and implementing KS and cross

professional teamwork as a best practice in healthcare.
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Chapter Three- Methodology

This chapter describes the methodological approach taken in this research and
reasoning behind it, and behind the selectedata collection instruments. | discuss
why | have chosen to undertake a constructivist multmethod case study design, an
innovative qualitative study. In addition, the chapter offers visual and written

representations of the procedures applied in this resarch.

Chapter Four z Findings: The macro perspective of the phenomena

(Organisational Level)

This chapter reviews the documents related to the case study with particular
reference to teams,teamwork and KS, such as policies, procedures, and so forth.
These were sourced from the RH website and intranet, and include documents
identified or suggestedby participants. It provides the framing and organisational

context for the rest of the findings.

Chapter Five zFindings: The micro perspective of the phenomena (Individuals

Level)

This chapter introduces briefly the participants and outlines the researh findings.
It explains and presents the integration process for the findings, enabling a
comparison of the data and the construction of a comprehensive picture diie

research findings from the data corpus.
Chapter Six- Discussion and Conclusion

This chapter discusses the research findings in line with the existing literature,

including previous research, theories and practices. It summarises the findings and
analysis, providing a conclusion that addresses the research questions and
objectives. Finally it offers suggestions, based on the results of the study, for
supporting KS and teamwork in the Omani healthcare environment, and looks to

further research.
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1.9. Summary

This chapter has provided the research context, explained thmportance of KS and
teamwork, particularly cross-professional teamwork, in healthcare. The main aim
and objectives of the study have been outlined, along with the research questgn
and a brief discussion of the rationale for the study by pointing to itsignificance
within the current research relating to Oman. The chapter concluded by describing
the research design and reflecting upon my personal perspective on the thesis. The

next chapter presents the literature review that underpins this research outhe.
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Literature Review and Theoretical
Framework
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Chapter Two: Literature review and Theoretical Framework
2.1. Literature Review Development

The literature review was carried out in two man stages:

1st stage: searching to learn to facilitate exploring, familiarising and building an
understanding of key theories, concepts, definitions and authors within this field.
The literature review is the base on which the research problem, and furteore

the research question, are formulated (Bryman, 2012:98).

2nd stage: searching to write a more focused, informed and systematic search
targeting literature that offers insight into the thesis developmat, the phenomena
of interest and to answer oneof the research objectives (To understand the extent
of research on knowledge sharing amongst crogsrofessionals in healthcare

settings).

This latter stage has been ongoing throughout the research period. &Hiterature
review provided the information to design this research and identify where there
are gaps. A preliminary review of literature related to Omani healthcare practices,
with regard to KM, KS and teamwork was undertaken, followed by an extensive

review of teamwork and KS practices in healthcarmore generally.

2.2. Methodology of the Literature review

This literature review was the starting point to establish an understanding of the
existing research on the phenomena of interest, which then narroed to a more
specific focus to identify gaps irthe literature and position my research within the
field (Hart, 1998; Jessoret al., 2011; Ridley, 2012; Fink, 2013).

A traditional or narrative literature review methodology was selected. This type of
literature review summarises and critiques the liteature on a subject area, offering
conclusions. Such a review is necessarily selective in the material covered, although
the criteria used for selection is not always clarified to the reader. The value of a
narrative literature review lies in collating a bioad volume of literature on a given

topic, summarising and synthesizing it. It thus creates a broad framework for
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understanding the current level of understanding on a topic, and highlight the gaps
in a bodyof knowledge, inspiring further research. It isadaptable and helps to refine
a broad research question, hence it is useful both for topic selection and topic
refinement in that it aids in determining a hypothesis or research question (Beecroft
et al., 200). It also aids the development of conceptualrdheoretical frameworks
(Coughlanet al., 2007). In addition, narrativeliterature reviews can be undertaken
independently of a research study, for example, to evaluate current practices or

update guidelinesand policies (Polit and Beck, 2006; Croniet al., 2008).

Both crossprofessional teamwork and knowledge sharing behaviours in healthcare
are receiving much interest as research topics, as KM and teamwork are key factors
in health service effectiveness athimprovement initiatives. It is important that any
correlation between crossprofessional collaboration and KS behaviours be well
understood as the increasing specialisation of healthcare and the progressively
complex health problems confronted by healthprofessionals create pressures
toward fragmentation and interdependency. We have limited knowledge of these
processes and the complexity of crosprofessional relationships and KS behaviours

among these teams.

Thus, thisliterature review is intended to identify conceptual frameworks that could

improve our understanding of these important aspects of health organizations. To
OEEO AT Ah ) EAAT OEEZEAA AT A OITE ETOI ATTC
the literature for the phenomena under study, andhe various concepts associated

with collaboration, team types and knowledge sharing and B) the theoretical
frameworks of collaboration and knowledge sharing. Thditerature review is

presented through a thematic approach.

As a result of the preliminary literature review the research questions were
formulated as demonstrated in table 2.1. below. These research questions provided

me with the foundation for the methodological decisions as discussed below.
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Exploration Phase
Step 2
Familiarizing and building an <P
understanding of terminology, St"’-‘P 5
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Figure 2.1. Literature Review Roadmapspurce: developed for the purpose of this research
As shown in figure (2.1.) the first step, exploring the literature, involved reading
widely on the topics. Once an understanding was research, more focused study was
possible. Steps 45 were iterative, to narrow the topic and establish the research
scope and subsequently the research questions. The literature could then be
evaluated, and its signitance determined. Finally, the interpretation stage involved
comparing the literature to the research finding for the data collected during this

project.

A variety of approaches were used: accessing library catalogues, online search
engines and databasg online and print journals and books, websites, Mendeley and
Endnote libraries and Internet resources. In adition, the search also incorporated
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™

the Royal Hospital Electronic Library, The RH website, the Oman MoH Electronic
Library and website, Omani mectal publications such as Oman Medical Journal, The
University of Sheffield online library as well as printedesources. | consulted several
COEAAT ET AOh & O AgAi Pl Ah | OAUAOASO | ¢mnmy
Central Healthcare Librarians (2013) b ensure best practice in the literature search.

I'TT OEAO OAAET ENOA OOGAA EO @eEntavgiscoieyOET T A
ET £ O ACETI T8 j!$)aqh xEEAE EOh AO ®%OAAI /
encountering occurs when one is looking for irdrmation relating to one topic and

AET A0 ET £ Oif AGETT OAI1 AGET ¢ OI AfledrobikgA O

1
Al 01 ETT x1T AO OAAAExAOA8 OAAOAEAO 10 660
another source of original empirical studies Ct Erdelez 2004).
This research adopted a systematic and rigorous research approach to identify and
keep upto-date with the key literature throughout the research period, employing
main themes to construct the literature search, and arranging literature under thse
themes (Bryman, 2012). PICO (Richardscet al., 1995), Eclipse (Wildridge and Bell,
2002) and SPICE (Booth2004) use questionformulating modules to identify and
build the potential search terms. It was anticipated that new terms and keywords
would keep emerging and the need to keep abreast of the topic required the use of
OAT AGAT O 1 ECAOAO®ET LIBA OOOE HGA DEGD HA Al
published research during the period of the research. Following Aveyard (2008), the
research questionswere implemented during the second phase of this literature
review as the best tool to select the relevant edence for this research. Hence,
examples of topics covered through the search were: knowledge management (KM),
knowledge sharing (KS), information sharing, teamwork/team work,
collaboration/cooperation, communication, healthcare/healthcare, medicine,
physicians, nurses, healthcare workers, and healthcare professionals. Details about
the search strategy used through diverse resources, list of usedtdbhases and

search keywords used to identify the literature included in appendix 2.1.

To include the developmat of teamwork and knowledge management and
knowledge sharing in healthcare, the initial search included literature from 1960
onward for these two sections, whilst for the rest of the literature review a scale of

15 years was used. This was selected becaualthough KM, KS and teamwork are
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s

established paradigms within industry, within a healthcare setting they can be

counted as relatively new.

As this research is focused on the human aspect of KS rather than the technological
aspects of it, the decision was made teliminate literature related to technology
unless it also included a discussion of the human factor. Hence, KM as a theme

became less important visa-vis KS within and between teams.

Research Questions Research Objectives LR
What team types dominate = Tounderstand the extent of research on knowledge
the experience of sharing amongst crossprofessionals in healthcare X
healthcare professionals | settings.
within the Omani  To identify dominating team types in Omani cross

healthcare system? professional collabaation in healthcare settings. X
To identify the types ofknowledge sharing practices
How is knowledge shared ST (2EE teams._ . X
i e e ER To understand the impact of crosgprofessional
teamwork on knowledge sharing and vice versa. X
To Characterise factors or combination of f&ors
What factors or that can influence, directly or indirectly, the X
combination of factors can knowledge sharing process in crosgrofessional
teamwork.

influence, directly and ALt : — —
indirectly, the knowledge To highlight the link - if indeed it exists- between

sharing process in cross- cross-professional teamwork and the level of

professional teamwork? knowledge sharing among the team memberi X
healthcare settings.
X: Major contribution source, x: Minor contribution, --: No contribution

Table 2.1: Research question and research purpose and scope

The literature search was limited tothe English and Arabic languages;dwever,
English is the primary language within the healthcare sector. The literature review
covered practices globally but focused where possible on the Middle East, the Gulf
region, and Oman. However, as noted in thethaduction, there is scanty literature

on KM, KS and teamwork in the Gulf region, particularly in Oman.

The contribution of the literature review in addressing the research objectives are

demonstrated in table 2.1.
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2.3. Introducing the Phenomena: Knwledge Sharing in Cross

ProfessionalTeams

This investigation maps the intersections between crosdisciplinary teamwork and

knowledge sharing within healthcare, aiming to reconcile practice and evidence. In
the process, this research aims to establish amnderstanding of concepts,
definitions and theories around team, teamwork, -collaborative practices,

communication, knowledge and knowledge sharing within the healthcare settings.

The healthcare environment is increasingly complex, due to the interdependey
and interaction required between disciplines and specialities. The increased
complexity of patient need, coupled with advances in medical procedures,
technologies, specialities and scientific knowledge, have all influenced the intricacy
of healthcare ctlivery (Cf.Cadellet al.,2007; Reeveset al.,2010). This increase in
specialisation and care delivery complexity can cause division between professions
and fragmentation of care, including avoidable errors derived from communication
failure, incomplete collaboration or fragmented teams/teamwork (Fletcher et al.,
2002; Bleakleyet al.,2004; Bleakleyet al.,2009; Finn, Currie and Martin, 2010).

Healthcare professionals bring with them the norms, rules, behaviour, values,
language and vocabulary of theispecialisation. These individuals are then expected
to function effectively as a team, work collaboratively, and share both their explicit
and tacit knowledge to achieve outcomes. (Paul, 2006; Tagliaventi and Mattarelli,
2006; Nicolini et al.,2008; Reeve et al.,2010; Meleis, 2012; Prantik and Islam,
2012). Research on crosprofessional teams and teamwork has rapidly expanded
but has often assuh A OEAO OAAI O AOA A OCIiT A OEET C
complexities of teams and team context (Reevesd Lewin, 2004; Reevest al.,
2010; Finnet al.,2010). Thus, such research is in danger of discussing the ideal team
misses the constructed, mesy and negotiated nature of teamwork and knowledge
sharing (KS).

Whilst the study of teams, including composibn, skills, leadership and so forth,
remains important in understanding how healthcare professionals work together,
there is also a need to makexplicit the role of KS as vital to effective teamwork,

DAOOEAOI AOI U OEOIT OCE AT i998fKswasAarOifdgral®art) T  # |
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of the teamwork as described by participants. As Reeves al.(2011:39) note of the

need for crossprofessional heaDEAAOA OAAI Oh OOEA ET AOA
organising, coordinating and delivering care demands that professinals regularly

come togethershare informationAT A OAAAE ACOAAT AT O ET OEA
Hence the team is not only intended to fulfi& task but is also involved in information

and KS, the consolidation and creation of shared knowledge, includj knowledge

AAT 60 EIT x OEA OAAi OEI OI A xi1 OE OiI CAOEAOS
ETT xI AACAS8 1T 0 A OAT 11 AA 0 EeGskmakirg|imedactidhE AO A
and learning (Cf.Weick and Roberts, 1993; Cooket al.,2000; Penciucet al.,2010).

The combining and integrating of individual knowledge(s) through processes of
learning and sharing is essential for both team performance andnowledge
management (Finn and Waring, 2006).

4AEAOA EO A Ai 1T OAOCAT AA AAOxARX*T OERT jJOERAIOA
and Takeuchi, 1995; Sapseet al.,2002) and my research is positioned at this
convergence. Both teamworking and KS in healthcaresings have attracted great

interest and generated research as separate topics, and in recent years incregsyn

have been studied together, and this research will build on this by studying the

phenomena in the Middle East.

Effective collaboration, communication and KS sharing between and within teams
of highly specialized healthcare professionals is critical fopatient safety and the

AAOCO 1 OOAT I AGh AOG '"ATITTEO jc¢mpudgxpq 11 O0OA
cooperate and collaborate for patent AOA68 9AOh OEAOA AOA A

teams: motivations, organisational issues, differences in prioigs between

[T

members, power differentials, the use of specialist language, issues around
integration and autonomy (Procter and Currie, 2004: Finn2008, Scott, 2008; Finn,
Currie and Martin, 2010).

Through the following sections | will consider the concep of teams, teamwork,
collaboration, communication and knowledge, to create a suggested working

definition of these concepts for this research.
2.3.1. Concepts and Definitions

Terms such as team, teamwork, knowledge, tacit knowledge and so forth are

contested through the literature. Studies such as Cott (1998), have demonstrated
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that definitions can depend on context and differ between individualsn the same

team. Thus, the concepts and definitions discussed below are important for
understanding the phenanena from a social constructionist stance, and allow space
to incorporate the ideas and conceptions that arise from participant views in the

datacorpus.

Throughout this research, it must be stressed that all the concepts discussed are
slippery, and contested, existing within the social and linguistic spheres, in the
language and lived experiences of individuals. Language does more than represent
reality, it is how we construct it, Discourse is performative, it is language in social
interaction (Austin, 1962; Potter and Wetherall, 1987). Through language we
construct reality, including the language used around the phenomena of interest
(Berger and LOAET AT h pwexnN (AOAU AO AI8h c¢mnmC
discourse is a privileged means of producingiaA OOAT Oi EOOET ¢ | AAT E
professionals as social actors use language as a resource, invoking a dialogue that
incorporates their interests within the structure of the organisation in which they

work. Thus, language is ideologically charged; beth A OOAAI D1 AUAOS A
normative frame, an identity promoted by management to support collaboration, or

to isolate and silence thosen marginalised subject positions. Hence, these terms,

the definitions of them, the social actors engaging irhem and the organisations in

which action occurs are all characterised by ambiguity, contestation and negotiation,

as individuals and organisatiors construct, legitimate and subvert knowledge

sharing and teamwork (Potter and Wetherall, 1987; Hardt al.,2000; Finn, 2009,

Finn, Currie and Martin, 2010).

2.3.1.1. Profession/professional
#11 AADOO OOAE AO OPOI ZAOGOEI 18 AT A OEA Al

discussion in order to clarify how these terms are understood and used within this

ressa’AE8 7EEI OO0 11T OEA 1T1TA EAT Ah -plo®sSiondEA OOE |
team stands for the different discipline and specialisation backgrounds of individual
OAAT 1T Ai AAOOh OEA OAOI O ODPOT AAOGOEIT T 6 ATA

Professions relate to a division of labour, and incorporate authority and identity,
foomalAT A ET &£ Oi A1 8 &OEAAOIT AAEET A0 A DOl A&/
of labour that is supported by an official and sometimes public belief that it is worthy

I £# OEAO OOAOOOG6 | . Al AAOalbett (1888)makes exulidit x E A E |
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it

ET T x1 /

z A s A 9~ =z s oA

thel ET E AAOxAAT OEEO OOAOOO AT A OEA
an occupation that controls the abstract knowledge on which their skills are based.

The dominance of medicine within healthcare has been related to the hierarchy of
occupations which has developed and ensured medicine had the influence to control

the evolution of other healthcare professional roles (Larkin 1983; Freidson, 1988;

Cf.Cott, 1998;Finn, 2008). Dent and Whitehead (2002:2) consider that professions
suchas medicind I 11T CAO AT ET U OAgAl BOEOEOUR POl
OAPPAOAT 01T U TAEAAOEOA OUOOAI O T &£/ AAAT O1 0O
subjective judgement and ®AAEAT EOAA ET T x1 AACA 1T &£ Al
somewhat generalised supposition, ad studies such as Finn (2008) demonstrate

the power relations still evident within healthcare. Further, as individuals negotiate

different identities within the workplace, professional and organisational identity

can clash, creating tension, especially vene the values of an organisation ah
profession do not easily mesh.

''TTTCOEAA OEEOh &1 OOTEAO jpwwwq AEOAOOOA
al, whowantstoAA 1T AAAT 1T AA OO1T bOT AAOOEIT 1 Al e 41
conscientious waker, valued by the organisation for which one works, but also
following the institutional values, which vary between organisations. Within this
7A001 1T OOA O AsB bf prérésdionabisinEviriA its Promise of a prestigious

AT A AT1T £ OOCEIN® GBXONTAEGOETI EA AQAAAAET CI U
Whitehead, 2002:112). And as team members, individuals occupy multiple subject
positions, negotiate multiple allegiances mad loyalties, power structures and
AEOAT OOOAOR EAT AA OEAU reddtae witi® Bnf Atoss | AT |
OEAOAG j$ATO AT A TEEOAEAAAR cnmncdppqs
professionals negotiate what Finn, Currie and Martin (2010:1071) ten, a
OAEAI AAOEAAT OAI AGET 1 OEED AAOxAAT OOOOAC
engage with teamwork, and the discourses they employ can reproduce, subvert or

transform professional constructs (Finn, Currie and Martin, 2010:1071).
2.3.1.2. Boundaries, hierarchy and power

As noted, healthcare is hierarchical. Both the healthcare instition and more
general healthcare hierarchy create boundaries. These may be, for example,

professional, legal, structural, or organisational, and occur vertically and
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horizontally. Hoeman (1996) emphasises that team members, as professionals from
separatedisciplines, retain their professional boundaries However, as Abbott states,

these boundaries, are under constant pressure as different groups compete for

OE O OE O BnBbatd) A 988).6 Gallois (2015:71) notes that whilst healthcare
providers must collabodAOAh OOEAU AAITT1 ¢ Ol AE EEA
departments and specialities, with which they identify more strongly than their

DOl FAOOET 1 806 4 E O Gdnd ntaithied) crédating ancivirodn@k i O A A
which information and knowledge isnotsh® A A8 | Geta#idd i ®@q 1T 17 OAh
discipline develops strong theoretical and disciplinebased frameworks that give

access to professional jurisdictions that are okT OECEAI U AEOAOI OAO
11T OAh OxA EAOA 1 Ei EOA Aexif lofAdlatodddips bénkekerc 1 A&
f OOAEY DOT £AAOOET ktAll(2010Barghel thathyrkaten specidliBatioh O

may be necessary to manage more complex interventiormd technologies, which

could, in turn, create greater divisions between different gecialities and
professions. Hoeman, like others, stresses the value of using crdesning and

flexibility to eliminate boundaries between disciplines.

Whilst boundarieshave developed historically, and are therefore deeply entrenched,

how the different professions enact their roles can recreate or subvert boundaries.
"EAOUT jpwpyoq AAOGAOEAAO OEEO AO OAT O1 AAC
protect their jurisdictions against the encroachment of others. He increasing
specialisation ofhealthcare and the discourse of teamwork and integration ensure

these boundaries are constantly contested and under negotiation whilst also being
constrained by agency and structurgFreidson 1988; Nancarrow and Borthwick,

2005; Lawrence and Suddaby 2006Sanders and Harrison, 2008; Finn, Curie and

- AOOET h ¢mpmg8 &1 OOTEAO je¢nnmq AT A 1T OEAC«
necessary to construct and maintain professional boundariesDavina, 2000;
Nancarrow and Borthwick, 2005) which includes control of knowledge and
information. Thus, whilst the traditional hierarchy of healthcare, with doctors in a

position of privilege and nurses in a subordinate role, has been challenged by new

fields and technological advancements, discourses around teamwork and
integration face challenges from the need of professions to retain boundaries and

power differentials. (Leonard, Graham, and Bonacum, 2004; Martet al.,2009b;

Currie et al.,2009c; Finn, Currie and Martin, 2010).
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Thus, boundaries are inscribed, recreated andhallenged, by professional identity,
regulatory and legislative structure and financial capital. They are also recreated
and reworked through discourse, including teamwork and its cercive, normative

properties.

The hierarchies within healthcare reflect power differentials. Power includes

control of capital and the ability to dominate discourse. However, power does not
operate in a linear fashion, as it is the result of interactiond those in marginalised

subject positions may use their enactment of @mwork to subvert the demands of

others (Freidson,1976; Cott, 1998; Davina, 2000; Knights and McCabe, 2000). Thus,
power also allows for the creation, reproduction or transformationof boundaries

and hierarchy. (Finn, Currie and Martin, 2019). Cott highijhts the use of discourse

in maintaining power differentials, noting that whilst the division of labour in

EAAI OEAAOA EO AEOAOOOEOAI U 1 ETEAfs ®I AC
structure which produces alienation in those lower level staff, restinhg in

bi OAT OEAT 1T U £EOAcCi AT OAA AT A 1 A0O OEAT 1m0
(1996) argued that all the concepts discussed, such as individual and professional
identity, power differentials, organisational culture and so forth, interact with tre
discourse of teamwork, resulting in a predisposition differentiation within teams.

As with team and teamwork, these concepts are multivalent and contested,
nevertheless, they reman associated with privilege, specialism, autonomynd trust

(Dent and Whtehead, 2002).

2.3.2. Team

It is necessary to consider the lexicon and discourse of teams, teamwork and KS. On
beginning the literature review, it quickly became apparent that therewas no
universal agreement between researchers on these concepts and holese terms
were interpreted and used. Hence these key constructs require an -aepth

discussion of definitions, and a justification for the definitions used throughout the

research.

7TEEI 00O A AAEET EOQCEIT T -dvidentOeOrdvibv 6f thé tetdturdd DDA A
highlights multiple and competing terminologies applied to teams within
organisations. Reeveetal.j ¢cmtppq 11 OA OEAO OAOI 6 OOAE

been used interhiangeably in the literature .g.,Douglas, 1983; Adair, 1986). For

example, one broad definition is that a team is a eoperative group to perform a
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task that cannot be performed by an individual (Douglas, 1983:1). Reeves al.

(2011) note that whilstgri OB O AOA 1T £AO0AT DPAOAARAEOAA AO Ol
great deal ofoverlap in the way collaboration, groups and teams are described,

making a specific definition elusive. Donnellon (1996) offers team as an

interdependent group of more than two peojpe working towards a common goal.

Sundstrom et al. (1990) outline three elAi AT 60 O1 AAZEET A A O
members hold a shared identity of themselves as a team, have an individual role
within the team, and share a collective agreement about how to wtogether as a
team. Pritchard (1995) has four elements: that members siuld understand the
roles and functions of other members of the team, share a common purpose for the
team, pool their skills and knowledge within the team, and work interdependently
with each other. Likewise, Mohrmaret al. (1995) state that team members bould
share team goals, are interdependent, work in integrated manner, and are both
mutually and collectively accountable for team goals and outputs. Thus, there is an
overlap and differences between these definitions. Dyer (1984) cited in Sala al.
(2008) offers a general definition of teams as

001 AEAT A1 OEGEAOG AT i PT OAA T &£ 1 AT AAOO

OEAOAA AT A OAI OAA AT ii11T CcI Al 068
Viewing team members as sociactors who create a team (and teamwork) through
micro-negotiations will be discussed further below, under teamwork. However,
more recent studies have allowed for greater complexity in defining teams and
teamwork, when consideing, for example, the contextin which the team must
operate or the theoretical framework conceptualising the team. Another example of
the complexity of the concept of team is the virtual team; with increased use of IT
and internet-based communication, sme teams may consist of individals who not
operate in same space or communicate synchronously (Reevessal.,2010; Reeves
and Freeth, 2003). What effect does this have on KS, specifically the creation and

exchange of tacit knowledge?

Salaset al. (2008) expand the definition to include how the team works, that is a
OPAOA&EI OIf ATAA APEOT AAGh xEEAE AAT AT 1 OEO!
Ai i p1 AGA A OAOE OEAU i1 AU OEEAZAO AAOxAAT «
AT T OAET AOGET ¢ A laiorgarisedBrArdédy.OThi$ aMis foEtéam being,

34



Chapter Two: Literature review and Theoretical Framework

Team The Common Concepts Literature

Consists of | Two or more individuals Dyer, (1984); Hackman,

Individuals | Specific role or task to perform (1987); Mohrman et al.,

have Interact and/or coordinate with other | (1995); Pritchard (1995);
members to achieve a common goal g Sundstromet al.,(1990);
outcome Guzzo and Shea, (1992); Sala

Outcome Decisions/actions et al.,(1992); Orasanu and

Represents | Specialised knowledge andkills, often | Salas, (1993); CannoiBowers,
functioning with a high workload (1995); Brannick and Prince,

Exhibits Interdependency with regards to| (1997); Cohen and Bailey
workflow, collective action and goals | (1997); Kozlowski and Bell,

Part of A larger organisational system 8883 Thylefors et al.,

Table 2.2: Fundamental features of teams based on the literature and adopted tfis
research.

AO ' OEEAZEOEO AAOAOEAAO EOh OA 111 OGA OOAO
2010:1070) and opening the way to new conceptualisations of teamwork that may

be suited to the fast past and dynamineeds of modern healthcare.

The general features of a team as derived from thikterature review can be
summarised into six elements, as shown in table (2.2). This research will use a
working definition of team as a combination of the two definitions fom Dyer (1984)

and Thyleforsetal, (2005) will be used, defining a team as

OAT 1T OCATEUAOGEITAl xI OE OTEO 10 OIAE
professions with high task interdependency and shared and valued common
Ci Al 06 8

This allows for a broad understanding of team, able to incporate the experiences
of study participants, and integrates the importance of individuals as social actors,

representing a social constructionist conception of team.

2.3.3. Goss Professional Teams

Whilst the above section considers teams in a general sense, when specifically
discussing crossprofessional teams, there are multiple terms used in the literature
to describe the team, its makeaup and processes. Lo (2011) offers enples of
different cross-professional teams within healthcare: intensive care unit teams,

medical emergency teams, operating teams and labour and delivery teams.

Headrick et al. (1998) use the following characteristics to describe teamwork

between professions:
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1 Team goalsand objectives are stated, restated and reinforced

1 Member roles and tasks are clear and known

1 A respectful atmosphere in the team

1 The responsibility for team success is shared

1 Clarity regarding authority and accountability

1 Team decisionmaking and communi@tion processes are clear

1 Information is regularly shared.
However, this description is idealised, and makes no reference to how we can define
OEA OPOI ZAOOEI 1 A1 6 xEOEET OEA OAAI 8
Thylefors, et al. (2005), referring to reviews of crossprofessional team
collaboration (Schofield and Amodeo, 1999; McCallin, 2000), recognises the
shortcomings in the terminology of crossprofessional teams. As they note, the
POAEEGAO Oi Ol OEGh OET OAO6h OAOT OOampal A O«
OET OAGABEONEDPIAT A Oi OIl OEAEOAEDI ET AOUG EAOA
researchers. Similarly, some researchers have linked the terms through equivalent
processes, for example, Batorowicz and Shepherd (2008) argue that in both
interdisciplinary and transdisciplinary teams, decisions are made in collaboration.
#1 OOOAT AU j ¢mpoq OAPTI OO0 OEAO | OAE I-&£ OE/
DOl ZAOCOET T Al 1T TAAI S 1T &£ OAAI xT OE AT A 1 AEI
individual tasks andA AOE OE O BOAAI QA DDAG HOKE IEA OOIET O AT O/
&OT I EEO OAOEAx EA AHNIAMAXETIGRAA O OB AT X
viewed as a continuum, ranging from cardinated independent behaviour to ce
ordinated interdependent behavour. For this it requires team members to share a

mental model, as a basis for knowledge sharing and activity, as is discussed below.

Mitchell (2005) states that the most frequently used term in literature based on his
OAOOI 6O xAO OEITBADADDHLBRARKE OLEG®H BBEI AOEI
OAOAAOAE OAI AGAA O OOAETET Cch AiMicheDOOAT ¢
noted that these terms were fequently used as equivalents, as if they are synonyms.
Thylefors, et al., (2005:110) studying Swedish healthcare, smilarly found that
OEI-BDAANOEAOOET T Al 6 xAO OEA 1100 xEAAT U OAAI
b Ol A OBdawéverAdr @h@r researchers, the meanings behind these prefixes is

more distinct. Garner (1995) and Hoeman (1996) defi A AT O EB 1OAMAE OGRAA
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Eh‘%ﬁm ;r;w.

as integrating several disciplines and approaches and adopting more collaborative
communication methods. Mitchell (2005:333) uses the terms to differentiate
between teams that work autonomously (multidisciplinary) or in concert (inter -

disciplinary and trans-disciplinary).

$ 6! | Bt@C2005) consider the processes by which the team acts as indicating
whether the team is multidisciplinary, interdisciplinary or transdisciplinary. They
add that healthcare teams are generallk OAT AAA QIOEDEGO BRIOAT AT 11
AT A ET OEEO AAOA OET OAOPOT ZAOOEIT T A1l 6 OR
DOl AFAOOGET T Al AOI OO0OAO T PAOAOGET ¢ OOAT OAEO.
*AOOOD je¢nmmnxq AAZEET AO Amplhyind b SEddEKA &S 1 ET A
experience approach through several disciplines, but without integration.Lo
jcnppdoq ATT T AT OO0 OEAO x POEIOA OBAE ORDRIEDI
sometimes used intechangeably, there are important differences:

O! 1 erdisciflinary team integrates the approaches of different

disciplines and relies on communication processes that are collaborative

rather than a shared communication model. A multidisciplinary team

utilises the skills and experience from different disciphes without

ET OACOAOET ¢ OEA ADPDPOT AAEAOGS8SG
7(/ OOA OEA OAOI OET OAODPOI AAOGOET T A1 8h Al
DOAAOEAASdh xEEAE OEAU AAEET A AO jc¢mppQ
usually smaller work groups in health care who areecognized by others as well as
by themselves as having a collective identity and shared responsibility for a patient
IO cOiI Op T £ PAOGEAT 006 8
As Reeveet al.,(2011:39) note of the need for crossprofessional healthcare teams,
OOEA EI1 AOA A O Edrganisidg, do@dinAtiBgra@ditleliVering care demands
that professionals regularly come together, share information and reach agreement
ET OEAEO xI @Eas q2005)EdefinddamrosgddfessionAl OAAI AO
organizational work unit madeupof® | AAOO OEOAA AEEAAEAOAT O
Mitchell (2005:332) uses the example of rehabilitation to analyse and describe and

examine a crossprofessional team:
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O%AAE 1T £ OEA DOIT &£A OCekificaréa of experfis&tted EDT ET A
interacts sequentially with a patient over the course of a day: a nurse
might coach a person in regaining skills of selfare in personal hygiene,
a physical therapist might supervise a series of exercises to strengthen
specific muscle groups, and an orthotics specialist migHit the person
xEOE A £O1 AOGEI T Al AOOEZEAEAI 1 EIA86
This illustrates another complexity to assessing crosprofessional teams in
healthcare, the level to which they interact in the care of a patient. Thusuch a team
AU T1T1U AA -piokesSsionhd DA disdpidayEwhen meeting the
DAOEAT O AT A EEO 1O EAO Z£AI EI U EBatorovicd AO Ol
and Shepherd (2008) state that in interdisciplinary teams, treatment plans Wlibe
based on input from all team members, who wiltollaborate to make decisions but
do not branch out of their specific team role on the teamQf Beukelman and Mirenda,
2005).

Considering the context of teams and teamwork and their multifaceted, multi

layered nature enables a more precise and informed ndlerstanding of team
development and application. Healthcare teams are often dynamic and fluid, and as

a report by NIH (2005) and a separate article by Mitchell (2005) acknowledges, the
terminology used may not be as important as the potential forinnovati I AT A OT A
EUAOEA AEOAEDPIETAOGS j.)(h c¢mmugs 4EA OA
potential for a coordinated effort that widens the scope of investigation, creating
potential for new and innovative experiences, processes, ideas and knowledge. At

the same time, the individuals comprising a team are in a dialectic relationship
AAOxAAT OOOOAOOOA AT A AcCAT AuUus ' O OET OOGEO

N s~ A o~

N s o~ A Lo~

cnpndpmnxnd8 4EAOA OPOAAOGEAAOGE Al 1T OAOGO A
Ol T AEIl EUE lb&ed HrieadiAgd AMdhih particular paver relations and
identities (Finn, Martin and Currie, 2010:1071; Finn 2008). That is, they enable
specific varieties of teams and teamwork, to suit those members with more
privileged subject positions, but open the space for more marginalised members to

potentially subvert professional structures.
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FortheDOODBT OAO 1T £ OEEO OAOCAADPAEAAOANET DAEB C O

teams (and teamwork, see below) created by individuals from different disciplines,

specialities and professional backgroundsThylefors, et al. (2005) AA £ZE1T A OA Ol

professiond  OAAI xT OE8 AO OAI1 OEOOAOQEIT O xE/

AEOAEDI ET A0 AOA AlT11 AGOBAOCEBAQI EDAWLO OAIADB
""""" I £/ OEA OAAD @I8&EA GOET l dipl pdg E q

Oe&heric term, indicating individuals from different disciplines working in a team

Ol xAOA A AT 11117 CTAIO6 jc¢nmmudppcds

In summary, this research is concerned with the methods of communication and

ETTx1 AACA OEAOET C xEOEET AT AEARAXxAAKXI OKA

genericterm to include all team types, whether, as above, they are multi, inter, or

trans. The lack of research regarding teams and teamwork within the Omani

healthcare system is one reason this research is exploratory in nature. My inést

lies in how individuals at the Royal Hospital, Oman, perceive teams and teamwork,

and the teams that they participate in, hence | have avoided the narrower

definitions, instead letting the participants speak for themselves, and use the generic

OACH OIOEAAOGOET T Al o GeBchde dany Gdldefined Geam including

healthcare professionals from different professions, specialities and backgrounds,

coming together to complete a task.

2.3.4. Teamwork

Teamwork has been widely studied across industry anthe public sector, and a
noted is generally perceived as positive, for employer and employee (Mueller, 1994;
Procter & Mueller, 2000). However, over time a more nuanced view of teamwork
has developed as research has incorporated different fields and imtisciplinary
studies. Aswith the previous terms discussed, this study conceptualises teamwork
as socially constructed and a discursive resource through which the social world is
constituted. Thus, teamwork can be a coercive and normative ideology, craai
division and tension ketween team members (Donnallon1996: Tsoukas, 199§. As
with teams, and crossprofessional teams, within the literature, there is no

agreement on a standard definition for what constitutes teamwork (Bleakley, 2013).

In healthcare, the discourse around tamwork assumes it is both good and essential,

and much of the literature proceeds from this assumption. Favianseret al.(2009)

EAAT OEAAOA OAAI xT OE OAIiPITUO OEA DOAAOE
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communication to expand the traditional roles of heah workers and to make
AAAEOETI T O AO A OTEO OEAO x1 OEO O xAOA A
definition above, this a idealised view of teamwork, ignoring the potential for
teamwork to be divisive and problematic.Teamwork is created and enacted as a

social practice, and whilst it might be the result of individuals acting together, it is
constrained by organisational am structural boundaries. It is constructed by the

social actors who collaborate, whether defined as a team or not, and thus it is open

to negotiation,ambiguous, political,and hard to pin down. As a socially constructed
AAOEOEOUR OARNOEIiemAdndE @hsiong QlistudohincesA #hd AoBad
ETTT OAGET T O AOA OEA 0Ol Adrhejidgd of Aeamivbrid %1 C
encompassing nornative integration, is contested by individual identity and
professional boundaries Tsoukas, 1996Finn 2008; Finn, Martn and Currie, 2010).

YT AAAAR &ETT AT T 1T AT OOh O4AAI xT OE AEOAIT OC
collectivity and difference atoneandd EA OAT A OEI A6 j &ET 1T h ¢
Reeveset al. (2010) undertook a literature review and noted the following five

elements that were considered to constitute teamwork:

1 Shared identity
71 Clear roles/tasks/goals
1 Interdependence of team members
1 Integration of work
1 Shared responsibility
Other definitions include Salaset al.(1992), who define teamwork in healthcare as
two or more individuals interacting interdependently, and with a common purpose
i T AAOOBOAAT A Cci A1 6q OEAO OAAT AmHi§ whed! 1 1
AT AT OOACET ¢ ETTAOO AEOAQGiKbaN 1999ANMoyned,O1 Al /
2001; Reilly, 2001; ThyleforsPersson, and Hellstrom, 2005). Similarly, Xyrichis and

Ream (2008:238) define healthcare teamwork as a:

Qlynamic processinvolving two or more health professionals with
complementary backgrounds and skills, sharing common health goals

and exercising concded physical and mental effort in assessing,

pi ATTEIT ch T0O0 AOAI OAOGET ¢ PAOEAT O AAOAS8S
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Lo (2011:3) referencing Salaset al.,(2008:541) succinctly describes teamwork as

OOEA ET OAOAADAT AAT O ATiDiTATO 1T £ DAOA OI .
OEA DAoOm Of ATAA 1T &£ 1 O0i Oebi A OAAI 1 AT AROO
Healthcare is increasingly fragmented, with professions constructed througlmter

alia, institutional socialisation. The demands of different professions (andn

different professions) can be radically different. Despite thisthe literature often
assumesteamwork is characterised by consensus and interdependence, bringing
together disparate but compkementary professional roles (Blau 1972). However,
teamwork requires members to negotiate the paradox of integration and autonomy

(Gieryn, 1983; Donnellon 1996). Thus, teamwork tends toward tension and discord,
decreasing the likelihood of integration (Allen, 2000a) This tension creates the

space for individuals to manipulate and subvert teamwork for their own ends
(McCabe, 2000). Thus teamwork is context specific and results from these

contestations and negotiations (Opie, 1997).

Consicering the discussionand definitions reviewed, | suggest the following as a

teamwork definition for this research z

1 A combined working unit of healthcare professionals who complement each
I OEAOB8O OEEIT O AT A AgGPAOEAT AAO AT A OE.

This says nothing about low the performance is managed, allowing space for
multiple conceptions of teamwork, and allows for acknowledging the wider forces
that influence how individuals work together. As Finn, Currie and Martin note,
activities such asteamwoE Al AOCA OSGADOAEAET EBDAOOEADI AC
by a complex interaction between the macrgrofessional institution and local
I OCAT EUAOCETT AT AiT1OA@O6 j &ETTh #OOOEA /
definition is pragmatic in the sense that | en also drawing on myown perception of
Ei x [ ATU OOAAI 68 ET EAAI OEAAOA AAO AT A EI
with teams from different healthcare departments, whose members have different
skills, backgrounds and experiences, complementing éac | OEAO8 O nBT T x1 /
brought together to achieve a goal.
O4AATl x1T OE8 A1 1 OET OAOG O1 EITT A A OEAOI OEAA]

used by organisations to support the values espoused by management and those in
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= A N N £ oA A

privileged subject positions. Sincla (1992) referstotE A OOUOAT 1

through this potentially coercive ideology (Finn, Currie and Martin, 2010).

Teamwork has been widely studied in medical sociology (Allen and Pilnick, 2005).
It has been endorsed by governments and organisatisn(Mayor 2002; 2003,DoH,
2000, 2002; GMC, 2006a, 2006b). The importance of good teamwork in healthcare
is highlighted by Courtenay (2013), that team members need to acknowledge the
skills, value and roles of each team member and the need for clear commeation
between team members, along with aggregate decisiomaking. Courtenay (2013:9)
emphasises that the potential for change is necessary in teamwork practices, which,
in turn, requires the study of teamwork practices,

O! 1 OET OCE EO E Mbed Eaohlie knOdalg®andskiklsito 1 A

perform the role tasks, it is also important that research should focus on

OEA ET OAOAAQOEIT 1O AT A POT AAOOAO O11 OAA
My research is part of this, following the importance of studying humaimteractions

within and between teams as they relate to communication, collaboration and KS.

2.3.4.1. Teamwork vs Collaboration

It is important to study collaboration in healthcare because the increasingly complex
needs of patient care require interdependncies among health professionla. Some
of these interactions may be termed teamwork or collaboration, and as with the
other terms discussed in this chapter, there is no universal agreement on meaning

and how to differentiate teamwork and collaboration.

Informal collaboration is often under reported. We have limited knowledge of the
complexity of crossprofessional relationships within healthcare, the factors
determining the beliefs and behaviours of those who collaborate. These may be
understood as aspect®f group norms, but this connetion should not be taken for
granted. Nor can it be taken for granted that KS will occur through collaboration or
within teams. Crossprofessional collaboration is considered key in initiatives
intended to improve the effectveness of health services, ancesearch has identified
that errors in patient care occur when health professionals do not work cohesively

as a team and have different ideas about collaboration.
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Thus, while the literature agrees that not all groups of heticare professionals who
come gether to collaborate work as teams, there is no clear dividing line between

teamwork and collaboration, and the terms are often used together in the literature.

i -ATTTA ATA +1 Al AxOEEh p wwwh2001; MafonelahdA / 6 (
McPherson, 20@; Batorowicz and Shepherd, 2008)Thylefors, et al.,(2005) favour
OACH OIOCEAOGOET T A1 AT 11 AAT OAOETT16h xEEAE Al

OUPAO AT A &I O0i 08 4EA 1 EOAOAOOOA 1T AEAOO
professional collaboratid 6 j - AT OET h pwwnn +AOUATAAAE
Skarvad, 1997). For exampleKozlowski and Klein (2000) argue that team
performance progresses as team members continue to undertake work and

AT 11 AAT OAGET 1T A AKARA A ®ET QA A 6iIsOT OE

However, Reeveset al.,(2010) separate teamwork from collabomtion, stating that

AT 11 AAT OAGETT EO OA AOiI AA AAOEOEOU xEAOA
Of T A mioi 1T&£ AT AAAOGT 006h AT A OAAI xT OE EO
x EAO OE A lontihdebdy hppréadh to teamworkz one which valuesother

forms of crossprofessional work such as collaboration, coordination and

T AOxT OEET Co68

Lewin and Reeves (2011) demonstrated that in a busy and dynamic hospital
environment, crossprofessional interaction was based more on the ad hoc and
informal activities that took place away from patients and carers and that were less
OOOOAOO0OAA8 (1 xAOAOh OEA bI ATTAAR ET OAT OF
is, formal interaction in front of patients and carers such as ward rounds, were
important in creating and maintaining the appearance of collaborative cross

DOT AAOOGET T Al o OAAI x1T OEo8 (AT AA OET OA AAOQI
performance of teamwork but served little functional practce.

From the above review it is evident that the muiplicity of meanings behind the

primary terms relating to teams, teamwork and collaboration open spaces for
negation in how individuals interpret their teamwork and collaboration. The official
discoursearound teams and teamwork in healthcare is that itd both necessary and

good practice. However, this discourse can impose restrictions on innovative
collaborative processes, and leave teamwork a public performance of more fleeting

collaborative interaction.
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2.3.5. Communication

Both teamwork and KS requie communication. (Malone and Koblewski, 1999;

, T xA AT A [/ 8(AOAh c¢nmnn -T1UT AO@Bh ¢mnmpnh
Communication is a broad subject including verbal, written and nowerbal types,

such as onversations, emails, body language, etc. Communiaati studies include
semiotics, crosscultural communication, and the influence of social status and

EAAT OEOU 11 Aiii OlEAAOEIT8 'O "AOOU jqgmm;
EO AT i 1 O1 E AnirGcatibr iriclades#skills such as active listening ithout
interrupting, the use of facial expressions and body language.

Communication can be mediated or faceo-face. The literature demonstrates that a
willingness to share knowledge is correlated positiely with face-to-face
communication. Faceto-face carespondence is synchronous and encompasses
nonverbal and multi-modal correspondence to a substantial degree. (Liu and Liu,

2011). Bailly et al., (2010:478) describe facéo-face communication,

O 3 b AdnBtArdy hear but also see each oth@roducing sounds as well

AO EAAEAI AT A 1T 1T0A CATAOAITTU AT AU ¢/

communication involves not only linguistic but also psychological,

AEFRAAOEOA AT A OI AEAT AOPAAOO 1T £ EIT OAOA
This indicatesthe level of intricacy with which individuals communicate faceo-face.

Online communications have become widespread through technologies and
globalization. Online communication occurs through emails, videoonferences,
internet calls, and online messagingservices such as WhatsApp. It allows fo
asynchronous communication. Despite the ubiquity of such communication
methods, there are caveats, particularly in relation to KS, for example Campbell and
Greenfield (2006:268) referencing Wallace (1999) and Gallan (2001) state,

O4EA )1 OAwviroAndent gy allolv a distortion of these normal
interactions through the facelessness of its participants. In this
AT GEOTT1 AT Oh OOxEZAZDO 000008 EO AAOGAI T DA
AAGEI U AAOOOI UAAS8SG
Communication is often discussed in terms of ta context in which it occurs. For

example, Littlejohn (1989) lists,
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Intra -personal Within the individual

Inter -personal Between two individuals

Small group Between three or more individuals
Organisational In large networks

Public Oneindividual addressing a group
Mass Public and mediated

Table 2.3. Communication type$ Source:adopted from Littlejohn (1989))

Littlejohn (1989) also lists the theoretical perspectives behind communication, as

transmissional, behaviouristic, interactional or transactional.

2.3.5.1. Healthcare communication

yl EAAI OEAAOAh 2EAA 11 0AO0 OEAO Ailwith OT EA/
healthcare providers, physicians with other healthcare providers and technicians

and insurers, pOEAT OO xEOE BDAOEAT OO AT A OECI EE
Kurtzman (2010), the primary goal of communication in healthcare is creating a
relationship among healthcare teams, and optimal outcomes in healthcar€f Ong,

De Haes, Hoos and Lammes, 1995; Mglovich et al.,2015). My research relates

primarily to the communication between clinicians, nurses and other healthcare
providers and technicians. focus on issues related to healthcare communication in

a multi-cultural healthcare environment. This ircludes, for example, group identity,
language, culture (professional and personal), ethnicity, and issues around power
differentials, political and econamic factors. (Ray, 2005; Brown, Crawford and

Carter, 2006; Pagano, 2010).

For effective communicationthe message must be both clearly conveyed and clearly
understood by giver and receiver, in whichever medium is used. Clear
communication can be affected by many factors, some personal, some
organisational, for example communication styles and policies (Rinson, Gorman,

Slimmer and Yudkowsky, 2010; Tijat al.,2010). Crossprofessional communication

has its own challenges. For example, a study by Rothigest al. (2011) showed that

non-verbal communication was most common between nurses and physicians in
hospital settings due to the time constraints of a heavy workload. For example, one
study conducted on the perceptions of nurses and physicians on their
communication reported that nurses perceived less communication, and less

effective communication. In catrast, physicians felt that the time spent with nurses
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risked delaying their work with patients (Manojlovich and Antonakos, 2008).
However, it was alsoshown that communication between nurses and physicians
encouraged sharing suggestions and opinions abbpatients. (Manojlovich et al,
2009).

Communication about teamwork is also important, as, without a shared
understanding of the concepts and desired icomes, teamwork can be a divisive
experience. Finn (2008) discusses the different repertoires used bgperating

theatre nurses and doctors. Whilst surgeons and anaesthetists used what she terms

A OOAKEEIOBDOLI AT OAT ET OAODP O A Efididnecy OriBel OOT E
OOCAA A OAlI ACGET T Al OAPAOOI EOA Ai PEAOEOET ¢
egalitarian work environment (2008;104). One result of these differing repertoires

xAO A AEAEAOAT AA ET xEAO AAAE Céihdsthe xi Oi
potential to disrupt teamwork.

A review of the literature demonstrates the importance  of
communication/knowledge sharing and teamwork, in particular crossprofessional
teamwork, and the Joint Commission: Accreditation of Healthcare Organisations
(JCAHO) (2004- 2Q 2014) reported that failure in communication and cross
professional teamwork was afactor in 61% of sentinel events factors. (See also,
Reason, 1990; Webbet al.,1993; Bognor, 1994; Leape, 1994; Helmreich2000;
Pronovost, et al.,2003; Lingard et al., 2004; Sutcliffe, Lewton and Rosenthal, 2004;
Alvarez and Coiera, 2006; Reader, Fland Cuthbertson, 2007; St Pierre, Hofinger,

and Buerschaper, 2008; Manseret al.,2009). Thus, teamwork may improve or

expose the need for soft skills such as communication and Kreps and Thornton
ipwwgcdecq AOCOA OEAO OEAAI OE eiddbitiks td O1 AA
AT 11 01 EAAOA AEAEAAOEOAI did. 2000a; Flhdayek aEADH.0OE O A
Kreps and Thornbn (1992) have shown that communication within groups is
influenced by the level of respect for the capabilities and skillsets of o#ins within

the group. Other studies have shown, for example, that interventions or activities,

such as regular team meeting, have a positive impact on team communication
j"AOT O xEAU AT A S3EAPEAOARh ¢mmyn , 1T xA /
organisations may not accept the costs of training, and teamwork could suffer
(Dunphy and Bryant, 1996; Currie and Procter, 2003).
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2.3.6. Knowledge

Knowledge, as a topic, has been studied since ancient Greece, and yet remains
contested. Winter (1987) described knowledgeA O A OOI EPDPAOU 1 AEA
single definition is problematic. Lundvall (2006) distinguishes between foukinds

of knowledge:

Data Raw facts

Information Data structured and put into context, so carries some meaning
Knowledge Information which activates the human mind

Wisdom A deeper understanding and ethical grounds for action

Table 2.4 Knowledgetypes from Lundvall (2006)

/| FOAT OEA 1 EOAOAOOOA AT AO 110 AEAEZAOAT O
OET T x1 AACASE OOET C OEAI2008,1 it Eefiebtiggh & A1 U
computer science or systems background. Alavi and Leidner (2001) argue tha
information and knowledge may include the same content, but knowledge is that

which is found in the mind of individuals. Various taxonomies of knowlége have

been proposed, for exampleDretske (1981) linked and defined information and
knowledge, Ackoff(1989) proposed a fivelevel classification of data, information,
knowledge, understanding and wisdom(Cf Huber, 1991; Nonaka and Takeuchi,

1995; Dawenport and Prusak 1998; Choo 1998; Mayer, 2000; Nonaka, 2002;
Leonard and Sensiper, 2002; Boissot 1998, 2002; Brelad al.,2003; Thompson

and Walsham, 2004:Tsoukas, 2005a; Lundvall, 2006). This research is concerned

with the human interaction in sharing knowledge therefore | will concentrate on the

EOI AT T ETAG j,O01AOGAI T h ¢mmeQ8 4EEO Al TAA
OEOOAOAO OO EIT aduBdFlored, BV:ApP j 7ET T CO

-A$AOCI T 00 jpwwwdgpmoq NOI OAO ''1 AAOO %ET O
%OAOUOEET ¢ Al OA EO EOOO EIT & Oi AOCEIT 168 - E

shall reconsider human knowledge by starting from the fact that we caknow more

thanwA AAT OAlT 168 , EEAXxEOARh , O1T AGAI 1l jqgmmoc
it is intangible and difficult to grasp. The very meaning of knowledge differs
AAPAT AET ¢ 11 AT 1 OAwdbos

Davenportetal.j p wwwd Pwd EAAT OE A£Ualdé foimol inffodn@tbn A0 A
OEAO EO OAAAU O ApbPI U O AAAEOEITO AT A
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also emphasised by Demarest (1997:374), Sveiby (1997:37), LeonaBhrton and

Sensiper (1998:113), Fathey and Prusak (1998:269), and Nooteboom (Q0:3).
Knowledge is also often framed in terms of individual experience, thus Brooking

i powwduq AAOAOEAAOG ETT x1 AACA AO O/ OCAT I
Ol AAOOOAT AET ¢ T &£/ xEAO EO 1 AAT 06 AT A (E
Al AAAAAA ET dPakhd poactiBedadd thuk fhard to codify. This is further

discussed below in tacit knowledge.

Conceptualising knowledge asinter alia, embedded and context specific, again
allows for a social constructionist discussion that acknowledges hownlowledge,
like team and teamwork, is understood through the discourse of the individuals
framing it, and their structural power and agency. Knowledge as a discourse is used
to justify and support boundaries between individuals and groups, for example, by
controlling how knowledge flows (Rosenthakt al.,1980; Cott, 1998; Davina, 2000).
Knowledge sharing, as a socially situated activity, is affected by issues such as
homophily, for example in age, gender, ethnicity, education, and level of experience.
Also, as knowledge is highly contextual (Goman, 2002). Creating shared
mental/conceptual frameworks can overcome such challenges, (Hendricks, 1999;
Nonaka and Takeuchi, 1995; Nahapiet and Ghoshal, 1998; Brown and Duguid, 2000;
Makela and Brewster, 2009). Discase can beused for this, but this includes the
danger of discourse silencing the voices (and knowledge) of marginalised groups.
Thus, not only through conflicting ideologies around definition, but also in and
around the use of knowledge, is its politicalcontested and potentially divisive

nature evident.

For Stewart (1997), although knowledge exists in many forms, its value and
definition relate to the ways it is applied and used in specific contexts. Smith and
Bollinger (2001) define knowledge as the idividual's ability to interpret
information according to one’s own experience, expertise and skills, a view
supported by Liebeskind (1996), Gero (2000) and Hajos and Bittner (2006). Call
jecnmudeng AAZETI A0 EO AO OOEA mAAMIalind AT T,
CAET AA OEOI OCE AgbPAOEATAA T 0 AOGOTI AEAOE
ETT x1 AACA AO OxEAO DPAIPI A OT AAOOOAT A AA
DOl AAAOOAOh DOAAOEAAO AT A OEA xAU OEET G
knowledge ategories AO AEAT CAEKT A6 GEDI AAAT T A DPOT C¢C
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important, driving developing team-based methodologies and cooperation between

disciplines, professions and organisations. This in turn created the requirement for

have access to different knowledge sources (Lundvall, 2006:7).

From reviewing the literature, various themes emerged for understanding
knowledge:

B +17 xI AACA EO Al AAAAAA ETesmdnieps) idedsd | ET
theories, procedures, practices and the way things are done (where knowledge is
found)

72 Individual action is an essential aspect of knowledge
72 Knowledge is hard to codify; as a concept it is intangible and difficult to grasp
7 Knowledge existsin many forms thus definitions (and value) relate to the

ways it is applied and used in specific contexts
72 Knowledge as a concept is contested, slippery and multivalent

My research considers knowledge and KS within a social context, as human

interaction. 71 T 1 AT AE j pwwypq AT T 1 AT OO OEAO OOT AE
1 ETEAA xEOE xEAOEIE®D ORAOKHIARACER TAT A 11 0EOD
Arrow (1971) argued, trust cannot be purchased and if it could then it is worth

nothing. More reently LundvAl I j ¢nmmeq AEOAOOOAO OEA E|
AEI ATOETT T»&2# AATTTITEA DPOT AAOOGAOGS OAOGOI O
OET-kki 8 xEOEET 11T AAOT AAU ETIT x1 AACA 1Al

Anderson and Finkelstein (1996) emphasise the dnefit of disseminating and
AAAADOETI ¢ EAAAO OEOI OCE OOUOOGAI O1T AAOOOA
AT T OEAAOAA OEOIT OCE , O1T AGAI 1 60x6ABhT DADR A,
OET-kkAOG j Al cT1 EOEOA EHIA 601 jABOE patdids 0\ FAO AD EA 1
This research is primarily concerned with exploring and investigating the human

aspects of knowledge sharing among crogzrofessional teams in healthcare settings

with an emphasis on the tacit knowledge represented in individual minds,
experiences, skills acts, and so forth. Knowledge also exists within shared work

practices and procedures, which includes, not only the knowledge that relates to
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healthcare, but knowledge relating to the team, and how the team functions. Such
team knowledge incluwles shared AT OAT 11T AAT O 1T £ OAOEO AT A

s s oA N oA s oA =~

OEOOAOGETI T16h OEAO EOh ETT xET C ET x ebdl., x1 OF
2000; Hislop 2009).

For a social activity such as teamwork, cognitive understanding may be distributed

across all nembers of he team, department or organisation (collective mind), and
awareness can be continually updated as previous experiences influence
interactions and understanding. This is an emergent quality, as Tsoukas notes,
ipwwedpuvq OOEA Ensthufed & Andvidual doriribuiiondE@cohe

iTOA EAAAZEO]I 1 WEED OROIOAARAOBAOIBAA OAEOOOEA!
1993). Sapsedet al.j ¢cmnm¢cdgxtq AAOAOEAA OEEO AO AOE
Ol 1 OET ¢ POT Al Ai O AT A OEET teaimicapstricts b syd&emOE OA |
of interpretation and sensel AEET ¢ OEAO ET AOAAOEIT Ccl1 U OC
ET AEOEAOGAI O EIT igEDihes impdriahce ofl récogrissid; that the
AEOOOEAOQOEIT 1T &£ AICIEOGETT AADPAT Adhsahd OOE
AZEE OAAT AA Opade mudh xOkg@nisétibnal Behaviour (OB) theories,
developing a collective mind does not necessarily requera strong team or group

identity, and can occur through ad hoc project based teams, with Sapsetdl.(2002)

offering the example of jamming musicians.

We must consider the different kinds of knowledges available within the constraints
discussed in thischapter, within a healthcare institution, socially situated and within
the tensions created through normative discours. Collective mind and distributed
cognition are created through interaction. As teamwork is widespread, and
individuals engage with theconcept, the knowledge, practices and skills associated
with it also become more widespread and can be transferred totlwer activities
(Mandinach, 1989; Salomon, 1993inn and Waring, 2010;Spraggon and Bodolica,
2017). Gordon (1981) and Littlewood (1988)similarly argue that raining activities
including multi -discipline participants, enables learning through the procesas they

are encouraged to impart abilities.

Hence, as stated in Chapter One, for the purpose of this research | chose to define
knowledge as, the fact or condition of knowing something with familiarity gained
OEOI OCE A@OPAOEAT AA 1T QnAOREDNEAOERAT ® Off HLIOI
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alone it is intangible and difficult to grasp. The very meaning of knowledge differs
depending on co© A @06 j, 01 AGAIT T h ¢mnmmedqugs ) Al Ol
jenmmeq ETT xI AACA Al-ADOGHFHEENAGBIEIT -OEBD BT OBET
xET 68 'O OEEO OAOAAOAE EO AT 1T AAOT AA xEOE
teams, conceptualising knowledge associally embedded will be most useful.
Appendix (2.2) provide knowledge classificationknowledge anddefinitions within

the literature.

2.3.6.1 Explicit and tacit knowledge

Explicit knowledge is that which can be articulated and codified, and thus readily
transmitted through different media, such as textbooks, or verbal explanation. Tacit,

or implicit knowledge is that which cannot be codified, for example, how to ride a
bicycle.Niels-Ingvarj ¢ tmuvdoeq A@bi AET Oh OEO EO OAOQE?AZ
a bike without ever having tried it and while doing it, one hardly knows what one is

AT ET C AQA &Gl (20850194 WDABRET OEAO OAAEO ETT xI
worksandET x O1 [ AEA EO x| OEd OAOEAO OEAT OE
being explicit knowledge.

4EA OAOI OOAAEO EITT x1 AACAd xAO AT ET AA EI
4AAEO S$EI AT @Eolangi, ajl humep exglisit kdowledge originates fom

tacit knowledge, thus tacit knowledge is important in the creation of new knowledge

and in problem solving. Dreyfus and Dreyfus (1986) discussed tacit knowledge in

the context of experiential knowledye allowing experts to think holistically and

perform intuitively, drawing on experience that could not be verbalised.

Haldin-Herrgard (2000) likened knowledge to an iceberg, with the smaller, visible

area of explicit knowledge dwarfed by the hidden, tatknowledge below. Likewise,

Hicks, Dattero, and GaupD OA OEA PDPEOAOAR OA@DPI EAEO E(
comparison (2007:5). Researchers disagree over whether tacit knowledge can be
converted to explicit. For Polanyi (1966) sharing tacit requires tai¢t forms, such as

imitation, apprenticeships, shadowirg, observations. However, Nonaka argues that

tacit knowledge can be converted to explicit knowledge externalisation and
conversion during social interaction, storytelling, and dialogue (Nonaka, 1994;

Nonaka and Takeuchi, 1995; Nonaka and Konno, 1998; Noraak oyama, and Konno,

2000; Nonaka, Toyama and Nagata, 2000; Gourlay, 2006; McAdam, et al., 2007).

51



Chapter Two: Literature review and Theoretical Framework \ i A
ed®

Nonaka and Takeuchi (1995) argued that the interaction between tacit and explicit
knowledge and individuals can create new knowledge. Thus, one leads frornet

I OEAO AO OAobpli EAEO ETT xI AACA6 EO DOI AOA
reports, and research, creating the potential for further knowledge development.

They created the diagram below, demonsk OET ¢ OEA O& 60 11 AAI
AT 1 OAOOEWNINFighr®2.3).E |

=3 processof creattn% +a process of articulating
wledge

-mrnmnn tacit kno tacit knowledge into
through shared such explicit knowledge
experienced as concepts and for
dlagrams often using
metaphors, analogies,
andfor sketches
Socialization Externalization
Internalization
N / =
eaprocessof embodving 3 4wa process of assembling
e:%licitkn-uwtedge{ntg e e new and existing explicit
tacit, operational . E“wiﬂge '““]"]3 m;z;“i‘:r
. ., owledge suchasa o
m:s:]edge such as know = specifications fora

prototype of new product

Figure 2.3: The four models of knowledge conversiddource:adopted from Nonaka et
al., (1996))

Nonaka and Takeuchi (1995), Chiang, Chuang and Han (2011) and é&fral. (2012)
AAOAOEAA OAAEO 10 EiI BDEEAEOIT @1 IOEN OOAA AA
AZDAOOE OA b he thougiit,GcdnBluct Famd aWiareness of individuals. Ravn

(2004) notes the challenge of imparting tacit knowledge as it only exists within an
individual or a community, which is, in his definition the main characteristic of tacit
knowledge. Hence tacit knowlelge can be individual or collective (CTK), embedded

in the organisational structure and processes and collective activitygf Chau, 2014).

This collective tacit knowledge is particularly associated with innovation in much of

the literature (Arrow, 1994; Leonard and Sensiper (1998); Erden, von Krogh and

Nonaka, 2002; Spraggon and Bodolica, 2017).
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A review of the literature underlines how significant itis for an organisation to

OOEI EUA ET AEOEAOAI 06 ETT xI AACA AT A IATT 00
and ultimately the organisation (Spender, 1996a, 1996b; Teece, 1998; Keams et al.,
2003; Chou et al., 2007). According to Bhatt (2002) the only nie individual
knowledge affects organisational knowledge is when it is shared. Thus,
organisations should excourage interaction between their staff, and the extent to

which this is happening in Royal Hospital is an important strand of this research.

The importance of considering tacit knowledge in its social context is evident in

studies such as Holste (2003),which indicated that greater trust between

individuals led to a greater willingness to share tacit knowledge.

Hence, while this research considerslitypes of knowledge and knowledge sharing,

it will concentrate, where possible, on instances of tacit kneledge sharing among
cross-professional healthcare teams, the sharing of that which cannot be codified or
AAOGET U OOAT Oi EOOCAAg pwoe Gl KEAAT BOOOAA AR A
ETT xI AARCA8 AO OOOAAEOET T h EIT BDXOAGGMAC | RO O
AT A Ai1T1Tx , 00 AGATT | ¢mnmeq-EAU 6ATATOEEAIRED B T x
that drives the developing teambased methodologies ad cooperation between
disciplines, professions and organisations. Table &) reviews knowledge in a

teamwork context.

Knowledge Explicit Knowledge Tacit Knowledge
Individual Conscious Automatic
Knowledge — - - -

Individual basic or complicatedacademic knowledge
Team/group Objective: represents explicit| Collective: represents
Knowledge group knowledge knowledge possessed by a

group that is not codified

Shared work practices and procedures, the common or mutua
hypothesis andperspective. (in smaltscale)

Social Knowledge Objective: represents explicit| Collective: represents
group knowledge knowledge possessedy a
group that is not codified

Shared work practices and procedures, the common or mutug
hypothesis andperspective. (in largescale)

Table 2.5: GenericKnowledge TypesSource: combined for this research from Smit
(2001:315) and Hislop (2009:23))
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2.3.6.2 Tacit knowledge in healthcare

(Fox, 1997; Bate and Robert, 2002; Jeaat al.,2003; Abidi, 2005; Henry, 2006;
Friedman and Bernell, 2006; Greenhalghet al., 2008; Engel,2008; Saeed Mirza,

2009; Kontos and Mglie, 2009; Steiningeret al.,2010). Lin and Chang, (2008) note

that healthcare organisations face significant challenges facilitating access to the
knowledge possessed by their clinicians. Again, there is also tissiie of whose tacit
knowledge is privileged within the hierarchical healthcare environment. Within
healthcare organisations Steininger,et al. (2010) explain that considering the
complexity and challenging aspects of patient care services, thereisane&fi O OOAA
AAAEOET 1 O3 peciffe bndofpordfidn land GHarfhg dd embedded knowledge

and experience in addition to the capability to utilize explicit knowledge (Cf. Quintas,

2002). Steininger,et al.,(2010) stress that within a complex environmentsuch as
healthcare, the value of aPAAOEOET T AO8 O OAAEO ETT x1 AAC/
that of their explicit knowledge (Abidi, et al.,2005). Numerous studies indicate that

the quality of clinician decisions and diagnoses is substantially improved tbugh

tacit knowledge sharing (Paavad, et al.,2005; Henry, 2006; Lin and Chang, 2008;
Greenhalgh,et al.,2008; Engel, 2008; Steiningeret al.,2010). For Lin and Chang

(2008) decision making abilities can be improved through implementing tacit
knowledge sharing such as knowhow, know-whom, skills, physicianrpatient

experiences, and clinical experience.

The very invisibility of tacit knowledge creates issues for studying how it is shared.
As NielsIngvar (2005) comments, there are no observable sits to tacit KS, hence,

analysing theway in which individuals speak of sharing tacit knowledge may be the
most useful way of exploring the phenomenon in an exploratory study such as this.

This is discussed further in the methodology.

2.3.7. Knowledge Sharing

Knowledge sharing at a subject gaw out of the field of knowledge management.
7EOE OEA AOiI 1 O0ET ¢ EAAA 1T &£ OETT x1 AACAS AC
OAOI OOAA &I O ET AEOEAOAI 086 AT A 1T OCAT EOAOQEI
1992:95; Burton-Jones, 1999)According to Nonaka(1998) KM is the development

and cultivation of systems allowing organisations to find, use, disseminate and

develop knowledge assetsThe competitive advantage of knowledge as a resource
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for organisations was recognisd, indeed knowledge has been promoted for decades
as the most valuable asset for innovation in any organisation (Grant, 1996;
Davenport and Laurence Prusak, 2000; G. von Krogh and Grand, 2002; Helms, 2010).
Davenport and Prusk (1998) and Niels-Ingvar (2005) argue that it is the
knowledge of an organisation that differentiates it from others and should therefore
be managedKS is considered the most important facet of KM (Kalling and Styhre,
2003).

KS has been defined in a variety oivays. For Dyer and Nobeoka (200) KS
incorporates the activities that aid people working together in communities,
through the facilitation of knowledge exchange, and which increases the learning
capacity of an organisation. SimilarlyWang and Noe (2010)define KS asthe
delivery of the task information and know-how required to aid others and

collaborate in solving problems and developing ideas.

Definitions of knowledge sharing vary from the broad to the specific.
Conceptualising KS is problematic as theelevant models and theories ae drawn
from different disciplines, such as management theory, organisational theory and
social science. For Gumus (2007) and Halonen and Thomander (2008), KS occurs
during the interaction of individuals and groups, through kehaviour, through the
manner of undertaking tasks, through processes, and from the memories of
individuals and groups. KS is also perceived as a matrix of underlying forces
containing dynamic interaction between, for example, motivation, incentives,
culture, context, ubiquity, facilitaion, needs, community, outreach, medium,
facilitation, and trust (Steinheider and AtHawamdeh, 2004; Abidi, 2007). In

conceptualising KS as socially situated, | agree witlliels-Ingvar, in that | focus on

+3 OOAOEAO OHistibutihg tlfsierting orl trensnditting, in order to
O0OOAOO OEA O1T AEAI h ET OAOAAOE OANieldingvar, OEOO
cnnmudpxd8 ! AEAE | ¢ mngystematiChllyplEnQde lariel @ &n@ged + 3
activity involving a group of like-minded individuals engaged in sharing teir

ETT xI AARCA OAOI OOAAOh ET OECEOOh AT A AgDA(
mine]. This highlights that as with the other terms discussed, KS can be used as a
normative force, and expectations of KS create pressures that can divide as well as

unite a team, and can be used by organisations and management to influence how

team members work together (Knights and McCabe, 2000).
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KS approaches can be categorised also as eithemhal or informal (Paradise 2008).
Formal approaches are top down, institutd by management, and include
mentorship programmes and formal meetings (Taminiatet al.,2009; Fontaine and
Lesser 2002). Informal approaches arise from social networks and include
impromptu discussions and informal chats (Wengeet al.,2002; Gluch and Re&anen

2009). Both approaches can elicit tacit and explicit knowledge.

Holtshouse (1998) highlights three facets of KS: social, cultural and technical. Cohen
and Prusak (2001) disaiss the social and cultural attributes, noting that the former
includes trust relationships, common frames of reference, and shared goals, whilst
the latter influences behaviour and can be developed to improve KS behaviours, for
example by creating an envbnment in which staff do not feel inhibited from sharing
knowledge (Cf McKenzie et al.,2001; Gupta 2008; Bishopet al.,2008). Technical
attributes include tools and technologies, such as the internet or WhatsApp, which
allow for the mobilisation of information without creating information overload
(Zhaoet al.,2008).

The god of KS is to exploit existing knowledge in the most useful manner or combine
existing knowledge to create new knowledge (Christensen 2007). For both elements,
communication is vital, enabling individuals to explore and generate knowledge of

OEA OPOI ABABAAEI ¢ ETT x1 AACA A& 1 xh bi OAT O
POl Al Al O1 1 OET co AT A (Exkkérethal, o@ASPradgdnAnd 1 A A
Bodolica, 2017).

Barth (2003) and Gumus (2007) state that KS occurs through a variety of channels,

for example offline/online meetings, databases, conversations, networking,
conferences, or messaging. El Sawy and Raven (2012) view different methods as

O£ OI A1 8 ABA Hél Eobi AET AA ET OEA OAAI A A,

Knowledge Formal Informal

Sharing

Meeting planned unplanned (e.g. during lunch)

Participants two or more employees between two or more people

Initiated by a manager or a team leader called by anyone

Settings participants know more-or-less | employees are not prepared
what topics will be discussed| beforehand because nothing ig
and what is required from them | planned

Table 2.6: Knowledgesharing as viewed by El Sawy and Raven (2012).
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Moreover, it isnoted that the frequency of knowledge sharing within a healthcare

team handling a case can make a sigwi@int difference on final outcomes and the

level of risk and complications (Mazzocceet al.,2009). Similar results are reported

by Schwilk, et al., (1994) and Nagpal, et al., (2010) observing the amount of

uncommunicated critical information and knowledge during postoperative

handovers between doctors and nurses.

Knowledge sharing within teams cannot be assumed. As Baiélyal.(2010) indicate,

the effect of roles and positions of team members, and the environment can

influence KS as it is context spefic. Other research has highlighted the effects of

personal motivation may vary,

nmanagement and organisational structure,

leadership, organisational morale, and IT requirements. (Davenport and Prusak
1998; Bhirud et al.,2005; Finn and Waring, 2006; Sveib007; Gupta 2008; Meese
etal,cmpng8 4EA OIT1TAO T &£ POl ZAOOEIT T Al

AT OT A

i AT OAT EOUS 1 £ delKSi(MeEakrky) 2016§Kho@ledgeEskaring can
be used to attack or protect professional boundaries as discussed above (Currie,
Waring and Finn, 2008; Sanders and Harrison, 2008).

2.4.Knowledge Sharing in Teams

The commonly discussed benefits deamwork and KS are outlined in table (Z)

Associated Benefits

CrossProfessional
Teamwork

Knowledge Sharing

Competitive advantage

Better organisational performance

High quality services and outcomes

Efficiency

Flexibility, co-operation and Learning

Efficient customer service

Time saving for individuals and
organisations

Cost saving

Problem solving and decision making

Mutual professional respect

Enhanced communication

Professional diversity

Table 2.7: Associated benefits

linked to both crosgprofessional teamwork and

knowledge sharing Source: compiled for the purpose of this research)
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Having acknowledged the difficulties in conceptualising teams, teamwork,
knowledge, and knowledge sharing, this sexn will consider some of the challenges

from the literature of knowledge sharing within teams. Nonaka and Takeuchi (1995)

stress the importance & teamwork in the conversion of personal tacit knowledge

into organisational knowledge, highlighting the impotance of dynamic interaction

for knowledge creation, as discussed above. Crepsofessional teams are assumed

to comprise individuals with heterogenous knowledge and competencies working

Ol CAOEAO j&ETTh #OOOEAh -AOOETh ¢mpmnQ
demonstrates that when teams include members with shared knowledge bases

there is an overlap of knowledge, creating redundancies. Whilst this mappear
detrimental, it is this redundancy that assists communication within teams, as it

draws on shared infamation, knowledge and mental models, saving the need for

explicit articulation of knowledge. Hence, Sapseet al,(2002:75) note that in these
ciOAOI OOAT AAO OAAEO ETT x1 AACA EO O000I U OEA
the taskrelated knowledge indOEAOAIT 1 U6 AT A OEAU 1 ETE

communication within teams.

The socially situated nature of teamwork creating a variety of teamwork pratices
and understandings is a primary reason my research includes mapping the types of
teams, teamwork, collaboration and communication practices in RH. This gives a
basis for considering ways in whiclteams can improve their effectiveness in patient
care.Indeed, Courtenay (2013:9) emphasises the need for the potential of changes
in teamwork, for which the study of teamwork practices is required. He adds,
O!''1 OET OCE EO EO OE OAihe kddwlkdge abdhskills tol AT A/
perform the role tasks, it 5 also important that research should focus on the
ET OAOAAOET 1O AT A POl AAOGOGAOG O1 1T OAA xEOI
My research will be part of this, following the importance of studying the human

interactions of teams as they relate to knowledge sharing.

From CoOOAT AU O jc¢cnmpoq | EOAOAOOOA OAOEAxh
promote effective crossprofessional teams Nancarrow et al., (2013) argues that

such teamwork requires good communication, respect and understanding of every

i AT AAROBO OI 1% AEG OOKIOE OAO AAOOET T 6 AAOx,
Mitchell (2005) argues there is an obligation for every team member to respéc
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acknowledge and appreciate the contribution from the other disciplines within the
team, although they do not need to unerstand the conceptual frameworks and
methods of the other disciplines. Likewise, Thylefors (2005) emphasises the

importance of acknavledging the input of every member within a team.

I O00AU AU 7(/ je¢nmwq OOCCAOOO orvldglal OCOT ¢
AT i bl OEOGEIT 1T &£ OEA cOi Obpoqh OCOI 0D DPOI AAcC
OAAI ATTPAOAOAG qh jAIEAR GFEGRAD AU 1AA AOIORRGAG E H BAGA
are all factors that impact on the actions of crosprofessional team. WHO (200),

along with Schaeferet al.,j p wwt @ BT ET O T OO0 OE AechBidadICE OA
OEEI |1 08 O ODPAOEAT Qché&damiedatiraining andelidcdtion 1 AT U
in the relevant soft skills are important for effective teamwork, as teamwork

requires skills that are not necessarily linked to professional competence (Bagt

al., 2005; Reevest al., 2010; Reevest al., 2010).

Sapsedet al.,(2002) review how Organisational Behaviour theories stress group
cohesion and interpersonal dynamics in feilitating knowledge sharing. Thylefors,
Persson and Hellstrom (2005) found that teams that work together closely self
reported better efficacy. Mullen and Copper (1994) argue that group cohesiveness

and performance was correlated with a shared history ofinformation and
experience built up from interaction, however this was also linked to team

OAT 11T EOI AT O O1 OA Odpsedret §.,@2003). ItiArsateOBtett | E
that has become increasingly important when considering theories around
knowledge sharing in teams, and for the socially constructed conceptualisation of

teamwork and knowledge sharing.

Batorowicz and Sheplerd (2008) argue that teams that share information and work

Al T OAT U OiI CAOEAOh xEEAE OEAU di&hlipdry OO0/
boundaries, which enables members to gain skills in other practice areas (Locke and
Mirenda, 1992; Reilly, 2001; Beukehan and Mirenda, 2005; Thylefors et al., 2005).

- EOAEAIT jg¢nmnmudoocgq AOCOAO OEAO OOAE OF
drAxET ¢ OI CAOEAO AiT AADPOO EOI i OEA AEOAE:
However, to function in this way it requires the team to gree about what the

problem is and how it can be solved before resources can be utilised. Interestingly,

other studies haveindicated that for team tasks requiring the utilisation of complex

knowledge, rather than KS within the team is of less benefit thaaccess to the
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knowledge possessed by external communities/individuals. This is because new
information is required to complete the task (Allen, 1984; Sapseseit al.,2002). Thus,

this opens space for a conceptualisation of teamworking in looser forms, amdore

AA ET A AT TEOI AOETTO8 4EEO A1 Ol A AA OEOI O
(Lave and Wenger, 1991), or crosfunctional teamwork (Sapsedet al.,2002).

The importance of KS, communication and teamwork in healthcare is highlighted by
Courtenay (2013:9) referring to Casserat al.,(2009), that

O- AREAAT AOOT OO0 1T AAOO DOEiI AOEldnthd O A
action of an individual. Such erros are grounded in shared activities,
involving teamwork and communication, as opposed to professiespecific
OAAET EAAl AgobAOOEOAOGS

The following sections outline some of the barriers and facilitators discussed the

literature.

2.4.1 Barriers and Facili tators to Teamwork and Knowledge Sharing

As noted, hierarchy and power differentials influence the way knowledge is shared.
For Huber (1991) these facilitated KS, but Lee (1997) and Weiss (1999) argued they
were barriers. Similarly, rewarding KS has contrdictory effects in different studies.

In the studies of Huber (1991) and Osterloh and Frey (2000), rewarding KS acts as
a facilitator, but Constant,et al. (1996) and Brown and Duguid (1998) argued that
reward could function as a barrier to KS behaviourdang and Noe (2010) consider

a wide range of factors influencing KS, including environmental factors
(organisational context, culture and climate, interpersonal and team characteristics,
diversity, cultural characteristics); motivational factors (trust, individual attitude,
DAOAAEOAA AAT AEFEOOh AT A O1 & OOEQ8 j3A1C
1998; Ives,et al.,2003).

Whereas education and training for teamwork are often suggested as facilitators for
teamwork and KS, communication training s more often linked to professional
patient communication rather than inter-team communication. For example,
Makoul and Schofield (1999), Van Dulment and Van Weert (2001), Fallowfield and
Jenkins (2004), Thompson ad Gillotti (2005), Ulene (2009) and Jenseet al.,(2011)

all discuss the importance of communication skills in the context of patient care.
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Lewis (1999) more broadly highlights the importance of communication
opportunities, the desire to communicate, andthe ability to communicate
meaningfully for KS among team members. Often where communication skills
training is studied as a factor in teamwork and KS, it is linked to crossultural
training (Holliday, 2009; Boroditsky, 2010; Emma, 2010; Gasiorek and Vate Poel,
2012).

Diversity in healthcare settings can cause barriers to KS and teamwork, that is
diversity in religions, races, nationalities, and languages, and gender (Kossek and
Lobel, cited in Bassettlones, 2005:169Cf.CooperPatrick, 1999). Bothteamwork

and KS require a sharedhnguage on many levels. Similarly, culture can facilitate or
become a barrier to both phenomena, whether professional culture, personal
culture, or ethnicity, it covers the norms, values, and attitudes of the healthcare
professionals and patients. Gasiek and Van de Poel argue that language and
cultural awareness training can aid communicationFor example, Tschanet al.
jcnmwg OOCCAOO OOEETEEI C Al OA8 OEOO AOA
team members, verbalisng decisionmaking processes ad observations to the rest

of the team. This feeds into the collective mind of the team.

With the increase in international and multilingual healthcare workforces, and the
adoption of common, corporate languages, such as these of English, KS
increasingly occurs in nonnative language settings. Tange and Lauring (2009) in a
Danish study, demonstrated that a corporate language policy led to less information
transfer between employees as noiDanish speakers were excluded fronsocial
interactions within the xT OEBI AAAh 1T AAAET ¢ Ol Ol AT ¢cO
AT i1 OTEAAQGETT 6 AAOxAAT 1 O1 OElI ET COAT AT
interaction plays in the development and sharing of group knowledge (Spraggon

s o~ N s oA

and Bodolica, D17). Gasiorek and Van de Pog ¢mmpcq AAOAGEAA
AEOAT OAAT O 1T TAET A T AAEAAT DOT AFAOGOEIT T Al 08
countries, cultures and languages. Ahmad (2018) shows that using a roative

language can make KS an ambiguous and dgsprocess, which diminishes tle

benefits to the individual, the team and the organisation. He suggests adjustments

in discourse, language and media, to overcome these challenges.

KS and teamwork are political and embedded within the norms, preferencesylture

and power relations disaissed through this review. Currie, Waring and Finn, (2007)
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discuss how, within this matrix, issues such as boundary protection and mistrust

AAT AOAAOA AEAIT AT GCAO &I O OAAI Oh AT A 1.
determinAA88 1| AOET AO 1sAf theid dwn ¢iEatibg (ROATB83). Otfier
OOOAEAO EAOA 1TTTEAA AO AOAAOGEI ¢ A OETIT xI .
employees and providing them with the required motivation. Thus, not only can
individual and group norms and culture affect teamwaok and KS, organisational

culture also has a large effect (Chatman and Cha, 2003). Bag&geal.(2004) describes
challenges such as education and culture, professional/discipline hierarchies in
healthcare and an ad hoc apprazh to the formation of teams orconstantly changing
membership (see also Manseret al., 2009), although as noted above, a looser

construction of teamwork can be an advantage to complex KS.

2.5. Teamwork and Knowledge Sharing in Oman

The phenomena of inérest, as socially situated activities, occurs within a cultural
environment. Culture is another multivalent term, encompassing tangible and
intangible elements. Culture shapedehaviour at all levels. In a multinational
healthcare envionment, culture mus be understood in its broadest sense. Wether

national, organisational, professional or individual, it is a dynamic interaction

between environment and identity

2.5.1. National Culture z Oman

As noted in the introduction, Oman is situated on the ArabiaGulf Peninsula,
bordering the UAE, Saudi Arabia and Yemen. A UN Development Report of 2010
identified Oman as the most improved country in long term development relative to

a starting point of 1970, which was the year Sultan Qaboos came to power in a
British-backed coup against his father, Said bin Taim.Qaboos used the oil

revenue to develop the infrastructure, improving health, education and income over

OEA PAOGO EEAOU LAtAcar®systefnhas Anlidrgoreirapidl dnahgek

over the past iU UAAOOh 1 ETEAA OI OEA /1T ATE CIC
state-of-the-art healthcare infrastructure (Alshishtawy, 2010).

6n a report originally published by the United Nations on November 4, 2010,
http://hdr.undp.org/en/mediacentre/news/announcements/title,21573,en.html __ (retri eved
December 1%, 2019)

62


http://hdr.undp.org/en/mediacentre/news/announcements/title,21573,en.html

Chapter Two: Literature review and Theoretical Framework

]

hict

/T AT EAO AAAT AI-ADOGAEEAA AOIAGUIGKE BHOUEAT 1 h
Mellahi and Budhwar 2010). That is, in commuigation, context z cultural and
otherwise z and nonverbal cues are important. Littrell and Salas (2005) described
communication in high-context culture as frequently indirect, ambiguous, and
understated. In contrast, lowcontext communication, associateavith, for example,

the USA and Germany, is direct, precise, and open. Similarly, Thomas and Peterson
(2014) contend that Arabic cultures such as Oman, are holistic, relational, in

contrast to Western cultures which can be considered analytical.

Hofstede (1994) studied national cultural differences over across four key
dimensions in the workplace (1980, 2001): powerdistance,
individualism/collectivism, uncertainty avoidance and masculinity/femininity. It
should be noted that whilst Hofstede studied Arabwtures, Oman was not included,
rather he looked at Egypt, Iraq, Kuwait, Lebanon, Saudi Arabia and the United Arab
Emirates. Nevertheless, his findings can be seen in literature more directlylated

to Omani culture (AFMandhari et al., 2014).

Power-distance describes interpersonal power, the power differential between a
superior and subordinate. Hofstede found Arab culture had a high score, indicating
not only an unequal distribution of power (and wealth), but the acceptance of such
inequality (Al-Azri, 2013). For AFAzri (2013) this indicates Omanis are influenced
through formal authority, which could also imply that Omani culture increases the
likelihood that individuals are increasingly suseptible to the coercive power of the

discourse of teamwork.

Arab culture also rated highly for uncertainty avoidance, indicative of an intolerance

towards uncertainty, and ccrelated to lower levels of employee empowerment,

higher levels of formalised mamagement and regulations (Hofstede, 2001; Obeidat

et al.,2012). Parnell and Hatem (1999) linked this element to the influence of
OATECETTh AO £ O -0O00IEIiOh T10OEETC EADPDAIT ¢
ultimate arbiter (Herbig and Dunphy, 199B; Cavusgil et al., 2008). The Arab cultures

also scored low or individualism, indicative of collectivism that manifests itself in

strong kin relationships (Tlaiss and Kauser, 2011). This dimension reflects the

extent to which selfinterest is prioritised over group interest (McCoy et al., 2005).

As Obeidatt al.,2012:515 note, this indicates the loyalty of employees is more likely

to be to managers and personal relationships than organisational goals and personal
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relationships are perceived as more impdant than tasks or and organisations
(T £OOAAAG O bAU BEakcllidity brifemifinity of a culture does not
OAl AGA OiI CAT AAO OAI AOEI 108 2A0EAO EA AO(
output and performance, feminine for process and esthetics. The Arab culture
scored around the middle, implyingA A AT AT AA ET OEA OxI OE ¢

continuum (Obeidatet al.,2012).

WHO (2005) in their Regional Strategy for Enhancing Patient Safety noted that
approximately 10% of inpatients in Middle East hospitals are likely to have
OOOOAET AA BOOOIEG DAY IAAAT  /-MaAdhds, eCad QOL426A U ! |
EAAI OEAAOA x1 OEAOO 1 ET EAA DAOERdthuoBA £A DL
Ei DOT OAT AT 66 jwtbpq AT A OOhAnal ZEOCEAKBEOBBRAT (
seen as a problem area, a time whetommunication is of paramount importance.
Al-Mandhari, et al. (2014:268) relate participant comments around teamwork,

ET AEAAOET ¢ OEA EIi PT OOATAA 1T £ Al howder00O 00
they also point to the culturally specific nature oteamwork in Oman. Because of its

tribal origin and the relatively recent adoption of organisational culture, they
AAOGAOEAA /T ATE 1T OCAT EOCAOQETTAI AOI OO0A Al
paOAOT Al EOOEAGh OAOU EEAOAOAEHRAA tommok AOA
prescription. Oman is a country with an absolute ruler (the Sultan is head of state

and head of government). AH AT AEAOE AO Al 8 Ai1T Al OAAOR O
organizational culture is likely to be incompatible to team spirit. It appeas that the

relegation of teamwork in Oman owes its origin to socid O1 OOOAT DHDAOOAO
Mandhari, et al., 2014:268; Common, 2008). Furthermore, Mickan et al. (2010:497)
reviewed barriers to and facilitators of collaboration in the Omani health system,

OAPT OOET ¢ O- AT ACET ¢ AEZEZEAOI O DPAOOITAI E
AAOOEAOORh xEEIT A AlT11AAT OAOGET 1T ~AZEAAe&EIEOAOI
DIl EAUI AEAOO6Nh BT TCeI ET Ol DOEEgE OAAET O EAA
OAl AAO ACAEM AGDIEAAOGET ¢O AAOxAAT EAAIT OE x1 OF
OOPEOEO 1T £ OAAI x-Mapdad & al.sée@@rhwork &skedlega@d, for

Micken et al. disagree. Kuehn and ABusaidE 8 O j ¢ntnnnq OOOAU 11 [/
workers in Oman found thatOmani employees preferred to work with other Omanis,

which has implications for teamwork and KS in multinational healthcare

environment. This is related tothe high level of collectivity in Omai culture, and a
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desire to work within a known social network. Al-Esia and SkoK2014), in a study
of UAE workers, link this to the importance of social networks in Arab culture,

indicating the importance of organisations supporting suchmetworks.

Nevertheless, as with healthcare around the world, teamwork is becomy an
increasingly important aspect in the Omani healthcare system and the government
signalled a section for teamwork and communication skills development through
the MoH Eight Five Year Plan for Health Development. The plan annual,
compulsory communicaton skills training and teamwork workshops as part of
professional development plans for healthcare workers at all levels and professions
throughout the healthcare system (MoH,2006; 2011). In 2010 the number of
workshops conducted reached 174 with 5733 aendees, representing about 30%
attendance from the total of healthcare workers in Oman; the targeted aim for 2015
is conducting about 10 workshops as minimum per region/hospith to achieve, by
the end of 2015, more than 60% attendance of healthcare work&in Oman (MoH,
2011:27). Such initiatives are likely to impact on teamwork and teamwork practices
ET /1 AT860 EAAI OEAAOA AT OEOIT 11 Al O8 ateDE A AT
has placed great importance on teamwork and collaboration, creating a had
official discourse in which teamwork is envisioned as good and necessary for

modern healthcare.

Much of the research on knowledge sharing in Oman again relates to industry

and/or IT developments. For example, Abdel Rahim (2003) comments that
technology enabling access to information is one of the main attributes of the
transitions in the Omani health system. Similarly, Alshishtawy (2010:20) states that,

O/ 1 AT 1 AEA si§ éghtArdn tifeistBriEok sound planning supported by an

efficient healthil £ O AOET 1T OUOOAI 68 4EEO EIT Al OAAOL
the MoH of the first tailored Health Information System (HIS) (named ABHIFA) in

Oman, a progressive step fdhealthcare needs, as discussed in the Introduction (Al

Gharbi, et al., 2014).

2.6. Chapter Summary

This chapter has reviewed the literature on the phenomena of interest. It has

considered teams, teamwork, communication, collaboration, knowledge and
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knowledge sharing, and provided a snapshot of the research on these topics as a

basis from which to consider the results of the data collection from Royal Hospital.

To aid understanding suggestions for definitions and terms have been offered.
These are intendel to reflect the philosophical and methodological stance taken
within this research and allow space within this exploratory research to encompass
participant views, as outlined in the findings and discussion. In viewing teamwork
and KS as socially constrded, | have taken a social constructionist approach,
incorporating an awarenessof the role of discourse in constructing reality. Thus,
this chapter discussed some of the issues around the phenomena of interest with a

particular focus on how teamwork and kS are constructed and interlinked.

This chapter reviewed factors than can fatitate or inhibit teamwork and
knowledge sharing and provided a brief discussion of literature relating to Oman.
This provides a foundation for the discussion and analysis of ¢hdata corpus. The
next chapter will provide an overview and justification forthe methodology used in

this research.
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Introduction

O- AOET AO AOA O1116n A OAOAAOAEAOGO 1 AOEI
Oi i1 xEI1T AABKROBDIEUAAS j (AOOA

The first chapter estallished that the key focus of this research is knowledge sharing

(KS) among healthcare crosprofessional teams. The second chapter highlighted

that whilst there has been much research on KS and teamwork, there has been little

bringing the two together andthis thesis will be a step towards integrating these

two topics within the field of healthcare. Once the topic, research questions and

objectives were identified, the tools to investigate the phenomena of interest needed

to be seleced.

To answer the resarch questions, | chose to undertaka multi-method, qualitative
case study design (where RH is the chosen organisational case study within the
Omani context and multiple qualitative methods are utilised) This is a study of two
complex phenomena (crossprofessional teamwork and knowledge sharing) within

a dynamic and evolving setting. The methodology reflects my constructivism within
an interpretivist position and belief that to understand the interactions within such
an environment,a researcher requiresflexibility, to change strategies to best fit the

research objectives.

Thus, this chapter explores the research methods and methodology, the
epistemological and ontological positions underpinning this research, the selected
research design, data collectio and analysis approachesl also consider issues
around validity and reliability, particularly when considering qualitative research,

the confounding factors and limitations of the study.

Research Overview

Kumar (2015:2) noted OEAO OA OA A O ARet @ Bkills, bui afso d way &
OEETEET Co AllTxET ¢ OEA OAOGAAOAEAO O OF
observations, drawing conclusions and inferences, all of which add to our
knowledge. Hence, in addition to the expl@atory aim of this researchinto KS among
healthcare crossprofessional teams, it also offers a step toward integrating KS and
teamwork. Developing good practice, as Denscombe (2002:27) outlines, is a driver

for research, and this research aims to attain gl practice not only in andof itself,

but also to enhance the performance of healthcare organisations and practitioners.

In line with this
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Figure (3.1.) describes the stages in this research process, which will be discussed

through this chapter:

Identifying research conte>]

7

[ Initial literature review ]

7

Initial document analysis

[ Clear identification and formulation ]
Al 8

i £ OEA O6POIT A

Formation of research questions

Selecting suitable
methodology

L

[ Selecting suitable case to study thehenomena ]

14

{ Deciding methods ]

Literature Review

Core Qualitative method (QUAL) Visual Qualitative Methods (+QUAL)
26 Interviews 7 Visual Focus Groups

Text based Qualitative methods (N O AT Q
Document Analysis

)[ Organise and implement a piIotk
"4
l Data Collection l(-

Qualitative data anaysis

Point of Interface:Combining findings from all data collection sources

k7

[ Discussion of findings ]

Figure 3.1. The research process stagesource:developed for this research)
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A literature review initiated thi s investigation, including the literature of teamwork
and collaboration in healthcare. | reviewed caseelated literature in both
knowledge management and teamwork in Omani healthcare, however due to the
lack of published lterature relating to Omani practices, | undertook a document
analysis as an anchor to the literature review. The lack of existing research led to

new questions based on this initial finding:

1 Are teamwork, knowledge management and knowledge sharing pracgd in
the Omani healthcare settig but not documented?
1 Or do the practices not exist in Oman, which is the reason behind their
absence in the literature?
4EEO EAI PAA ET ODPAAEAUEI ¢ OEA Al AAO OOAC
formulation of the research questions, aims andbjectives. These initial steps were
the base for deciding on the most suitable methodology/methodologies for this

research.

Muijs (2004:3) suggests that when starting a project, it is important to identify and
select a suiable research design, which undeies the philosophy and means of data
collection, and dataanalysis tools. This research adopts more than one method
because of the value of each to investigation of the research question. The use of
more than one method n a study is increasingly commomractice (Greene, Caracelli,
and Graham, 1989; Plan&lark et al., 2008; Benz, and Newman, 2008; Bryman,
2012; Yin, 2013; Creswell, 2014). Factors influencing the choices | have made for

this research are outlined in figure(3.2.)
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3.1.Researd Philosophy and Approach

This section discusses the methodological philosophy grounding this research and
reflects my theoretical stance and choices of methodology, methods, and analytic
approaches. Slife and Williams (1995) and Creswell and Cresi(2018) note that

philosophical bases greatly influence research practices, even when apparently

concealed within the research, hence it is important to explicitly identify them.

Paradigm FInterpretivism
Philosophy FConstructivist

Approach EInductive

F Multi-method
FQualitatively driven

Strategy(ies)  ECase study

Methodological choice

ESemistructured interviews - Document analysis
EParticipant-led focus groups/workshops

Q Data analysis EThematic analysis
- FAContenet and context analysis

Data collection

Figure 3.3. Research philosophySpurce: adopted from Research Onion, cpited from

Saunders et al., (2007) and modified to reflect this research)

This research applies a constructivist philosophy within an interpretivist paradigm
using a qualitatively driven multi-methods data collection and analysis. It was
important for me as a regarcher to create my own research philosophy to identify
research objectives and build my research design around these objectives
(Easterby-Smith et al., 2002; Hamlyn. 2005; Gray, 2009; Bryman, 2012; Creswell,
2014).

,,,,,,

Morgan (2007:50) describes a resarch pPAOAAECI AOh OO0! x AU
OAOAAOAEAOOS AAT EAZEO AAT 00 cOmkifamt Céngisl OO0
2014:136). The interpretivist paradigm (or worldview) assumes that reality is both
socially constructed and dynamic (Angen2000; Mertens, 2005). Hence, individuals
AOA OO1T AEAT AAOI 00668 xET ET OAOAAO xEOE A
interpretation (Cantrell, 1993; Saunderset al.,2009; HesseBiber, 2010). Outhwaite
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(1975), Fay (1996) and Schwandt (2003) stress th importance of understanding
the meanings that make up an action to understand human experience (Cohen and
Manion, 1994:36). Thus, interpretivism allowed me to consider the understanding
that participants allocated to their experiences, and which is mediad through
social context(s). As Willis notes, the context in which data is gathered is critical to

its interpretation (2007:4).

| used a constructionist philosophy, within an interpretivist paradigm as both allow

the exploration and understanding of tle complexity of lived experience, through

the perspectives of the individuals who live it, from thesocial, historical and cultural

norms operating in their lives (Schwandt, 1994;Crotty, 1998; Lincoln and Guba,

2000; Schwandt, 2001; Neuman, 2000). Creswel(2003:8) describes the

AT 1T OOOOAOEOEOI AO OOEI ¢ DPAOOEAEDAT 006 Ot
DAOOAOT 1T &£ TAATET CO6 jqgnmodqwd8 2A0AAOAEA
but can move between philosophical ideologies, and a variety of vievon the natue

of social reality, truth, and so on (Hoshmand, 2003; Morgan, 2007; Morse 2016). |
consider this a benefit of an interpretivist/constructivist research stance- as this

research is qualitatively driven and exploratory, it benefits from a corination of
ideologies and qualitative data to provide a rich, holistic view of the phenomena

under study (Cherryholmes, 1992; Johnson et al., 2007, Morgan, 2007; Creswell,

2014).

Thus, | consider meanings and behaviour as constructed and mediated wittgocial
interactions and through discourse. This discourse includes official documentation
around teamwork and KS within healthcare, and RH more specifically, as well as the

discourse of dayto-day interactions (see figure (3.4)).

Social Actors

(Clinicians, nurses and
management)
Social Structure

(Teamwork)
Social World

{Healthcare setting-
a tertiary teaching
hospital)

Figure 3.4. Research Ontogy Positio (Source:developed for this research)
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Thus, the individual perception of the world is based on individual (subjective)
experience, beliefs, knowledge and understanding, and this shapes individual
realties (Jonassen, 1991). Hence social interaction(s) nobnly form social
phenomena but allow fo that phenomena to change (Bryman, 2008). Social
constructivists argue that knowledge is generated through social interaction
(Brown, et al.,1989), and social interaction therefore is crucial for learning and
understanding, for exchanging knowledge (Dewe 1938; Vygotsky, 1978; Powell &
Kalina, 2009). As, Piaget (1953) suggests, learners cannot simply understand
information, but need to construct their own knowledge, therefore learn "through
the use of one's own mid" (Bruner, 1961:22). Importantly, constuctivism does not
AATU A OOAAI & x1 Ol Ah OAOEAO EO O1 AAOOOA
everyone, and can be seen in different ways by the same person as they construct
and negotiate their understanding @ the world through social interaction (Vrasidas,
2000).

Social constructivism and interpretivism are often combined (Mertens, 1998).
Individuals develop subjective meanings for their experiences, subjective
interpretations, which can be diverse and multvalent, allowing the researcher to
search for nuance and complexity (Creswell, 2007). Researchers often concentrate
on the contexts in which individuals live and work to understand the historical and
cultural background to participant experience. Researclie must also understand
that as participants cannot stand outside of their social world, neither can
researchers, who can, instead, explicitly recognize how their own subjective,
cultural, and historical experiences and background influence their interpregttion
(Creswell, 2007). Thus, researcher interpret their data through the lens of their
experiences and background, attempting to make sense of the subjective

experiences of others (Creswell, 2007).

In this research, interpretivism and social constructiomsm are used to understand
how participant accounts of a phenomenon are mediated and interpreted by those
directly affected, to discern 'invariant' aspects or patterns, specific elements of
experience, sequences, discrepancies between subgroups; and releon the

relationship between researchfindings and literature hypotheses and constructs.
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3.2. Research approach and strategy

3.2.1. Research Approach: Inductive
4EAT OAOEAAT AOEOA EOh OOEA T ATTAO ET xEI

2016:5). As a qualitative and exploratory study, the theoretical drive for this

research is inductive, (Bryman, 2012:2425). That is, it begins with an open
perspective; | amnot testing a theory but generating one. As Pathirage, Amaratunga,

Q (AECE 11 OAvould®dddwAhe Gafairdth@rithan vice versa as with
AAAOAOQOETT o6 jc¢nmydr s 4EEO Al 11 xO0 £ O OE
study of the experiences oparticipants relating to the phenomena of study.

3.2.2. Research Strategy: Qualitative
QuatE OAOEOA OAOAAOAE EO xEAAOATCET C AT A E
subjective interpretation of data. (Denzin and Lincoln, 2000; Curnet al., 2009;
Creswel, 2014). Building on interpretivism and constructivism, qualitative research
explores how ndividuals and groups interpret the social world (Bryman, 2012:623
624). Mackenzie and Knipe (2006) note the importance of either qualitative data
collection or a ®mbination of qualitative and quantitative, when adopting a
constructivist position (Glesne and Peshkin, 1992; Silverman, 2000; McQueen,
2002; Thomas, 2003; Willis, 2007; Nind and Todd, 2011; Thanh and Thanh, 2015).
The former was the chosen method for tts research due to the complex nature of
the phenomena under investigation as qualitative dat offers 'insight' and 'in-depth’
ET £ Oi ACEIT 001 AEh ¢mnmwd8 4EATE AT A 4EAI
AT TTAAOGETT 6 AAOxAAT EilebnktooBDbedaisd) BsMicQuadn A N
j¢cnnmgdpxq 11T OAOh O)1 OAODPOA ©& @éiakedthem AoOA A O A
understand in depththe relationship of human beings to their environment and the
part those people play in creating the social fabric of whichhey are a part [italics
i E1TAY806 4EEO EO Eix ) EAOA ADDORMWEF/AA | L
ONOAT EOAOEOA OAOAAOAE EO A TAATO A O Ag
ET AEOEAOATI O 1T O ¢cOi OPO AOAOEAA OI A O AEA
Qualitatve meOET AO AOA OEA AAOGO OiI EAAT OEEAU OO0I
practices of teamwork and KS in the Omani healthcare setting), consider the factors
ET £ OAT AT ¢ OEA PEATTTATA AT A O1T AAROOOAT A
2001 and Curryet al, 2009: 1442; Glaser and Strauss, 1967; Pope and Mays, 1995;
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Crabtree and Miller, 1999; Patton2002; Curry et al., 2009). This research, then,

applies a constructionist philosophy within an interpretivist paradigm along with

qualitatively -driven multi-methods, combining different qualitative methods to

achieve a holistic understanding of the phenom@a under study. Combining several

qualitative methods adds critical value to this study.

Thus, this research aims to develop an understanding of the phenomena of interest

AAOGAA 11T OEA DPAOOEAEDAT 006 AAEAOEI 600K A
perspectives (Inui, 1996; Berkwits and Inui, 1998; Crabtree and Miller, 1999; Curry
et al, 2009). As this research was situated in a healthcare organisation it can provide
insight into factors that influence care delivery, quality and organisational
performance (Sofaer, 1999; Sofaer and Firminger, 2005; Curey al., 2009).
3.3. Research Degn
As noted, this is a mulii AOET A OAOAAOAES8 10O -AOI 1T jc
experience and lived realities are muiAET AT OET T AT 8 1T 00 OT1 A/
impoverished and may be inadequate if we view these phenomena along only a
OET CI A AEI AT OET 186
Philosophical Worldviews ( ) Designs
Constructionist philosophy Exploratory Multi-
Method,
(within an lnltvr|1|‘vtivist Research approach Qualitative Case
paradigm). Qualitatively driven multi-method Study Design
Research Method
Research Question

Data collection

Data analysis

Interpretation

Validation
Figure 3.5. Framework for research $ource:adopted and modified from Creswell and
Creswell, 2018:5)

3.3.1. Multi -Method Research Designs
Fetters & MolinaAzorinj ¢ mpxduvq OOAOAh O- 61 OEmithe | AOE

various combinations of methods that includdan a substantive way more than one
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AAOCA AT 11 AAOQET T bOThAdedighotd use Eubikdtheds @ this ET A Y
research wasintended to achieve a more nuanced understanding of complex
phenomena (knowledge sharing and teamwork) within a multifaceed system

(Healthcare).

Multi-method research allows the researcher to study complex phenomena in a
EITTEOOEA AT A 1T AAT ET Cc&OI x AU 8ayeretl GefvioffEn@ A OE O,
T OAT AAOG 1T £ O1 AEAI OAAT EOQUO6 xEAT dkd OEAA
meaning of their saial world (HesseBiber, 2010:455).

3.3.2. Qualitatively driven Multi -method design

There are several benefits of multmethods research and qualitativelydriven
multi-methods. As Morse notes, (2016:139 c wqh ONOAIT E @ravid&E OA |
different types of results, with different levels of analysis and different structures

Al O AELAAAOAT O PpOODPI OGAG6 Al TT xET C A& O i1 0.
may be suitable for different questions within one project, again enablingrauanced

and holistic undestanding of complex social phenomena (Morse, 2016:144).

Indeed, two qualitative components can complement each other offering a holistic

view of the research problem and questions (Johnson and Onwuegbuzie, 2004:10;
Bryman, 2012:63%-649). Qualitatively-driven multi-methods can also address
potentially inconsistent findings, for example, in this research the interview results

can be compared with the FGs and document analysis. Triangulation brings the
findings together in a structured manner, though does nohecessarily require them

to match, as discussed below. Mulinethods have been used in a variety of fields,

ET Al OAET ¢ EAAI OE OAOCé&BAAQmOAQA#QABOSE AE# /
/ 6 # A G&al BA09; Curryet al., 2a11; Ostlundet al., 2011;Tariqg and Woodman,

2013; Mordenet al., 2015).

This investigation explores teamwork and knowledge sharing in crosprofessional
healthcare teams, aiming to reconcile practice and evidence. It links teamwork and
knowledge sharing,to map the intersectionsbetween them, including that of the
healthcare context. The literature supports applying qualitatively driven mult

methods when examining complex social phenomena (Greene et al., 1989;

"Fetters & MolinaAzorinj ¢ mpxduq C¢1 11 OF AAOAOEAA 1 Ol OEDPI A 1}
qualitative approaches, Qual plus Qual, two or more quantitative approaches, Quan plus Quan, or a
combination of qualitative and quatOE OAOE OA APDPOT AAEAOh 1ixéd BI 606 10
methods is one category of multimethods or multiple methods research."
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Tashakkori and Teddlie, 1998, 2003; CreswellR003; Gorard and Taylor2004;
Johnson and Onwuegbuzie, 2004; Creswell and Plano Clark, 2007; Morse, 2016).

Figure (3.6.) provides a Venn diagram representation of my research context.

My research focuses on the human factor in knowledge sharing (commuatn,

perceived ideas, pactices, resistance, behaviour etc.,) on an individual and group

Knowledge

sharinV

ross-professional

Knowledge sharing in teams’

healthcare cross-
professional teams’

Healthcare settings

Figure 3.6. The research context3ource:developed for this research)

level within healthcare teams. The added complexity of the healthcare environment
creates a multifaceted setting for this study. Fetters, Curry, and Creswell (2013:
why or how a phenomenon occurs, to develop a theory, or to describe the nature of
AT ET AEOEAOAI 60 AoPAOEAT AAo68

3.3.3. The Current Research Design

The research design ian exploratory qualitatively driven multi-method design with

a dual major QUAL core component (QUAL1L: interviews, QUALZ2: focus groups),
undertaken simultaneously with a supplementalqual document analysis, as shown

in table (3.1.) ard figure (3.7.).

A multi-layered qualitative study allows an indepth and comprehensive

understanding of teamwork and KS, covering the behaviours, practices, experiences,
and attitudes within the selected healthcare environment. This research seeks to
address questionsthatgo AUT T A A @bl A

-1 ET ¢ EAZAAOO AT A A
78



Chapter Three: Methodology Chapter

AAAPAO O1 AAOOOAT AET ¢ T &£ O1 AE kforwhdankbnd i AT A

O1 ARO xEAOD

~

N o~ o~

concerned withexplanationE1T A xEAAO OAT OA OEAT 1 AAOGOO
Research Questions) Core | Core Method | Supplement | Supplement
component | strategy(ies)

Q #1 What team types dominate | QUAL1| Semistructured
the experience of healthcare + Interviews o qual Document
professionals within the Omani QUAL2 Analysis
healthcare system? Coproduction
Results QUAL +QUAL Participatory

15!, qual driven Focus

Groups

Q#2 How is knowledge shared in | QUAL1| Semistructured
these teans? + Interviews O qual Document
Results QUAL +QUAL QUAL2| Participatory Analysis

15!, qua driven Focus

Groups

Q#3 What factors or combination | QUALL| Semistructured
of factors can influence, directly + Interviews
and indirectly, the knowledge QUAL2 O qual Document
sharing process in cross Participatory Analysis
professional teamwork? driven Focus
Results QUAL +QUAL Groups

15! qual

Table 3.1. Methods applied to answer the research gtieas (Source:compiled from Morse,

2016)

For this research, | planned and conducted alterviews and focus groups in a four

week period, whilst | identified and collected the documents for analysis during the

same period. Regarding the breadth of resech skills necessary, | have experience

in conducting interviews and focus groups and waable to attend courses to update

my skills within the University of Sheffield Doctoral Development Programme

(DDP). I also ran pilots for both interviews and HFGs test them. Finally, my multt

method design has triangulation and integration across the nitiple phases of the

research process.
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-| r "\ s Y |
I .. QUALI |
I 261 3 Q‘.JA:'I wured : : Thematic Analysis | | Integration
Literature Review | ! (26) Semi-structure E>| B /1 ik
I interviews i1/ \ |
1 L y | Transeri | QUAL2 I overall
: p < | bing || Thematic Analysis ! vera
I QUAL2a I and | of || Findings
: (3) Interactive FGs E>| coding : Participant : e
I Affinity Diagrams | the data | accounts |
Initial Document || \ : + : into : Visual Diagrams : Point of
I .
Analysis I QUAL2b  NVIVO |\  Observation  J U tnterface
: (4) Interactive FGs ;>: : ¢ ! \ I
- T Modelli . . qua ek
e PO . ’ | Content Analysis | : | W
Phase One I
Bxploration Phase Two and Three Phase Four
phase Data Collection Data Analysis and
findings
[ qual Document Analysis ]
l } Literature Review | J

| Continues throughout
the research

Figure 3.7. Visual diagram of tlis research dsign (Source:developed for this research,
based on Aldridge et al., (1999) in Creswell and Plano Clark, 2007:51)

3.4. Case Study Approach

3.4.1. Case Study vs Ethnographic Study as a Research Approach

Case studies and ethnography arenmo of the most popular and wellestablished
research approaches in qualitative research (Robson, 2005:178; Suryani,
2013:117). As this research investigates and explores human interaction and
behaviour within a specific ervironment, either case study or elinography could be
used. A review of the literature relating to case studies and ethnographic studies is

summarised in appendix 3.3.

2T AOT T jenmudpyxwqg 11 OAO OEAO AAOGA OOOAU |
the context of the case, which allowgEl O &£ AGEAEI EOU ET ADPDI UE
AAOA AT 11 AAGEI 168 %OETT COAPEEA OOOAU A A

I £#/ OEA AOI OOOA AT A O1I AEAI OOOOAOOOA T £ A
extended period (2005:178). A compaison between case study and ethnography is
included in appendix 3.4.
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™

There are similarities between the two approaches as they both aim to provide-in
depth understanding of the phenomenon/a under study, however, there aralso
important differences, for ekample ethnographic study necessitates the provision of
OARAOOAET DPAOET AO T &£ OEIi A ET OEA EZEEAI Ao 8
the development of technology and communication methods, much case study
research can be conducted via the interat or telephone. Ethnographic study
stresses the importance of detailed observation and whilst case study primarily uses
interviews and does not depend on participantobserver data, it can incorporate
ethnographic methods through implementing detailed obsevations (Yin, 2003;
Robson, 2005; Suryani, 2013).

3.4.2. Case Study Approach in this Research

| selected case study as it was not possible to conduct observations in RH.
Observation would require a higher level of ethial approval, which from personal
experience as a normedical staff researcher, is almost impossible. Also, as this is
exploratory research, it needs the flexibility offered by case study in applying mutti
methods to collect data, hence, a case study appuobeis the best way to respond to
the research questions (Bryman, 2012; Yin, 2013). Figure (3.8.) visualises the six

steps in conducting a qualitative case study.

However, this raises the difficulty of how to study tacit knowledge and its exchange.
Tacit knowledge is embedded within personhor group experience and context
dependent (Tsoukas, 2003; Hecker, 2012; Spraggon and Bodolica, 2016). Thus, to
mitigate difficulties, | used the experiences of participants as they described their
tacit knowledge experiences, and developed the hybrid facs groups (HFGS),

discussed below. The HFGs allowed me to access what Spraggon and Bodolica

s~ A £ e s oA N =

icnpeq OAOI OO1T AEAI 1 OAEA AAOEOGEOUS 1§ 3, !
i

OAOEAAOG68 4EEO EO AOmOBHRGOBABHOAOO0AA E
The main populdion for this research was the Omani healthcare professional

community, but due to cost, time and access limitations, the focus shifted to the
professional community of Royal Hospital in Oman (RH) as a research sample. |
chose to investigate a single casg&kH) as a manageable way to answer the research

guestions, considering the conditions and situation of teamwork and knowledge

sharing among healthcare crosgrofessional teams. An embedded case study
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RS

allows for studying the phenomena of interest and is fesble with multi -methods

research and allows for flexibility in research methods (Yin, 2013).

Select and emphasize

Topic particular phenomenon Raw data collection fro

Conceptualizations formulating research interviews, or documen
guestions

Triangulation Raw data organisation

Select an alternative

. : " formulation and classification and editin
'nﬁrpor(rett?r?%glgg\(l:”gzg interpretation + searching patterns
g stematic forms development from dat from data related to th

y related to the topic topic

Figure 3.8. The six stages in conducting qualitative case stadyapplied in this research
(Source:adapted from Yin, 2009:1)

Case study design was selected for its flexibility, as it can incorporate different data
gathering strategies, including document analysis, surveys, questionines,
observation, and participatory or action research. It also sees a variety of

£O0T AOET 1T 6n AAOGA OOOAU EO Agpbii OAOT OU Al
potentially important elements and variables, and it enables them to describe the
phenomenaof study within its context. All of these were valuable reasons toetect

case study as a research design.

Whilst the generalisongfrom case studies is possible, it is more difficult with a small
number of cases. One way to overcome this is to choose caséth the greatest
OAOEAOU T £ AEAOAAOAOEOOEAOKh AT OAOET ¢ A O
Hospital as the largesttertiary teaching hospital in Oman. It is a multicultural
environment and plays an important role in developing and supportig change

across Omani MoH organisations across the country. (Yin, 2012; Hakim, 2012).

3.5. Multi-Methods Case Study andiriangulation

As this research employs three different qualitative components to explore
knowledge sharing among healthcare teams in RHhese three strands need to be

brought together.
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3.5.1. Triangulation

$ATUET jpwxmq DOAOCGAT OEKATOGEAOCTI AOBARBRET ENOA
findings from the combination of different methods. Similarly, Bryman (2004:1)

defines triangulatol AO OEA OOOA 1T &£ 11 OA OEAT 1T1TA A
research question in order to enhance confidence inthAT OOET ¢ AET AET C
30AEA jc¢cnmnuvdgrtttq AAZEET AA EO AOh OA DOl AA
meaning, verifyingthe @ AAOAAEI EOQU 1T £ AT 1T AOBIO®EAOET 1
2001; Mason, 2006). Similarly, for Merriam (1998:216) triangllation means
comparing and crosschecking data across methods of data collection. In contrast,

Flick (2002:227) states triangulation i0 O1 AOO A OOOAOACU &I O
procedures than an alternative to validation which increases scope, depthna

Ai T OEOOAT AU ET 1T AOETATTT CEAAI DOI ARAAAET ¢
Hence, triangulation is important to avoid misinterpretation. Denzin (1978) and

Patton (1987) argued that whilst different data types can show triangulation, if
incompatible methodological and analytic stratgies are used, there is a risk that the

results will not fit together. As Morse notes (2016), this is a danger to the validity of

the gudy, Hence the researcher needs to be systematic transparent in their
methodology, and sensitive to nuances in the da@A OE A O O EDAE A EGA B8O
increase the validity of this research and diminish potential weaknesses of the
guantitative components, triangulation will be used. Denzin, referenced in Bryman

(2004:2), lists four types of triangulation:

1 Data triangulation: the use of various sampling strategies in data collection

71 Investigator triangulation: the use of several researchers to compilena
analyse the data

1 Theoretical triangulation: data is interpreted using various theoretical
positions
Methodological triangulation: the use of several data collection methods

1 Environmental triangulation: the use of key factors linked to the study
environment such as time, day, season, settings or locations.

| used a threephase triangulation:

1. Methodol ogical triangulation: as | used several data collection methods
including interviews, hybrid focus groups and the artefacts they created,

observation notes, and document analysis.
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2. Data triangulation: | collected data using more than one type of particgnt

sampling strategy, and collected data from different methods

1 Parallel - document analysis and literature review running throughout the
research pracess.
1 Parallel/sequential - interviews and focus groups, followed by the document
analysis second stage.
3. Theoretical triangulation: The use of several theoretical positions in the data
analysis was necessary to work through the different data sets of doments,

interviews, focus groups, textual data, observations and participant artifacts.

Figure (3.9) explains how and where triangulation was applied across multiple
phases of the research process, using these three phases. The collected data from
the initial document analysis and literature review was used to construct and format
the interviews and FGs. Aother level of data triangulation was applied through a
sampling triangulation between several purposive approaches and the theoretical

saturation approach, further discussed below.

Using methods triangulation, different textual analysis strategies suds coding and
thematic analysis of the different data sets offered complementary insights, creating

a nuanced whole. The crossalidation of data was mt the sole purpose of
triangulation because capturing the same phenomena from diverse dimensions
allows a more holistic view of the phenomena as reflected through the differing data
strands. A common misconception, described by Patton (2002), is that trigulating

will create consistency across different sources and techniques of data, whereas
inconsistencies can be the real comparative strength of the different sources, and
xEEAE O0AOQOOIT 11 O0AO AOAh OAT 1 BpDPT 00601 EOU
Triangulation thus strengthens validity, providing insight on the phenomena of

interest from different perspectives and approaches.

Thus, each method adds to the picture, for example, the interviews covered a cluster
of views from individuals within the case, representing three groups of interest
(clinicians, nurses and management) drawn from different teamslepartments and
specialities. This provided a helicopter view of the topic. The focus groups brought
a more focused understanding of issues raised with the interviews, tapping into

group understandings of team, teamwork and knowledge sharing. The docunten
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» s

analysis generated an impression of the phenomena from a different angle again,
that of the bureaucratic structure of RH. This enabled a comparisoretween what
participants considered was the practice of the phenomena and what existed in

terms of documentation and official guidance.
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Methodological Triangulation during

data collection:

1 QUALL1 data collection
(Interviews)

1 QUAL2 datecollection (Focus

Groups)

1 qual Documents identifie
QUAL1 and QUAL2.

1 Review of literature

N

collection

Problem Research
theory Questions

Triangulation through research
questions:

A

1 Qualitative research uestions
T Multi-methods questions
f Case study A

Data Triangulation: through
data collection sampling
approaches:

A Mixed sample groups
(physicians, Nurses and
some Management)

d from A Several types of
purposive approach
A Theoretical saturation
approach

Umﬂ_» . Interpretation Findings
aRysIs point of Integration
interface

Theoretical triangulation:

Interpretation using
various theoretical
positions

joint displays of
multifaceted qualitative
data

Figure 3.9. Triangulation across the multiple phases of the research proceasufce:

developed for this research)
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EH%‘M gn_»g

3.5.2. Integration

Integrating data successfully is one of the most challenging aspects of mutiethod

research (Bryman 2006; Lewin, Glenton, and Oxman 2009; Fetters, Curry and
Creswell, 2013). However, the value of mukmethods research is improved through

the careful integration of data (Bryman 2006; Creswell and Plano Clark 2011;
Fetters, Curry and Creswellc tpo Q8 /[ 6#AO0OEAET h - OOPEUR A
Creswell and Plano Clark (2011) outlined approaches to integrating different types

of data at various stages of theesearch (Cf, Fetters, Curry and Creswell, 2013).

Yin, (2012) and Hakim, (2012) argue thausing multiple sources of evidence, to see

EAZ OEAU OAT 1T OAOCAdh AOAAOAO A OAEAET 1 &£ A
(2006:19-22), building on work bythe Leeds Social Sciences Institute, suggests ways

of opening out integrative ideas to hoh OAEZAEEZAOAT O 8 AEIT AT «
AobAOEAT AA6 ET AOAAOEOA OATOETTh AlTITTxEI]

epistemologies and ontologies, which may resuinh vastly differing world views and

i AU AAPAT A OPIT AT T OOAOOlexhataglivddiehliy 81 OU |
multi-dimensional, so our understandings and explanations must be. Thus,
ET OACOAOGEI T AAT A-RT DAEAN T @BehidnS Ghddvheiel O1 O

guestions and explanations differ, we can learn from such differencAs she notes,
this requires a flexible, creative and reflexive approach, acknowledging a range of
methodologies, which opens multimethods research to more innovatre methods,

allowing for complexity and nuance in our understandings and explanations. Maso

A L o0~ NN
,,,,,,

Even if one does not go as far as Masamsearch findings that are inconsistent,
contradictory or conflicting may still be of benefit. Investigators may handle
discordant results in different ways, such a gathering additional data, reanalysing
existing data, seeking explanations from theorypr challenging the validity of the
constructs. They may seek not to integrate differences but acknowledge the

disparity arising from different strands of enquiry.

As different data types were collected in this research, careful integration is
required to ensure they fit within the research, enabling a coherent result. This does

not mean that all data must gave the same answers, for example during this research
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pe et
whilst interviewees spoke of protocols related to teamwork, none could be found
within RH intranet. This indicated a divergence between the discourse of

participants and the administrative framework of the hospital.

/“Fit” Data Integration / Confirmation >> Expansion > Discordance

) Increase credibility of the Findings from different Different findings are
CE)here.nce of the different types findings because the different  goyrces of data diverge and inconsistent, incongruous,
of findings. types of data deliver expand insights of the contradict, conflict, or disagree
comparable conclusions. One  phenomenon by addressing with each other.
type of findings confirms the gifferent aspects of a single
other. phenomenon or by describing

complementary aspects of a
central phenomenon of
interest.

Figure 3.10. Aspects of data integration imulti methods research%ource:compiled

AOT 1 | 8#AOEAET h - OOPEUh Al Blark 201 Fetlers, Carry
and Creswell, 2013).

Creswell and Plano Clark (2011) suggest three approaches for integration:
connecting, merging, and embedding data. Integration of theifterent data sets
provides maximum strength to the research methods and minimises weakness

while collecting different types of data(Cf, Braun and Clarke, 2006).

This research used systematic integrative procedures. It used a mufitage
framework for case study, integrating data through narrative and joint display

i/ 6#AOEAET h - OOPEUh AT A .n&@l&k ROL1; Eetiepsyt | # (
Curry and Creswell, 2013). For example, integration through connecting occurs

when data types are linked throudp through the sampling framework, as my
document selection drew on suggestions from interview and focus group
participant suggestion. The data was analysed separately and then merged during
analysis in NVivo, bringing together the themes. | also used joidisplay at this stage,
AOAAOCET ¢ A 1T AOOE@ AO O- AOGOEAAO OOOAAIT ET

8|n ThematicAnalysish OEA OAAOA A1 OPOOGSE EO Aii AAOA Aiil1 AAGAA AOD
elements ofthe data corpus utilised for a specific analysig-or this researchthe data arising from the literature
OAOGEAxh ET OAOOEAxOh &' O AT A AT AOIi AT & AT AT UOEO AOA OEA
EOGAI 6 ET AEAAOAO E thét Eodefhédr @Ake upbtife @@OsetiorEorgud, Gbkas an individual

ET OAOOEAx 10 (&' h AT A OAAOA APOOAAOE ET AEAAOGAOC A Al AAA
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systematically similarities, differences, and trends in responses across groups of

ET £ Of ATOO6 j! OAOEI T h ¢mngn - Aédompe apdwwn
Schensul, 1999. Finally the data was integregated through the narrative, as the
written report brings the data sets together in the findings and discussion. Figures
(3.10.) and (3.11.) make clear where integration occurred through the resednc
problem and questions, sample composition, the clarity of analysis units, gathered

data, and the schemes of analysiBé&zeley, 2009; Yin, 2013jor more details on the

data integration in this research available in the finding at the beginning of chapter

5.

Integration through methods: Integration through methods:

¢ Through sampling framework ¢ Connecting: Through sampling framework
¢ Building: through Interviews and FG data collection documents for
analysis were identified
¢ Embedding: Data collection and analysis link at multiple points

Research \l/

Problem Questions/ Sampling Data Data analysis Interpretation Implications
theory Hypotheses collection
Integration through design and research Integration through joint displays of:
questions:
v QUALI data
¢ Qualitative Question o QUAL2data
¢ Mixed methods questions o qualdata

Integration through adopting a multistage mixed methods framework

Figure 3.11: Integration across the multiple phases of the research procé&ssufce:
developed for this research)

3.6. Research Design and Data Collection Methods

Having outlined the philosophy underpinning this research, and the methodological
choices behind theselection of qualitatively-driven multi -methods case study, this
section discusses the researchasign tools used for data collection, as shown in
figures (3.12.).
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Figure 3.12. Research desigrSpurce:developed for this research)

90



Chapter Three: Methodology

e et
3.6.1. Language and Data Collection

Conducting research in a second language can lead to a loss of richness in narrative,

for example the use of metaphors that are language or cultur@eacific (Lakoff and

Johnson, 1980; Polkinghorne, 2005; Chapman 2006; Van Natsal.,2010). Caretta

and Vachelli (2015) advise conducting FGs in the mother tongue of participants, to
minimize the risks of misunderstanding and errors (Morgan 1997; Barbouand

Flick, 2007; Hennink, 2008; Krueger and Casey, 2008). Van Nesal. (2010:313-

optq OOA O Ahbethdei dubjedtikd eApdrience and language is a tweay

process; language is used to express meaning, but the other way round, language

ET KOATEAAO T AATET ¢ EO Ai1OOOOAOAAG8 3EI
AT 11 O1T EAAOAA ET OOAE A erstahds thOmeAring &k AasOA A A
AZPDOAOOGAA ET OEA A& AET CcOh 1T OECET AOQEdt ¢ /O]
al.,2010:314).

Nevertheless, | chose to conduct the interviews and HFGs in English, not Arabic.
English is a second language for many Omatst the main language used in medical

settings between professionals; medical staff at RH come from around the world and

use English to communicate. As this research investigates KS behaviours among
cross-professional teams, it was important to understand how participants
communicated. Consequently, | elected to design and conduct the interviews and

FGs in English language.

3.6.2. Semi-Structured Interviews

Qualitative interviews offer an insight and knowledge of the experiences, beliefs and
practices of dhers. Interviews are intentional conversations highlighting significant

qualities. Rubin and Rubin (2011:5), describe interviews as gently guided extended
AEOAOOOET T Oh AO OEA OAOGAAOAEAO OAI EAEOQO
following up on AT Ox AO0OO CEOAT AU CiOBeMarr&s, POAIBEHE A x A /
Saunderset al., (2009) and Robson (2011) suggest a spectrum of interviews as
presented in figure (3.13.) and Rubin and Rubin (2011:8) described qualitative
interviews based on their purposewhich is outlined in appendix 3.5. | chose semi
structured interviews with open ended questions as this method generates-depth

data (Cohenet al.,2007).
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Figure 3.13. Interviewstype spectrum Source:compiled from Saunders et al., 2009, ai
Robson, 2011)
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Wengraf (2001:3) described semiOOOOAOOOAA ET OAOOEAxOh A
scripted or quarter-scripted interview: its questions are only partially prepared in
AAOAT AR6h OEOO OEA ET OAOOEAx xEI1 AA Ol A
production, by youAT A UT OO ET OAOOEAxAA68 4EA POODI
Ol AAROOOAT A O DA OBDDOAGHEDRAONOAD A OAOET ¢ OEA
xT Ol A6 j 0AOOT T h ¢nmn¢gdotpQds

3.6.3. Interviews in this Research

Due to the complexity of the phenomena under study in this research, qualitative

ET OAOOEAxO EAI PAA ET OAITERAEQEIC A1 ADDOI
DAOOEAEDPAT OO O1 AAOOOAT A BOT KAO6ODBI OAREOCAL
the same timh ET OAOOEAxO AEI AA O OAAOAOEAA |
DOl AAOOAOG6h OEOO OEAOA xAOA NOAOOEITO
communication and collaboration, and the factors that participants thought
influenced their practices (Cf., Wengraf, 2001 Despite these advantages, semi
structured interviews are time intensive to conduct, transcribe and analyse, which

means it is onlypossible for a limited number of interviews (Bryman, 2012).

3.6.4 Rationale for Interviews

The choice of semstructured interviews as a main data collection method
accumulated a rich source of data on the phenomena of interest and the RH
environment. Theliterature review and document analysis were used to design the
pilot interviews, as they highlighted potential themes andopics for discussion, and
building on the pilot interviews, | developed the final interview design for RH

participants (clinicians, nurses and managers).

As exploratory research, it was important to allow the interviewee freedom to talk.

| may not anticipate what issues participants viewed as important, hence it was

helpful to select a flexible interview design (semstructured). The interview
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included a basic topic outline, so each participant was asked the same basic question

set, but with additional flexible questions within a prepared interview protocol (see
APPAT AE®@ o8¢eqQqh Al TT xETC A O AAADDLARET T A
each interview was unique. Nevertheless, | had to moderate at times if the
discussion was going too far off trak, which is what distinguishes these interviews

from being unstructured.

3.6.5. Interview Protocol

3.6.5.1. Pretest/Pilot study:
As stated, the literature review and document analysis were used to design the
interview protocol. A good qualitative interview question is clear, neutral, open
ended, and sensitive (Patton, 2015). Best practice in qualitative (sefstructured)
interviews, as recognised by the methodological literature, requires a flexible
agenda and core question list covering the investigatearea. | followed a common
method in semistructured interviews, the use of the protocol/topic guide with a
progressive refining of the lines of inquiry as each interview is completed (Bryman,
2012).

Piloting and pre-testing the interview allowed me to asess the flow of questions,
the presence of sensitive questions, the appropriateness of categorisation of
variables, the clarity of the questions, and provide a formal rehearsal of the
interview process. Three pilot interviews were conducted facdo-face and via the
internet, with one participant from RH staff, unconnected with the study (Library
Manager) and two colleagues with Englislas their second language, to reflect the
fact that the research would take place in an environment where English was the

second language for the majority of staff.

3.7.5.2. The interviews:
Once consent had been received from the participants, fate-face interviews took
pi AAA ET 1TTA 1T &£ OEA 2( 1 AAOGEIC OITiO 160
preference (the latter was mainly for the convenience of management and clinical

managementparticipants).

There were two sets of protocols prepared (see ggendices 3.6 and 3.7), one for
managerial staff and one for nurses and clinicians. For nurses and clinicians, | was

interested in their interactions and experiences of the phenomena under
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> A
investigation. Management staff also offered insight into the hospit policies and
documentation in relation to the phenomena. Each protocol contained a basic
outline of topics, as discussed above, with additional questions within a prepared
topic guide, albwing for adaptation based on interviewee responses. Each inteexv
lasted an average time of 50 minutes, during which | took notes when appropriate
in addition to the audio recording of the full interviews, which were then transcribed

verbatim.

The interviews allowed the identification of existing team types through prticipant
descriptions, and teamwork and KS practices. They also provided an account of any

barriers or facilitators that participants considered influenced teamwork and KS.

3.6.6. Focus Goups/Workshops as Research Methods

FGs have become increasinglyopular as a research method across diverse fields

such as health research, social sciences and marketing. Morgan (1988), referenced

in both Madriz (2000) and Colucci (2008), describes FGs as distinguished
gualitative method incorporating components of nterviews and observations.

Whilst they are a valuable qualitative method to collect irdepth data, employing
APDDPOI POEAOA OAAEIT-EQOADOWIAMDOAEEO OLCTARAIL |
FGswere introduced into social science research as an alternative to inteews, and

the first FG guidelines were developed in 1941. (Delli, Carpini and Williams, 1994;
Krueger and Casey, 2000)-G discussion helps generate ideas among a group to

create a rich data picture, enabling the researcher to learn about, for example,
conscious, semiconscious, and unconscious psychological and soaaltural
characteristics and processes (Bryman, 2012Patton, 2015. Grgnkjeer, et al.

(2011:16) explain the rationale f®® &' Oh OET 1 x1 AACA EO AOAA(
experiencesandformd £ ET 1 x1 AACA T £ AT A ET OKHAAOE]
Kitzinger, 1995).

FGs offer the opportunity for participants to interact and observe each other, thus

the variety in convasation and communication is greater than in interviews. Lunt

s o~ N s A

and LVinCOOT T A jpwwedywyuvq AAOGAOEAA &' O AO OA
OO0CCAOO OE A Oto &tudphow dehringsE idierpbe@itions, and narratives

94



Chapter Three: Methodology : 4

the social construction of concepts such &S and teamwork that | particularly wish

to study.

Colucci (2008:1425 argues that FGs have not been used to their full potential, as

often the group discussion and opinions are dropped from the analysis and
OAOAAOAEAOO OAT A O MPADPI BOET AEREADAOMOODAAT
observational data from the FGAT AAT AA T A O AAPOOOA OEA
nature of interactions between individuals from different professions both within

and across boundaries of profession, department and hierahny, and study patterns

of interactions. It also captured their communtation, and ways that hierarchy,

gender, nationality, could impact their interactions.

Colucci (2008:1425) further notes that while FGs offer the perfect setting for

involving participAT 060 ET A CcOiI O6b AAOEOEOUh OEEO E
oferOEA EAAAI OAOOEIT C O I AEA DPAOOEAEDAT 0O
a more active way, taking the discussion more tdepth and in a potentially more

AT ET UAAT A x BeUadpect of EGsChatB Qvishéd to expand during this
research, hence my=Gs were task relatedAlthough tasks were not related to their

work in healthcare, they required the ceoperation of participants, hence
observation was important. Such FGs also praded the opportunity to learn views

and attitudes that participants coull be unwilling to discuss in an interview. Also,

for me as researcher and the participants to notice ideas arising in a different
context. Several participants commented that the innotave process of the FGs

made them think of teams, teamwork and KS in flerent ways.

3.6.6.1. Focus groups or workshops
In this section | problematize and redefine the boundaries concerning FGs and
workshops (WS) with an emphasis on activitiesdased, artled, and participatory or
participant-led FGs (Colucci 2007; Cooper andarbrough 2010; Silverman 2013;
Caretta and Vacchlli, 2015). Participantled data visualisation Ilimits the
OAOAAOAEAOGO ET &I OAT AA 11T AAOA AT 11 AAOQEIT
both FGs and WS are outlined in table (3.).
As Caretta and Vechelli (2015) and Hennink (2008) suggest that dgsite overlap

between FG and WS methods, the lack of representation of workshops within
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academic research and literature has led researchers to adhere to FG taxonomies,
typologies, definition, and concepts.Thus, | present a hybrid of features derived
from FGs and workshops, blurring the boundaries between these methods with
innovative art-based, activitybased and participantlet research. Caretta and
Vacchelli (2015:1) note that the increased use of arand activity-based techniques
within FGs (defined & such through the absence of academic language around WS,
as noted above), has shifted focus from the discussion element in traditional FGs to

include the processes of generating data, the interaction dumg those processes, and

A N 2 A N~ s

the different types of dah CAT AOAOAA xEO | xEAO OEA

hybridization] £ OEA &' $ OEOT OCEI 0O OEA O1 AEAI
FGs, Hybrid Focus Groups, HFGs.

Thus, my HFGs took a notraditional methodological approach to eliciting rich
qualitative data, blurring boundaries between FG and WS approaches to explore KS
and teamwork practices, experiences and understanding in healthcare. | created an

interactive-driven investigation, using activity-oriented creative exercises to create

visual data (artefacts) which was then used to inform organised discussion.

Workshop (WS) Focus Group Discussion (FGD)

Cambridge Dictionary, 2015- a meeting of| FG as defined by Morgan (1997):
people to discuss and/or perform practical
work in a subject or activity. 1 a group of people who discuss a giver
topic within a limited period of time;
Merriam Webster Dictionary, 2015- a class or
series of classes in which a small group d 1 participants may be either known to
people learn the methods and skills use in each other or strangers;

doing something.
i as far as possible, conversation:
In Sociology this method las been employed ag should be free flowing and have
an "organization workshop": a largescale limited input by the moderator
community empowerment approach. Hence
the WS is a learning instance (see also Moschi
and Home, 2014).

WS is a tool usd in PAR (Participatory Action | In literature FGD:

Research) for democratizing access to researd The goal of the preparabry exercises during a
by involving participants in shaping the| FGD is to elicit the discussion that follows
research aim and taking stock of results tq When organising a FGD, increasingl
improve local conditions (Reid and Frisby, researchers use some sort of elicitation
2008). material such as pictures, newspaper articles
video clips or other cultural artefacts.

Table 3.2. Comparative dénition of FGD and WSSpurce: compiled from Caretta and
Vacchelli, 2015)
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Colucci (2008 suggests that employing activity-oriented or exercisebased
questions in FGs opens the door for an enjoyable, productive, more reflective and
focused data. Krueger (1998:63), referenced in Colucci (2008:1426), described
OAGAOAEOAOGGE I fler paikcipadtOO OORAABS OOELATIB OAOEA
provide a comfortable environment to express themselves through noemerbal
responses.As noted in theliterature review, knowledge can be seen as object or
process, (Hildreth and Kimble, 2002; Shamsie and Mannor023; Vissers and

$AT EAAAOh ¢mpoQ8 50EI ¢ AAOEOEOEAOh A A (
"1 AT T EAAQ AT CACAéA AEEEE @EG | jniidaoEHESS also " O
engage with the concept of collective tacit knowledge (CTK), as it is a gmof

individuals coming together to complete an activity?.

Data can also be augmented through discussion. Colucci (2008:1430) explains that
AAQEOEQCERBPOBHAGBRAED® OI1 A AO AAOGO EAE OEA |
describe their answers more n depth, provide more detail, apply them to a real
OEOOAQEIT AT A AoPOAOO ACOAAI AT OTAEOACOAA]
built upon this technique in my creation of HFG for this research. There are a wide

variety of activity-based techniques pssible, and a selection of these are presented

in appendix 3.8.

3.6.7. Hybrid Focus Groups in this Research

Participants were interested in the idea ofactivity based HFGs, reflecting, for

AoAi bl Ah OEAO AAOEOEOEAO x AHBA@swérggteicdivedAl A
as a less threatening environment in which to express their opinions. (Cf. Colucci,

2008). Similarly, participants described feeling elaxed and not under pressure,

allowing them to be relaxed and engage with activities. Even when theyere out of

their comfort zone, participants were curious to give it a go (Colucci, 2008). The
activity-based questions allowed participants to focus andngage with the topic of

interest. The variety of data collected, i.e. observations, verbal discussi@nd
descriptions accompanied by visual production, provided a wealth of dataC§, Bloor

et al., 2001; Colucci, 2008).

s#4+ EO Ai 1T OEAAOAA AO Ai AAAAAA xEOEET OOI AEAT ATl
created through ativity and experiences. (Lam, 2000; Collins, 20Q0¥issers and Dankbaar, 2013;
Spraggon and Bodolica, 2016;).

97



Chapter Three: Methodology

EH%‘M gn_»g

3.6.8. Rationale for Hybrid Focus Groups

| conducted seven HFGs, outlined belo. T 00 (&' O AOAAOAA OA EAE
three creaR A OAT T AADOOAT 1 AT AGAAPAOGGHh OEA 1 AO
There were 33 participants involved overall.These also provided a validaon of the

interview data set through group discussion, building on themes generated through

the interviews and document analysis. HFGs collected further details on the
experience of KS among healthcare team$he HFG discussions helped generate

ideas amorg a group of professional to create a rich picture of their practices.

The methodology comprised two types of d@ collection, applying activity-oriented
NOAOOEIT 108 4EA AEAEOOO OAOEAO T &£ o (&' O O«
experiences andunderstandings associated with crossprofessional teamwork.
Participants produced visual diagrams mapping the fdors they considered
important in their cross-professional teamwork. During the process they worked

first together as a group then as individubs.

A second series of 4 HFGs explored crepsofessional teamwork, team types and
communication behaviour through an art and craft project as participants created a
conceptual landscape, that is, a visual map of team structure, teamwork, and
communication flow in their healthcare teams. AsReiger (2011:145) notes,
OPEAOOOAOG AT TTA 888 AOkthe wibfdr@mdntwOoth&1 ET (
ET £ Oi ACETI T CAOEAOAA6h O DAOOEAEDPAT OO x/
misinterpretation, which was recorded and transcribed as part of the research and
integration process. Participant explanation is recognisedractice in the collection

of visual data Rose, 2001, 2016; Newman, Woodcock and Dunham, 2006;

Winddance, 2006; Woodward, 2008).

Exploring views and experiences of teamwork through these methods creates rich

data as data gains meaning not only from therished creation, but also from the

process whereby it is shaped, accompanied by participant interpretation. Such HFGs

offer, there/El OAh OEA DAOOEAEDAT 006 OEOOAI AAAI]
describing their visual accounts, including individualand collective accounts. They

also allow for researcher observation into the creative process, interpersonal
dynamics, and cultue (Grgnkjeeret al.,2011:16). For example, | was able to observe
negotiations around the presence or role of a doctor withintte healthcare team by

observing the interaction between a doctor subgroup and a nurse subgroup.
98



Chapter Three: Methodology

EH%‘M 5&»5

3.6.8.1. Focus Group Design in tlis Research
Al Abh AEOAA AU -1 CCOEACA AT A ' OEET O 1 j
arranging elementsinsuchawap © 01 AAOO AAAT I I EOE A DPA
HFG design | adopted a mukmodal view accompanied by a design interaction
approach, along with a game theory perspective. Participantisualised data allowed
individuals and groups control of the way tlkey developed and constructed their
visualisations of KS and teamwork practices in RH. Moggridge and Atkinson
j ¢y d v Gsign Bibkkh® Aaness@d tacit knowledge rather than the
Agbpl EAEO ETT x1 AACA T £ 11 CEAAIleffedtiveliaaean@ A OO A /
AU ATETCh Ali1i1xETC OEA OOAAT T OAEI 60 1 ET A
As the case study is in Onm Omani culture is likely to influence how participants
engage with the research. Omani culture is hierarchical and patriareh and

oriented around the family.

A common matter of concern in activity based FGs is how many activities or task
should be ircluded. Bloor et al., (2001) recommend a minimum of two tasks,
suggesting that such dual tasks or activities allow explorationf two purposes such
as positive/negative, exploratory/structured. | used complementary multitask

exercises, as discussed below.

3.6.8.2. HFG Protocols

Affinity Diagrams: Participants create terms and ideas that they group into

OE1T OOEOEOA CGODAIEA OFEG 1 OEIEIOAOEOUR AADPAT AAT A,
(Moggridge and Atkinson, 2007). In doing so they identify and create connections
between issues. Affinity diagramsvere built around themes that emerged from the

literature review, interviews and document analysis: teamwork, knowledge sharing,
communication and collaboration structure, type and processes. As noted, they
provided confirmation of the interview findings and realistic representations of how
healthcare professionals within Royal Hospita[RH) perceived the phenomena of

interest.
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Figure 3.14. An example of an affinity diagramSource:HFGsAD)

In the affinity diagram HFGs, participants moved between théasks, working

individually and together and agreeing on the decisions made in each stage:

1.

o k& 0D

Write on post-it notes beliefs or correlated factors to aaised question. (What
factors from your experience, come to mind when | talk about mixed health
care teanms in the RH?)

Share these ideas by sticking them randomly on the white board.

Read all the notes, and add any further comments.

Sort notes into caegories and develop labels for each group.

As individuals indicate which of the headings they felt were most important,
using three stickers to indicate one, two or three different posits.

As a group rank each list under the headings, based on which yhielt were
the most important.

As a groupcreate a shared statement in response to the question raised

initially by the moderator.
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Figure 3.15. Affinity Diagram techniques used and their ordeB¢urce:
developed for this research)

The four HFGs, each of-8 participants, took an hour for thisexercise: developing
the diagram (3545 min), discussion am reflection, including the final group

statement (15-20 min). (See appendix 3.9 for the full protocol).

Conceptual Landscape and Flow Analysis: Participants created two collage
OI ADOG&h 1 Todp aldO oneA as QnBividuals of their team and the
communicaion/collaboration/teamwork processes involved in day-to-day work.
As a method, Moggridge and Atkinson, (2007) describe this method as helpful in
understanding mental models of the issue under stud through the creation of
visual artefact representing abgract social and behavioural phenomena. Again,
these HFGs supported data collected from the document analysis and interviews.
The map represented information and activity flow through all phases od system
or process, as participants mapped activities anghformation flow. As an exercise, it
provided a realistic representation of how healthcare professionals within RH

perceived these elements and interactions.
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Figure 3.16. An example of a Conceptual Landscape map
(Source:HFGSsTM)

The process was as follows:

1.

o~ Db

6.
7.

Using the materials provided, as a group create a map of the teanthin the
department and RH.

Add teamwork, collaboration and KS processes.

Map is explained to themoderator.

Group discussion.

Using the materials provided, individuals create a map of their teams
positioned within the department.

Explain the map to thegroup.

Group discussion of maps.

This task triggered rich discussion among the participants, especially around who

should be included or excluded from the team, and identification of the relationships

between teamwork and collaboration.
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Figure 3.17. Conceptual Landscape and flow analysis techniques used and their or«
(Source:developed for this research)

A theme guide vas developed from the literature review, interviews and document

analysis and each group was asked:

How would you represent your daily work within the overall hospital
environment (e.g., Who do you work with? How do you communicate?

Where do you fit within the whole hospital? Etc.,)?

Each HFG consisted of-8 participants, all drawn from the same department, and
sessions took approxmately 1 hour: 20 min for creating a group representation of
the team and 10 min discussing and reflecting on the group mag5 min for

developing individual representations of their daily interactions, 15 min discussing

and reflecting on their individual maps. (See appendix 3.10 for the full protocol).
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3.6.8.3. Role of the researcher
As with the interviews informed consent wasreceived from participants and |
conducted both HFGs as a moderator, explaining the tasks to participants, offering
further explanation as necessary, and acting as timekeeper. Kamberelis and
Dimitriadis (2013), referenced in Caretta and Vacchelli (2015),ate the importance
of the researcher as moderator for a diversity of opinions. The HFGs were audio
recorded and observational notes taken. (See appendices 3.11 and 3.12 for the

information sheet and consent forn).

Activity -based participatory HFGs crei@d an explicitly participatory environment,
which was implicitly non-hierarchal, however one intention of the HFGs was to
observe how individuals interacted, discussed and shared task roles. In some cases,
existing group hierarchy was unchanged, in otherdue to the unorthodox nature of
the tasks the group redeveloped a hierarchy for the HFG. For example, the
Gynaecology and Obstetrics HFG were all were from India, which has a hierarchical
culture, and the powe relations between specialist clinicians ad nurses was
evident throughout, with the clinicians controlling the way the nurses expressed
membership of their team. In constrast the ICU HFG-established hierarchy as the
group discussed and shaped their mas on a more equal basisGf, Baker and Hiton,
1999; Merryweather, 2010; Caretta and Vacchelli, 2015).

3.6.8.4. Pilot/pre -testing:
The initial HFG designs were supported by the literature review, taking into account
the initial document analysis. The final protocol was the accumulation of the
previous stages. As these focus groups were innovative, kted them rigorously.
Both FGs were piloted in the UK before | began field data collection in Oman, to
ensure that instructions were clearand understandable and that the timings were

feasible.
3.6.8.5. Limits of activity -oriented questions
Yyl OEEO OAAOQEIT ) OAEI AAO 11 OEAT ORGA AORD
as highlighted by Colucci (2008) and Caretta and Vacchelli (26}t
1 There can be difficulties around comparing and interprahg answers,

However | encouraged participants to explain and discuss their work, and

recorded and transcribed the discussion.
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1 The amount of time required can increase, so | carefully timed thexercises
and made the restricted time limit part of the ch#lenge. This kept the
activities on track, albeit with some exceptions that will be considered in the
discussion chapter.

1 Art and craft material can be expensive. | was able to source cheaper pap
and prepared everything myself.

§ Participants could strugd A xEOE OAIT ET C8 OAOEAO OE/
takes them out of their comfort zone. When | explained the activities, some
participants were initially uncomfortable, but all appeared toenjoy the HFGs
as the processes were not complicated.

1 Less conficent participants could feel embarrassed and not want to take part.
Similarly, gender, social status and other aspects of identity could affect the
extent to which participants engage. However with activity-based
techniques there is no right/wrong answer.As participants began both HFGs
working separately before coming together, this helped to break down
hierarchy within the session. Likewise, some participants were more
comfortable discussirg their art than answering direct questions about their
views onthe phenomena of interest.

As noted above, Krueger and Casey (2008), Hennink (2008), Barbour and Flick
(2007) discuss carrying out FGs in the mother tongue of the participants. However,

Omanis tri-lingual (Arabic, English, Swahili) and the official languge in healthcare

is English. Interestingly, despite participants stating that language was never a

problem in their daily work, they would switch to their mother tongue in discussions

if they shared it with others in the group.

3.6.9. HFG Conclusion

In this section | explored and described a notraditional HFG design that created a
richness and depth of data. The HFGs provided a space for participants to express
their, feelings, thoughts, pactices and experiences. As exploratory research
understanding and acknowledging these experiences and practices was a priority. |
incorporated effective methods to elicit engagement, interest and trust from a very
busy and hard to research group (healtha@ professionals). Participants described

the HFGs as fun and eayable, which eased recruitment.
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| agree with Colucci (2008:1431) that whilst research is a serious matter, requiring

a scientific and robust methodological approach, it does not have to @A T OET C6 8
HFGs enriched the data collected, reduced drops imattention, and were

recommended by participants, improving recruitment (snowball sampling).

3.6.10. Document Analysis Rationale
Document analysis involves systematic data gathering in relian to the phenomena

of interest, to provide an understanding ofit (Mogalakwe, 2006). Mogalakwe

may seem like damning with faint praise, but document anadys is a useful research

strategy to complement the major qualitative components of this study.

3.6.11. Document Analysis in this Research

The main reason for adopting this method was the lack of literature relating to KM,

KS, teamwork, team types and othreelated aspects in the Omani health system. The
document analysis, following Mogalakwe (2006) and Bryman (2012) was
undertaken to understand the phenomena of interest, and it applied a systematic

data gathering aiming to provide an understanding of pattens and regularities. As

such it was a complementary research method. A document analysis requires (Prior,
2004:4), a) creating and followng documentselection strategies; b) considering the

601 AEAI AQAEAT CAd i & Ai Adi Al DOBAAANAADDD
document.

$1 AOI AT 66 AAT OAEA T AT U £ Oi 6h AT A AT 11T «
be visual or exist virtudly, on the internet or intranet of an organisation (Prior, 2003,

2004) and sources can vary from organizational or@vernmental documents, not

available to the public (Smith, 1984; Miller, 1997), to fully accessible public
documents (Altheide, 1996). | aalysed documents related to the case of study,
including policies, statistics, reports and guidelines, which offeredhsight into the

current state of knowledge sharing and teamwork practices in RH, including
documents from RH and the MoH as they pertained RH, which | was then able to
compare with the data from the interviews and HFGs. Approval to access this
information was granted from the hospital management as discussed below (see

appendix 3.13). The document analysis covered official documentatiomp personal
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or patient related documents were accessed, and none of the documents contained
sensitive content.
Documents are distinct from other data sources in that they exist before the
researcher approaches them for data. In contrast, interviews, FGsdiobservations
are generated through the act of their undertaking (Hakim, 1987:41, referenced in
Miller and Alvarado. 2005:349). Types of documents used in the document analysis:

- any document relating to the institutional structure

- any document relatingto existing teams

- any document relating to procedures related to teamwork or KS from any

department, institution policies, statistics, reports

- OEA ET OOAT AOTET OAOT AO DPOAOGAT AA T £ 2(

- MoH or RH strategic plans
| considered any references in douments about KM, KS, teamwork or team types. A
systematic approach allowed me to interpret the documents with confience to
provide a voice and meaning to the phenomena under study (Bryman, 2012). As
discussed above in the sections on integration and tnegulation, there must be a
consistency of methodology and philosophy in order to ensure consistency of the
research data, though not necessarily the results. How the documents were sampled,

coded and analysed is discussed in full in sections73.,3.8.3.and 38.8.

3.7. Case Selection and Sampling Strategies

3.7.1. Case Selection

Considering the complexity of the phenmena of interest, the use of multlayers of

sampling was necessary to ensure comprehensive coverage. This is described by
OATUO jegnnydgowxq AO OOAOEAOG 1T £ OOOAOACEA
to do your re;AAOAEG8 O0AI UO A @b bfang €amplrigAo tRE C1 E /
research objectives, as the most suitable sampling strategies are built on the
research nature, context and objectives. Therefore, the first sampling layer was to

select the case.

Different sampling strategies are outlined in appndix 3.14. Palys (2008) suggests
the researcher should consider the person, place or situation with the largest
potential for understanding the phenomena of interest. For that reason, purposive

L oAz A £ o

OAIl P1 ET ¢ W& OO DIOEIOWIOAD D6 x EOQE (PAISA2008:60K)0E O A
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xEOE A xEAA OAOEAOU 1T &£ OPOODPI OEOGAG OOOA
situations, the context of the research and its objectives.

| selected the case study for this research based on sesakrstrategies: local

knowledge, key cas and maximum variation sampling.

Local knowledge - based on my experience with the case, working at RH (2005

2013) gave me a familiarity with and comprehensive knowledge of the hospital. This
knowledge aided in idertifying details and nuances. Participats trusted me as | was

AT 1T OEAAOAA O1T AA TTA T &£ OEAih xEEI OO0 OAI ]
xEOEET OEA EI OPEOAI 8 4EEO 1 AAT O ) xAO Al
willing to take partinmy OAOAAOAE AT A OAE Ariefor kdety Aflne.U A O
This enriched the research, and the participation and data collected was far greater

than | had expected.

Key case- RH is the largest tertiary teaching hospital in Oman. It has been used to
establish policies, guidelines and training hat are then adopted by other hospitals.
The possibility for documentation on teamwork and KS was most likely due to its

connections with the MoH and that it was moving toward Canadian Accreditation.

Maximum variati on/heterogeneous purposeful sampling z RH was selected to
facilitate the collection of different perspectives, experiences and diverse data. As
the largest hospital, a teaching and tertiary hospital, it offered the widest range of
specialities, with international, and internationally experiencal staff. Thus, | was
able to compare teamwork and KS practices across specialities, departments and

professions.

The diversities between the different participants created an opportunity to
understand the perceptions of nurses and clinicians, their beliefs practices,

experiences, KS, crosprofessional teamwork.

3.7.2. Participant selection
Once the case had been selected, the choice of participants was also made using
purposive sampling, and from the sampling strategies in appendix 3.1&everal

sampling techneques traiangulated for the purpose of this study.

Maximum variation/heterogeneous purposeful sampling zthis ensured a broad

view of the phenomena
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Expert sampling z to highlight potential new areas of interest and intersect, in
particular this related to the more senior members of staff who had more experience
in other countries, hospitals, departments, and so could reflect on differences, and

the managerial staff.

Criterion sampling - As exploratory research, | aimed to identify teams and

individu als within teams who fit the needs of this research:

1. Participants were to be part of a crosprofessional team

2. Participants should have experience working across departnmal,
specialities and professional boundaries.

3. Participants should have a range of geriences, such as senior staff (long
experience (510 years), junior (2-4years), and new staff within their first
year.
3.7.2.1. Interview sampling z size and saturatio n

The interviews were designed to uncover answers to the following research

questions:

1 What team types dominate the experience of healthcare professionals within
the Omani healthcare system?
1 How is knowledge shared within these teams?
1 What factors or combnation of factors can influence, diectly and indirectly,
knowledge sharing processei cross-professional teamwork?
These multilayered questions require indepth and detailed answers to provide a
clear and holistic picture of teamwork and KS behaviouri® Omani healthcare teams,
and this needed the most apt sampling strategies. Interviesampling followed a mix
of purposive sampling strategies, with stakeholder sampling as the umbrella with
an embedded maximum variation. The first strategy guided the cl® of participant
categories (clinicians, nurses and management) and the latter togruit individuals

within these categories from across the disciplines, as shown in figure (3.18.).
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The Case Study: Royal Hospital

/ Nurses  Managers and Clinical Managers  Clinicians \

Participants

Figure 3.18. Interview Sampling Source:developed for thisesearch)

In qualitative research, avalid number of participants depends on the research aim,
objectives and questions, and thus varies (Joffe, 2011The interviews used
theoretical saturation, applying continuous sampling and data collection until no

new data appeared. As Morse (2015:587) explains, saturation refers to
OAEAOAAOAOEOOEAO xEOEET ¢ OECI EAEEAATa®Y AAC
OEAABATBOAO EO xAOA j#&8h -1 00A pwwuh ¢
AAANOAAUG8 4EOOh ) Al 1T OET OAA ET OAOOEAXEI
been reached, considering not the amount of data but the links to factors and
conceptsrelated to the phenomena of interest. As part of this process, | kept a clear
record of emerging themes and concepts to provide evidence of saturation
achievement and conducted an initial analysis at the end of each day (Seale, 1999;

Bowen, 2008).

3.7.2.2. Interview participant recruitment

Upon arrival to the case study, | found that the gatekeeper had not contacted the
departments to recruit participants according to the criteria and as agreed via email.
My main gatekeeper (the professional developmdrdepartment at RH) had not sent
any of the recruitment letters or emails but requested | take over recruitment as |
was on site. Thus, first week of data collection was spent contacting every
department, speaking to department heads and recruiting partigants. The
recruitment document is included in appendix 3.15. | printed and made copies of all
letters, permissions and information sheets, and sent invites to all department heads

via the second gatekeeper (the medical library).
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Some departments requestedhat | approachpotential participants directly, either

by giving me a short list of potential participants, or providing a full list for the
department, others gave my details to potential participants and asked them to
contact me. Whilst this was a timeconsuming proces, it allowed me to explain my
research in person, and explain the participant information if they wished to know
more. If a member of staff agreed to take part, we could schedule the time and place.
Upon agreement, all participants were equired to sign aconsent form before

proceeding. The recruitment process is outlined in figure (3.19.).

Not Not willing to
interested participate
Contact
potential Int ted : Accepted to
participants | 'N€reste » Meeting | participate
Interested |_——" (suitable)
No
Call .
Not Suitable
Resporse Not
interested
A\ 4

Sign consent form and
schedule time/date for
interview

Figure 3.19. Recruiting strategy for interviewsSource:developed for this research)

Interviews had to run during working hours (7am-2pm, although no interviews took
place before 9am as this was the busiest time for all departments) and manage
had to sanction the time off for the interview. This proved useful as participants
were reluctant to participate after working hours, when taking part would affect
their free time. Each interviewee was allocated one hour although some interviews

were much shorter, and a couple longer than the hour.

3.7.2.3. Interview participant profile
Interview participants comprised clinicians and nurses and mangers, a total of 26
interviewees (8 clinicians, 10 nurses, 6 clinical managers (clinicians involved in
administrative work), 2 administrative managers). They represented 15 different
department and specialities. The gender ratio was equal, 46% were above 40 years,

~ -

pwp xAOA /I ATEh xEEIA qob xAOA )T AEAT h A
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experience in heathcare, though not necessarily at RH, ranged from a few months

to over 25 years, and the educational background varied.

Most interview participants had experience working/studying in more than one
country. Some Omani participants had completed their edation solely in Oman,
whilst others had also studied abroad, either in one country or aoss several.
Foreign nationals likewise had either completed their education in their home
country or migrated to study in different countries. Among participants, edcation
and training had been received in Europe, the United States and Canada. Thisetgr

of backgrounds was key to achieving a wide variety of views. Please see appendix

3.16 for details on demographics.

3.7.3. Focus Group Sampling

As noted, a FG is tended to facilitate in-depth discussion through interaction.
Parker and Tritter (2006:26) therefore, argue against ad hoc or random recruitment
of participants. In this research,HFGs represented the second major component

(QUALZ2) and with two types of HEGs, two types of sampling were used.

3.7.3.1. Focus Group sampling in thisresearch
Conducting workshops in healthcare setting is challenging due to recruitment issues.
Flynn, Albercht and Scott (2018:2) referencing Hysongt al.,(2013) and Roxburgh
(2006) state:
O4EA AQOOUT AOGO 1T &£ OEA Al ET EAADFthdT OEOT T 1
staff, the rapport between researchers and staff, and rapport among the
staff themselves. The reality of busy clinical environments can result in a

s oA s o~ - s o~ N =

lack of time or abiiOU O1 DAOOEAEDPAOA ET OAOAAOAED®

For this research | found participants were nore willing to participate the HFGs

were interactive, fun and unusual. Many participants showed interest only after |

AAOGAOEAAA OEA &' O6h AO 11T A O@AQiwbild b®( T x

ET OAOAOOEI ¢ O OAA OEAO068 w%khanket&desidss OE A

in their busy day, and participants volunteered to attend during their break time. A

few of the senior staff were initially uncomfortable when the FG begaifior example,

one complained this was the type of activity they did with theichild. However, all

participants engaged with the activities and reported enjoying them, with some

AOCGEET ¢ EZ£ OEAU AT OI A OAEA DPEIT OT O 1T &£ OEAE
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The two types of FGs requigd different types of participants based on the HFG aim,
objectives and the qestions they are trying to answer. Even though participants
were selected through clear sampling strategies as discussed below, two other
factors were considered, that of countryof origin and length of work experience. As
suggested by Kruegeet al.,(2000) and Morgan (1997), such variables allow for a
diversity of opinions if the researcher can balance homogeneity and heterogeneity
in group construction. This was achieved throuly the selection of participants with
diverse characteristics to ensure varian in gender, social and professional

backgrounds.

3.7.3.2. Affinity Diagram HFG sampling
For the Affinity Diagram HFGs a purposive stakeholder sampling used as an
umbrella, with maximum variation and criterion sampling. The use of the first
strategy maintained the focus on the same groups as in interviews (i.e. nurses,
clinicians and clinical managers), while the other strategies allowed the recruitment
of diverse yet relevant paticipants. These participants were identified and

recruited via the following process, as shown in figure (3.20.).

1. Identified during interviews and invited to join the FG.
2. Recruited based on their membership of crosprofessional teams through
their management.
3. Randomly selected from lists of potential participants provided by
departments.
4. Willing to participate in an unusual FG for an hour.
Three HFGs were formed from the individuals willing to participate and further

information on their demographicsis given below.
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Individuals

selected randomly

from lists of Via

potential —> phone ——

participants call

provided by Not interested Not

departments or willing interested

Not or willing
suitable

Relevant

individuals v

!dentlfled during Asked to Sign consent

interview Suitable participate form and confirm

in FG suitable

time/dates for
Focus Group

Selected by Interested

managenent based T and willing

on membership of /

cross-professional . . .

teams Contact via emailproviding

information sheet and
consent form

Figure 3.20. Recruitingstrategy for Affinity Diagram HFGsSource:developed for this

3.7.3.3. Conceptual Landscape FG sampling
On the other hand, the Conceptual Landscape Hp&ticipants were recruited using
a purposive stakeholder sampling alongside a combination of paradigmatic and
criterion sampling. Participants were identified and recruited via the following

process, as shown in figure (3.21.).

1. Individuals who belonged b the same crosgprofessional team.
2. Teams should include nurses and clinicians from the same team.
3. The selection of the teams based on which teatwere willing to volunteer

to participate in an unusual FG for an hour.

Selected based on Not interested

membership Qf Initial meeting with or willing

cross-professional Department Head to

teams by 5| explain the researd

management. and ask if they are \ Interested Confirm stitable
willing to help by

participation and willing time/dates for FG

Figure 3.21. Recruiting strategy for Conceptual Landscape HFGesyrce:developed for
this research)

Four teams, who fitted the above criteria were willing to participate. These
participants were recruited as a team or group through their management. On
arriving at the hospital, Ihad asked department heads to select potential groups for

OEAOA (& Oh EI xAOAO AOGAT O

N e e

i OCE Al ET EAEAI
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| needed to contact two different management teams for recruiting because whilst
clinicians came undertheir departmental management, nurses came under the
nursing management no matter where they were posted. This proved challenging as

will be further discussed in the data analysis and research findings.

3.7.3.4. Focus Groups Sample Size

The HFGs weranitially intende d to be a minor supplementary componentdual) to
validate and confirm the interview findings. However, when potential participants
learned of the creative nature of these HFGs more participants than anticipated
asked to take part. In totd there were 7 H-Gs, with a total of 33 participant (21
nurses, 9 clinicians and 3 clinical managers) from 4 nationalities and is further
discussed below. 16 participants took part in the three Affinity Diagram HFGs, from
across professions and discipling. 17 participants took part in the four Conceptual
Landscape HFGs, from four healthcare teams. Further information on the

demographics of these groups is included in appendix 3.17.

3.7.4. Focus Group Participant Profile

3.7.4.1. Affinity Diagram HFG participants
The first group (HFG2) consisted of five participants, four were female, one male.
There were two senior staff nurses, one staff nurse and one nurse supervisor, and
one senior specialist, from five departments. There were three Omanis, one Filip

and one Indian.

The second group (HFG4) consisted of four participants, two were female, two male.
There was a senior specialist, unit nurse, staff nurse and a consultant. They came

four different departments and were all Omani.

The third group (HFG7 consisted of s&en participants, five were female, two males.
They were a unit nurse, four senior staff nurses, and two senior specialists. They

came from six departments. Four were Omani, two Indian and one Filipino.

3.7.4.2. Conceptual Landscape HE participants
The first team (HFG1) consisted of four participants from the Intensive Care Unit
(ICU), however participants came from different parts of ICU (adult, paediatric and
high dependency). Three were female and one male, two were Omani, and two

Indian. They werea staff nurse, a nurse supervisor, and two consultants.
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The second team (HFG3) team consisted of four participants from Infection Control
(IC), all females. Three were Omani, and one Indian. They were two staff nurses, a

senior consultantand an epidemiobgist.

The third team (HFG5) consisted of four participants from the Emergency
Department (A and E). Two were female, two male, one was Omani, one was
Jordanian, one Iranian and one Filipino. They were two staff nurses, a nurse

supervisor and a senior cosultant.

The fourth team (HFG6) consisted of five participants drawn from the Gynaecology
and Obstetrics Team, all female and all Indian. They were three staff nurses and two

senior consultants.

3.7.5. Document sampling

A letter of request to access theRoyal Hospital intranet and documentation was
approved by RH management, through their research committee (See appendix
3.13). This approval included the types of documents | could access, and

confidentiality level required. | was grantedaccess to any andall-

1 Documents/publications relating to institution structure and existing teams

1 Procedures related to teamwork or knowledge sharing

1 Department or institutional policies related to teamwork and/or KS

1 RH intranet/internet
A sampling strategy is importan, especially where the number of documents
available cannot feasibly be analysed within one study; yet sampling can be dropped
if the source is naturally limited (Miller and Alvarado 2005:351). For this research,
| did not know the extent of documentationavailable and which | could access until
receiving the approval and getting onsite at RH. At that point | was able to decide

about sampling.

| used the recruitment meetings with department heads and management staff to
ask for recommendations and signposng to existing documentation in relation to
teams, teamwork, communication, collaboration and knowledge sharing. Only the
Director of Nursing was able to identify or suggest specific documents, provided me
with printed documentation on the protocols and procedures of the nursing
department. All department heads, and many participants, stated any
documentation, policies or guidelines for their department would be available
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through the RH intranet portal. The intranet was irthe process of being updated,

and whilst participants spoke of relevant documents in support of teamwork and KS,

few could specify documents. Hence once on site, | searched the intranet. | was

unable to do a word search within the intranet, and so lookedtaall documents,

selecting those that appeared relevant from their title or content. This included

)l

| considered any references in documents about:

= =4 4 -4 -

any document relating to the institutional structure

any document relating to existing teams

any document relating to procedures related taeamwork or KS from any

department, instituti on policies, statistics, reports
OEA ET OOAT AOTET OAOT AO POAOGAT AA

MoH or RH strategic plans

KM in RH

Teamwork in RH

Team types in

KS among he healthcare teams in RH

RH

i E 2

Processes, rules, @icies, and so on in RH regarding KS, teams or teamwork.

Documents identified through

/ Sign posted by heads\

of departments

Document identified
by participants

Potential documents
from the Hospital
Intranet identif ied by
the researcher

2

/

Figure 3.22. Document sampling $ource:developed for this
research)
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| situate myself as multtmethod researcher using constructionist philosophy within
an interpretivist paradigm as best suited to my research scope (Bwandt, 1994).
Knowledge is seen as mediated and constructed within social interactions and
through language. Drawing from Clandinin and Rosiek, (2007) and Kerwin
Boudreau and ButlerKisber (2016), who view knowledge as experience, this
inquiry develops an understanding of the phenomena under study through
participatory approaches, as it is present in the processes, relations, interactions
and experiences of healthcare professionals (Creswgel2003, Butler-Kisber and
Poldma, 2010;Kerwin-Boudreau and ButlerKisber, 2016).

The data analysis is presented in a manner that moves between spatial and linear
fashion, demonstrating where data analysis of different data sources interconnects

and diverges, creating a vivid image of my analysis process. In qualitative research,

data analsis usually occurs in an iterative and interconnected process, and | follow
Kerwin-" T OAOAAOE O+EDAAO®OI AOnmpoedwuyxq OEAx Ol
ways of seei Ch AT ET ch AT A O1 AAOOOAT AET C68 4EA
about each implemened method, the spatial allows me to show relations,
integration and divergence throughout the process. This helps the reader to
understand the data analysis strategy, ecisions and process, enabling anyone to

retrace my steps.

As suggested by KerwirBoudreau and Butlert EOAAO j ¢mpodwuyq O)

integrating multiple sources of data collection, evidence suggests that data analysis

can also be enhanced throughth® OA 1T £ 11T OA OEAT T1TA AT Al U
(1990:459), cited in Boudreau and ButlerKisber (2016:959) argues that the use of
OAOAOAT OOOAOACEAO Oi AEAOG EO 11 O0A TEEAIU
I £ + OEA PEATIT T AT Avyos

Freeman (2016) staes, that all research involves identifying, organising, selecting,
creating and recognisng data, with a transformation of that data into findings, and
OEAO OEO EO Al xAUO A OATET C6 xEOE OfA EI
This requires the researcher to develop a range of critical thinking skills (which
Freeman discusses inletail) and Prasad (2005:9), as cited in Freeman (2016), notes

that this requires approaching,

10 Modes of Thinking for Qualitative Data Analysaccessed oline, no page given.
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ONOAOGOEI T O 1T &£ OI AEAT OAAI EOU ET T x
problematized vantage point, emphasizing the construct nature of social
reality, the constitutive role of language, and the value of research as
AOEOENOAG 8
%EOT AOh j¢mmyquq Alii AT OO OEAO O11T O 111U
the forms of its cAAOET 1T AEAEEAO806 | AOddiEntddes &1 A £

investigation and analysis aid reseiher to step away from traditional linear
thinking into a reflexive process of enquiry. This offers accessible and embodied
findings that allow for diverse realities, and the dialogic and multinodal findings
referred to by Mason (2006). Nevertheless, pasbilities remain grounded in the
understanding of lived experiences and anchored in a constructivist epistemology
(Eisner,1991; Richardson, 1995; ButleKisber, 2002; Creswell, 2003; Vaikla
Poldma, 2003; ButlerKisber 2007; Butler-Kisber, 2008; ButlerKisber and Poldma,
2009).

| began with the data analysis of the interviews, followed by HFGs, positioning them
within the research questions and where they intersetcand feed into the interview
AAOA8 4EEO AAiIT1 OO0OAOAOG EIT x 1 thoOWpdmOET 1
understanding the composition of healthcare teams and interactions among and
between individuals and teams, also highlighting factors affecting css-

professional teamwork.

Finally, | discuss the document analysis process, positioning it thin the overall
research process (see figure 3.23.). Although the research started with an initial
document analysis that provided an outline of the case undertigly, the full
document analysis took place after the data collection process was completed, a

documents were identified primarily through interviews and HFGs.

As methods triangulation strategy was employed in this research, the analysis
process incorporated issues of significance to each method. The use of diferent
textual analysis strategies sah as coding and thematic analysis offered different
insights based on the unique analytical lens of each. Together they offer a deeper
understanding than would have been achieved using only one strategy. Adding to
that, the triangulation of different strategies adds to the trustworthiness of the

analysis.
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Table 3.3. Qualitative data analysis strategies used in this research

Visual approaches

Similarity -based
Categorizing Strategies

Contiguity -based
Connecting strategies,
Contextualizing
strategies

Raose (2001); Butler-Kisber
and Poldma (2009)

Jakobson(1956); Lyons (1968); Saussure (1916/1986);

Maxwell and Miller (2008)

Variance theory and process theory (Mohr, 1982)
Variable-oriented and caseoriented approaches (Ragin,

1987)

Structural and functional analysis of discourse (Linde,

1993;

Sociologtal and historical analysis (Wieviorka, 1992)

A way tounderstand a
phenomenonthrough the
reconstruction of data,
yielding insights.

Relationship based on
similarities (paradigmatic).
Built on finding
resemblances or common
features to allow grouping

Relationships based on
contiguity (syntagmatic).
Built on the actual
identification of
connections between

or comparing based on things.
categories.
Example
Concept maps Coding Some types of narrative
Art-informed Thematic Analysis analysis:
Collages Case study Discourse analysis

Affinity Diagrams Functional analysis
Narrative

Contextual analysis

3.8.1. Data Transcription

The transcribing process began during the data collection period and continde

until all interviews and HFGs weretranscribed. As | undertook the data collection

and transcribing, | could immerse myself in the data from the initial stages
(Riessman, 1993). Transcribing is a slow and iterative process that requires full
attention and observation of the data emerginghrough active listening, this creates

a familiarity and understanding of the actual data (Adler, 1964). All recordings were
transcribed verbatim to capture any emotional signs or expressions (hesitation,

sighs, laughing etc.,), and potential thought procgses (uh, um, hmmm, em, you
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know,11 etc.). To ensure the accuracy of the transcribing process, | reviewed the
transcriptions by listening to the recordings on NVivo alongside the transcription

data. Acolleague also cheked the transcripts for accuracy.

3.8.2. Concept maps

In the initial stages of analysis | used a visual inquiry approach, in this case concept
maps (Butler-Kisber and Poldma, 2010Kerwin-Boudreau and ButlerKisber, 2016)
alongside categorising and conngting approaches (Maxwell and Miller 2008;
Kerwin-Boudreau and ButlerKisber, 2016). The use of concept maps offered a
footprint of the emerging themes and concepts from the data. | developed the
concept maps as | listened to the interviews and HFGs, taaover the thoughts of
participants. This approach, accompanied by a constant comparison approach while
categorising, yielded comprehensive themes that were used to support the coding
and theme development. Figures (3.24.) and (3.25.) show examples of gazbncept
maps. These maps allowed holistic understanding of themes and ideas as they
developed through interviews and HFGs, clarifying theoretical saturation, when no
more ideas emerged from the data. Concept maps in this research were used to
expose the unconscious or underlying perspedves of participants, to link and

connect concepts, and support the data analysis procesSgroyanet al.,2004)

1_1 This was one of the few occasions when | left the Arabic,ias many of the participants used
OUAIXIEE®AE EO ! OAAEA A& O OUI O ETTx88
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TW is very good and
Continuous team change and important Hierarchy
role changes
Duty rota determine team | TW reflect on patient care |
members

TW reflect on patient care |
TW and collaboration good

for learning > i
Good TW = good work

It is important to know your / h / environment
[ Teamwork

team members

Strong link between TW, K5 &
TW and collaboration are communication
the same
. Power Ve TW spirit
Team support is important
3 . We should have T As a Medical field
Beicg a role model & should be collaborative
important
As a nusse [ have to work in a team
We are the mediators We are part of every team Vi
between Drz, patients and we can consult Drs byt they are .
ather nrafessionals not part of our team ] TW help with self development |

Figure 3.24. Initial concept map of the perception of nurses regarding teamwork from
initial analysis of inteviews (Source:derived from data)

personal) Atntude (power)
Omanis avoid specialities with
heavy workload Week work ethics (taking lots
of days off, avoiding weekend
work and planning sick leaves)
Omaris want positions
Female nurses avoid duties with f 0O - Short worling hours, even
privacy to male patients shorter durine Ramadhan
culture
Laws against food and drinks duning
Culture amaimet foomale staff fasting months include non-Muslims
in muxed work place or
working late shifts Patient's healtheare professional
gender preference
Patients foree some cultural Commumnicaton with the N N
related practices on healtheare patient family not the patient Belicfs can affect staff judg t
against patient privacy!

Figure 3.25. Initial concept map of Omaspecific cultural aspects arising from the initia
analysis of interviews$ource:derived from data)

3.8.3. Coding of Data (Interviews, HFGs and Documentary analysis)
Coding was the secondtage of data analysis and was carried on the transcribed
interviews and HFGs and the documents selected for analysis (Miles and Huberman,

1994; Braun and Clarke, 2006)Nevertheless, it remains important to distinguish
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between codeddata and units of anaysis (themes),see figure (3.26.) As suggested

AU OEA

and makes it easier to conduct further comparisons and identify patterns, which

may need further examiration (Gibbs and Taylo, 2005; Patton, 2015). Boyatzis,

i powpdeoq AAEET A AT AAOGO AO OOEA
AA AOOAOOAA EIT A

ET £ Oi AGET 1

OEAO AAIl

Crosssectional indexing was also usg for the interviews and HFGs, enabling

OA A QIA®G

AT A1 UOEOG

Oi

cOl Ob

Figure 3.26. The difference between codes and them®s\rce:developed fothis

Specific
descriptions
generated from

research)

'
Units of

Analysis
(hemes)

data text

Feature of the
data that appears
interesting to the

analyst

3.9.3.1 Familiarizing stage

Often broader
and can combine
more than one
code

Start to develop
in the third stage
of analysis after
codes are
developed

Interpretative
analysis of the
data

As | collected and transcribed the data, | was immersed in the data from the

beginning, and some initial thoughts developed while ranscribing, developing

concept maps and listening to the recordings. Through listening to and reading the

data, and creating inital concept maps Ibecame familiar with the breadth and depth

of the content. This stage initiated the coding process as | wdoped an

understanding of meanings and patterns within the data, which fed into the

development of codes.
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3.8.3.2 Generating initial codes
Coding, as explained earlier, followed a rigorous and systematic approach and as
this is an inductive exploratory research, it was important to allow the data to lead
the analysis. Therefore, the coding stage covered the data corpus (interviewt;Gs
and document analysis) and when extracting relevant passages, | made sure to

maintain the context (Bryman, 2001).
For the interviews and HFGs, coding was carried out in two stages:

1ststage: Coding manually, by generating a list of initial interesting ideas within the

data, producing the initial codes on the paper transcription and colour coding
passages that resonate ith each code. This was done by adding notes next to the
textandOOET ¢ EECEI ECEOAO DPAT O O OE€IDHT OO ORI
initially to record codes and stick them adjacent to the segment of data related to

the code. Using the notesllmwed a visual representation of the initial codes and

helped in later stages of analysis to group or combine codes.

2nd stage: Using a software programme, | reviewed the initial codes and recoded the
data sets using NVivoll. Codes were further developdry matching them to data
extracts. By tagging and naming segmentsf selected text, the programme
automatically collates coded data segments. Figure (3.27.) is an example of the

coding process from Nvivoll.

ed 75+ August 2018-Final Interviews Integrated Codes.nvp - NVivo Pro ? - & %
BEE tov:  CREATE DATA  ANALYZE  QUERY  EXPLORE  LAYOUT | VEW
] Mavigation View Ig 7] Docked S Zoom + | IZZ= I I = Annotations - | ¥ Previous -
= == =
¥] Find o Undock All Layout ~ - See Also Links
= Detail List Coding  Highlight
= QuickCoding = View~ | [ CloseAll | [ Close View - Stripes + - Relationships
Workspace Windo List View Coding Links Detail Vie Reference isualization ~
Sources < | Look for - Searchin  ~ | Intemals Find Now Clear Advanced Find x
Intemals Internals | [ Transcript2 1%
Extemal Name / [2] [P o oo e e e o o e
Ve e Yo vy -y n 3 o
Eramenor « Matrices | — Um, what about the [Please] clinical aspect? § o
R _ The clinical aspect, ah, we, |, | am acluaHy_buI being | 8 5
the administrative part. My full clinical commitment is in urology. And | am | z
uh, a senior consultant with, with my own practical work, uh, with §
my own patients and so forth and so forth. We're always having meetings and uh, uh, what | |
call, ah, um, continuous medical education, uh, meetings, be it, journal clubs, general
presentations and so forth within our own department. Uh, we often, often, ah, we have | H §
team A and team B, ah, in, in the Urology Department where two consultants are in team A, | g
and two consultants are in team B. I'm inteam A, I'm Head of team A, and, and, the =
department. But we are always sharing what | call opinions with regard to how to manage | § ;
patients. Ah, so, you know, if you have an awkward case say you tend to say, “What will you I & S
% SImEE do, what would you do with this one?” and so forth. So that is a common practice. We meet 2 H
- every day, every day in the morning between seven and seven, between seven and g =4
4 seven-thirty. The working day starts at seven-thirty, we meet every day between seven and | &
Classificat seven-thirty for discussion on patients, and any awkward, difficult things that we want to
discuss. Uh, there is also continuing, ah, continuous meetings with the X-ray Department, | g
Bl Collecti where you have a urological, radiological uh, regular meetings showing each other cases %
that have happened of interest and are difficult, and, ah, and, and we have the same but =
_'\ Queri less frequently with the pathologists, so we have a uro-pathological regular meetings, uh,
ah, apart from that, uh, I'm also very much involved uh, in, um, in, ah, in ah, we've recently
Reports started the Oman, Oman Urological Society, where all the urologists in the country, uh, have
R registered, and have formed a society, and that society comes under the umbrella of the
D Maps 4 » Oman Medical Association, uh, where we are, we're developing that quite a lot. Uh, we have i < >
Folders In Code At X

Figure 3.27. Example of analysis in Nvivol$d@urce:Nvivoll data analysis)
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e et
Nvivo eased the move between codes, selectsggments and the main text. Codes

were assigned to relevant texts, which meant some data was coded more than once,

| followed Braun and Clarke (2006:98), coding for as many potential
themes/patterns as possible, codig extracts of data inclusively and codig

ET AEOEAOAT A@OOAAOO 1T &£ AAOGA ET AO 1T AT U A
10O PAOO 1T £ OEEO ) OOAA OEA OAT AT UOEAAI 0OC
OAOEET ¢ NOAOOET 1T 08 Ol defsmmiithe Oaba oD & differdnA O A ¢
leve,AT A Of AEET ¢ Al i PAOEOI T OG6h AU EAAT OE £UI
AAOA O1I AAOA ¢cOi OPET ¢ AT A 1 AAAIT T ET C8 4EA
AT 1 DPAOEOI 1 08h xEAOAAU AAOA BOAI WOERAOAX
AT 1T PAOEOIT 1 8 previouk Ehdwiedg® &hd Kierature to make sense of data.

Yyl OEEO OAOAAOAE ) OOAA OOEAT OAGEAAT AT I 1
analysis, to avoid imposing my personal knowledge or the literature omy data.

#1 OAET Al A 3 OGO OBA A EAIOBON O Cick OAOAxET ¢ @
balance on my parts as | was aware of my previous knowledge and experiences but

did not want to impose them onto the data. | used reflexive practices to avoid this

Again, this deepens the level of undstanding and enables identifying ambiguous

sets of data, and locating patterns, preserving nuance. It offers the researcher a

chance to challenge their own assumptions, perceptions.
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Asking questions

Drawing upon
Personal
Experience

Semantic and

Making

comparisons

latent analysis

OxEAO Al AO

he/%h%rgeg n5 Constant Words could have Use similar
comparisons: different experience to
B similarities and meanings within make sense of the
OxEAO xI differences the context data
EAPDPAT E, withindata
People may Avoid imposing
OxEAQ EAE . understand e %rreg:%és-nto
xEAT OEAU Theoretical O G Xphl ’ !
comparisons:use sentences in the data.
literature or their different ways,

e __ pastexperience  particularly with
OET x OE¢E tomakesenseof  gacond language
behaviour is the data. speakers

OAl AGAA

Figure 3.28. Summary of analytical strategiesSource:developed for this research)

Understanding the semantics and contexts of language allowed me to beame of
potentially hidden meanings and subtext. For example, some transcripts needed
careful and repeated studyto fully understand the meaning of participants. During
interviews | was able to clarify meanings with participants, but this was not always
possible in HFGs. See the example at figure (3.29).

Figure 3.29. Semantics and context: an example of individl 8 O O Gafe
(Source:transcription of HFGs)

Memo: whenever asked about teamwork they talk about communication

Interviewer: What is the importance ofteamwork in healthcare

management you think?

R15:) 06 0 OAOU EI T OOAT O O OAiIl Ul O OEA
without communications, it will be really hard, yanni, the job will not

be done yanni.

)y

Interviewer: How teamwork, or lack ofteamwork among healthcare
professionals impact your work?

R15: If there is no communicationthere will be a gap in patients
management, and be disaster, you know. Like if the nurse is
managing by herself and the doctor by themselves, the patient will
be, you know, there will be a loss or a disaster. And you can, you
know, easily you can go in troubles. And most of the time the
communicationis the, the, the issue. Is improve the
communications, the things will move smoothly.
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e et
3.8.3.3. Data coding and identifying themes

)y AET OA 1 I1AEXOOKIORA MA®OARG 1T O A OAT AAO 1 Al

OEA AT AAO Ai AOGCAA &£O0i i OEA AAOAB which AAT P

allowed me to strengthen my codes through reviewing and revising them every time

a new @de emerged, this ensured consistency (Braun & Clarke, 2006). All codes

were consistently reviewed for similarities, and then merged where possible. | also

nefOOAA AT AAO xEAOA bi OOEAI Ah &1 O AgAIi Pl An

and to encompasA | AOCET ¢ AT AAO 1 EEA OAOOI CAT O68h 1

OA1 AOCETT O xAOA AOEI O AAOCGAA 11 AAOOA AT A

qualittA 06 AT A OAT 11 O1 EAAOQEI I

6 10 OATIT 1 AAT OAC
Although data saturation wa achieved, coding continued till the data corpus was

coded fully. The codes were then sorted into potential themes, which could include
grouping some codes nder one overarching theme. It was helpful to revisit the

concept maps in this stage to provide &isual representation of codes arising from

the data.

Themes that emerged in this stage and while revising and reviewing helped to refine
the candidate themes, as weaker themes were excluded or some themes were
collapsed into each other or split (Braun & larke, 2006). By the end of this stage, |

understood the different themes and subthemes, and how they fitted together and

connected through the data corpus.

3.8.3.4 Defining and reviewing themes
Following Braun & Clarke, (2006:87) this stage of the angdis consisted of two

levels:

1 Level 1: Checking the themes fitted the coded extracts and data corpus
T ,AOAl ¢d ' AT AOAGEI ¢ A OEAI AGEA Oi AP6 |
Each theme was revisited to ensure coherence and these two stages were

undertaken in aniterative and reflexive manner for coherence.

Using Nvivo provided the flexibility and capacity to define, review, and refine each
theme and organise them into consisteihand coherent accounts (Braun & Clarke,
2006). Again, this was iterative, as | wantedo ensure that while organising and
combining themes and developing subthemes, | avoided overcrowding or
complicating each theme. This continued the process of collapgirand splitting
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> A
themes as necessary(Gf, Braun and Clarke, 2006:87). The selectiof @ppropriate
guotes was an important step to minimize overlap and to highlight interesting
aspects under each theme. This was a challenge where themes overlapped or
differed across data sets, for example participant comments about available

documentation on teamwork was not reflected in the document analysis.

3.8.4. Thematic Analysis (TA)

Thematic analysis is recursive, moving between searching for patterns, coding the

data and defining themes, analysing and writing up. (Braun and Clarke, 2006;
Robson, 2011; Hubner, 2007; Finch and Fafinski, 2012). Boyatzis (1998), Attride
Stirling, (2001) and Braun and Clarke (2006) consider thematic analysis (TA) as a
method, process o tool for recognising patterns or themes within data and
analysing and reporting these patterns. Boyatzis (1998) describe it as tool that can
function across methodologicaldifferences. Similarly, Bryman (2008) argues that

while TA is one of the most commn qualitative data analysis methods, it is not
OEAAT OEEEAAT A8 AO OOAE AOO ETAI OPT OAOAO
AT T OAT O AT Al UOGEO8 4 E é&nd usdful rededod o, EvAich©an A /I
potentially provide a rich and detailed, yet ¢ | B1 A@ AAAT OT O 1T £ AA
Clarke, 2006:83).

Robson (2011) suggested TA can be realist or constructionist, that is, it can reflect
the reality of participants, oridentify how the experiences related by participants
reflect the discourses operating in society. Taylor and Bogdan (1984:131) list theme
types such as topics of conversation, activities, meanings, feelings, vocabulary, even
proverbs. Identifying themes from the data therefore enables the capture of
meanings and patterns in relation to e research scope. TA can also be semantic or
latent, as discussed by Braun and Clarke (2006:84). Semantic analysis of themes
considers only the semantic content of the papE AEDAT O08 x1T OAO8 , ¢
interprets potential meanings behind the ideas expessed, hence it is more reliant
on a theoretical underpinning.
Bernauer,etal.j cmpodpdq AOCOA OEAO ONOAI EOAOEOA |
essentially a variantit £ AOEOEAAI OEEIT EET CcC68 4EAU 0O0C
reading for meaning (Adler, 1964), that is looking beyond a cursory analysis and
OOAAAET ¢ AAOxAAT OEA 1 ETAGe OI AAPOOOA O
OEEO OANOE O Aetbraoddan AnipatdeiclatOeflddive understanding of
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participants and realitythatEO AT T OEOOAT O xEOE 0711 A
ETTx1 AACAG686 4EAO EOh AAET ¢ AxAOA A
There are various suggestions for conduatig a TA, for example Braun and Clarke

(2006) suggest six phasesGf, Robson, 2011)three phases by Finch and Fafinski

(2012) (coding, identifying themes, and reviewing and refining themes), and four

phases described by Weiss (1993) (coding, sorting, ingive integration, visual

display). My analysis used Braun and Clarke (2006:95), #% most comprehensive

and detailed guideline, and my process is explained in figure (3.32.). Braun and

#1 AOEAh jc¢nmmeodqwpq AAOAOEAA ET AQAadHaRA AT,
without trying to fit it into a pre -existing coding frame, or the resedk EA 08 O AT Al

DOAAT T AADPOEI T 0068 &1 O U 41'h AO AAOGAOEAA,
3.8.4) | followed an inductive approach: the analysis is datdriven, therefore the

themes arose from the data, and whilst they relate to the research questis, are

closely linked to the data corpus and sets.

Throughout the data analysis | discussed issues arising and choices with my
supervisors. The initial results, concept raps, matrix, codes, analysis, and themes
were all discussed in order to ensure | wa confident with the results and ready to

proceed to the next stage.
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Phase 1: Familiarise yourself with your data

Immersion: repeated reading of full data sets
PActive reading: searching for meaning, patterngtc.
PStart taking notes (I also used concept maps)

Phase 2: Generating initial codes

PAsk questions and brainstorm regarding the data
FGenerate list of initial codes
Code all data (I used NVIVO11)

Phase 3: Data coding and identifying themes

PData is coded and collated across the data set

PSort different codes into potential themes, and collate the relevant codes
within identified themes.

PProduce a collection of candidate themes, and stthemes, with data
extracts in relation to them.

Phase 4: Review themes

FRefinement of candidate themes

B evel one: reviewcoded data extracts, to form a coherent pattern; review
candidate themes to insure they adequately capture the shape of the
coded data;

B _evel two: check whether thecandidate thematic map accurately reflects
the meanings evident in the data corpus.

Phase 5: Define and name themes

p =1
[T
O
m;
T>
T>

B AAT OEEZU OEA OAOOAT AAG T &£ AA
PDetermine what aspects of data each theme captures

Phase 6: Producing the report

PANrite up the TA (Findings chapters)

FAnclude data extracts that provide a concise, coherent, logical,
nonrepetitive, interesting account of the story the data tells

Figure 3.30: Thematic Analysis as it applied in this thesi¢Source: Adopted and
modified from Braun & Clarke, 2006)

3.8.4.1. Producing the report
Writing up the TA was again iterative as | revisited data during the writing process.
While developing these chapters the process of analysis continueddithe selected
quotes were revised to ensure they highlighted the themes from the data. The

finished report covers the Findings Chapters (Chapters 4 and 5), and Discussion
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Chapter (Chapter 6). The data was integrated throughout the report, creating a

nuanced and holistic account that brings together the data sets.

This structure of these chapters is infilenced by the data under an implicit umbrella

of the research questions to guide the writing and for consistency in presenting the

data and maintaining ny focus on the research scope. With the wealth of data

gathered, keeping focused was challenging so hag a strict framework aided in

staying close to my research scope. Having outlines the analysis process for the data

corpus, the next section offers a wre specific breakdown of the analysis of the

different data sets.

3.8.5. Analysis of Interviews

As sugyested by Bryman (2008), data analysis began with the first interview and

was sustained throughout the data collection periodn analysing the interviews, the

following steps were followed, as shown in table (3.5.)The codes arising were

mapped using NvO |

ET Oi

A OOOAA

i AP h

AO AAITT1TC

Al AOEAZEAA DAOOAOT O AT A OET xAA OAT AET ¢ A}

used). The hemes are colour coded on the map and size of each colour block

demonstrates the coding density. For exmple, the orange block on the lower left

OEAA OEIT xO EI x

interest.

1st stage: Initial daa

i £OAT

2nd stage: Transcribing data

OAT 11 Ol EAAQGEIT 8

x AO

3rd stage: Data analysis

extraction:
Familiarised myself
with the data through
listening to the audio
and noting down
ideas

Developing initial
codes

Searching for themes,
defining and naming
themes

Producing concept
maps

Producing the initial
analysis report.

All interviews transcribed
verbatim

Transcriptions checked
against the audio before
finalising

Transcriptions searched for
codes and initial codes
updated

Inclusive and comprehensive
coding process to selecand
collate relevant quotations

Themes iteratively compare
to make sure they are
coherent, consistent, and
distinctive

Initial data analysis conducted
to begin interpreting and
making sense of the data, and
iteratively compared and
matched.

Made sureto keep a balance
between narrative and
illustrative quotations.

All this was checked and
updated once all
transcriptions are completed.

Generating initial themes and
sub-themes

Developing initial thematic
map, showing main themes.

Table 3.4. Stepsof interviews analysis (source: developed for this research)
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Figure 3.31. Interview analysis from Nvivg code and sufzode tree map $ource:
Nvivoll data analys)

3.8.6 Analysis of HFGs

As noted, the use of participanwisualised data empowered participants (Racet al.,
1994), allowing participants to control the way they shaped, developed and
constructed their artefacts. This enabled me to observe the creative process,

interpersonal dynamics, and culture. HFG data was split into three types of data:

1 Transcribed audio recordings

T OAOOEAEDPAT OO6 AOOAZEAAOO | OEOOAT AAOAQ

1 Observation notes (field notes).

3.8.6.1. Analysis of the audio recording (the group discussion)
The audio from HFGswas transcribed and analysed in the same manner as the
interviews (Cf, Barbour and Kitzinger, 1999). However, it was a different data set
and it was crucial to maintain thesense of the full group while proceeding with the
analysis (McLafferty, 2004). Futhermore, during the TA as outlined above, the
transcripts were studied thoroughly to distinguish between expressed views,
opinions, agreement and disagreement both on indigdual and group level. For
example, audio data arising from HFGs was in part narige, as participants
described their artwork, and in part discursive, as two or more participants were in

discussion.
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Factors that affect cross-disciplinary team

Dbt luils ipbutot) faciogs

SKillS Perse:

e re Individua—. Task .. [FGst.

Figure 3.32. HFGs analysis from Nviwxode and suizode tree map (8urce:
Nvivoll data analysis)

The discussion was transcribed, coded and analyseding TA as discussed above,
and an example of the tree map arising from Nvivo is included as figure (3.32.) The
largest block is for themes related to the factors affecting crogsrofessional
teamwork, as this was a primary focus in affinity diagram HFGsHowever,
communication, again in the orange block, represents a heavy coding density.
A further level of analysis was the content and context analysis of transcriptions.
The process of this analysis is»@lained below in the document analysis section.
HowA OAOh ) OOAA Ox1 OA AOANOAT AU ET . OEOI
target concepts and words related to the phenomena of interest. This underlined the
frequency of these concepts, the altemtives that participants used for them, and
the context in which they were used. One example is the words used around
OAAT xT OE AT A Ail11AAT OAOEiITh OOAE AO OxIi
accompanied with context analysis to understand the way thes@®ncepts were used
within the overall context.
Seeappendix 3.18, for an example of the word frequency analysis across HFGs.

3.8.6.2. Analysis of the Visual Data

There were two visual artifacts resulting from the HFGs, the conceptual landscape
and the afinity diagrams. As they considered different aspestof the phenomena

of study, | have described them separately.

1. Conceptual landscape and flow analysis:
As noted above, the conceptual landscapes were a form of collage forming a
map of interaction, ard participants were asked to describe their mapsGf,

Reiger, 2011:145). When considering the visual data as a data set, |
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concentrated on how participants structured their maps, including the
membership and hierarchy of their teams. | also considered how participants
linked different elements of the mapsas they were asked to demonstrate
where teamwork, collaboration, KS angdommunication occurred, and where
these processes were one way and two ways. Finally, descriptions of the
visual productions were collated with the corresponding map.

2. Affinity diagra ms (AD)
Participants produced visual diagrams that mapped the factors #y
considered important in their crossprofessional teamwork. They were
asked to link factors they considered to be connected, and | paid attention to
how participants grouped, labelle and linked factors. Again, this was
collated with the transcribed disaussions. A model developed from the
affinity diagrams reflected participant views of the factors that influence

cross-professional work, see figure (3.33.).
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diagrams (Source:data analysis)
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Vg™
3.8.6.3. Analysis of the field notes /observational data

Bryman (2008), among others, emphasised the value of field notes. As my interest
was understanding teamwork, KS and collaboration among crogmofessionals, the
HFGs allowed insights into their interactions during the tak. The data arising from
the HFGs mabled me to compare whether what participants claimed in the
interviews about their communication, teams, KS, gender, nationality and so forth,
were reflected in group interactions, or in the mapped flow of teamwork and
knowledge sharing. Observations wes therefore a complementary data set to the

data obtained from the other methods.

The Indian female nurse [x] is distancing herself and only interacts when
required. When she had a suggestion she whispers.
The female nurses [x] are giggling and making jo kes while working on the task

The Indian and Filipino female nurses [x] are gathered in the corner and

discussing separately from the group

The male Filipino nurse[x] seems political and forward with his opinions and

views

The senior consultant[x] following the lead of the senior nurse[x], discussing and
listening to decide how to proceed.

The three Indian female nurses [x] seem frustrated about the continuous
interference of the Indian female senior specialist [x], th e other female Indian
specialist is focused on developing her map and ignoring that interaction.

Table 3.5. Example of the field notes (source: field notes)

Field note: Observatio n 1
FG1: Concept Map#ntensive care unit, 4 participants
1: F/N/I, 2: FIN/O, 3: F/SCII, 4: M/SC/O

When | observed this group, they seemed relaxed and making jokes about the task.
Once | explained the task, a female Omani nurse (2) took the lead, while t&w
consultant were present and one of them is a director of departmerimale). They
moved to come closer to her and started suggesting and asking questions and planning
how they will proceed with the task. Another female nurse from the Philippine shared
opinion or suggestions few times while a female Indian nurse maintairdistance and
only spoke when asked or to the Pilipino nurse.

Field note: Observation 7
FG7: Affinity Diagrams, Participants:
1: FIN/O, 2: FIN/O, 3: F/IN/I, 4:M/S/O, 5:M/S/I, 6:F/N/O, 7: FIN/F

I noticed during this FG that Omanis tend to shift continuously to Arabic whenever
they are in a rush or need to explain something. Without considering, noticing or
repeating for the rest.

Figure 3.34. Example of Field Notes based on the tearaka@analysis $ource:field notes)
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| took the role of passive observer to minimise any influence. This, along wittsing
participant-l AA AAOEOEOU AT A AOO i ETEIi EOAO OEA
2004). As a timebound but fun and engaging activity, participants were less
conscious of being observed. | recorded notes using a voice recorder with a small

mic attached to my collar for instant recording of any observations. Table &) and

figure (3.34.) show examples of my field otes.

| also used a simplified version of a team task analysis, considering, for example,

team task design, team composition, team tming, and compensation(Brenner et

al., 1998:4). Morgan et al., AEOAOOOAA OAOEOEAAI ET AEAAIT
comm T OAAI AAEAOETI OO0 OOAE AO OAII1 O1E
suggestions, accepting suggestions, coordination, and adApA ET EOUG6 j OA EA«
Brenner, et al.,1998:4). However, how can such behaviours be measured (Bowers,
Baker, & Salas, 994)? A combination of measures is necessary, and the
observational data was an important part of this process. My field notes were
therefore guided by considerations such as context, what activity participants were
undertaking, issues between participants hierarchy and dominance. Again,
observations were coded using Nvivoll to consider interactions, power dynamics

and communication during the HFGs.

3.8.7. Document Analysis

| used the document analysis as complementary data set to the othapplied
research methods, considering different types of documents related to the case of
study, such as policies, reports and guidelines to reveahy disparities between the

literary evidence and practice whilst mnimising researcher intrusion (Jordanova

2000; Yanow, 2000; Prior, 2003; Yin, 2003).

Atkinson et al.,(2001) and Prior (2004) describe two kinds of document analysis
strategies: Content analytic strategies that consider the source as fixed social
evidence in an independent container, analysingocuments for their content. In
contrast, Context analytic strategies embed the source in the social contexts of their
production and use, analysig documents as commentary or actors. Appendix 3.19
presents a comparison of content analysis and context aryais (compiled from
Smith, 1984; Latour and Woolgar, 1986; Altheide, 1996; Jordanova, 2000; Atkinson
et al.,, 2001; Howell and Prevenier, 2001; Paih, 2002; Prior, 2004; Miller and
Alvarado, 2005).
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> A
7AAAO jpwwndwq AAZLZET AA Al Ttdthaddusdsiakdt &f OE O
Dol AAAOOAO O1 1 AEA OATEA EIT £ZAOAT AAO &EOI I
replicable technique for compressing may words of text into fewer content

AAOACT OEAO AAOAA 11 Aobpl EAEO O0OOI A& 1 £

Kulatunga, Amaratunga, and Haigh (2007) in mgnalysis, as shown in table (3.6)

Word count Counting word frequency of selected words

Conceptual Identifying themes and concepts within the text

content analysis

Relational Analysingrelations between themes and concepts within the
analysis text
Referential 4EA OAOAAOAEAOG66O EIT OAODPOAO

content analysis | its themes and concepts

Table 3.6. Stages of content analysis according to Kulatunga, Amaratunga, and Hai§0o T2

| used context analysis as | was studying organisational and institutional realistic
positions, their structure and processes (Yin, 2003). As Yin (2003xplains, this
APDPOl AAE EAI PO ET AT OxAOET ¢ OEA OEI x86 Al
resRAOAE8 4EA AT Al UOEO AAGCAT xEOE xI1 OA £&£O,
OET T x1 AACAGHh OET T b BAERO AEAOET60D h) GRIODIOC
OAOI 6 AOG ) AAI A AAOT 0O OEAI ET OEA OA@O«
analysed the® themes in the same manner as the interviews and HFGs, considering

both content and context. However, there was very little material relating to the

phenomena of study.

3.8.8. Data Management

This research consists of written text (i.edocuments, field notes and documented
observations), audio data (i.e., interviews and HFGs recordings), and visual data (i.e.,
artefacts from affinity diagrams and maps). Data management steps were
undertaken to handle and process data according to ethicegéquirements and best

practice throughout the study:

1. Data storage: All electronic data (documents, recordings, transcripts, photos
of the artefacts) were stored in an exdrnal, passwordprotected hard drive.

Data were sorted, organised, and stored in labelled secured computer folders
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Bt

to allow quick access. Physical docoents (original artefacts, printed
documents) were stored in a locked drawer in my office.

2. Confidentiali ty and anonymity : All information collected during the
investigative stage was considered strictly confidential. Names and any
identifying data were removed from the interviews and HFGs at the
transcription stage ensuring all transcriptions were anonymous.

3.1 1 AT AOI AT 06 AT A OOAT OAOEDPOEITT O xAO
i AT ACAI A1 O OF EOxAOAGES8 ) OOAA .6EOIpp ¢
and aoding. This software allows flexibility in coding, categorising transcripts

and documents, and to creatédiagrams from the data.

3.9. Research Reliability and Validity

Golafshani(2003) links validity and reliability in measuring research quality, and |
kept this in mind while designing my research (Patton, 2001). Reliability and
validity can be difficult to demonstrate due to conflicting epistemological
presuppositions and the conplexity of qualitative casebased studies that include
multiple data sources (Hancock and Algozzine, 2006; Baxter and Jack, 2008;
# OAOxAT 1 h ¢mpon "AONEAOAAAh c¢mpt1(Q
Reliability and validity require demonstrating credibility, dependability,
confirmability and transferability (Lincoln and Guba, 1985). This required
consistency in the research measurements and the way the study was carried out,
so that it could yield similar results if conducted by other researchers (Blaxtest al.,
2006). My research questios, and later my interview questions were built on the
initial literature review, and the systematic document analysis was refined
throughout the data collection phases. This provided my research with the

reliability required for it to be re -conducted by dher researchers.

The application of validity to qualitative research methodology has been debated,
although its value is not in doubt for the quality of research. Hence researchers
relate it to different aspects, such as the thoroughness of the researdts credibility
and quality (Golafshani, 2003). This research applies multhethods along with a

multi-layered triangulation (as shown in figure (3.35)) to increase its validity
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E"%&mi'
(Denscombe, 2007). These methods help to diminish the potential weakness of

applied methods as explained earlier in this chapter. A visual presentation of the

research process is in appendix 3.22.

This study also builds a strong theoretical base accompanied by considered and

comprehensive methodology, methods and tools which | tireapply to the research

question.
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Figure 3.35. Outline of research method validatiorSpurce: developed for this
research)
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3.10. Research ethics

The ethical aspects of any research require full attention. Ethical permission was

Ol OCEO AT A APPOT OAA 4EA 51 EOAOOEOU 1T £ 3E
submitted through the RH. (See @pendices 3.20 and 3.21, with approval letters

from RH in appendix 3.13.). The approval covered all ethical requirements related

to data collection methods, including access to hospital documents, permission to

interview teams and HFGs.

Case study ethics

As the case study is qualitative, based awllecting data from human subjects, in this
case healthcare professionals, the rights and wellbeing of participants were
foremost. Therefore, as well as seeking ethical approval, | ensured anonymity and
confidentiality for participants. It was made clear to all participants that
participation was voluntary, and they had the right to decline to answer any
questions and withdraw from the research. | was cautious of the possibility of
DAOOEAEDAT 08 O theAiEvs ©r opiniBaslof othdrd paitulaty in the
HFGs but also when reporting interview comments@f, Suryani, 2008).

Document Analysis Ethics

As noted above, ethical approval for access to Royal Hospital documents included
any and all documentation relating to RH administrative and organisaional
structure, procedures, policies or guidelines relating to teamwork or KS, and
AOGAEI AAT A AEOEAO ET EAOA AT BPU TO OEA 2(06
Interview and HFG Ethics

As noted above, as the gatekeepé&iad not sent introductory emails, | was al@ to
explain the research to department heads in person. However, all participants were
voluntary, fully informed and signed a consent form in line with the ethical approval
and best practice. All audio recording were anonymised during the transcription
process, and all data was kept securely, as per the ethical approval. Finally, as the
interviews are semistructured there was the possibility a participant would reveal
sensitive information, hence | informed all participants that | may choose to
intervene if | felt that the discussion might be breaching any ethical concerns.

However, this scenario did not arise.
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Chapter Three: Methodology
3.11.Chapter Summary

This chapter has given a detailed summary of the research process, It began by

reviewing the research questions and why ths study is important. | outlined and
justified my choices of interpretivism and constructionism and explained the nature
of this research as exploratory, and inductive. | justified my decision to make this a
multi-method, qualitative case study design, camdering the benefits and
disadvantages of this approach. | noted the chaliges and choices made to ensure
triangulation and integration of the data, then | outlired the research design (Figure
3.35.). | discused the sampling methodology, data collectioand analysis methods

for the different data sets.

Finally, | discussed the issues around validity and reliability, particularly when
considering qualitative research, and the ethical approval that was followed.he

next chapters will offer thefindings from the data corpus.
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Introduction

In order to frame the comments of participants, the document angsis will consider

the organisationatlevel values espoused by RH. It begins with the initial document
analysis of documents from the Ministry of Health, which allowed me to consider
the national policies relating to healthcare in Oman and how they referceto the

phenomena under study. Whilst documents indicate the official policies of RH, the
HFGs and interviews will show how this is negotiated and accomplished by the

healthcare staff at thefront-line

4.1. The Phenomena as Conceptualised within the Omigimistry of

Health

An initial document review was undertaken in the early stages of this research and

was of three documents available from the Oman Ministry of Health (MoH). This

review exAl ET AA OEA OOA 1T &£ PEOAOAO OAI AGARA
OET 1T x1 AACA OEAOET ¢Céh AT A OAT i1 O1 EAAQGET T ¢
national policy that would impact on the policies and procedures of Royal Hospital.

These documents were, the M ( &ighth FiveYear Plan for Health Development

(2011 7z 2015), the Health Vision 2050 Sultanate of Om48014), and Guidelines for

Committees in Autonomous Hospitg8003). Details are given in Table (4.1.).

In the MoH documents, although terms relatingo teamwork and communication

were used, there was no emphasisrothem. The initial review led to me to ask, is
there merely a lack of documentation around teamwork and knowledge sharing,
with no impact on the practise of these elements, or are the pracgs themselves

lacking in day-to-day healthcare work at Royal Hagital?

These documents provided a preliminary and helicopter view of the MoH position
of the phenomena under study. They shed some light on the knowledge
sharing/management and teamwork pratices within Omani healthcare settings.
There were three primary observations about how these documents described the

phenomena under study.
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Ref  Document Title Type Source Date of Source
# Issuing
1 4EA - Eightd O Health Ministry of Health | 2011 | Ministry of
Five-Year Plan for | Developmen | Website Health,
Health t Plan Directorate of
Development (2011 Planning Affairs,
72015) Undersecretary of

planning Affair
2 Health Vision 2050 | Vision and Ministry of Health 2014 Ministry of

Sultanate of Oman | Policy Website Health, Minister
(2014) of Health

4 Guidelines for Guideline Policy document 2003 Director General
Committees in (part of the of Health Affairs
Autonomous Autonomous
Hospitals Hospital Initiative)

Table 4.1. Ministry of Health Documents

Observation 1: When searching for terms relating to teamwork, teamwork o
collaboration, the following facts were apparent:
1.!' T Ax OAOI bl OAT OEAI T U Ai AOCAA OEOI O¢C|
2. 4EA OEOAA ADPDPAAOAT AAO 1T &£ OEA x1 OA (

documents shav a lack of emphasis on this topic but does indicate its

existence.

3.)1 OEA OEOAA AAOGAO 1T &£ OEA xi OA OOAAI
OAT i1 61 EAAGETT OEEI 1 08 AT A xAO ET OEA
teamwork.

4. 4EA x1 OA OAT 11 AAT OAGET 18 xAO OOAA MEOA
I AET 1T U lirkerséch@AIOTATO 1 AAT OAOETT ) 3#Qéh

to joint actions among the health sector and one or more other sectors to
improve health. As these documents came from the MoH, it is not surprising
therefore that the emphasis was on collaboran between institutions,
sectors, organisations, and so on, with limited focus on healthcare teams or
collaboration within any specific institution.
5. Nevertheless, an understanding of collaboration is provided in the following
quote from Health Vision 209 Sultanake of Omar(2014:168):
0" OEIT A 00000 AT A 06011 C x1 OEET ¢ OAI AGEI
Understanding of the contribution of individual sectors to health will allow
identification of gaps and overlaps and will help to define thetype of
d 11 AAT OAGETT &£ 0 AAAE OAAOI O AT A xEAO |
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Observation 2. With regard to knowledge, knowledge management, and/or

knowledge sharing, the initial analysis demonstrates the following facts:

1. There is a clear gap in knowledg managemat/sharing documentation
within the two examined documents.

2. In the rare case where knowledge management was highlighted, it was in the
context of information technology.

3. 4EAOA EO TTA TAAOOOAT AA T &£ Al AAOI U 060
were few details or follow-up to that individual occurrence.

4. Knowledge sharing did not appear at all in any of the documents.

. +1 1T x1 AACA xAO OOGAA AOG A OuililTui & o O

o

Observation 3: The Autonomous Hospital Initiativewas acollection of documents
and provided a different insight that was more directly relevant for background
information. Its importance was for the administrative development of RH as an
autonomous hospital. It was divided into different documents, covering faexample,
the development of committees and job roles within the hospital. The section
1. 4EA AT AOi AT O EECEI ECEOAA OAOI 6 OOAE A<
OAZEZAOOAA OI OAAOGAI T B A OAAI 68
2. 0#1 11 AAT OAOCET 16 xAO 1 AT OEITTAA OEOI OCE]
3. One section d the document directly addressed communication and
correspondence in the hospital. It briefly discusses what is meant by
OAT 11 O1T EAAQEI T84
Gransference of a message, the interpretation of its content and the
understanding of the underlying meang andits intentd 8
4. The document outlines types of communication and the specific routes for
communication on different issues, for example, operational issues.
5. 4EO0T OCET OO0 OEA AT AOI AT O OAIT i1 O1 EAAOQEI
stressed.
Having consicered these background documents briefly to provide an overview of
the environment in which RH operates, | am going to move on to documents directly

sourced from RH.
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4.2. Royal Hospital Documents and Rationale for Selection and Anal

4.2.1. Characteris tics of the Documents

As far as known, this documentary survey of knowledge management, knowledge
sharing and teamwork practices in Oman is the first of its kind. Whilst | tried to make
the survey as inclusive as possible, due to the scale ot@atial documents available,

it could only be a selective review of RH documentatiohconsidered all documents
available to me during my period of research in Royal Hospital, either from the
intranet portal or directly given to me by participants, and tken selectedor analysis
the documents that appeared, by their titles or content, to be related to the
phenomena under study. One documenode of Professional Conduct for Nurses and
Midwifery Counci) is a national document, but included to reflect itsicect use n RH,
and that it was given to me by the Head of the Nursing Department as an example of
their policies. This selective analysis serves to frame the later discussion of

participant views on teams, teamwork, knowledge sharing and communication.

Documents ard sources examined include:

1 RH intranet portal
1 Institutional and departmental policies or protocols

i Strategic plans and documents.

4.3. Concepts around Team and Teamwork

The following section describes an analysis of the documengsrailable to me and

relevant to the phenomena of study during the period of research at RH.
4.3.1. Related Themes Arising from the Documents
43.1.1. Team

Team was used 17 times in the documents analysed, and mostly in documents
arising from the Nursing department. It was usedn a variety of ways. As with

teamwork, it was mentioned as worthy of recognition, (D16),

12 Appendix 4.1. provides a sample of the documents and the analysis
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og o

(Celebration in the auditorium twice ayear is made to recognize teams or

individuals who had achieved excellent performaric®

During the interviews, the only participant to discuss such validation belonged to

the Quality Control Department and admitted that the celebration was now annual.

No other participant mentioned this recognition, other than the individual who
helped to organise it.

1 TT OEAO AgAioEl L ©OAAOBA | 83K qQ OAEAOOAA OI
who does not understand English or Arabic. The phrase presumably just ez to
whoever is caring for that patient at the moment they require language help.
3EI EIl AOI Uh jistepantigns @ith thedhBahh chrefeatd 8

A broad reference to teams is included in D11,

Ve are committed to fostering an environment that prastes respect, positive
communication and  collaboration among all members  of

patient/family/health care teamé 8

Again, this isa generic reference, but interestingly implies that the team includes
patients and families. The nursing department used the Codef Professional

Conduct for Nurses and Midwives in Oman, an umbrella document for the entire
country but clearly applied by the nursing staff in RH. This also emphasised patients

as part of the team, (D13),

(rhe team includes the patient or client, his/héamily, informed care takers

and healthcare professionafs 8

Another nursing document stated, D10,
We believe thatthe p&E AT O BI AUO A [T AET O O1T1 A EI
health care teand 8

Finally, there are references to specific teams, such s SBAR (D12) or to creating
teams (D34, D15). One reference to team crosses over with teamwork, as working
with the team is intended to create a safe and ethical working environment, and

demonstrates how generically the term is used, (D13),
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og o

&rou must work with other members of the team to promote healthcare
AT OGEOT Tois8A1T 608

3OAEE 1 Al AAOO A adwork avbpkratiely Aithin amoBh O
4.3.1.2. Teamwork

10 A OAOinh OOAAI xT OE6 xAO 1171 U OOGAA 1T1TA
recognition from Quality Management. An individual could be nominated for
OAAT C1 E OdértributioEin @nprAvinteam world 8

4.3.1.3.Creating a team

In the Adverse Event Reporting Guidelinea discussion on root cause analysis

describes one way @aeam could be created in direct relation to its role (D15),

(he lead will assemble a team for the analysis to be initiated. All thoseavho
directly or indirectly involved might be contacted and their input will be
obtained, but the virtualdecision on whom to involve in the analysis relied on

the discretion and judgement of the leader of the te&nd
Thus, the team leader is ultimately regonsible for selecting the other members.

(he analysis and action plan developed by the team will bgoréed, within 2
weeks of the event occurrence, to the Quality Management department, and the

Departmental Quality Committee for execution at the lewdlthe servic8 6

This is a team for a specific purpose and with a timbound existence. As will be
noted below there were several documents covering the Adverse Event Team, but

with conflicting information.
4.3.1.4. Crossdisciplinary

Crossdisciplinary work was referred to in these documents as interand multi-
disciplinary. It was rarely described, and many of the document in which it occurred
related to policies within the departments or units. However, theNursing
Department Philosphy, (D10), descrbes the requirements for comprehensive
health care,
Q@AAT CT EOGET ¢ OEA TAAA &£ O ET OAOAEOAEDI
trust, open communication and sharirig 8
149



Chapter Four:Findings: The macro perspective othe phenomena(Organisational A
Level) o gt

The complexity of healthcare requires a multidisciplinary focus, as described in D13,

(he delivery of healthcare is a complex process that requires a

i Ol OEAEOAEDPI ET Aoug O1 IioBAO OEA EAAI OE
Committees were a common crosslisciplinary unit, frequently referred to in the
documents, often by name, for example (D15) mentianthe Departmental Quality
#1 11 EOOAA8 | OUDPEAAI AgAi bl A Parcipbtiidas OOA 1
per the director instructions or committee requedt8 ) Quidefnigsifor Autonomous
Hospitals a document outlined the composition of committeg, all of which were
cross-disciplinary, however as discussed above this was a national document from

the MoH, rather than a document originating with RH.
4.3.1.5. Cognateterms: task force, group members, partners

In the variety of documents reviewed, unérstandably an assortment of terms and
phrases were used to describe people and groups working together. | have chosen

to look at these separately given that they may desbe the phenomena under study.

Task force is defined by Merriari7 A A O GaAe@npora grouping under one leader

for the purpose of accomplishing a definite objectvé8 4 EA OAOI xAO 0O
times in one documentDeveloping and Updating the Vision Statemeiihe choice of
OOAOE &I OAAS8 ET OEEO Al AOI Alar graupingddt A1 U
individuals and may be intended to indicate a dynamic procesd avork. Examples

of usage include, (D17),

(he task force is composed of members with immediate control over the
hospital directior8 6
4EA OAOI O OCOI OP6hi AdiARA GAGAGO OBA M AD GRG0 T A C
in the same document, forDeveloping and Pdating the Vision Statementfor

example,

Broup members to review the hospital strategic pfardMentbers select from

OEA OO0A &AC EMlemizisdelalliate, prioritie and filter list of

OAl @BOS
0OAOEAT OO AO OPAOOT ACBGEGA AOOARDDE OL KD AERAD O
must recognize and respect the role of patients and clients as parthess ) O AT AO
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define them as team memberger sebut indicates some inclusivity in their role

within healthcare.
4.3.1.6.Collaboration

Collaboration was also used, but rarely. It was depicted as part of promoting a

positive environment and communication, including with the patient/family, D11,

We are committed todstering an environment that promotes respect, positive
communication and  collaboration among all members  of
patient/family/health care team. We work together for the achievement of

outstanding results and take pride in our succeéss

The Nursing Departmen Objectivesinclude collaboration but whilst referring to
internal and external individuals/organisations, thus again it is used broadly and

generically, as for example, D11,

(o be the leaders for customer satisfaction, learning and improving through
constructive engagement and collaboration with key stakehotdé 8
O0+AU OOAEAET 1 AAOOGS EAOA AT OI A ET Al OAA OE
Eil OPEOAT AO xAll AO 1 OOOGEAAR AO OI AAOT ET «
Collaboration is also used talescribe the way nurses should approach working with
individuals and groups in theCode of Professional Conduct for Nurses and Midwifery
Counci| D13,

&¥ou should consult and collaborate with others to meet the health needs of

society. You should actisepromote collaborative planning 8
4.3.1.7. Cognate terms:cooperation, liaising

Cooperation was also used twice, both times in th€éode of Professional Conduct for

Nurses and Midwifery Coung¢i(D13),

&rou must develop and maintain a cooperative relatiship with coworkers

and other® Frou@re expected to warco-operatively within team® 8

This is one of the few times such a clear description of teamwork is offered within
the documents and it is interesting that it comes from a national document rathe

than one created within RH.
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Liaising was used as following, (D19),

vanagement/service leadership shall ensure (by liaising with Quality
Management Department) that each employee or volunteer is educated and
familiarized with the process for completinglectronic event report, thigvent

reporting policy, and the reporting guideling@ 6

There are fewer references to communication with employees or volunteers, as
most of the documents reviewed discussed communication in the upper
administrative levels. Foran example of the documentanalysis, please refer to

Appendices 4.2 and 4.3.

4 .4. Communication

Communication was the most common term in these documents, used around 26
times. This was in large part because one of the documents was directly about
communication, the Communication Pdn (D22). This document opens with a

comment on why it was written,

('he Royal Hospital communication policy has been developed to enable two
ways communication with our internal and external stakeholders. The policy
aims to ersure that information is shaed in an open, transparent, organized,

effective, efficient and respectful manrgro

In line with this, the document outlines communication types and routes through
RH, for example that the agenda for the Medical Committee Meigily is to be
@ommunicated o all the members via Email8 %l OAxEAOA OEA Al AD

announcements for training and workshops,

Gire communicated via the hospital online portal, website, message board,

memos board and emaifs 8

This offers an accoat of the communication types and routes available in the

hospital, and can be expanded by references to Facebook, meeting minutes, posters,

AAT T AOOh 11T OEAA AT AOA Oh el¢cirodi®itr@nktisysterh vinA OT A |
OAAOA 1 ETE OBGAd that OreeEGavekdD AT A Es@islicdl U O
graphs and charts of e.g. handwashing compliance ate OOOOAUO AT A

information. There is no mention of WhatsApp in these documents, and this was

152



Chapter Four:Findings: The macro perspective othe phenomena(Organisational
Level)

og o

supported by participant comments from the inteviews and HFGs, that whilsit was
widely used to disseminate information and communicate, it was not an official

method of communication.
Another method of communication, referred to briefly above is,

ror patients who are unable to understand English Arabic language, the

caring team will seek interpretation support from other hospital medical

DOl £ZAOOET T A1 O xET Al O1l ASOPAAE OEA DPAO
This is the only reference to verbal communication in the document and is
specifically related to patiens rather than healthcae workers. Largely this is
because the document is about communication routes, as outlined above, but is
important because all the other methods of communication mentioned are
documentation and therefore traceable. This is importantor patient safety andwas
stressed by participants in the interviews as an important factor in communication.
This will be discussed further in the next chapter.
| OEAO AT AOGi AT 06 OOGAA AT i1 O1 EAnyiprbverhentb OE | ,

(rhey[Directors] communicate the new documents of changes in procedures,

instructions or document§ 8
This is top-down administrative communication.
Finally, in the Clinical Handover Policy (SBAR]D12), SBAR is described as a
@ommunicationtoob h AT A 3" 12 EO EIT OAT AAA

(o facilitate effective communication between healthcare professionals and

reduces the chance of missed communicafo@

3" 12 EO Gk &racha frdmevorio be used when comniaating Clinical
handover6 8 4 EA EI DT OOATAA T &£ 3"12 xAO 1 AT OE

discussed in the next chapter.
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4.5. Knowledge Sharing Behaviours

4.5.1. Knowledge Management and Knowledge Sharing

O+1 1T x1 AACA 1 AT ACAi AT Oan the docunen®ABorh timeskl@ 1 1 O
xI OA OET1T x1 AACAG xAO OOAAh EO xAO 1EITEAA
(o be effective, there must be mutual understanding, shared knowledge, trust
and respecd T @ 1 OO0 OEAOA UI OO ETIT x1 AACAE
mentorshipand guidcanced 8
Both of these occurrences were in th€ode of Professional Conduct for Nurses and
Midwifery Counci) the national document in use at RH, so not originating with RH
staff.

4.5.1.1 Cognate terms: dissemination, sharing, forwarding

Dissemination was also used in several documents. It is used specifically in terms of
I AAOT ET ChOEA $ pAdhAAOT AA AAPAOOI AT 68 EAO
dissemination of learning 8 , EEAxEOAR &£O0T i OEA OAI A AT A
Mevelop communication networkingnd regular meetings to keep service
management informed and updated on objectives, achievements and statistics
that pertain to their operation and disseminate lessons learried
AEEO EO 11T A 1T &£ OEA AAx OAEAOAT AAOI EDODPODEA
route of communication.

In D20, covering the roles and responsibilities of the Ethics Committee,

@®roduce a written document of ethics framework and disseminate it to all
hospital staf® AViontdor ethical principles and disseminate feedback to all
staffo 8

Again, this is linked to an educational purpose, to inform RH employees.

Sharing was used twice, in D1Developing and Updating the Vision Statemennce

as a title and

Mission, vision and value statements are also shared with all staff and

stakeholdersthrough various communication tools e.g. Hospital [sic] portal,
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printed next to logo on all formal stationary, hanged in visible areas around the

hospital, used as an introduction to start any meetiag3

This is not teamwork communication but denonstrates that the hospital
appreciates the need for communication to keep employees and stakeholders

informed and has considered the methods of communication.
Forwarding was used around four times in different documents. For example, D15,

Onvestigate and forward adverse event reports fron@rding the report to the
leader of the service, or an identified focal point or the Departmental Quality
Committee if exists, for an electronic feedback that includes recommendations

and action plar8 6
This latter phrase was ugd almost identically in D19 and D34.
4.5.2. Informed Consent

One form of communication specifically referred to was Informed Consent,
emphasising the importance of good communication with the patient. In D1&ode

of Professional Condii for Nurses and Miwifery Council this is stressed,

Onformed Consent is a process of communication between a patient or client
AT A A . OOOCA88 91 O 1000 AT OOOA OEAO OE
presented in such a way that it is easily undewod 8
This is a wseful descriptor of good communication within healthcare though in a
document that is national in origin, and that it is specifically related to

communication with a patient rather than with another healthcare professionalFor

examplesof the analysis (Péase refer to Appendices 4.4., 4.5. and 4.6.)

4.6. Bringing the Document Findings Together

Considering these documents as an introduction to how teams, teamwork,
knowledge and knowledge sharing are viewed by RH, it is evident thathilst as

general conceps, teamwork and knowledge are considered positive and necessary.
However, without specific details, it leaves the ways in which teams, teamwork and
knowledge sharing are negotiated by RH staff open to a wide range of

interpretation s, depending on the needsf different departments.
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There is a lacuna in this document analysis as some documents had been removed
for updating. Several participants told me that documentation was removed and in
the process of being rewritten for the Canadian Accreditation, but tey only
referred to policies and protocols in general and could not tell me exactly which
documents had been removed or were being written or ravritten. Other documents
were mentioned by participants but not listed on the intrane and hospital portal
when | searched. Thus, it was not always clear where documents had been removed
OAil pT OAOET Uh AT A xEAOA AT AOiIi AT 606 OEAOD
participants had not seen them, were assumed to exist rather than actuakixisted.

| was only ableto access Royal Hospital documents while | was in Oman, and due to
time constraints could not look at all documents. These are unlikely to be the only
references to the phenomena under study in RH documentation, however in the
texts examined, a broad overiew of the phenomena is found, forming a basis from
which to examine the views of participants in interviews and focus groups. This
analysis thus offers a foundation of RH administrative and official views around
teams, teamwork, knowledge sharing and comrmunication. Hence, this analysis
represents a selective scrutiny of documents of RH and how they relate to the

research questions.

The document analysis demonstrates little in the promotion of soft skills related to
teamwork and canmunication. The emphasisvas on the methods and routes of
official information, and dissemination of information rather than knowledge
sharing within teams. Teams were mentioned in terms of their roles and makap,
and the most common teams referred to we committees. All commitees

mentioned were crossdisciplinary.

Several participants in the interviews and FGs stated that the Nursing Department
had the most structured documentation for teamwork and communication. We can
see from this survey that thisappears to be the case,ut in large part because of the
Code of Professional Conduct for Nurses and Midwifery Coumdiich does not

originate in the RH but is a national document applying to all nurses in Oman.

One issue that arose from the document atysis was through theAdverse Events
Reporting Guideling Adverse Event Reporting Polignd Adverse Event Response

Teamdocuments (D15, D19, D34). These documents overlapped by covering the
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same situation in the hospital and were all available on the ptal. However, they
were written on different dates, and listed different time frames for required
meetings/reports for the same process. This creates a potential for confusion when
dealing with adverse event reporting, as there is no clear final documert.is worth
noting that no participant mentioned such confusion, even when discussing their

experiences with adverse events.

4.7. Chapter Summary

This chapter has surveyed a selection of documentation available from RH, mostly
OAEAT &OT 1 O tadet partalOfha&s@dmmbtr@tedite Ack of knowledge
management/sharing documentation, and though teams are mentioned, the only
reference to teamwork is for recognition of good teamwork, without any description

of what that might be. The only discussiormof what could constitute effective
teamwork is in the Code of Professional Conduct for Nurses and Midwifery Council

The next chapter will provide the findings from the participant interviews.

This chapter serve as a frame for considering the other empaal findings in this
research. It offered an insight into the organisational and structural process for
teamwork and Knowledge Sharing. The next chapter will discuss how individuals

within RH construct and experience teamwork and knowledge sharing.
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Introduction

As described in the Methodology Chapter, this multiple method research design

utilizes triangulation and integration across the multiple phases of the research
process.In this chapter | bring the data from the different data sets sidéy-side for

a holistic view of the phenomena of interest, following Morse (2016). The
importance of integration and triangulation was discussed in the methodology. This
chapter compares thedifferent data sets to answer the research questions and
objectives, presented on theopening page of the chapter. It aims to demonstrate
how crossprofessional teamwork and knowledge sharing are viewed and practiced

within Royal Hospital, see figure (5.J).

Semistructured Hybrid Focus Document
Data : .
Interviews Groups Analysis
Source

Codin Coding, CCA Coding, context
9 and developing and content
a visual model analysis (CCA)
Data
Analysis i i l
[ Thematic Analysis across data sources ]
— v
Data Within -case matrix
Interpretation

v

Findings [ Development of overall ]

integration and findings

Figure 5.1. Model of integration of the different data sourceSqurce: Developed
for this research)

Through the analysis, 7 themes were prominent, each with subthemes. Table 5.1.
presents the first stage of analysing the data sources, presenting the themes that

emerged and showing how each source of data enriched each theme.
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O‘.

Identified themes a nd sub-themes across data sources

Theme 1:Teams

Subtheme laTeam Types/Models

Subtheme 1bTeam Structure and_eadership

Sub themelcTeam Composition

Sub themeldTeam Membership and Affiliation

Sub theme 1eThe Meaning andConcept of €am

Theme 2:Teamwork

Sub theme?2a: Feelings around TW
Sub theme2bFactors associated with TW

Sub theme2cBehaviour towards working together

Theme 3: Crosgrofessional work in context

Sub theme 3ajuxaposition of teamwork and collaboration

Sub theme 3b: Crogzofessional workviews and assumptions

Sub theme 3c: Crogmofessional Care and Patier€entred Care

Sub theme 3d: Patients as Team Members
(3d) a: PatientsRole
(3d) b: Patient safety
Theme 4: Communication

Sub theme 4a: Communication Skills

Sub theme 4b: Communication types

Sub theme 4cCommunication Tools

Theme 5: Knowledge Seeking and Sharing

Sub theme 5a: knowledge seeking/sharing pathways

Themes and sub themes

Sub theme 5b: Types of knowledge shared

Theme 6:Barriers and facilitators to crossprofessional work and KS

Sub theme 6a: Personal factors

Sub theme 6bCommunication

Sub theme 6d-anguage
Sub the 6d: Training
Sub theme 6e: Help and support

Subtheme 6f: Technology

Sub theme 6g: Hierarchy and Leadership

Sub theme 6h: Task related aspects

Sub theme 6iHospital Structure

Sub theme 6jOutcomes

Theme 7: Culture and Diversity

Sub theme 7aOrganizational Context, Culture and Climate

Sub theme 7b: Professional culture

EdEdEdREdEdN =R dEdEdRE IR dREdEdIEdENdEdEdEdEdEdE G AEdE AR IEIEdEdREdIREdEdEARIREIRE IR IR dE Gt

Sub theme 7c: Individuals culture
Sub theme @: Diversity

Sub theme 7e: Gender v
V: Primary source, V:Secondary source, V: Made reference to 13, U: No data

cl<|<|<le|<| < <|<|<| <] <] <] <| <|<]| <] <l <|<|<|<|<|<|<|<|<|<|<|<|<| €| €| | <]| <| <|<|<| <|<|TL
clclcl<|c|<| < <|c|c|<|c|c|c|clc| S|c|c|c|c|c|<|<|<|c|ec|<|c|c|<|c|c|lc|<|c|c|lc|c| <8k

Table 5.1. Integration of themes and sulthemes as they emerged from the different source of dat
(Source: Developed for this reearch)
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As this is exploratory research, | opted to use several data sources as discussed in
the methodology chapter, allowing an irdepth, holistic and richer understanding of
complex phenomena. The section below provides a brief review of my qualitagv
research methodological stance including comparing different sources of data,

interviews, focus groups and a document analysis.

Qualitative researchers posit the richness of individual interviews for uncovering
unique data, including the views, feelingand attitudes of participants (Fern, 1982;
Knodel, 1993; Griffin and Hauser, 1993; Morgan, 1998; Heary and Hennessy, 2006;
Rat et al., 2007). In this research, in addition to these elements, | noticed that
participants were more comfortable disclosing howthey felt about the phenomena

of interest in the HFGs. This could be because they were less selhscious and
relaxed with their colleagues, whilst undertaking a creative activity. The use of
interviews and HFGs provided this research with multfaceted data, not only
because it emerged from individuals and their group interaction, but also from ait
based and participantled activities that allowed participants to visualise the

phenomena of interest in new ways.

Triangulation occurs through consideringhow different data sets match up, as
suggested by Thomas (2010). This does not require them to agree, but together they

add value and depth, scrutinising a topic from different angles. Also, this Chapter in

itself is a hybrid integration method at the intgpretation and reporting level,

applying several integration techniques (Stange, Crabtree, and Miller 2006; Creswell

and Tashakkori, 2007). | incorporate several approaches in this chapter, the initial

AOAT A £ O ET OAOPOAOGET C /lerdtingBEOON G3AG BEO EiT ACO A AX
xEAOA ) DPOAOGAT O OEA OEOAA O1 OOAAO 1T &£ AAOD
APDDPOI AAESd h x AAOQEI wher®dpgidalle AnG thénkeBy-therAeCbA
conceptby-AT T AADO AAOEO8 ) 0OO0AdtheMatainboligh Visdal AE OB
means such as figures, matrix, and tables, which allowed new insights, see figure

(5.2)

This integration displays how the different sets of data confirmed each other in some

places, expanded on each other in others, and even sVexl discordance (Fetters,

13 Here the source referred to the theme but did not discuss it.
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s
e,

Curry, and Creswell, 2013). The diversity of data sources, participants and choices
of data analysis, interpretation and presenting, together provide a holistic and rich

picture of the phenomena of interest.

/ ) 1 OACOAOET ¢ OEC

By presenting the three sources of data in a single report
/ )1 OACOAQEIOG AGBEIN @C H#
By weaving together, the data on a thme-by-theme or conceptby-concept basis |
f)1T OACOAOGET ¢ OEOI
"U DOAOAT OET ¢ OEA AEAEEAOAT O

)

Figure 5.2. Integration methods applied at the datiterpretation and reporting in this
research(Source:Developed for this research)

5.1. Paricipant demographics andstudy overview

5.1.1. Interviews

As discussed in the methodology chapter, the demographics of interviewees was
varied. Whilst there was a 50/50 split by gender, the 26 participants varied in age,
experience, nationality and profes®n, allowing for the colection of views from
AEEZAOAT O EAAI OEAAOA DPOT AAOOEI T Al ¢OiI 6PO
healthcare ranged from months to over 25 years. Most participants had either
worked or studied abroad, in India, the Philipines, European countriesthe United

States and Canada. This variety of backgrounds was key to achieving a wide variety

of views. Please see Appendix 5.16. for full details.

The research scope of teams, teamwork, collaboration, knowledge and knowledge
sharing (KS) were discussed lrough semistructured interviews. The interview
participants were interviewed about their daily practices, experiences, values and
perceptions within RH. Their interviews revealed the complexity of understandings
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behind concepts ©AE AO OOAAR AT XOBRTN x*x IOKBCA OEAOE
was to explore the dominating team types in RH and examine the types of teamwork
implementation and knowledge sharing within these teams. As this is the first
research to tackle the Omani hdth care setting from sud an angle, the interviews

were designed to be flexible and pursue any new threads arising from the comments

of participants.

5.1.2. Hybrid Focus Groups

In total, there were 7 HFGs, with a total of 33 participants. The three Afftg
Diagram HFGs (HF&Ds) comprised 16 participants from different departments.

11 were females, 10 of whom were nurses. 5 were male, 4 of whom were clinicians.

The four Team Map HFGs (HFGMs) consisted of 17 participants from four
different healthcare teams. 14 were female, 3nale, 10 were nurses and 7 were
clinicians. However, whilst the participants from each HFG'M were identified by
heads of departments as members of a team however, | also had to contact the
nursing administration for these teams asall nurses came under tle nursing
department (for recruitment details please refer the methodology chapter). A
further complication in the four HFGTMs was that whilst participants from the
same team were requested, due to rota and workload factors, pasipants in most
cases woked under the same department, but did not belong to the same team. The

exception was the Infection Control (HF&3).
5.1.2.1 Overview of HFGs approaches

Full details of the HFGs are provided in the Methodology Chapter, but to éfiy

recap, | created an interactive investigation, using activityoriented creative
ABGAOAEOAO8 4EEO Ai11 AAOEOA AAOGEOEOU BOIT O
understandings, and views of knowledge sharing and teamwork through their
creation of visual data(artefacts), which is then used to inform organised discussion.

This chapter demonstrates therichness of data collected through this approach,

which also included the thematic analysis (TA) of group discussions and a word
frequency analysis(see appendix5.1), as well as researcher observation of the
sessions. One advantage of participashed data visualisation is limiting researcher

influence on data collection and interpretation.
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Both types of HFG applied activiyoriented questions.14 The three HFGADs
collected views, experiences and understandings associated with crepeofessional
teamwork. Each group was drawn from different departments and produced
artefacts collating and linking the factors they considered important in their cross

professional teamwork in response to the question:

What factors, from your experience, come to mind when we talk about

mixed healthcare teams in RH?

An example is included as figure (5.3.)

Figure 5.3. Example of Affinity Diagrams atfactS(ource: HFG4)
The four HFGTMs explored crossprofessional teamwork, team typesand KS

AAEAOETI OO OEOI O6CE AT A0OO AT A AOAEDO OIi Abi
department and created a visual model of team structure, teamworkand
communication flow within their healthcare teams, departments, and the wider
hospital. Each HFG creatl two sets of maps, the first a diagram of the team as a
whole, with communication (one and two-way), teamwork and collaboration
mapped, and the secT Ah AT ET AEOEAOAI Oi Apd AT1160

questions for participants to consider in their mas were,

14 Through this chapter, where | feel it is releant to identify the department ofa group or
individual, | have done so.
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How would you represent your daily work within the overall hospital
environment? If you are dealing with a patient, who would be involved? ko
would they be involved? What type of information and knowledge will you
share, need or exchange? With vam? What will be the process? Where does
the patient fit within that?

An example is included asidure (5.4.).

Data was collected from the artefacts, the process of creation, narrative explanations
of artefacts, and researcher observation hence the wad is not only in outcomes but
also includes insights from the process. My observations are wovehrbugh the

narrative in this chapter.

As noted in the methodology chapter, this research is an exploratory case study with
thematic analysis, to understand ad explain the characteristics and implications of
the complex phenomena under study. Therefore, uts of analysis were chosen to

highlight key elements relating to the phenomena and research problem (e.g., RH

Figure 5.4. Team maps artefact$ource: HFG14)

structure, team types, and individual attitudes toward the phenomena). This
approach allowed me to consider the phenomena of interest in its s@disetting,

creating a rich picture of the professional, social, and cultural dynamics involved. It
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also exposed individual attitudes, creating a vivid pictte and understanding of the

setting under study and the type of interactions occurring.

This exploratory focus allowed for multiple layers of context, which require careful
selection and navigation. Hence, | will structure this chapter by considering the
team-types in RH and then the views of participants about teams and teamwork.

From there | will consider the other primary strand of study, knowledge sharing,

and finally the facilitators and barriers participants suggested for teamwork and KS.
TEEIAND 60AT A OOAAI xT OEG AOA 110 OEA OAI A
times they were spoken of by participants as cognate, so there is some overlap in

the comments selected, and | have followed the context of their use in interviews.
Likewise, the ovelap between teamwork and collaboration, which will be
increasingly important in this research. Finally, there is an overlap between

OET 1T x1 AEGAE OATANOEG 168 ET OEA AT i 1T AT OO T E E

5.2. Team Types

The first research question related to undestanding the team types that dominate
healthcare professional experiencén the Omani heathcare system, though looking
at the team types in Royal Hospital as a case study, as discussed in the methodology
chapter. This section summarises the research findgs to answer this question as

reflected across the different sources of data.
So that iswhy | am telling you this. There is no pure standard on teg(i22).

From the interview and HFG data, it is evident there is a wide variety of teams in RH,
however, there was no clear common structure as teams were created from the

needs of different depatments and units. Hence, for example, in the HFGs, the teams
described by Infection Control were very different from the teams in ICU.
Nevertheless, patterns can beiscerned as shown below and this section elucidates
OOAAI 8 AAOT 6O OEAOA AAOA OAOOs

When ODOEAA ODAAEZEAAI T U AAT OO OEA OAOI OOA/
where team boundaries were, a factor that came out more strongly in the HFAG®/s.

Often participants described these teams in terms connected to their functionality.
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The following sub-sections collate team types identified in this research, although
there is some overlap between teams and the extent to which they are static or

ephemeral. | beginwith the team pathway, administrative or clinical.
5.2.1. Administrative Teams

Committees were metioned in all three data sets although none of the HFGs dealt
specifically with committees. In interviews committees were often given as
examples of teams by participants, most often by managers and clinical managers.
The DA highlighteda number of commitiees, as documentation dealt primarily with
the bureaucratic and administrative running of RH. These committees were

structured with a defined name, aim, objectives, clear roles, and leadership structure.

Team type: Administrative z Committees

Interviews Document Analysis
Committees were described as occurring across the hospital, Committees were a common
including quality and performance control ard hospital cross-disciplinary unit,
development, e.g., for theomposition of policies and protocols frequently referred to in
i)d@Ai&1 ETAI OAAO Aiii EOOAAO Al documents, often by name,
committee® 8 e.g., Departmental Quality
i) uGAGA AOA8 Oi 1T A OAAI O xEEAE| Committee, Ethics

AT T T EOOAAOS8 OEAOA A atkack@paitrdert]! ( Commitee, Medical

have to find theirown way on how to fulfil those teants. Committee. All committees
(12) Theatre Users Committee: mentioned were cross
Q00680 I AAA Obp 1T A£#h 1T OOOAOR AT A | disciplinary

AAOA OEAAOOA AT A OAEOOAEOEET C|$ c pRyrtidpating as per
what we shoull do between the anaesthetists, theetlitre nurses, the director instructions or
and, ourselves [surgeons], and the administratirs committee requesd 8

Table 5.2. Administrative Committees from different data sets (Interviews and DA)

In interviews, committees were described as governng administrative and clinical
healthcare work across the hospital, including quality and performance control, and
hospital development, such as crosdepartmental collaboration and the
composition of policies and protocols (for examplethe Canadian Accrditation
Policies and Protocols Committee). Hence there was variety in the make of
committees. Projectbased teams were generally administrative and described as
committees in interviews., an example being the Theatre Users Committdéer
refurbishing an operating theatre (12). Projectbased teams were only mentioned by

managerial staff and related to management or serviekased projects. An example
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of how data from different sources was compared is table (5.2.), demonstrating

views oncommittees gatheredfrom interviews and DA.

5.2.2. Clinical Teams

In interviews and HFGTMs these teams were hierarchical with the team leader as
the senior member of staff with the most experience. Most participants described
OEAEO OEIT 1T A8 OAAI ET ménAdd bpériallty/As Gdted B the OT E C
methodology chapter, when recruiting participants, the nurses came under a
different management. However, as these teams operated within departmental
boundaries, they shared departmental protocols and policies, and tendg¢o know
each other by name, often working togther regularly, often by rota. Thus, they
shared the unit, department, or speciality name, vision and objectives. In interviews
these teams were often described as comprising either nurses or clinicians, for
example, the team of ward nurses. However, ihé HFGTMs this was not a clear
division, particularly in the maps created by nurses. This was most evident in the

disagreements arising in HFG6.

5.2.3. Department, Unit or Discipline -Based Teams

Participants described department, unit or discipline-based teams as healthcare
professionals from the same profession and discipline, who share their daily practic
and workload, within a home department or unit. They typically have weltlefined, full-

time and stable membership, and were createdybrota.

Many participants described the teams that they worked with primarily in terms of
their home department. These teams were encompassed within departmental
boundaries, operating under a single management structuré> , sharing

departmental protocols and policies, knowirg each other by name, and often
working together regularly although affected by rota They also share the unit,
department, or speciality vision and objectivesWhen clinicians described such

teams, they tended to exclude nuisg staff, and some HFGMs searated nursing

15 With the proviso that nurses came under the management of the nursing department.
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and clinician teams. For others, these teams

Senior

were depicted as crossprofessional, and Consultan

interacted, communicated and shared

Consultant

information and knowledge through a

H H . Registrars / Senior
hierarchical structure: O e pecialist
Senior Consultant(s)

Specialist
Consultant(s)
Registrar(s) Junior Specialist
Specialst(s)
. .. Medical Officer
Junior Specialist(s)
Medical Of‘ficer(s) Trainee, Intern,

Resident
Trainee(s)/Intern(s)/Resident(s)
Figure 5.5. Clinician team example
(Source:developed for this researct

All the HFGTMs concentrated on department or unit teams, but withndications of

where they interacted with the wider hospital. The HFGI'Ms began with all

participants creating a group map. As can be seen, groups presented their teams in

different ways. All teams were hierarchical and included a team leader, usually a

senior clinician or the head of department. The Intensive Care department (ICU)
created a highly ordered and herarchical depiction of their department team (figure

5.6.). They depicted themselves within one team boundary with nurses and
clinicians together axd developed separate artefacts to present their
communication and KS practices (see figures (5.12,) and {8.) under

Communication). However, when describing their group map, they referred to
O. OOOCET ¢ OAAI 6 AT A Os$1 AOT OO OA Adughh

communication, which was at odds with the visual data.
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Hospital

. Sub-speciality "
dministration

/\ Admin

O Speech therapist
O Pharmacist

O Nutrition

O Physio

O Respiratory therapist
O Parent team

O Nurse

@ St Registrar

O Radiographer
(] Patient

O Medical orderly

. Consultant Hospitals O O
. Registrar, Medical officer, Residents

Figure 5.6. Intensive Care Unit (ICUJGroup team artefact Source: HFG1)

All other specialities were placed outside ie team boundary, and any interaction
xEOE OEAI xAO AAROAOEAAA AO OAT 11 AAT OAOQET
The Emergency team (A&E), whilst drawn from the same division, came from two
departments, adultand paediatric/child health. They describedOE A1 OAOn® A Oh
OAAi 8 B8AAAE OEE /Abdé teakE yegEAnQididudds cia@d £MBE OOh
emphasising that the team was built by role rather than person.

The Obstetrics and Gynaecology (HFG6) team groupgsented a different view of

their team(s) (figure 5.7.). During the HFG, clinicians and nurses rarely collaborated

but developed separate teams, with their own hierarchy and structure. The
participants stated that their department was so complicated, it agld not be
adequately presented. When desdning the artefact, the teams within the
department were described as working alongside each other. However, as with ICU
(HFG1), any interaction with other specialities or departments was not depicted as

teamwork.
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Figure 5.7. ObsGyne- Group team artefact Source: HFG6)

Infection Control worked differently from any other department in that they worked
across the hospital and were not necessarily elmcated, with members frequently
working alone. Theirgroup artefact demonstrated a closer view of interaction with
other specialities, incorporating teamwork. Thiscan be linked to the nature of their
work with every department. They described their work as impacting other
departments, and vice versa, hendiey struggled with team boundaries in creating
the map and used the department boundary to demarcate the tearwhilst allowing

for teamwork with other groups.

Within the artefact (figure 5.8.), as with HFGB6, (figure 5.7.) they created separate
teams, butdescribed them as interacting through teamwork and collaboration. In

their discussion they were unusual in thebreadth of their teamwork interactions.
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¥ Hospital Admin

¢ ™

-

Infection Prevention & Control

Figure 5.8. Infection Control (IC) team artefact$ource:HFG3)

Although departmental or unit/speciality teams may seem easy to identify as they
fit RH structure, as is clear from the artefacts presented here thparticipants often
EAAT OEAZEAA xEOE A Oi AlT1 AO cOiI 6P xEOEET O

5.2.4. Joint Clinics

Participants described joint clinics as crosgprofessional and tailored to outpatient
services. They were usually described individually, so with reference to two specialitieg
for example, Obs/Gyne and Diabetes. Thextent to which the two spedalities worked

together was unclear.

3A0A0AT A1 ETEAEAT O AAOAOEAAA Odisciplindy Al EI
Al ETEAOS xEAT AEOAOOOET Qefeted Ad the8n whdaET OO
discussing teams in the HFGs, they were not included in the afacts, and were
generally identified as collaborative interactions with specialists outside the
department. Joint clinics were assembled from clinicians coming from dédfent
specialities or subspecialities, working together to assess the patient and diete on

the best treatment path. One clinician described why they started a breast oncology

clinic,
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OAAOxAAT OOh OAAEAOQGETT TTAT1TTcCcw AT A 1A
AT AOT1 60 EAOGA O1 ¢i AOiI OT A xEOEh O OAA
three doctors in the same city, so we are sitting together and seeing the
DAOEMYL 06

Joint clinics were an important part of the Obstetrics and Gynaecology department

as many of their patients were cemorbid with complex healthcare needs, (115),

AVe have alot of joint clinics between our department and the other

AADAOOI AT 66h AAOxAAT AAOAET T T CUh 8 OE!/

OAOOT OEOAI ET ZAACEUBE )$ 88 AT A EAAI AO
In the HFGTMs, ObsGyne (HFG6) discussed joint clinics to highlight the comgtity

of their patients rather than the teamwork it could involve.

5.2.5. Cross-Professional Teams

Participants described crossprofessional teams as static and crossing disciplinar)l
boundaries, often by sustODAAEA]l EOEAO8 - ATl AAOO AOA (¢
skills and knowledge based on experiences ordiming; hence they typically have defind

roles, but individuals may change based on shift, rota and need. These could be statig

recurring teams.

These teams are static and formalised but cross disciplinary boundes. As with
department and unit teams, members know each other and were brgit together

by rota, but they include different specialities. Recurring teams would come
together for specific tasks then disband until needed again. Examples here are the

Cardiac and Kidney Transplant Teams,

(Gwo anaesthetists withanaesthesia staff nurse too, then the perfusionist,

then the surgeon as well as the assistant surgeon, scrub nurse as the
AEOAOI AOT OU 1T O0OOA8 4EAO® Of Yoeds OAAI 1 £
Gransplant surgeons and have a urologist, but that team has got nusrse

EAO ¢i O Ai O1T GAI1T1T00 8 TAPEOITTCEOOO 8
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These teams were most likelyd be selfidentified by participants as patientcentred
care providers and were hierarchical based on experience and seniority.

Such teams could consist of,

Clinicians (with similar hierarchy as mentioned

Clinicians
above)
Trainees: interns and residents Trainees
Nursing
H Nursing staff
Medical orderly X
Pharmacist Medical
orderlies
Junior
Specialist
Pharmacist

Figure 5.9. Crossprofessional
team examplgSource:
developed for this researgh

5.2.6. CaseBased Teams

Participants described casebased teams as appointed for a specific goal, objective a
function, and more transient than cross-professional teams. Members are selected t
Al i bl AGA AAAE 1T OEAOGO OI1 AOG AT A O0OPDPI O
They generally lave welldefined roles, but individuals changed according to rota o

selection.

Casebased teams wee described by the participants as forming for specific cases
from multiple professions, specialities and sukspecialities. These teams were
created when a single speciality eeded outside expertise in patient care, and the
hosting department requested suport from another speciality or sub-speciality.

The team was to complete a procedure or a treatment plan,
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('he main thing are nurses and doctors, then we have physiotheragy,

T AAA OEAI O i AGEI Ah 8 I EEA ET ZAAQET OO
andOEA OAAET EAEAT h 1T £ #AanBOEAWitethadn h E OB (
whenever we needthen § ) v 8

However as discussed below, there is some overlap between what particiga
OEAxAA AO OOAAI x1T OEG ET OOAE AAOAOR AT A

Fixed team, Members based on need
A Senior A Physio therapists _
consultant o Trainees
A Dieticians
A Consultants Nurses
A Registrars A Other consultant teams, e.g.
' ' , . Physio therapist
A Medical officers Infectious diseases, ySio terapists
A Trainees o Other consultant
Radiologists teams
A Nurse
Infectious
Error! Reference source diseased
not found.
adiologists

Figure 5.10. Casebased team
example Gource developed for
this research)

5.2.7. Contingency or Purpose -Based Teams

Participants described teams that came together for a contingency or purpodeence
appointed for a specific goal, objective and function. Members are selected to complg
AAAE T OEAOGO OEEI T O Al A EI1aretrainkd\iqrAhe a0
They usually respond to specific events or contain and deal with emergencies. Thy
typically have defined roles, but individuals may change based on shift, rota and nee

These teams are recurring.

Several teams that require members to come together acse departments are made

up only of, or primarily of, nurses. For example, the Critical Care Outreach Team was
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described as several participants as an example of a rapid response team. CCOT
comprises nurses who have the training to respond to patient detesration within

the hospital.

Other teams thatcome together in this way are crosgrofessional, for example to
investigate an adverse event to be investigated, one of the few teams mentioned in
the analysis. The boundaries of these teams are flexible, antembers have other
roles, only becoming partof the team as and when needed. The membership was

generally stable, although the team itself only came together intermittently.

5.2.8. Project-Based Teams

Participants described teams that camtogether for a specific project. They are transitory
AOGO OEA 1 AT COE 1T &£ OEA OAAI dthe phjecE Ménhdrsiark
OAl AAOGAA o1 AT il AGA AAAE 1 OEAOGO EITI
volunteering. They are seHmanaged autonomous or semdautonomous, seldirected,

and time bound.

These teams could often be committees. Members change based on the project and
could be from a simgle profession or across multiple professions. Roles are allocated
according to the needs bthe project and the skillset and knowledge of potential

members. A prime example was the Theatre Users Committee,

&EO660 1 AAA Ob 1 £h 1 OaxéboOtaving b daycaked AOT OOh
OEAAOOA AT A OAAEAOOAEOEEI C A OmtAwAOOAS88 4
should do between the anaesthetists, the theatre nurses, and, ourselves

[surgeons], and the administratioa | ) ¢ Q8

Most project-based teams are not directly riated to patient care but to a

management or servicebased projects.
5.2.9. Lack of Standardisation Across Team Types

The fluidity of team membership was mentioned by many participants. Individual
membership was described as changing between teams based mte, rota, team
need, workload or experiences. Whilst these dynamic teams have thetential for
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disrupting efficient teamwork by, for example, constraining Royal Hospital staff
from understanding fully their roles or committing to a team, they were nontheless

associated with a patientcentred focus for teams and teamwork.

Whilst patEAEDAT 008 AAOAOEDPOEIT O 1T &£ OAAT ATI D
OETi CI A OOOAT AAOA6 OAAT AT I PITOEOEIT BDHAOO
commented,

Ghereisnosth AAOA 8 1 O OEA OAAI 1 AT AAO AEAI

and definitions also change. Bause all this multispeciality, they are

rotating sevenmonth, six month. Only the heads will be the same. But the

rest, the junior under that, the registrar, are just kpeotatingd | ) ¢ ¢ (8

Similarly, a clinical manager and senior consultant explained that the RH structure

leaves team development to departmental needs and workload,

(Royal hospital requires staff to work on team based. Those teams are not
part of the RH stucture. The RH structure is mayDirectorates and each

subdivision, but it doesn't include day to day practice teams. So those
working teams are established by the departments themselves to make

things running smoothlpy | ) 1 8

This sketch of team typesas described by participants deronstrates the variety of
teams that occur in RH. A table of team composition is provided in appendix 4.1.
Teams are required for different reasons at different times and in different
departments. Despite this variability, paterns can be discerned, enablig the
groupings above. As participants further discussed teams, further themes arose,

which will be discussed through the rest of the chapter.

5.3. Team Selection, Membership and Affiliation

As discussed, team membership &s at times contested, particuldy in the HFGTMs.
For the majority of teams discussed, that is departmental teams, membership was

based on affiliation of the department and was thus automatic and affected by rota
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and/or rotation. For other teams, interview data demonstrated that membes could

be selected as individuals or through their expertise/role.
5.3.1. Joining a Team

Participants were asked how they became members of that team. From the
interviews it was possible to chart a variety of entry routesgnto a team, which was
frequently directly linked to the type of team describedFigure (5.11.) demonstrates
the different routes described during interviews and HFG discussions for joining a

team.

5.3.2 Departmental -Based Allocation

The most common routeinto a team occurred when a member was automatically
AOOECT AA O1T A OAAI AU EI Ejusbeusdl jolnddahe OOT A
department, | become part of thetean |} ) ¢ Q8 ! OOOCATT AT A
AAOAOEAAA |mhskit bt gear®d( b )G Q8

There were also occurrences where a participant joined a department or speciality

in order to be in a spgcific team, such as Infection Control. Departmentdlased
allocation to a team therefore represents one of the most common routes into a
department, unit or speciality team. Such teams were generally under the same

management structure.
5.3.3. Knowledge and Experience -Based Automatic Allocation

Another common route into teams was by role and rota., through knowledge and

skills already possesed or with the intent of further training. A nurse explained,

(ased on duty rota and depending on the cases.cdr do it, that particular
AAOGAR OEAT ) (»EI 1 AA AOOECIT AAd
Such allocation is based on need, for example, staff shortage, individual
speciality/experience, and individual involvement with a case. Such teams might be
static, or casebased and transient A clinical manager (I1) commented that the team
leader can select the individuals they feel are best suited for a case or task, based on
availability. Staff who are selected to join a team often described the team as

welcoming.
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Oman, as an Islamic socig, places great value in family relationships. Echoing this,
a senior consultant explained his investment in selecting individuals withniterests

in his field and mentoring them to complete their study and join his team,

@ choosed the people who wantddOAA OO OOOCAOU AT A ) 8
them from beginning... now when they are back as consultants, they love me

and they treat meas older brothed j ) 0 Q8

Other participants explained that that they joined teams by invitation because they

were known to either the team leader (17) or the other members of the team (15).

Being selected or allocated to a team can occur on a temporarysiig for example
when a core team needs assistance. Such selection could be as an individual or
OEOT OCE 1 Thik & d@pafrheht Alependidy on shift or rota. This fluidity was
seen to be an important aspect of patieatentred care, whether it was temed as

teamwork or collaboration.
5.3.4 Self-Selected

As a route into a team, sel§election was more common amonglinicians than

nurses, for example, a junior consultant described joining his team,
O0) ETETAA AAAAOGOA ) APRAGAI éBAA BGEODE
(15).

Likewise, a senior consultant described studying in order to join her chosen

department, (I115), and a nurse described transferring from a department in which

she did not enjoy working, (I8), however this seemed to be v¢ unusual and she

was the only nursing participant to describe such a process. On the whole this route

was less comma and more likely for Omanis, often as career progression for

clinicians and management.
5.3.5. Membership of Multiple Teams

Whilst many participants spoke of belonging to different teams, for example, an
administrative committee and clinical team, orseconded to a specific case, this was
110 AROAOEAAA AO AAET ¢ OOEAOAAG8 )1 ATl

=z PR
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hierarchy, for example nurses, or within a clinical team itcould be the junior

clinicians.

@ managed to create a team... which was surgical breast team. It was me and |
had an assistant who was hahg me and helping the endocrine team, so he

was shared assistagt | ) 0 Q8

For others, a rota could mean moving betwen teams, for example, a nurse explained

that being part of the OT department meant working in different teams,

Z 0~ N o~ A ~ 2 x o~ A~

O 6 A OAOOAon adweddslhihe foitOniirdd, ie(ad assigned as a
OOAEE 1 OOOA AT A AOOECT AA Abnrrowi IE 8 ) A
AA A AEOAQI9AOT OU 1 OOO0AG
This was particularly common in Obstetrics and Gynaecology as they cared for
patients with fertility problems, problems in pregnancy, in labour and posnatal

care.

Where teams came together for a specific case or event, membership overlapped
with more static teams, and participants were most likely to describe themselves as
belonging to the staticor departmental team in interviews and HFGs. In HFGMSs,
nurses were nore likely to consider themselves part of wider and crosslisciplinary

teams, whereas clinicians tended to exclude nurses when describing such teams.

Affiliation as a topic raised soméanteresting questions, for example, in interviews,
clinicians often referred to their administrative committees and teams, but
generally focussed on their rounding team and clinical teams, indeed one clinical

manager was critical of those who preferred adimistrative work to clinical.

In HFG5, the participants created mapfor how they would respond to a cardiac
arrest and patient emergency. Interestingly this was described more in terms of
teamwork: coming together for a specific emergency rather than asreating a
temporary team. In HFGs and interviews there was not a cleaorrelation between

team and teamwork, as discussed in section 5.3.
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Departmental -based allocation to a team

FThe mostcommonroute into ateam

PSome participants joined a department or speciality in order to be in a
specificteam (self-selected)

Knowledge/skills -based allocation to a team l

PAnother common route into teams, either through knowledge and skills
already possessedr with the intent of further training

PSuchteamsmight be static, or casebasedand transient

Shared members

PMlembership of more than one teamwas common

PBrequently members who were shared between different static clinical
teams occupied the lower ranks of the hierarchy, for example nurses, or
junior clinicians.

Figure 5.11. Finding a team Source:Developedor this research)

5.3.6 Team Affiliation

Participants were asked about their team affiliations. Some felt a strong affiliation
to ateam and others that they were members of different teams with no clear
affiliation, however the former was more likely. Participants most often linked

themselves tothe team connected to their home unit or department, which was the
team with which they spent the most time and generally the one they were
registered with officially based on staffing records. The participant artefacts from
HFGTMs indicate that departnental boundaries often served as the division
between who is in the team and who is not.\Een when participants referred to an

interaction with other individuals outside the team boundaries as teamwork, in

most cases they did not include them within the tam boundaries.

When asked to map their daytoday-work and interaction in individual maps,
participants struggled to articulate interactions with those outside the department,
rarely including them within the signifier, team. The nurses of IC (HFG3) peraad
their interaction with everyone as teamwork due to the nature of their work, but
still identified their team based on departmental boundaries. Hence, they
simultaneously presented themselves as part of every team, and considered

themselves as a team whin department boundaries.
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In interviews and HFGs, team membership was contentious. Thughout the TV
HFGs participants argued to establish who to include or exclude from the group

team. For example,
O ( &-1:Paramedics are part of our department, no?
HFGB3: Yeah, they are belonging but we
HFGG5: Nurses like them, [Indian]
HFG61: Nursesarenod | ( &' ¢ Qh

Likewise, in ICU (HFG1), when a consultant asked whether nurses were included in
the team, a nurse replied, that they were, and a consultant saat, the same time,

(Ghey have their own teard 8

As noted, Obstetrics and Gynaecology (HF{G6ad clear demarcations between

Al ET EAEAT AT A 1T OO0O0A OAAIT O AT A T APPAA OEAC
x AOA OAAT AEAEAOATNIbeEnO 6 A A el AU AEAE h) #1
are also teamword | ( &' 08 4EAOA fuktherEdBAsiOdkdd ke x E 1 |

Discussion Chapter.

There was also a checking and correcting when participants mapped their teams.
For example, (HFG6) discussed whetheiosmeone should be within their team just
because they belonged to their department. Thislistrates another issue from the
mapping process, conflating team with department, and is seen in the previous
quotation from HFG6. For the group maps in particularfGFTMs), it was often the
department that was depicted as the team, which may explain whjor many
participants, teamwork occurred inside the department and collaboration occurred

with staff members outside the home department.
There was also disagreemernabout the final maps,

(hey said we have too many outside, | said we had too many deitsiou had

too many insidd 6 | ( &' ¢ (8

Thus, the maps demonstrate that whilst there are themes that arise from the data
allowing the identification of general team types, and affiliations, tying these down
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to specific membership was more difficult, as partipants had no universal

understanding of teamwork and collaboration.

Participants did not always initially consider themselves members of different
teams, for exampé, anurse explainedd) T 11 U x| OE | -ORGE AA OBAHE 18

work only with one A A | (R&). However, when asked to describe her role, she said,

®Gometimes | am working as a shiiit--charge, otherwise | am working as a staff

nurse, then irbetween | work in the High Dependency also | ) ¢ ¢ 08

However, she did not describe herself as paof the High Dependency team.

The Infection Control team individual diagram (FG3l) demonstrates how the
divide of hierarchy and profession, even within the sam speciality, can impact the
way participants viewed team membership. The senior consultant didot position
themselves within any team, and separated nurses from clinicians, into separate

teams in terms of the groups with which they interacted, see figurg.12.)

No participant used a committee as their home team, indicative of the smaller time
commitment required by committee work, Committees did not form a major part of
DAOOEAEDPAT 008 x1T OEI T AA AT A xAOA CAT AOAII
participants referred to committees when talking of teamwork in general, or to

demonstrate the range of teams they belonged to

Participants were asked to describe their membeship of teams and how they
‘A;.;‘-V Howsekeeping — ?!:"'b'-":lf“t Ss. Cooseltant v-

Diractor of IP&C
Coltaborative

uv”Figure 5.12. Infection Control- Individual Team Visualisation (FG2)
viewed this, for example whether membership changed. The following section
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highlights the major themes arising from this element. It should be notedhat these
categories are not either/or and membership could change according tseveral

factors affecting a team.

5.3.7. How Team Members Change

The membership of teams often changed, either because of the nature of the team

or the structure of the hospitl, through the methods shown in figure (5.13.).

Changes based on case requirement

J
Changes based on rota !
Changes based on workload |

Membership by paramedical professionals

)

Shared Team Members !

Figure 5.13. Changes in team membersh{ource: Developed for this research)

5.3.7.1. Rotation and rota

The rotation system in hospitals creates a regular and regulated chge in many
teams, for interns and doctors and across departments and teams. RH is a teaching
hospital thus there is a regular turnover of students,

@106 ETTx 1060 OAAI O EAAD AEATCEIC 111C

coming, three residents coming new, ttMSB residents | ) v 8
However, the team type, as above, may be static in nature.

ChangesduetorotaandsiEO ACAET OAT AAA O AA dilCOIl AC
we are changing the allocation of the stéff j ) pt1 Q8 OAOOEAEDPAT OO O
ways. In HFGTMs and some interviews, rotas were described as creating one
extended team of everyone on th rota (I114), and for others it created a series of

different but connected teams,
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A\ lot of teams dod O EAOA Az dedighafed dottorsGind@very week
OEAU AEAT GCA O xA Ai160 xI OB KkEOHSITA
In some departments, dotors moved between different aspect of their specialty,
each subdepartment having its own team, for example clinics, or surgery. Again,
this was particularly evident in Obstetrics and Gynaecology, rotating between the

delivery suite, surgery, labour wardand clinic/outpatients.

Evidently, teams varied greatly across the hospital as different departments created
teams to suit the needs of that department and specialisation, which reflects the
findings of the interviews. The level & work with other specialities appeared to
correlate with how inclusive those individuals were in their depiction of teams, but
this was not a clear correlation. Clinicians and nurses also differed over how
inclusive their teams were. As noted above, padipants did not, as orignally
planned, belong to single teams, rather they worked in the same environment and
teams, and understood how the teams functioned within the department, and thus,
teams were largely presented by role rather than individual. Thigs not surprising

giventhe constant change in teams by rota.
5.3.7.2. Changes based on case requirements or workload
As noted above, some RH teams only came together for a specific case, for example,

Qve have extra people outside from radiology, fromptzo, but if we need

them, only, they are not always withas § ) v 8

In such cases, this grouping was not always considered a team, therefore this was a
grey area for participants, and for some served as the divide between teamwork and
collaboration, as disussed below. Some partipants described moving between

teams based on the workload of the department,

AVe work in different teams, dealing with acute cases admitted under a
speciality, chest, rheum, gastro, haem, nephro, oncology, and sometimes

surgicaldue to bed shortage 19).)

I AT ETEAAT 1 AT AcCAO ET |/ AOOAOOEAOG AT A ' Ul
is decided based on workload, alongside rotation and rota,
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O+ 7 divie the doctors according to workload. Senior specialist stays 1 year
in the team; registrars moveevery 6 months and medical officers every 2
months. A group will be in a pool to cover all the wards and rest of the work.

The pool are allocated on a weekly bagis } ) puv 8
5.3.7.3. Membership of paramedical professionals

Supportive service departments sub as nursing, anaesthesia, laboratory, pharmacy,
etc., could potentially form part of many medical teams, and were listed by

participants, particularly in the HFGTMs,

U xT OE 8 AT OAEI O E1T OAOAAOE begause EOE
anaesthesiais ® 0D DT OOE 028), OAOOEAAS

This could be either by automatic inclusion in the team structure or by invitation.

5.3.8. The Concept of Team

There was a variety of views about what constituted a team in the interviews and

HFGs, and teams were not defined pese in the documents accessed. On the one

hand, participants considered teams to be selvidently created from people who

worked together, but both interviews and HFGs demonstrated that the boundaries
AAOxAAT A OOAAI 6 AT A DAIT blydamie Bdpending OrE A A (
ET AEOEAOAI O AT A OEOOAOEI T8 7EAOA OAAI O x/
they were not questioned as teamdjowever in both the interviews and HFGs, where

individuals came together short term to complete a task, it was moneebulous.

The Document Analysis (DA) showed that teams were referred to only generally,
primarily in documents relating to the nursing department. The DA showed that

AT AOI AT OO OOAA OEA x1 OA OOGAAI & T1T1U px OE
usualuU ET A CAT A Qriehactidnd with Ank hedlth Cadehtea® | $p m Q8
I'TT OEAO AT AOIi AT O 0O0CCAahdkdd exddisbporiomdngd O x E
were to be officially celebrated, but there was no method of assessment or

measurement included (D16)

In the interviews and HFGs there was disagreement over whether calling for outside

s A s oA o~ oA

help on a case, particularly in the consultation prod®@ Oh AT 1T OOEOOOAA

186



ChapterFive: Findings: The micro perspective othe phenomena(lndividuals ‘.
Level) .E #
ﬁ‘%ﬁmi"'

However, consultation was seen both in terms of teamwork/collaboration and KS.

| CAET AOOAAOGBAAT xT OE8 xAOA OOAA ET AEAEAEAOA
xAO OEA OAOCOI O T £# A OOAAI &8 AO xEI1 AA AE
5.3.9. Patient Role

The position and role of a patient within a team was also contested through the
interviews and HFGs, and was rioclear through the DA. In the artefacts and
discussions arising within HFGs, there were differing views of the patient, and whilst
itwasCAT AOAT 1T U ACOAAA OEA DPAOGEAT O xAO OAT O
have, a role as a team member, active passive, was not agreed upon. In interviews
and HFGs patients were described in terms of recipients of a service, and as not
educated or iformed enough to play a more active role in determining their
treatment. In the majority of HFG artefacts, patients @re presented as passive, only
receiving and not interacting with teams, hence communication, for example, was
always depicted as onavay toward the patient. This resonates with the descriptions

of patient role in interviews. Some HFGs did not include thegatient in their initial
artefact and did not discuss the patient until prompted. For Infection Control, (HFG3)
this was because their inteaction with individual patients was limited to education,

for example teaching about infection, handwashing and hygme, and could be little

more than providing leaflets.

There was general agreement that patients should be engaged in their treatment for

it to be successful, but the extent of this varied, for example because of education,
AOEAT OO0 OET OBt soAd of Bk @atiehts) Ady8ar not well
educatedOEAT xA AT 1680 ElT il x Eil& jYAgs8 OEAU

This was complicated by the type of patient, for example in ICU or paediatric, staff

may communicate more with the family of the patient.

Senior staff were more likely to consider an active and engageghtient role as part
of patient-centred care, hence a senior consultant (I3) described the importance of
patient involvement in understanding their condition and a concomitant need for
clear communiation for treatment to be successful. This participantlao argued for

greater involvement of patients in choices around treatment. Similarly,
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@ believe in patientcentred care. So, nothing done to the patient without being
involved. Nothing done withoubeing communicated to patient. And | believe
patient should always be involved in the, in the process of deciding different

alternatives of care or optiond } ) ¢ 48

From interviews and the conversations within the HFGs, it was apparent that the
background/experience of the nurse or clinician was an important dctor, as
participants who had worked in different countries were more aware of how patient
role varied from country to country. However, this was not always seen positively,

and another senior consuiant expressed frustration,

On India, like there are smetimes we, what shall | say? When we do force the
DAOEAT O AOGAT E& OEAU AIT180 xAT O O A
patientsO j ) ¢ 1 (8

At times patient role could be tokenistic or supeiitial. One participant commented,

On reality the patients here are very passive. We give them the information, but

xA ATT180 OEAOA AT A AEOAOOO EQH-BOEAI h
Another senior consultant explained that in his view, the pali T Ras @xole in seeing
issues from a different angl® AT A EEO Al G1 A )EQB8EI( HixBOAT
Aobl AET ET ¢ ZOOOEAOh OEEO OEI Il OOAT 08 1 DPE
the ward, for example, whether the toilets were clean. Likewise,

Qhey are also been involved in the decision making, sémes$ we give them

OEA TDPOEIT Ui O xAT O OI OOAU A& 4AT T OE.
Again, this is not an important aspect of choice around medical treatment.

The artefact from HFGAD2 positioned the patient at the bottom, which they
explained was because they linked the patient with outcome and end result. The
map created by ICU (HFG1) placed patients both within and outside the team,
depending on whether they were dealing with a patienin the unit or a referral from

outside. There was somelisagreement about the position of patient in A&E,
MFG51: Patients will be sharing between the team, they are not involved in
OEA OAAI 8
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HFG54: They are part of the team.

HFG53: [Whispered] Theyre part of the team. [Normal volume] They are not

involved but they are sometimes involved in the decision, right?
HFG51: Yeah, decision.
HFG52: They are a part of Royal Hospital j ( &' v (8

A nurse in A&E (HFGH!) suggested that the patient was part ofhe team because
OEAU &R D AdtBd téam. Howeer, this dissonance in views also reflects the
experiences of different team members and their hierarchy, as consultants in the
AADPAOOI AT O AEA 110 OACOI AOI U Atheipatiént i€ AAOA
seen by the Juniors and they discuss the eatieusd | ( &' v (8
INnHFG! $ Oh OEA OT1 A T &£ OEA PAOEAT O xAO Ai10O
DPAOEAT O xAO DPAOO 1 £ YoLfdicoddkAdi (T x AQAOR AED/
acknowledgeament that this was sometimes more a theoretical understading,
(HFG44: The patient is part of the team.
HFG4v d 7AT 1 EO8O0 OEA AT OA 1T &£ OEA xEI 1T A8
HFG4pd ) AT 160 OEEd E (&8'8tqd O ET OAAIlI EOL
Again, this reflects the official discourse around patietircare and teamwork, evident
in the DA, that patients wee central to the process, but it encompassed the differing
situations of patients in different departments. One of the departments where
OPAOCEAT 606 xAOA AAOAOEAAA AdnutrigshddduseGhe A |1
permission of the parents was requied for treatments (HFG44). Treatment options
and potential side effects and advantages/disadvantages would be discussed with
DAOAXAOHK 1 O A b IPDADIAA@INEI@E Becide which ondiey wand
(HFG41).

Nevertheless, mostparticipants thought the level of patient involvement could be
improved in RH, and patients could be more involved in teamwork, although for
some, the onus for improvement was on the patienfi24). Others felt that fa the
patient to be fully engaged in tleir treatment, a cultural change in RH was needed,

for example,
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Qve need cultural transformation for this to happen and that will take time. But
actually, 1 can say right now they are about 50% part of the team espic

decision of thetead § ) 1 Q8

Thus, the changing status of patients within RH and within teams was considered a

gradual and time-consuming process.
5.3.9.1. Patient-centred care and patient safety

Patient care was rarely mentioned in the documents, anthost often by nursing
documents,for example, that patient information was needed for patient care (D12).
In interviews and HFGs, patient safety was not mentioned as often as patient care,
and often only when participants were specifically asked about i¥When participants

were prompted, patient safety was talked about as taken for granted as a factor,

vaybe why it is not there, it is not a widely spoken term in our practice. We,
i AUAA EO6O DOAAOEOAA AOO xA &Ai{i418 OAI
Nevertheless, this invisibilty created the potential for it to lose importance in daily
work, and in both interviews and HFGs, adverse events were a concern at times in
cross-professional care. Still, it was clear that participants felt teams enablihe
aggregating of skills and thg supported patient safety. An administrator noted,
QO I ECEO AA AopAOEAT AAA AOO ) AIT160 EA
116 EAAT AOEAI AA OF OAU OEAO )di 1160
human béng and patient safety comes firgt § ) p Q8
Patient safety through good teamwork was considered to require humility and
sharing skills, knowledge and experience, thus tacit and explicit KS. Likewise, a
nurse linked teamwork with being comfortable asking que® ET 1T Oh tiisAsfoh O O A
the paO E AT O6(18). A8 Avéll s KS, teamwork itself considered important for
DAOEAT O A A Otbgethdr énly @ o gve bxcelfent care of the patiérs
(HFG1). Likewise,
OWOAOUAT AU AAT AT I Al AORA EGOD bx IOGAT £ABO
i0 TE AO xA AAT OANGAA 11 OOAI EOU OAOA
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Here working in a team allowed members to support each other and aid patient

safety. In HFG7 (HF@D) patient safety was linked taD %1 O E OO IOLTAO&E OAOE ]
A Ol OaddXd 8A A A Aptadirfs E Within the larger structural and cultural setting

of RH, thus indirectly to teamwork, staffing levels, workload and time management.

It was linked directly to O+ 1 T x 1aAdi0QAZD A Ovithish akeAndore personal

O O E Brdihd@dte the importance of tacit kS in crossprofessional teamwork and

PCC.

Patient-Centred Care (PCC) was considered a unifying focus for teams, especially
crossD O1 EAOOGET ) ADPODAAT OPAOEAT O AAOAGhHh 6OEAIT
(HFG*1). This view can be seen across HFG afacts. The manner in which patients

were subsequently discussed by participants demonstrated different opinions
within this overarching discourse and highlighted a variety of factors. In the HFG

ADs, participants were askd to compose an overall statementeflecting their

agreed view on crossprofessional teams in RH. HFG4 offered three statements as
they could not agree on one. Two of these related to the role of the patient within

teams. Statement 2 emphasised PCC asoaept,

@\ good understanding ghatient centred care can create teamwork culture in
the organizationd 8 -HFGS, TS 2)

('he patient is core of successful mixed healthcare teams, which depends on
culture and leadership in the institution and being monited by local
standard 8 -HFGSTS 3)

The first indicated that PCC must not only be implemented, it must be fully
understood by all team members, and linked this to the wider culture of RH, again
reflecting the official discourse that teamwork is both ecessary and beneficial. The

secol OOAA AEAEAEAOAT O PEOAOGAT I T CUh bl AAET C
alongside an equal need for a supportive culture, leadership and auditing.

Patient-centred care was considered as facilitating teamwork, (HFGHY), giving a

unified goal and larguage to teams (HFG%). In contrast, a word frequency analysis

I £ OOAT OAOEPOO &£O0T i OEA AEOAOOOEIT O AAOI C

only used three times in discussion around teamwork, as can be seenfigure
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(5148 Q8 3EI ElI AOIl Uh xEEI A OPAOEAT 66 xAO OA

mentioned only 20 times.
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Figure 5.14: Patient related concepts graphSource: Content analysis of the
particib AT 008 OAOAAI AEOAOOC
Some participants noted that PCC veanot fully integrated as a way of working in RH,

thus the discourse did not always reflect the reldy of daily healthcare and

teamwork experience

(here is a misunderstanding of patiertA AT OOAA AAOA88 7A
OAT 1 OARDADAA oAHEGME EAOA
Another participant, (122), explained that a dysfunctional team created delays in

patient care, which would impact the patient but also RH, for example, a longer stay

by a patient would also be more expensive for RH.

54. Teamwork/Cross-Professional Work

In interviews and HFGs, there was a great deal of overlap between the concepts of
team, teamwork, crossprofessional work, and collaboration. This will be further

unpicked below.
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There was no clear agreement between partipants about what each of these topics
were and how they related to each other. This was not surprising because
importance was placed on how individuals worked together rather than the
terminology they used. Thus, collaboration was used as an alternative teamwork,

or alongside it, as a process leading to teamwork or vice versa. In documents,
OAT 11 AAT OAOET tobe usell @rintifutdrs, secor, Arid Organisations
than teams or individuals.

When patrticipants separated teamwork and collabmtion, generally teamwork was
used more often as a descriptor for departmental teams, as discussed above, and
collaboration for crossdepartment work. However, teamwork was broadly
AT T OEAAOAA O1F AA ET O1TT A xAU OAAA®MOS Al
evident in collaboration, although this was not articulated clearly. These comments
demonstrate that there is some cofusion around what is considered teamwork, and

a lack of shared understanding around interaction types among RH healthcare

professionals.
5.4.1. Behaviour and Feelings Around Teamwork

There was little in the DA applicable to behaviour and feelings arounigamwork,

but it was spoken of in the interviews and HFGs.dministrative and managerial
participants thought that RH supported teamvork and spoke about teamwork in a
general and more abstract way, to the extent that the entire hospital was spoken of
as ore team. It was also spoken of in terms of family, indicating a warmth and
affection for team members, and indicative of the stress Cami culture places on
family. These views extended to seeing the team leader as a parental figure, evident

in comments bothabout and by team leaders.

Teamwork was felt to be necessary, and as a concept was taken for granted in
healthcare, as one could notvork alone. Teamwork was considered reciprocal, so
the bad actions of one member could impact the team and affect patiesare. At the
same time team support did not remove personal responsibility, a theme that came
out more strongly in interviews as teamleaders spoke about their role. Team
leaders were more likely to comment on the need to take final decisions in cases,

whether that was clinical or administrative.
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The official discourse around teamwork was that it was both necessary and
beneficial. Individuals offeredadverse examples of teamwork, but there was always
the assumption that there was no alternative. Where partipants discussedthe
disadvantages they had experienced through teamwork, such as delays, personal
conflict, and mismatch between @epartments, ultimately teamwork was perceived
as positive. Attitudes from the interviews and HFGs can be summed up in the

comment of a nurse (114),

QO EAOA O1 x1 OE AO A OAAI 1T OEAOxEOA )
AAOOAT T U8 ) A DA BOSAAAEOOAOOAAI A AD
work easy 8

So, teamwork could be challenging but eased the workna in line with this,
teamwork and collaboration were described as skills in the HF@Ds. It was felt that
these skills were not autenatic and better training was required, although there was

little provision for this.

5.5. Communication

In looking at knowledge sharing, | was interested in how participants spoke about

their communication and communication pathways. In the preliminary DA, | looked

a messagethe interpretation of its content and the understanding of the underlying
meaninganditsintend 8 )1 OEA $! DOI PAOh T &£ OEA OAOI
the most common because the RH hasGommunication PlanD22). However, this
document was intendal to outline communication with internal and external
stakeholders rather than healthcare teams, hence it covers communication types

and routes rather than relating communication to KS or teamwork. In interviews

and HFGs participants made clear that thereas an obligatian for communication,

with participants commenting that communication and KS were expected

professionally and ethically.

As a general topic communication was spoken of in positive terms but without much
explanation of how this needs to be doe, for example, Nursing Department
Philosophytn OB A Ade®corhmBnication and sharing § $pmtgs8 )1 ET OA

HFGs, participants stated that there were documents on communication, for
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example one interviewee stated she had reviewed documents from magement,
®@ne ofthem was something regarding communication j ) ptgs8 " 00 OEA

remember details.

In the interviews and HFGs communication was discussed directly and indirectly,

for example,

@ always tell them if they have any doubt, call me, infome, | am reagl to help
yowb §) pxQs8

In the HFGTMs communication routes were mapped out, and in the discussions,

DPAOOEAEDPAT 00 OOAA OEA OAOI O OOAAI x1 OE&h

AARAOAOEAET ¢ OEAIi 8 4EAOCA 1 ADPO AkbbxteQOfOAOAA

AT 11 &1 EAW® Bré lcdmmubicating to everybody | ( &' @ Q&Ds) 1 (-
Ai i1 61 EAAOGET 1 somMuniEatioh shoullAdé Odub AOAAET C8 AAA/
itisastateonitsowd | (&' 18 )1 1 EIT A xEOE OEEOh

minimising adverse errors n HFGADs. In HFG7 a more holistic view of
communication was discussed including, for example, sending and receiving
information, body language, and the communication environment, demonstrating a
nuanced view of communication. Also, in thelFGs there was €#0AT A OAEAAE
ET £ Oi AOCEI T h xEOE NOAOOET 1 ODoAsArisimgke desE A A
toyoud | (&' o(Q8

&OT i A xI1 OA AEOANOGAT AU AT Al UOGEOh OAT I 1 O1E
HFGs, as shown in figure (58L). The word frequency aralysis incorporated context

as well as content, thus 10 of these occasions related to communication as a skill.
Communication was seen as a skill needing development in individuals and across

RH as a whole. Communication skills were consided as necessaryor successful

cross-professional teamwork and was thus an important element in all HFGs.
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Figure 5.15, Communication related concepts grapkSource: Content analysis of the

DAOOEAEDAT 006 OAOAAIT AEOAOOOEITT Q
4.5.1. Communication as Mapped in HFG-TMs

The H-GTMs required participants to map their communication flow within the
team and with other departments, teams or individuals. The maps, therefore,
demonstrate the flow of communication within RH and provide an insigt into the

types of interactions within these teams as perceived by the participants.
4.5.2. Communication Types and Pathways

The level and variety of communication is evident from this review of
communication practises from the HF&'Ms. Communication varied and was
dependent on department andindividual need. Thus Infection Control, in their
educational and auditing role, had vey different needs than A&E, for example.
Senior participants were more likely to be involved with committees and have
administrative roles and so have different priorties. Also, the nursing management

system meant that nurses communicated with two admirstrative systems.
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Figure 5.16 . Communication: Admin Pathways Artefact (Source: HWG1 ICU team)

However, in general, communication pathways were divided into clined and
administrative. Communication included patient care, administrativessues, patient
issues, family issues, circulars, and so forth. Patient communication was most
commonly linked to the ward nurse, and in the maps generally nurses were linked
to patient communication, facilitating information from clinicians to patients, and
about, though not necessarily from, patients to clinicians. Communication in the ICU
AAPDAOOI ATO xAO AAOAOEAAA Au OEA OAI A ETA
As a groupthey described their teamwork as heavily crosgprofessional, because
their patients had complex needshus, instead of linking communication within the
map, as other groups did, they created two tables to explain how communication
occurred within the department (figures (5.15.), presenting administrative issues,

and (5.16.) theclinical communication pathway.

Different methods of communication were used by different individuals and at
different times, for example, in HFGL1 it was noted that communicatioregpended on
OE Bsud h infonatoné 8 ! Al ET EAEAT 11 OAAn
(B0 dependingn what does the patient have, | will be communicating with- so
and-soo | (&' @
The pathways for communication could also alter between shifts, for example there

may not be a ward nurse on the afternoon or night shifts (HFG6). Nurse
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communication was se@ primarily in terms of patient-related information and
knowledge, whether that communication was with other nurses, clinicians or
paramedical services, for example communication tarderlies for moving the

patient.

During HFGTMSs, patrticipants clarified communication pathways, for example, in

HFGL1, as a clinician was adding the communication and teamwork indicators, they

A O E Ad\they @ould inform® FAndB@he will convey the mesge tothe 6 (T x AOAO
clinicians tended to answer first when clarificationwas requested, even though a

nurse took the lead in planning the map.

Occasionally participants had to double check or alter communication routes, for

example,
HFGex 4 O) OAKEUI ABOOEA OATET O OPAAEAI EOC
HFGewd O. 1T O Al xAUOG
Nevertheless, during the creation of group maps there were generally clear
communication routes that members of the team were able to relate. This is not to

say communication routes wee simple, with one participant describing the routes
A QA sfiderhousé AHFG1).

In HFGADs, communication was considered a major issue for cregsofessional

teamwork and patient care, for example,

Gommunication should be asdbAAAET C8 A Asfatd ndtdowk @ E O
effects the process of communication, like among iesdre workers and,

between healthcare workers and patieat § ( &' 1 48

Communication was also linked to stress management and conflict management
(HFG2).

HFGs and interviews mentionedhaving a focal point within a department or section,
which clarified commu EAAOET T DPAOExAUO8 OS$EOOAI ET A
AT AOI AT 66h OPAAEZAEAAI T U ET OA com@unicaion]l AAO1
networkingg OT EAAD | AT ACAI AdwéverBheEWwasialidw in $ p v
some HFGs that communication could be improved(HFG1), because good
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AT 11 O1 EAAOCET 1T -xBNCEITIERIEA ACA AQNRGADSpAcificAites 0006
were highlighted. For example, in HFG2 a nurse described clinicians not

communicating over prescription changes.

Good communication was also linked tohe complex requirements of patient care,
Because complex patients need more, and it depends on communication ( &' T 8 4
implication is that only with good communication can the omplexity of patient care

be addressed.
5.5.3. Communication Tools

From interviews and HFGs, immediate communication was preferred, such as face
to-face and by phone call. As noted, the HH®/s included daily communication for

patient care. The variety ofmethods described were linked to time and staffing

issues. In HFG®&)bstetrics and Gynaecolody PAOOEAEDAT OO0 1 AT OET 1
A OAT I 1 O1T EAAGETT AITTES8 AT A A OAAI EOGAOU
information for each patient. The variety dE OT T 1 O x A O We@dhdot AAA A
speak every time, our staff e@eU O E [(HEB6).IIndegd) despite the different tools

and pathways for communication, access to other hospital professionals could not

be guaranteed,

From the word frequency analysis aross all HFGs, communication by phone was
mentioned most often, fd 1 T x AA AU [ AAGET cO AT A OOAOAA
indicates the importance of synchronous communication in the hospital, as much of

the work requires instant communication and KSWhatsApp was the next most
frequent mentioned method of communicaton, with 11 instances, again indicating

its usefulness for departments and teams. It allows for the instantaneous sharing of
information and knowledge in groups that are not cdocated, andwhere people do

not access WhatsApp immediately, they can receiveformation and knowledge,

and revisit information and knowledge, at their convenience.
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Figure 5.17: Communication channels concepts grapBdurce: Content analysis

I £# OEA PAOOEAEDAT 006 OAOAAI AEOAOOOE

Participants described daily communication by using the phone or a consultation,
answering a queston, getting advice, or for administrative issues. Email was linked
with AAT ET EOOOAQET T  OA OEetheerO thél inanaBdr BridBhe Al |
administrationd § ( &' ¢ Q8
In contrast, documents tended to be more general, or speak of meeting minutes, and
thus the methods of communication participants associated more with
administrative communication. When the electronic communication methods were
discussed, such as the ABHIFA healthcare information system (HIS), convenience
was highlighted even where problens were noted, such as a lack of integration. Once
logged on ALSHIFA, the message would automatically be accessible by
administration. A&E (HFG5), also used a communication book for owwveay
communication with nurses, as clinicians did not consult the comnmication book
for information or knowledge, rather they used WhatsApp,
@i xA AATT1T O CEOA EIT AEOEADAI O ABAEANBE
AOGAT 1060 AAPAOOI AT O A1 61 xA OOGA EO Ol

and also there are groups createfdr the Junioré | ( &' v Q8

200



ChapterFive: Findings: The micro perspective othe phenomena(lndividuals ‘.
Level) 3
Eﬁ'%ﬁmi"'

WhatsApp was used widely in the department andbetween different groups and
teams, which supports the findings of the interviews. Participants explained that

WhatsApp was not an official tool but was popular.

Whilst technology wasconsidered positive for patient care (HFG4), it could create
division within a department. As noted, emails were linked to higher levels of
management and administration (HFG5), but there were concerns raised over
integration, access and funding for techology. These three factors were linked in

HFGAD4 and correlated toO DA D@ . Médwevkrdthe Internet in general was seen

positively, reflecting the support for webinars in the interviews,

('he internet, yeah, technology, availability of technolog@® © AAOU OfT h
O OEAOA ETT x1 AACA 6AT;K).&EQG6 O Ci T A OAAE]
Participants were aware that communication requires more than sending a message,;
a message needs to be sent, received and understandable, thus communication was

both complex and hdistic, though issues around this were more evident in the

interviews.
5.5.4. Communication Skills

However, communication problems were acknowledged (HFG4) and it was
described as a skill. Communication skills were discussed in relation to leadership,

(He should explain to them, inform them, or show thém | ( &' pQ8 #1 1 1 O1
skills were also linked to outcomes and patient care. However, there was little
reference to skills training, although in interviews the nursing department referred

to communication training in general, and remedial training after a negative

performance appraisal.

In one of the HFGADs (HFG2), communication as a skill was linked to stress
management and conflict management. Despite some reference to this element of
communication, during HFGTMs, participants typically described communication

in practical terms, for example patient related knowledge.
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5.6. Knowledge Seeking and Sharing

Most participants spoke about knowledge sharing in the same way, and through the
same pathways, apdarfrom Infection Control (HFG3) who, as noted, spoke more
about education as KS, their primary interaction with other departments. Through
interviews and HFGs, there was a desire to share knowledge and the view that KS
was part of effective teamwork. Parttipants felt sharing knowledge included the
suggestion that thog from abroad or who had attended a conference or workshop
should share knowledge to improve RH (17). Knowledge was shared for success and
PAOEAT O AAOR AT A EO xAOI thnk thé Hoshikakpoliy(is OO D
supporting sharing of informationor knowledg®® } ) v J8

KS relates to two of the main research questions, therefore, it was important to
understand the communication and interaction processes of healthcare
professionals within and between their healthcare teams. This section will therefore
consider participant views on knowledge related beliefs and behaviours within RH.
Participants tended not to differentiate between information and knowledge,

therefore at times these will be onflated in the following section.

Participants were specificaly asked about KS, seeking and donating behaviours.
Unanimously they spoke positively about KS, and that KS occurred daily, for
AgAl DIGAh GEAOET ¢ OEA ET 1T xI106A A@8naS tonslidgielO x A
beneficial to RH as an organisation, also ¢hparticipants and patients, as a junior

AT 1 O0O1 O A eshdrelthd Andviledd®. Because our aim is patient improvement

or patientcared §j )vds8 " OO0 +3 Al O A Alténd toAhare £ O
simply because | want people to know aboub it6). )

Knowledge was talked about in terms of benefiting the individual, for example,
healthcare was described aD 1-IEIHAC 1 Aak @éliEa$ Kedefiting the team
through sharing experience HFG4). It was closely linked with multidisciplinary

teamwork in one of the HFGADs, (HFG7), which connected teamwork with

knowledge and experience.
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5.6.1. Royal Hospital as a KS environment

KS was considered part of daily work, and frequently linked tkearning and teaching.

One participant described medicine as,

1A 1T £# GEA | AUAA EAx DPOI ZAOOEIT 1 O xEAC
UrT 0 ATT80 001 P8 31T xEROEIEQ® ROJ A OA OAT 10G

foruds j ) ¢coQd8

Another participant considered the difference between a teachingriented hospital

and a researchoriented one, that in research individuals are more reluctant to share,

@ut we are in a service atmospherehere everybody has to play a role, pass

on informationd | ) ¢ m Q8

These quotations demonstrate that KS was taken for granted and as a necessity,

ET AEOEADOATI O OEAASE OI DHPAOGO 11 EIT A& Oi AGET 1

a tertiary and teaching hospial it made sense to seek and share knowledge and gain
from the experiences of others, (I14). For some also the diverse workforce of RH was

considered as enabling KS from different national and institutional backgrounds.
5.6.2 Types of Knowledge, Informati on and Tacit Knowledge

As noted, there was often an overlap betwan knowledge and information. In the DA,
OET 1T x1 AACA8 xAO 1 EdodeAffroféssiond Odhduy i Ngrées &nil
Midwifery Council(D13). D13 stated that KS includes mentorshi@nd guidance,
which would include tacit knowledge. However, thigs a national document used by

RH rather than originating with RH.

KS was described as constant in interviews and HFGs. Frequently this would be
patient related, however other types of knowkdge were described, such as
developing skills and how to use egypment. When participants were asked about
the types of knowledge they shared in their daily work, these fell into three primary

categories, patientrelated, medicatrelated and administrative knowledge.
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5.6.2.1. Patient-related knowledge

Most of the KSmentioned by participants related to patients, directly or indirectly.

As noted, this included information as well as knowledge as participants conflated

the two. One interviewee noted,
&£ UI O EAOA AT AxExAOA & wibybu ddoAvkat UT O
x] O A UT O AT (EOE OEEO 11Aedod

This was an active seeking of knowledge that would benefit the patient as well as

increasing the knowledge of the individual. This participant also described KS

within the department,

Qve meet everylay between seen and sevetthirty for discussion on patients,

and any awkward, difficult things that we want to discusds § ) ¢ 48

Many examples were given of participants asking for knowledge outside of their
speciality, for example referrals and consultatins, and many prticipants discussed
specific cases where KS occurred relating to patient care, such as,
O60A ci O TTA PAOGEAT O xEOE AT AAT EAh EA
EAAT AOT 1T CEOO AT A ) AOEAA EEiihisthy EAO
diagi | OEO8 7EAO OET OI A ) Aie 7EI OEI Ol A
labs which | do, and whom should | follow up, who should | refer to tBedn j ) v qQF
This included process information as linked to patient care. Another participant

described sharing knowledge that was noamedical but relevant, for example, that

a patient smoked before surgery.

Gaining advice from a senior member of staff was spoken of positively, for example,

a clinician described calling a colleague at home to discussradatment option,
1T A EA AAT A ATA EA OAEA OEA OAI A OEEI
EAOAT 60 I EOOCRRAPATOBOEET C
However, despite being able to ask for knowledge and help, personal responsibility
xAO OOEI 1T AT 1T OE AN Q Adon Ebiiesbdd O ORS8O &ET Al T Uh
responsibilityd § ) x 48
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5.6.2.2. Medical-Related Knowledge

Many participants spoke of teaching, training and learning when discussing KS, for

example, training in equipment or new medications,

Gr they, they havéhe knowledgeh A OEEIT 1 O 11 OPAAEAEA Al
ETTx8 Eix O 1 AT ACA OEET COo6i ) pbQq80T
This would also indicate tacit KS. Infection Control as a department particularly

stressed their role in teaching, which was also highligled in the HFGs, and further

discussed below.

KS between people from different professional and cultural backgroundsas seen

positively by participants, as here when speciality knowledge was mentioned,

&1 CATAOEAO 8 ) EITIT x /EAQg ArdbdligheiA AT OC

AT1TAEOGET T O6h All OEAEO ET EAOEOAA AEOI O
Europe. And viceAOOA8 ''T A OEAO6O xEU Al xAUO O,
improve the experience and it has a remarkable impact on the learning process

(16).

This participant links teamwork, KS, and learning, echoing a theme of teamwork

facilitating KS, and vice versa.
5.6.2.3. Administrative Knowledge

Some participants spoke of sharing administrative knowledge, for example through
committees (123), and that communication methods differed, for example the
minutes of a meeting or via email. One nurse spoke of needing manérmation for

her administrative work, and felt further training was needed (120).
5.6.3 Knowledge Sharing Pathways and Methods

There was a close overlap between communication and knowledge pathways and
methods in interviews and HFGs. Idescribing their KS participants listed paper and
electronic methods of documentation, and they considered that learning to use
documentation properly to ensure knowledge/information was not missed was a

b O1 A£A O OE if weigb thraughEelerythingDweron't miss anything § ) ¢ ¢ 48
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However, online information was also mentioned, for example, webinars and the E

library (HFG4). Meetings were used to sharknowledge, for example over mortality

and morbidity issues. To include all members of a team or depanent, a participant

A A O A OE AtArdugh e WHRatsApp group and thdweekly] meeting® j ) ¢ v Q8
B3EAOET ¢ Oi1 OEA ET A8 xAO Adnddeiwbrs. AT A ET A
In interviews and HFGs there was a hierarchy of KS. A participant explained that if a
dEACT T OEO xAO |1 ) OAEAT T BEBAAOGABEAD O1 ¢i C
ask the consultand § ( &' @8 4EEO EEAOAOAeEobsidére@toA @D A (
benefit the individual, the patient and the team. Many instances of KS occurred when
s;AEET ¢ ETT xI AACA T OOOEAA A DPAOOEAEDPAT 060
training. Drawing on the personal experience and skills of others agaimeompasses

tacit knowledge shared through observation of skills,

Gf | am not that much familiar, theywill allow me to observe and learn the

thingsd | ) w(d8

Knowledge could be shared along different pathways, administrative or clinical,

official and unofficial, formal and informal, as in table (2.)

Official Patient documentation (paper and electronic), cosultations,
meetings, committees, handover, rounds, emails, progress note

organised training and mentorships.

Unofficial Peer group sharing, profesginal groups, journal clubs and internal

and external networks.

Table 5.2. Knowledge sharingathways as described by interview participants

Doctors and nurses talked about communication by phone, for a consultation,
answering a question, getting advicepr other administrative issues. Similarly, a
senior nurse described how communication over the phone is used for quick

responses and to overcme delays,

G0, if the patient needed surgical for this, example of this case, they will call

immediately, they vill not wait till the morningé | ) p Q8
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Another participant explained that referrals were made via ALSHIFA, but they

would also phone for speed

@k, we have two systems. We have an official consultation system in the AL
SHIFA system. So, we put in an@éi consultation, and they are supposed to

OAA OEAOh AOO xA AiT1680 xAEO & O OEAO
AT 1 001 OATIO Bi AGCc KIA EO A 1 UOAT £ xEIT 1 0O
urgent thing, my registrar or the residents they wiinform their registrar and

they communicate to the consultant. That is the systemj ) p x 4 8

This appears to double the work but was generallyraised by participants.
Unofficial pathways of KS also included professionals outside of RH, as one

participant said,

Gometimes | communicate with my colleagues in my field in other countries.
) 6 0OA C¢ci O AOEAT AO EI OEA 5 BecawdeAdda) x A
case, unofficiallp j ) px 48

5.6.3.1. Documentation

Participants stressed the importance of documaation, which was linked to patient
safety when sharing information and knowledge, as this clinician explained,
Q 060 OAOU EEMDI @OAA BA @) OABA O AT ACAIT AT Ol
shared and documented | ) p ¢ Q8
Several participants referred toprogress notes, or a communication book, (125).
These allowed for asynchronous communication with all members of a team or
department, when the size of a department or shift changes made fate-face
communication impossible. However, there were difficules, as one participant
AAOGAOEAAA Agbl AET AAnh OEAU AEAT 80 ETT x EE
book.
Learning to use the documerdtion properly and ensure knowledge was not missed
was considered a professional skill and could involve using sekal sources of
knowledge and documentation, thus everything had to be checked (I126).
Nevertheless, as will be discussed below, sometimes imfpation and knowledge

were missed.
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5.6.4. Knowledge Seeking and Sharing

A word context analysis showed that knowedge was related to skills and
collaboration when participants were discussing these topics (figure 4.18.). There
was also a desire for information across the hospital to be standardised to improve
multi -disciplinary teamwork, (HFG1). KS was described asnstant in the hospital,

for example, consultations were described,

Gin average for every doctor, maybe one or two a day. So that, to a team it
xT O A Al T O1 O(HBG6).NOEOA A AEODG

E T &£ 1 AKOOOAT AA

Communication 159
. 80
Collaboration = 77
Information éé)
Work with ' 928
Meetings 17
13
Verbally 11%
Sharing ﬁ
Communication skills/as a skill 910
Knowledge sharing ;
Give information or instruction g
Clinical pathway g
Committees (mean of communication) él
Knowledge and experience is skills %
3

Sharing experience

Figure 5.18. Knowledge related conceptsSpurce:# 1T T OAT 6 AT A1 UOEO 1|
discussion during HFGS)

Clinicians not only asked for knowledge, they checked theidiagnoses and
treatment plans if they were unsure.This was seen in terms of a backnd-forth as
clarifications were made and checked, thus even though KS indicates one person is
donating knowledge and another receiving, the roles could shift within an esounter.
Likewise, HFG2 discussed the importance of support and KS within the team. Tacit

knowledge is important in these encounters as it is the greater experience of senior
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E’i‘%imém.

members of staff thatis the focuswhether the intention is for a consultation orto
clarify and check choices.
4AAREO ETi xi AACAR OEOI OCE OEA OECT EZEAOR
CiTA OAAI xT OEh AT A EO Bxgeencd & EabH teaEithéyeaC O AT (
sharingg § (&' 18 )1 OOOT + 3 rosshrofesfidnd feamivord, OA 1T U
thus in one of the HFG $ GhE AO (i.e.lieénivorklh OEA OET T x1 AACA8 h
OAPPADEAT &Apqs )T AAAAh ETT x1 AACA AT A Agb/
linked to competency and good teamwork (HFG7).
Infection Control spoke about the different KS roles of clinicians and nurses in their
department as they related to KS, indicating diffeant responsibilities,
@i O AT AOI OO EOB8O 11001 U OEAQOEI C 1060 A
as infection contro. NOOAO EO3O OEA OAI A AOO xA
information, like sterilisation and infectio® | ( &' 0 (8
Whilst participants spoke of searching for information online or in the library, they
more frequently spoke of consulting others for information. Whendescribing
i AOCET AO 1T £ OAAEET ¢ ET 1T x1 AACAh OAOGES8 xAO |
AGAT Bybukéed 10 ask becauseydul T 6 & Ejl)ipxpqs8 ! DAOOEAED,
administrative workload explained they needed to seek knowledge on medicine
changes to remain up to date and be ready to answer if they were asked (16). Another
participant commented,
1 1 AT U OEoOK&yO! wil, il vl céhduld dcolldague, for instance, and
AEOAOC’)C’) xEOE EEIi 86 8 31 xA 1T AAGT O A
I OOOAI OGAO 88 B8AT A OEA®GS G )xkwAB UIT O AAI
Thus, gaining experience, learning and KS through teamwork invas sharing tacit

as well as explicit knowledge.

The informal and formal KS with colleagues and team members often indicated a
tendency towards a hierarchy of KS, as participants described moving up through a

clinical hierarchy of experience, for example,
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AOiI I OEA
am at the computer checking evidendmsed practices | am checkiog j ) ¢ @ 8
This hierarchy of KS waslear in the HFGTMs. Interview data also indicated that

knowledge could be sought from different sources in parallel, such athe Internet

and colleagues. Nevertheless, hierarchy did not necessarily stop discussion between

individuals,
O would call theon-AAT 1 DAOOIT T h AT A 8 xA AAAEA/
AEAAA88 )YO80 11 06 OEAO ) OAUhelshydan®EAOS

AAT 60 OPAAE88 7A AEOAOOG ANhodB Al i A
6/1 OEA ET A8 +3 1 AAOOOA Ad patierd iforgaticd wasT A O A

shared daily, as a nurse noted that before endorsement in the mornings,

Ony InCharge firstwill A1 1 OEA ET & Of AGET T h OEAT ¢
EAOA AT U ET & OI AGET1T OI PAOGO O ai 60
(126).

This indicates sharing between team members rather than toedown

communication.
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Communication
Face-to-Face Clonsultation Phone call
T e =TT _requests t?]hj;-(;ugh Al WhatsApp
Set up grand round Referral Wrritten documentation I
Colleagues I Literature
Senior based on hierarchy

Expert within the organisation Expert outside the organisation I

Figure 5.19. Knowledge seeking pathway$ource: Developed from the
interview data for this research)

Participants, particularly the more senior participants, described using previous
cases and examples when sharing knowledge, again potentially indicating tacit and

explicity knowledge being shared.
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Communication

Face-to-Face From each other

Phone call

——
By presenting

Figure 5.20. Knowledge sharing pathwayéSource:Devebped from the

interview data for this research)

5.6.5. Education, Teaching and Learning

RH is a teaching hospital for students of Oman M@l College, Sultan Qaboos

University and visiting students from abroad, thus teaching and learning were

described as occurring daily. Participants spoke positively about teaching and

learning, and it was often considered a twavay exchange, usually by alicians.

Participants described departmental meetings where a member was selected to give

s xooA L o~z

a presentationon atopic. D AOOEAEDAT O £EOT |

weekly within the department. One senior clinician explained his expectationsf

this form of KS,
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(Ghey are more confident, they read a lot and sometimes they teach me also, and
lreAEDOT AAOAh AT A ) OAAAE OEAI Al 01 8 31
italsod6 | ) pxQds8

Another interviewee described how they asked for hgd from endoscopy to

AAPEOAT EOA 11 AT AT OAT PusO COAAOAO A@PAOE,
Gecause definitely she is better thahOh OEA EO AT ET ¢ EO A
EO I AUAAnh AOO xA ETix OEAO OEA8O OEAO
to help us and to guide @g124).

This could indicate tacit as well as explicit KS. More formally, participants

mentioned specific chsses for learning, such as Basic Life Support, and workshops,

also the training required for specific roles, for example to join CCOT. As noted,

Infection Control had a teaching role across the hospital, from cleaners and laundry

department to clinicians (I125). They described teamwork with the education

department, designing courses for infection control and patient safety (HFG3). In

one of the HFGADs participants linked O %A O A diréchlyitd - ET EI EUET ¢ A

A O A1(HFG4. Throughout the HFGs, ptcipants considered education as an

Ei bl OOAT O AOAA 1T £ + 3 H thiAk&@ll df ds AouBhAdd&dlicatiend AT O

and communicatiom | (.&' x Q

However, often education was spoken about tangentially, nevertheless, it was

considered necessary for ptient safety and good, efficient healthcare. It was often

bl OEOEI T AA xEOEET OEA EEAOAOAEU 1T &£ O0) AO
O7 EAT lo®itavela Gduli they come to us. So then we are educating them,
AT A OEEO EO Eix EO OEIT OI A AA Ai1A88 3
AO OEA QWHGA). OEI Ao

Participants were aware that workload and time constraints meant that alimician

could not drop everything for a consultation, particularly on a nightshift, hence

when they could attend a patient and give suggestions, it was possible to learn for

the future,

bl AT h wedmnbgfOA CT I

Oi T AA OEAU POO OEAEO
160 EAOA O1 OAAITU ATiT A A

tEAO8 4EAU Al
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So, education must be thought about in the broadest terms of knowledge
dissemination through various means. Alongside formal education events, it was

also considered the responsibiliy of individuals to learn from such encounters.
5.6.5.1. Sharing experience and tacit knowledge

As noted, closely linked to teaching and learning was the idea of gaining experience,

@WEAOET C ET &£ Ol AOGET T h OEAOQOET C é&aftnd APPAQEA

lot of the KS occasions described by participants involved sharing experience and

tacit knowledge. For example, nurses more commonly spoke of learning through

I AOA OOKIGE hdt that rAuch familiar, they will allow me tobserve and learn

the thing(19). This could be formalised, as under the preceptor system for training

nurses, (I11). Likewise, a nurse described training in the OT, but differentiated

AAOxAAT xEAO OEA Ai 1T OEAAOAA ObOénathoey OOAE]
GherewasnopropeD OAET ET ¢88 " 0608 UI O xEI 1l AA ¢
uir 6 xell 1T AOAOOGA OiT 1 AGEI A0 AT i Pl EAAOQOE
what the doctor he is doing, what skills and what medication he will ask, what
he is doingto the patient. ... And fromageh other in recovery we are getting,

sharing the experienc@ } ) ¢ d8

This was then a blend of informal and formal knowledge sharing, explicit and tacit

knowledge. Another senior clinician explained,

Qvhenever we communicate Wi the teaching units and thguniors we always
OAU OI T A T £ 1060 AgPpAOEAT AAR O6)1 OEEO
i EEA OEEOh OEEO EO xEAO xA AEA88 31 E
that will help them to learn and understandctuallyd § ) p x 48
Again, thisis hierarchical KS, and potentially involves tacit knowledge. Likewise, the

team could offer assistance and advice to members who were struggling, and

thereby support the team as a whole as well as the individual, for example,

af | do bad this week, thether team will suffer, so even if they see me doing

really bad, they will alert meMaybe this one need this o@d5).

The colleagues that an individual would most likely work with were team members,

so work and KS were iextricably linked to teams andteamwork.
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Participants also described appreciating the opportunity to confirm or double check
decisions, and considered this part of gaining experience, as above (113). In turn,
senior and more experienced participants spokeositively about being consuled as
they gained more experience, for example,
GEAT ) xAO OAOGEAAT O ) EAA Al xAUuoO iU C
my speciality, the others are askingme j ) 0 Q8

5.6.5.2. Keeping up to date

Many participants spokeA AT OO +3 ET -10i0@ Ol HA O14E 10¢ EREAAT A
keep up to date with new information. A senior consultant saw room for
improvement in RH, comparing Oman to the U.S.A. where safsessment was
mandatory, (17). But participants generally spoke psitively of continued learning,

for example one nurse enthusiastically explained that webinars allowed her to learn

from outside RH,

—_—

1 T PAOAOGEIT AT 1T EAOAT AA CTAO 11 ET )
that. And | can ask them questions. So n@aa big, big, web, that isatled

webinars 8

Many participants spoke of reading to keep up to date, (17), and sharing what they
had read,

G there is a difficult case, | might go and read about it and inform that other
PAOOI T h O/ Eh ,oHafOyolEtknk abbuki® )i ) pAcAYS
Nevertheless, whilst the hospital library was rarely mentioned, the Hibrary was

praised and access to journals and books was taken for granted.
5.6.6. Missed Knowledge

Participants were askedspecifically about occasions where knowledge had been
missed. One clinician stated that because of improvements and the role of the nurses

AT A OAOEGALTOODT 600 EADDAIB TIOEAOO CAOA DPAO
knowledge had been missed either bsause someone had not been informed or had

not checked information. For example,
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(Ghere are so many things happening with the patient that sometimes small,

small things might be missed |} ) p 0 Q8

Another nurse recalled an occasion where she attended the patit before having

time to read the progress notes, savhen the doctor asked about the patient, she

AT O1T A 11T O 1 Oanimg godh, I@El BuchfastOddnj Opp Q8 +1 1 x1 AJ
also be missed in investigations, such as personnel issues or admiragive issues,

(110), emphasising the importance of mn-medical knowledge and information.

5.7. Culture and Diversity

Within the data corpus, culture was used in its widest sense, and to include the
training background of the participants, their nationality, and the RH as an
institution. As a busy tertiary hospital, the assumption throughout the interviews

and HFGs was tht the mix of nationalities and experience created a positive KS and

teamwork environment. The following subthemes arose from the data.
5.7.1. Personality

Personality traits were important in both interviews and HFGs. Participants
admitted they would be less likely to work with or share knowledge with an

OAcCi OEOOEAGHh OOAA T O O1 OAT EAAI A PAOOITh .
affect patientcare,0) 611 110 xEOEEITAAAGT OOBBEMBQODEA
where the participant had postive experiences with previous teamwork or KS, they

would be more likely to approach that person again.

Not only was KS considered necessary for patient care, and participants felt they

were obliged to share, one participant stated they shared knowledgeD OE | B1 U
AAAAOOA ) xAT O DPAIE.IFhAmM tbd datk $ets persdndlity @&xs E O 6
AAT AA TETEAA O A1l ETAEOEAOAI 80 AAAEOEI
O0A OO 1 Affediin® WedmwArkd wad frequently mentioned in HFGADs and

related to all team members. It was felt that the individuals who make up a team
AOAAOA OEAEO 1 x1 OOAAI OPEOEOS8 AO EO xAQC
on the personalities within the team. Autocratic egodriven attitudes were

universally considered as larriers, for example,
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031 1T A T &£ OEA AT 1001 OAT 66h OEAU AAAT I

I OAAOO EAOA O1 AA A 111 xAAMHFGH OEAU A&
YT AAAAR s éinled obit ax the quality most likely to damage patient care
(HFGA4).

Helping colleagues was not only seen as necessary, it was considered obligatory
across healthcare as part of the professional culture, for example,
0)1T 100 BeUgALOET OEAI AEOT UT O AT180 ¢
AT AA T &£ OOOCATT Oh3UT & EAOA O CEOA EA]
Nevertheless, some participants admitted hesitating depending on previous

experiences with an individual. A senior consultant said,

OE £ BE AE ® A&EIGinknétiting ®duld stop me, but | would hesitate
EAZ ) EAA OiTi A8 AAA EIT OAOAAOEIT xEOE C
TAAA O AAiT1Th ) xT OIA PDPOO AQPEARGAI T D,
All participants stressed that the patient would always come first where
personalities clashed, for example because of ego or rudeness, or a lack of interest
in learning. Nevertheless, a clash could create delays in treatment and risk to the
patient. Participants noted that the stubbornress of others orif they did not try to
understand or help were potential barriers. For others, not being credited for work,
or if colleagues were dictatorial and imposed their views. However, where
dangerously incompetent or deliberate wrongdoing had ocaued, interviewees felt
they could not collaborate,0) £ OT I ATT A AEA OI 1 AGEET ¢ OA
PAOEAI WGS 0AOOEAEDAT OO0 AEA 110 xAT O OF A
nor feel they had to protect others (19).
Some interviewees admited their own personality could affect their KS,
0311 ACEI AOG EE ) [T AAA OAAIT T U OAsomeOEAAI
I AAOTET¢C A O U PAOOITAI AAOGAITT pi AT Oh
want to share this with others, why they should getO O A A Aathige seine " O O
OEiI A ) Al xAuO OEETE 8 ) OEI Ol A(6hAA A O]
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This example demonstrates the positive power of constructive ideas around
leadership and good practice. The positive discourse that leaders were eainodels,

impelled this participant to share even when he did not want to.
5.7.2. Diversity

Some participants mentioned issues around diversity. Diversity was both stressed
by participants, and underplayed, as participants described the professional cutte

of RH as divese yet also overcoming any cultural diversity. Participants differed on
how they perceived the effect of diversity on KS, for example, some felt it required
more training, and others that there were no difficulties. Nevertheless, there was
appreciation for the opportunity to benefit from a variety of experiences, be that
experiences from different countries or from length of experience (16). In the HFG
ADs, diversity and skills were linked to a good patient outcome (HFG7). However, a
participant commentedthat a barrier to sharing knowledge was too much variety in

a group, where individuals were of different levels of experience and so needed

different types of knowledge and support.

Participants respected other cultures, an aspect of Omanalues that paticipants
were proud of, but participants also felt different cultures were positive for
teamwork (15). Participants commented more about difficulties with the religious
and national culture of patients than their work colleagues. In the terviews it was
considered important to understand the national background of others in order to
minimise differences and support teamwork (112). To do this some participants felt
more training was needed. One patrticipant, (122), spoke of having to trainb3staff
from different countries, Oman, the Philippines and India, who struggled to work
together due to differences in culture. She gave the example of an Indian nurse
frustrated at speaking to a Filipino nurse who would not look her in the eye. For the
Indian nurse thisindicated disrespect, but the Filipino nurse explained®) AT i i EOO.
OEA T EOOAEA AT A )61 OEU (18]). Ahe)cultudhnbims AT A A
relating to body language, communication and demeanour could therefore impact
negatively on communicationand teamwork. Another participant stated,
031 xA Oo0oU O1 O1 AAOOGOAT A AAAE 1 Al AAOh
from, what cultural background he has. And then try to minimise or try to make
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G
og

OEAO 1T Ai AAO AA bAOAQil hoEafféeEihe knOvllelide or8
ET OAOAAQET T (REOE OEA OAAI &
Participants differed on how they perceived the effect of cultural diversity on KS and
teamwork. Whilst cultural diversity was considered of benefit, (16), as above, it was
also undercut by the assumptionthat RH professional culture would temper cultural

differences. Thus, participants disagreed whether training was needed in

communication skills, for example.
5.7.3. Language

There was an interesting disconnect between the way language wased and
spoken about. Language was not a topic in the documents analysed, but in the
interviews and HFGs participants were asked whether they considered language to
be a barrier. Everyone stated that there were no problems caused by language in
their teamwork or KS, alhough the IC group noted that sometimes cleaners had very
poor English and Arabic and then communication was a challenge. English was the

lingua franca in RH, and all healthcare interactions were required to be in English.

In the HFG discssions, none othe participants had English as a first language; most
groups spoke primarily Arabic as a first language, or an Indian language.
Participants who shared a mother tongue often used it, particularly when under
time constraints, for example, diring the ICU sasion (HFG1), the male participants
slipped into Arabic frequently as they were planning their final map. Indeed, Arabic
was spoken in all but one HFGs, at times extensively. In GBgne (HFGB6),
participants switched to an Indian language.Through the HFGs participants

switched to Arabic 89 times, and Indian 48 times.

Whilst these sessions took place outside of the healthcare environment, all
participants were comfortable switching languages and frequently moved between
their mother tongue and English. Tls raises the question as to whether this

happened when individuals spoke to a compatriot on the ward? This has the

potential to create a barrier to KS or teamwork if a team member feels excluded.
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5.7.4. Gender

Gender was always spoken of being unproheatic in general terms, even though it
was pointed out that RH was unusual in having a female Director of Nursing. There
was an even split in the interviews, between men and women, but more of the senior
roles were taken by men. A male nurse commented thdte felt excluded at times,

but he linked this to his nonrOmani nationality rather than his gender.

However, as Oman is a strongly patriarchal society, gender had an underlying
influence, for example, a cliniciarcommented that women could not have a fartyi

and a surgical career because they needed to look after the children.
5.7.5. Organisational Context, Culture and Climate

Through the interviews and HFGs, even where participants could not think of
specific instances, all considered the professional dure of RH as supportive of
teamwork and KS. As discussed in fully Chapter Two, RH is the largest tertiary
teaching hospital in Oman, and so participants referred to the richness of the RH
work environment in positive terms, for example, the size of the ganisation, the
specialisations and disciplines involved, the diverse workforce, and the teaching
role of the hospital, which resulted in working in healthcare professionals with
different levels of experience, knowledge, education, background and trainingrhis
provides a fertile environment for developing experiential knowledge and

opportunities for individuals to share their knowledge, experiences and skills.

The complexity of cases, and the increase co-morbid patients means that each
patient may interact with many healthcare professionals: clinicians, nurses, medical
orderlies, and other allied health professionals. In turn this requires oigoing
teamwork, collaboration and knowledge exchange beteen different healthcare
professionals. An administratve manager noted,
O/TA 1T &£ OGEA O1 ENOA OEET cO AAT 6O A EIT Of
not the individual, especially in a large government hospital. Although the
senior consultant is in lzarge of a patient, the team determines how good the
caOA xBJol AAo
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Nevertheless, in interviews and HFGs, specialisation and professional boundaries
were described as potential barriers, with, for exampleDA 1 EOOI A AEOD
between some de@a O i A (HBEBY

In the interviews examples were giverof patients falling between the cracks when
dealing across departments because of differences in structure and policies,
however the culture of RH was perceived by participants as team and teamwerk

centred around patient care,

Ox EOET OQisciflindrlD1@¥AT APDOT AAEh UT O xIi1

0 C

AAOA 1T £# OEA DPAOEAT 08 )OO Ai Ol A AA A AE.

worker, a nurse, a treating doctor, so you need all the team to wimdgether

Al O TTAA O OAAAE OEGEMNGAI 8 1T AAAAA &

5.8. Barriers and Facilitators to Cross Professional Teamwork and

Knowledge Sharing

Patient

conflict

Organisation Standards

Shanng-Expernience :
Daversitv  Aqmailabilite

Knowledge Experience Availabality
Personality o S1ress

Communication

l};?lources Commumication-skills
ture management
Cost Support

Environment - S
Eftectn'e—CDﬂnnumn;anon
Productivity ~ Leadership

= outcome

Figure 5.21. Word Cloud represeiiig the primary and secondary factors affecting cre
professional teamwork as described in HA®Ss

Whilst, as noted, crosgprofessional teamwork and KS were described as ongoing
and positive in RH, participants were asked about thedsriers and facilitators they
thought affected both phenomenaMany of the topics were presented at different

times both as facilitators to better teamwork, communication and KS, and as
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E’i‘%imém.

barriers. It should be noted that at times participants used hypothetal factors to
answer the question, particularly when discussing barriersFigure (5.21.) presents
a summary of the factors that participants considered influential for cross
professional teamwork. Table (5.3) presents a matrix of barriers and facilitatos to
cross-professional teamwork compiled from the interviews and HFGs.
Communication, organisational structure, culture and support were reported as the
most influential determinants to crossprofessional KS, collaboration and teamwork,
followed by diversity, and personality traits. This section presents these

determinants as they emerged from the data.

Table 5.3: Matrix of factors influencing crosgrofessional teamwork

Potential factors as discussed from all data sources Source of
a = Semistructured interviews data

b = Hybrid focus graups-Affinity Diagrams discussion (HFG| A b
AD)

Audit

Collaboration

Communication

Culture and Diversity

Environment

Hospital Structure and Hierarchy

Knowledge and experience

Language

Leadership

Management

Patient (patient safety, patient education)

Personality and individual Cultures

Resource and funding

Reward andRecognition

Sending and receiving Knowledge and Information

Sharing (knowledge, learning, teaching)
Skills

Speciality and discipline

Standards and policies

Team related factors

Technology

Time, Staffing andWorkload Factors

I < <K< <K< <K<K <K <K<K <K <K<K <K<K K| <K| <K<K <
I < <K< <K <K<K <K <K<K << <K<K K| K| <KL LK< K ¢

Training
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5.8.1. Education and Training

Training was not a major theme in the documents sdied. The two primary
references were to announcements about training, and training on documentation.

O O A CDhgbing t@iningg xAO OEAUS O EIi pOoil OA Al ET EAA
The nursing department mentioned formal training the most, and souragtraining

from outside the hospital. However, this was primarily for nurses with
remedial training after a negative performance appraisal, for example in

communication.

. O0O0ET ¢ Al 0 OOCAA OEA ODPOAAADPOI 08 OUOOAI
participant spoke of mentoring for doctors (115). Both of these allow for the sharing

of tacit knowledge as they are focused on observational and hands training. Some
participants mentioned a lack of training when they join new teams, departments,

or specialities, for example a nurse felt that thatvhen she was moved to the OT
recovery, she was not given training in the necessary skills, (18). Similarly, training

in leadership skills was felt to be lacking, particularly for noamanagerial staff, as a

nurse explained, she was given more responsibilit but not the necessary training

for the role (111).

However, whilst many participants expressed a desire for more traininga clinical
manager, admitted that that budgeting prevented this (13). Issues around lack of
training were generally ascribed tofinancial reasons rather than any lack of will on
the part of RH management. Whilst in HFGs particularly, soft skills were codsred
important, training for these were rarely mentioned by participants.
Whilst much of the tacit and onthe-job training was linked to working with a team,
one clinician added the caveat,
af you have too many levels with students, interns, resideatsdifferent
categories, teachers, because each one have different types of expectations and
EO8O AEEEEAOIW O) VQROEOEU AOAOUAI A
His experience was that teaching a team widely ranging in knowledge and

experience was not successful.
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KS was desched as a facilitator for good teamwork and vice versa in interviews and

HFGs. Likewise, good KS was a sign of gdedmwork and vice versa. In HF&Ds,
knowledge and experience were considered skills, which were linked to competency

and good teamwork (HFGY. Improving the skills and knowledge of individuals

AAT AEEOGAA OEA ET A Bérg pdnAfl tearAworkheliBSEnd imrdvd i h
myseldb | )ppda8 4AAI xT OE AT A +3 xAOA Al 1T OEAA
safety.

5.8.2. Technology

Technology was anmportant method for KS and disseminating information. Whilst
AL-SHIFA and SBAR were spoken of positively as enapl teamwork,
communication and KS, participants also mentioned frustrations around technology.
Participants highlighted difficulties causedby the use of technology, such as a lack
of integration, and the separation of nurse and clinician noteslX5). Se\eral

s xooA s o~ - s oA

DAOOEAEDAT OO A£AI O OEA OUOOBGAI xAO EOBOO

On

Ghe IT is working on integrating... so most of the details are in the Kardeix bu
OEA 3"12h AO O111 AO xA CcAO OEA )4 EI
notintegratedd j ) p Q48

As noted, emails were generally used for administrative communication, but even

then, a senior clinical manager explained,

&Emails capacity is notjood not all, staff have an official email addresses and
sometimes from the official emails to individual emailsia T h (1T Of AEI| 8
AAT EOAO8 31T h OEAOA AOA @@aiii Ol EAACETT
In contrast, the most common facilitator for KS mentioned wa WhatsApp, even
though this was unofficial and none of the WhatsApp groups mentioned were
created by RH administréion. Rather they had been created within departments by

individuals to address department needs.

A lack of computers and slow IT system weralso mentioned as barriers, but the IT

department was rarely mentioned across the data corpus. genior nurse noted,
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&A EAOA OAOU 8 OiiT x Aii bpOOAOGO 8 Al OI

many in that ward staff, how many doctors, will depenfon one

computer] 84 EAT OEA xEI1l 110 CcAO Al e qBEI
She explained that if staff need to prioritise time, patient care was first, and

documentation could be neglected in the process. Participants also commented on

the lack of integation between different documentation systems, for example,

rreviously whenwe are using papers we write in the same page, both the
I OOOAO AT A OEA AT AOi 0088 .1 xAAAUO xEOE
their own and we have ourowin j ) puv (d8

As with the need to document admissions in ASHIFA, and phone for consultations,

this appeared to create extra work for participants, although none of the

participants explicitly stated this.
5.8.3. Hospital Structure

The division of the healthcare environmentnto specialities and subspecialities was

also seen as both barrier and falitator for teamwork, and in the HFGADs was seen

Oi Ei PAAO DPAOEAT &enfidad i 8pectalis€ byhitgef. Whdn A ik ouD

of our speciality, we get the help afthersds | ( &' o8 4EEO OAAE AA
fragmentation and specialisationin modern healthcare, but it can create silos and

divisions, especially where specialities,

(hink that they know better than the other professions, so they are not flexible

when you challenge them or have a conversaton § ( &' 1 J8

Departmental structures and sub-specialities were also described as barriers to
teamwork and KS, for example, a medical officer explained that the mismatch
between departmental distribution and subspecalities complicates the process of
AEACT T OEO A iwAen WedakeAléanfighnitrOolher Subspecialities, they are
OAEOOGET ¢ O OlediiAg tOEAA EB A£0 ECA b @B Strichu@lE AT O
differences were seen negatively to divide disciplinesyhen sub-specialities did not

work together, and a patient could slip between the cracks, indicating that such
structural issues were an important barrier to successful teamwork angatient

safety (HFG7). Thus specialities were considered to work well togeer when there
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was communication and KS rather than competing and protecting their professions
and knowledge. A&E, who worked widely with other departments, acknowledged
that in RH,

(here is unfortunately a little bit of sensitivity between some depagnis and
otherd | ( &' v (d8

5.8.4. Policies, Procedures and Protocols

When asked about policies or guidelines supporting teamwork and KS, participants
confidently stated that there weresuch documents on the intranet but could not
identify any (110, 15). Instead often participants referred to protocols and
procedures governing interdepartment or inter-hospital procedures. A clinical

manager explained,

@etween us and radiology departmé also we have agreed protocols and,
when to send the patient, and thegency, and what type of the investigation
to be done and where to be done. So, there is a communication between us and

them, also between us and the labs § ) puv d8

Suchpolicies may not explicitly link to teamwork or KS but were perceived by
participants to support the phenomena. There were also structural elements that
O00PpDPl OOAA +3h &£ O AgAi bl Ah PAOOEAEDPAT OO
a department, unitor team, a role which clarified communication pathways, (15).
Likewise, some teams,sucAO $EOAEAOCA o1 ATTEIT Ch EAA A
However, there was also mention of tension in crosprofessional work caused by a

conflict of protocols, as different depaments had their own documentation,
guidelines and structure (HFG2).Several participartOO ODBT EA AAT 6O 2
toward documentation, which was linked to gaining Canadian Accreditation. As
discussed in the Document Analysis Chapter, this process led toadiments being

removed, edited and altered whilst | was in Oman.
5.8.5. Structure, Hier archy and Leadership

Hierarchy was described as a facilitator to good teamwork and KS. It was considered
necessary, but participants resented where they felt an individal was being

dictatorial. An example was related in which a registrar could not questio a
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Ai 1T 001 OAT 060 AAAEOEIT O AEOAEAG®Chsehe DAOI
EO A AT 1001 OAT O OEA EAO O1 Ad AECSMiEDGHA 008
when sending patients for procedures or tests, or consulting on patients, themwas

a hierarchy of who to approach, which came out most clearly in the HFGs, where
participants mapped their communication and teamwork In the interviews the

point was made,

031 h xA OO ET Al 1T £AFZEAEA]I Al 1 0GkOAOEI
ATT160 xAEO &£ O OEAOGh xA | AEA A OAIlI ADPEI
Al AOCAT AUR ) 1T UOGAI £ xEII OAT E O Al

registrar or the residents they will inform their registrar and they

communicate to the condtant. Thatisthe systedm § ) p x 48

There was a hierarchical pathway described on who should be called and at what
point, depending on the severity of the case. In such cask&rarchy was seen to aid
communication flow, through communication with focal pants or team leaders
(HFG3). Teamdaders were usually easily identifiable, for example the head of the
unit, or the doctor, (HFG1), (HFG3).

Within the different HFGs, hierarchy was also evident through interactions,
although it was not always prominent.Nevertheless, in HFGs there wastandency
for clinicians to talk between themselves and for nurses also. Likewise,

communication was described as hierarchical,

GAnd also there is communication between the junior nurse and junior
AT A Otega@itig treatmentd | ( &' o (8

7 E A O AAs Gdnior ©nsultant you have accesstoall j ( &' pg8 4EEO Al
made by a nurse, who took the lead in the mapping process, despite there being two
senior consultants present, thus she was not describing her own position, rathe

that the team leader would have ecess to the professionals and information they

needed.

At times the clinicians admitted they did not know how the nursing teams were
structured within the department, their job profiles or communication pathways, as

noted above. For example, in ObSyne(HFG6) when explaining that clinicians ask
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AT U 1 O000A A& O 00DbDbIltkshka posshle forGeed StaffNald téd E1 A
OEAOI AAU T £ 36b8AN#B) | «tAT PQOEEBAXEOAR OE
team could hinder teamwork and KS inteactions. Autocratic leadership, where
participants could not question their superiors, were seen to close down

communication, negatively affecting interactions. (17)
5.8.5.1. Leadership

Leadership was stressed through the HFGS anglas considered to include an
understanding of how hierarchy worked in the team. This involved good
AT 11 01T EAAGETT O1 A 1 AAAAO AT OI A OET A&l OI ¢
example being able to delegate to other members of the team and listen to theamd

not asking them to complete asks that were not part of their responsibility,

Qvhen the consultant communicate with the other team, like he talk to them at
the level of their knowledge and the level of their responsibility, like not asking

a junior doctor to write a medical report foexampl®d § ( &' 1 8
Good leadership was considered supportive of teamwork in a democratic sense,

(rhe leader should respect the view of the others, and should allow that they

have certain limitation® | ( &' p 8
Likewise,
@ EEA AEOEAT A XH@®E 1EERMOOAT MIEADER AT OO
AOA EOOO &I O OEA T OAAOO86 91 0O ETTd& 1 EE
(HFG4).
In the HFGADSs, leadership was also linked to confidence, and was considered dlski
However, all of these referaces were to a theoretical ideal of leadership, and how

teamleaders fulfilled their role in reality was rarely mentioned. Some team leaders

described their own leadership,inform
5.8.6. Time Management and Workload

Along with personal qualities, time and waokload were most commonly listed as

AAOOEAOO Oi OAAI xT OE AT A +38 &I O A@dAiGE A
attend with us in the round, they are busy with their patients, busy with their work
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(112). One HFGAD (HFG7) included workload in ther diagram. Similarly, (18) noted
that when time was short, documentation could be neglected. Likewise, it was
commented in, that just because a request for consultation was made, clinicians
from other departments could not be expected to drop everything ad attend,
because of their own heavy workload (HFG6). Similarly, a clinician stated that
nurses were not available to accompany them on rounds because they had a
separate and heavy workload IL2). Again, it was explained that there was less KS
during clinics because of the heavy workload, implying that KS is more of a luxury
at times, requiring time(112). Similarly, a nurse stated that when they needed advice
from a doctor, they knew the doctor could not come immediately it all, so they
needed to educate themselves where possible (119). Through the HFGs, there was
some discomfort on the part of doctors to be included in the same team as nurses,

and the heavy workload of nurses was cited as a reason for this.

One patrticipart quoted above (16) almitted that he had no opportunity to share

knowledge as he was the only representative of his speciality,

O 00 OEA T AOOAATI AO EAOA EO OEA OAAOAEOD
I end up of having limitations on practising B, this sort of tearworking. And
the learning process of course, get limited mainly to other resources like the

journals, articlesandsoan § ) ¢ 48

Being reliant on journals, he misses out on the tacit knowledge available through the

experience of othersand his tacit knowledge is lost to RH.

It was also discussed how important workload and organisation was in a dynamic
healthcare environment, particularly in intensive care, for example that patients
needed to be moved as soon as they were stable to makem, or admitted assoon
as possible because of the seriousness of their condition,
AAAAOOA PAOGEAT O AATTT O xAEOh EOGBO0 T1C¢C
assistance. So these things we need to improve it more in our rdidtiplinary

teamo § 1).&'

Thus, it was pereived as an element of crosprofessional work that needed

improving in RH. Elsewhere teamwork was directly linked to time management,
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both as supporting time management and requiring good time management (HFG7).

Thus, there was an undrstanding that effedive patient required time and effort.

As mentioned when interview participants were describing their teamwork, some
teams changed on a regular basis due to rotations, and in HFG2, this was seen both
as an advantage, in that it gavehe opportunity to learn about new people and share
new knowledge, but also a disadvantage in that it meant socialising and so creating
A OAT OA T &£ OOAAI 8 xAO 11 O0A AEAEEEAODI O8
Finally, understanding how the team works together was considered an
organisational factor,

&EO080 116 6P 061 1T U PAOOITAI EOU OEAO )

what do you call it? That it is not making the role of every member clear to

AGAOU 1 AT AAO88O) P(EOxABI EAEAO EAOA
So, it was felt the hospital administratn had a role in disseminating the information

that would support cross-professional teamwork.
5.8.7. Preparation and Fear of Judgement

While participants positively linked asking for information with good teamwork, a

few noted barriers, such as not beingrepared with up-to-date or evidence based
information (125). Preparation for teaching and answering questions was perceived

as important, particularly by nurses but there was also a fear of judgement for
DAOAAEOAA | g ihé @dd dodorwilkaUh O/ E OEEOh EA Al
OEI DI A EOAI PbAQBI 16

5.8.8. Confidentiality

Confidentiality, which was the most common reason given for not sharing

knowledge or information. Such information would only be shared with those for

whom it was essetial. Participants felt that not all knowledge and information

should be shared,
@11 A0O EO8O AT 1 £ZEAAT OEAT h OEAT ) xI1
really sensitive to the family or social, it should not go outside the medical.
(113).
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This summarises a lot of the views around difficulties with sensitive information
that may or may not impact on care or consultations, examples given were HIV or

child abuse issues. However, it was not mentioned in relation to teamwork.
5.8.9. Culture and Diver sity

Culture was used in the broadest of terms by participants, for example, it was

z ~ N s A LA £ AN A s o oA

s xooA s o~ 2 s oA

a certain culture among us nursés | ( &' 18 OAOOEAEDAT OO Al
affectedteams, particularly around views of hierarchy, such as, where someone had

trained affected how hierarchical they were (HFG4). Training in the UK was
considered as creating a strong sense of professional hierarchy, in comparison with

the U.S.A. (HFG4). Likase, participants linked the culture of the majority of team
members to team culture. This is an example of the type of team for which hierarchy

would be important,

@i h EO AAPATAO 11 xEI EO EI OEAO OAAI
andhehae  EO OACEOOOAO &OiIi )T AEA AT A EEO

Egypt, oran Oman studeat j ( &' 1 48

Another cultural difference was seen in the training of nurses, (HFG4), with nurses

AOT 1T YT AEA AAOAOEAAA AO ObA GisBnddad OMahiA Ol .
nurse trained in the US AQOEA xEI 1 AA A 1 EOOI A AmAEAAO!
i (& tgs 4EA OPAOOGEOGEOUS AT 1T1TAAGAA O 1 060«

patient care,

@\ nurse who is passive will not challenge thredting physician, if in case she
saw something wrong or a wrong prescription or anything. She will not be a

very strong advocate for the patiedgt j ( &' 1 8

This was reflected by the behaviour of participants, for example, during the HFGs,
Omani nurses wee more likely to speak up, comment and offer opinions than any

of the expatriate nurses.

As noted above, the Ob&ynegroup (HFG6) were all from India, and whilst the
nurses attempted to interact and work with the clinicians, the clinicians kept
themselves apart. This included physical interaction. On entering the room, the
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clinicians sat in a separate row from the nursg rather than alongside. Whilst
working on the maps, the clinicians opted to work together, but tried to control
some parts of the maps @ated by the nurses, for example, they would not let the
nurses place clinicians in their teams. This is further expted in the Discussion

Chapter.

In the HFGADSs, diversity, as a general quality, was seen as a facilitator for cress
professional teamwork, and linked with having the variety of skills needed for a
good patient outcome,
Q&£ UI O CAO A ADA AGATEARDAU Oh OBDALEUTT EG  x E
AA AAT A O1 AAEEAOA&'UY @ O OOAT I A
At the end of each HF@AD, participants were asked to write a sentence to
061 i AOEOA OEAEO AEACOAI h Ai1SAgrdaoltgomeicBnO A & O

linked these factors and the positive view they had dhem.

Diversity was directly linked to the healthcare environment, with one affecting the
other, indeed links were mMA A A A A O 8afefehviroAmen, skills and diversiys
(HFG7). Diversity was also linked to culture, which is discussed above, as
backgro A AOI OOOA xAO AA ElbtiofdiffebeAc®A A (@&I' tIQA EOA
individuals interacted. This contrasts with @mments in interviews where cultural

diversity was often brushed away as irrelevant to RH culture.
5.8.10. Outcomes

The HFGADs viewed outomes as an important way to assess the quality of patient
care and linked outcomes with standards and targets (HFG4)hey were discussed
in terms of patient care and patient safety, but also time and workload management.
A good outcome was also linked tdiversity and skills, and as shown in this chapter,

teamwork and leadership, knowledge and experience, were all cogred skills.

Gror me | would say the desired best patiemitcome can be achieved by having
the proper skills required, which, all the Bls there, best environment and

diverse healthcare professionals § ( &' x 48
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Thus, outcomes were seeninterms @EA DPAOOEAEDAT 008 x1 OE

also in terms of the patient experience.
5.8.11. Factors Arising from the Affinity Diagrams

The HFGADs were focused specifically on the factors that participants associated
with cross-professional teamwork. Here | present these factors as listed by HFG2
(figure5.22.) to illustrate the way in which they were put together by participants-é
Once particpants had ranked the topics they felt were most relevant to cross
professional teamwork, collaboration and KS, they were asked to link them in the
ways in which they considered they affected and influence each othdrhe dots on
the diagram represent votirg by participants of which aspects they felt were the
most important to cross-professional teamwork in RH. As part of the analysis, a
concept map was developed to bring together the topics arising from the diagrams
(see appendix 4.3.).Table 54. lists thethemes as they arise from the discussions

around process of creating, ranking and describing affinity diagrams and the group

statements
- Couse v I-ﬂ-: _— @
| (@) Qrganisation Ur{ |7“,-‘¢ Communication & Resultin =~ @) Patient care and (€ [ (ml
4 210 outcome (©).0
— Stress and conflict | Effeetive - m Sharing Cost affective
Y management communication Experience
Organizing | 1 Y
work Miscommunication/ Time maﬂagement Increase
) Tailure of I productivity
tommu,mcatlon Co-operation between Gain knowledge & l
i }_‘)o;m s plan 1 nursing staff & doctors experience Working a5 a
: Mae dss Reducing conflicts & other healtheare l team for better
- procedures - workers patients health
Within healthcare Management of outcome
Leams ﬁ . patients within the
l same team of
l doctors, without one *

Reduce stress or

doctor decision

Very siressful psychological affects Multidisciplinary
; leams-for patients
Other teams fail to |
perform basic duties managcr_ncnl good for
expected from them P nlhe‘nt care-
specialised teams

!

Ex. Doctors/ consent/ reviewing labs/ pre-procedures/ Patient
pre-protocol! referrals/medical orderly

{,

Result in

Figure 5.22.: Affinity Diagram 1(HFGZ2)

16 Diagrams created from HFG4 and HFG7 are included in appendix 4.2.
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(ratient management and safefy 8 -HF®2

@oodcommunication & collaboration between all team members and otheartes
together with respect and accepting diversity are the main factors in providing gq
patient cared 8 -HF®4S1

@\ good understanding of patient centred care can create team work cudtim the
organizationd 8 -HF®4S2

(The patient is core of succdasmixed healthcare teams, which depends on cultu
and leadership in the institution and being monitored by local standadd8 -HF&4
S3

Miversity and skills of healthcare environmeptovide a better patient outcomé 8 -
HFG7

Table 5.4. Affinity diagram group statements

Diversity, as noted above, was linked positively to crosgrofessional teamwork,
collaboration and KS on every level. The diversity of RH as a teaching and tertiary
hospital was seen positively and linked to teamwork, collaboration athKS. Diversity
was ako linked to personality and how healthcare professionals communicated, and
in this it was linked to enriching collective knowledge by learning from each other.
This was viewed as an important benefit to crosprofessional work, and thus linked

cross-professional teamwork with tacit KS.

Knowledge and experience were linked to education and background, and were
OAAT O1 AEEAAO OAAI xT OE AT A AT 11 AAT OAOQEI
AOGAEIT AAT A8 AU ET AE O hkedid infddal ahdfdraahKSOitde A E ET
diagram created in HFG4, KS was linked to personality, expertise, competence and

culture, all of which impacted crossprofessional teamwork.

Through the HFGADs. KS was linked to communication and successful cress
professional teamwork. HFG2 linked gaining and sharing experience with patient
management, as it allowed for improved shared decisions. They also associated
sharing experience with support through crossprofessional cooperation. Sharing

experience within cross-professional teamsbenefited patient care.
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E’i‘%imém.

Organisational structure and culture that did not support communication was
linked negatively to teamwork and KS, leading to breakdown, Failure in
communication of knowledge, information, clinical decisionsgld to bad patient care
and outcomes. A lack of support also negatively affected the healthcare
professionals, if stress, conflict and miscommunication could not be resolved. HFG2
also explicitly linked communication failure with the ability of a team to p&form
even basic duties, which added to the stress of teamwork. To avoid this, participants
linked conflict management protocols to support teamwork. Likewise, HFG4 linked
the complexity of patient care as a facilitator to crosprofessional practices, if
guided with organisational policies, standards and training, as these reduced role
ambiguity. Similarly, HFG7, linked organisational environment, culture and
structure with healthcare outcomes, as these factors influenced workflow and
guided individual interactions within and between teams. Organisational rules,
responsibilities, leadership for teamwork, communication and KS, were linked to

training in skills for leadership, communication, teamwork and KS.

Crossprofessional work was linked with effective @mmunication allowing the
sharing of experiences and shared decisiemaking. This was linked to better time
management, reducing conflict around misunderstanding and miscommunication,
which reduced stress. Finally, the availability of resources for teamwarand KS, like

trainin g and communication technology reduced adverse events.
5.8.11.1. Participant Voting

Participants voted on the most important factors affecting crosgrofessional
teamwork. From this it could be seen that crosprofessional teamwork,
collaboration, and KS were considered facilitators for patient safety, improved
patient care and professional development, benefiting both patients and
professionals. The organisational structure, environment, culture and resources,
were ranked highly in the voting. Finally, the voting also highlighted links between

diversity, KS and skills, as seen by participants.
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Figure 4.23: Factors that affect crosgrofessional teamwork basedSpurce:HFGs
participant votes)
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5.9. Chapter Summary

This chapter has integrated the data sources to create a holistic view of the

M

phenomena under study. The complexities fo how participants view team,
teamwork and KS is evident, nevertheless themes became apparent and these have
been outlined. Thus, we seehat although teamwork was perceived as positive
across the data corpus, there was no agreement of what constituted @atn. Both
AT1TAADOO 1T &£ OOCAAI 6 AT A OOAAI x1 OEG xAOA
professional boundaries in discourse, even whenasticipant experience was more
nuanced. There was a divide in language used around teamwork and collaboration
across the data, arising from these boundaries and the hierarchal structure of

departments, and solidified by power dynamics and hospital culture.

Departmental teams were generally static, although affected by rotation and rota.
Other static teams crossed departmatal boundaries, for example the Cardiac Team.
As with departmental teams, these were generally static with members knowing
each other, @ain affected by rotation and rota. These teams were often self
identified as patient-centred care providers in the HFG. Other clinical teams were
temporary, coming together for a specific case or emergency. From interviews and
HFGs, these could be madepwof individuals from multiple professions, specialities
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and subspecialities and often membership depended on rota, & specialities

and/or roles required, rather than the individuals. These teams were described with

greater vagueness in both interviews ad HFGTMs as there was not always a clear
OAAI AT O1T AAOU 1T 0O AOOEAOI AOGET1T 1T £ x@EBEBEAO
Casebased and contingency teams were described primarily in interviews and were

formed for specific cases, as HFGs concentratedora on dayto-day teamwork.

These teams were created when a speciality needed outside expertise in patient care

and laged for as long as required for a diagnosis, procedure, treatment plan, or
longer term. However as discussed below, there is some disagraent around what
DAOOEAEDPAT 6O OEAxAA AO OOAAI xI OE8 EI OOA
or cross-professiond, but were usually clearly defined, as they were by invitation.

This was especially the case for teams such as CCOT, as they requireztifp

training to join. However, from interview data it was clear that whilst membership

may be clear, the operation bthe team could clash with the structure of the
department in which the team was operating, creating a barrier to effective
teamwork and knowledge sharing.

*TET O AITETEAO j OAREAEEAKREIAAEU EADEHE A0 &q
interviews and HFGTMs as examples of crosprofessional work. They were
highlighted more by departments with a heavy camorbid caseload, such as

Oncolaggy and Obstetrics and Gynaecology, and as an qatient service.

Teamwork was indivisible from communication, and teaawork and KS were also
conflated categories, through rarely explicitly. Hence in interviews and HFGs,
participants spoke of consultation separately as KS and as crogwofessional
teamwork. Added to this patientcentred care was the umbrella under which tese
concepts were united. No matter the nature of the shared interaction, PCC was

considered to give it a goal and focus.

Whilst particip ants stated that organisational support for teamwork and KS was
important, this was not evident in the data. There wer@o policies, for example, for

communication or conflict resolution in the event of a breakdown, although
departmental policies relatingto process did exist. HFGs particularly commented on

this lack of administrative support. Without such documentation tlere was no way
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to create a shared understanding of KS and teamwork, standards relating to the

phenomena or ways of auditing crosgprofessional teamwork and KS.

Indeed the data corpus revealed tension in the way teamwork and KS were
perceived and practiced and the taxonomy around teams and teamwork practices

was problematic, thus collaboration and teamwork were multivalent concepts,
moving 0T I OQUT T T Ui O OI PAOAIT AT AT TAADPOOh O
it must be collaboration. Hence sigrier and signified remain elusive.

Interviews and HFGs spoke of training oithe-job, with tacit KS occurring within

teams. Theextent to which it was linked to crossprofessional teams in part rests on

how individuals define teams, as so much collaborativework involved

AT 11T OTEAAQCETT AT A +3h 4A£EOGS6ABD BIAARA GFOASE
it related to a patient case. Paicipants linked personal and professional
development through learning from each other via observation and discussion, and

KS. Working in cross-professional environments gave participants a context in

which to share knowledge.

The data indicates that efctive crossprofessional teamwork and the level of KS are
intertwined as communication was considered the catalyst for both phesmena,
and influenced by personality, skills, education as much as the organisational
structure, environment, support and cultue. The final chapter will discuss these

findings in the context of the literature, placing the study in a broader context.
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Introduction

The level of KS practices within crosprofessional work in an acute tertiary teaching

hospital is important with the increasing complexity and specialisation within
healthcare tha requires continuous interaction, knowledge and experience
exchange among fessionals. The success of this process is vital to deliver the best
outcomes and in the most efficient and economical manner, again increasingly
important aspects of healthcargFitzgerald and Davison, 2008; Korneret al., 2016).
Whilst there is some esearch on the relationships between knowledge sharing and
teamwork, little has been specific to the healthcare environment in the Middle East
(Lin, 2007; Ricoet al, 2008; MesmerMagnus and DeChurch, 2009; Adenfelt, 2010;
Choi, et al., 2010). This studyis an exploratory study of these phenomena in a
tertiary teaching hospital in Oman. This research has addressed the questions:

1 What team types dominate the experience of healthcamprofessionals within
the Omani healthcare system?

How is knowledge sharedn these teams?
What factors or combination of factors can influence, directly or indirectly,
the knowledge sharing process in crosprofessional teamwork?

These questions were briaen down into the following objectives:

1 To identify they types of knowledge sharing practices within these teams.

1 To understand the impact of crossprofessional teamwork on knowledge
sharing and vice versa

1 To characterise factors or combinations of fact@ that can influence, directly
or directly, the knowledge sharing process in crosprofessional teamwork.

1 To highlight the link z if indeed it exists z between effective cross
professional teamwork and the level of knowledge sharing among team
members in healthcare settings.

Using a multrmethod case study, the data collected and reviewed over the previous
chapters demonstrates the complexity of views around teams, teamwork,
knowledge and KS. It has also highlighted the subsequent themes to arise, such as
collaboration and patient-centred care. There was a variety of settings, individuals
and topics covered through the data corpus, thus picking out themes and meanings
required careful and systematic analysis, as outlined in the Methodology Chapter.
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It must be stressed that as teaching tertiary hospital, the wide variety of settings

in Royal Hospital means it is difficult to generalise between departments on what,
for example, is the most successful type of team, or what departmental team needs
would be. However, from the expeiences and maps created by participants, clear
themes arose, which are important if we are to consider how best to support cross

professional teamwork and patient safety.

6.1. Theoretical Background

This study concerns the human iteractions related tothe phenomena of interest,
therefore, to underpin my methodology, followingNiels-Ingvar (2005) | consider
both teamwork and knowledge sharing as socially situated. Previous studies of
teams in healthcare have consider social dimensions sues trust and leadersiip,
but this places teamwork and KS more broadly in the social sphere (Leeal.,2010;
Wickramasinghe, and Widyaratne, 2012). Howeverhere is a disjunction between
writing and talking about teams and in undertaking teamwork, thusheory should

support the understanding of teams, teamwork and KS (Finn, 2008).

6.1.1 Activity Theory - Knotwork

Activity theory, developed by Vygotsky (1978) and consequently adapted by
Engstrom (1999), explains how social interactions such as teamworkand
knowledge sharing are influenced by the activities during which they take place. It

links knowledge sharing, learning and the ways in which individuals come together

to achieve tasks. It also mderstands communication as multifaceted and affected by

the specific individuals involved, their objectives, the communities involved, and

OTT1 6 AT A OOI A0 ApPI EAA8 'O Al OAAOQEOEOL
portraying teams as unstable R A AT I b1 Agh AOGAT A O1 11 AAE
Guattari, 2004b; Bleakley, 20013).

Knotworking does not require rigid or pre-determined frameworks for
collaboration, which is conceptualised as individuals coming together temporarily
ET A& OByind\aknot can be initiated by any individual (Engestrém, 200 It
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is useful for describing crossprofessional collaboration in highly dynamic settings.
For example, in healthcare, professionals from different specialisations will come
together to collaborate, bringing the threads from their individual activity sysems.
During that process of collaboration, the threads will be tied, untied and retied as
they tackle the task. Negotiated knotworking describes a way of organising work in
settings that require cdlaboration when relatively separate individuals can come
together and tie a knot of activity in short and unstructured ways. Negotiation
occurs when the object of the activity, for example, the diagnosis of a patient, is
unstable and nonstandard, requiring the integration of expertise from individuals
from disparate professional backgrounds (Engestrom, Engestrom and Vé&h&aho,
1999; Engestrom, 2005).

Again, Reeves and Lewin (2004) and Reevedt al. (2010) have applied this to
healthcare in the context ofa large UK hospital. They found crosprofessional
collaborAGET 1T 11 0061 U 1T AAOOOAA AO OOEIT OOh OT «
ET OAOAAOQET dt &62010:988 A tBeGuards were busy with a variety of

health professionals coming and going, structed and lengthy interactions were
difficult. They concludech OOEA 11 OETT 1T &£ A Al AAOI U AAE
misleading. Rather interprofessional interactions were more loosely formed and

OOAT OEAT O EIT etlaA?dD0®#o j 2AAOAO

When considering the interactions of individuals in healthcare, knwvorking blurs

the boundaries between teamwork and collaboration. Knots are defined through the

shared activity, which relies on improvisation and persistence, both important
attitudes in the dynamic settings of healthcare. Hence, knotworking, as a theory,

allows the researcher to step beyond much of the prescriptive literature on
teamworking, a great deal of which assumes teams are static, stable and repetitive.

. AOAOOGEAT AOOKT OEAT GARAOIEOCORAT i1 AU AT 1T AAAI
OOAAI EIOOEDR 11 6 ET ATA i &£ EOOAI AxKODET €8§
rather it is is a useful concept to understand the fluidity of modern healthcare in

AT 1T O0AO0O O1 whizh Bad wridedténEsl of Stdbility. Salaset al. (2008)
considered AAT xT OE AO A OPAOA& Oi ATAA APEOIT AA

AAOEOEOEAOh AT A OEEO 1 PAT O OEA AT 1T AADPO 1
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I1TT OA OOAOEA Alith, CArAelaid Maiin, 2080E.QYA) Alt ofiehs the

way to new conceptialisations of teamwork that may be suited to the fast pace and
dynamic needs of modern healthcare. As Bleakley notes, networking describes

OFI O O T £ xI OE OEAO AANEDAEIUT ODIOEBRT &I OA
high tolerance of ambiguity andEECE | AOAT O 1T &£ EI pOT OEOAOD
looking at teams, from how they are constituted to how they work, i.e. process
(Payne 2000; Bleakley 2013).

6.1.2 Communication and Knowledge Sharing Theories

)y AT TOEAAO +3 O AAT OOERCOH AERA PBHABIDEA
context. (Brown and Duguid, 1991; Lave and Wenger, 1991; Blackler, 1995; Orr,

1996; Wenger, 1998; Boer, 2005). Hence, rather than interpreting knowledge
sharing and communicationas a linear process, | will follow Rogers ahKincaid

i poypqh xEI OOCCAOO A OAIT T OAOCAT AAS 11 AA
between individuals, and can enable mutual understanding, agreement, and action.

Again, this theory rises from a sociatonstructionist foundation, where words and
discourse gain sense within a professional communityQf.,Boland and Tenkasi,

1995; Derrida, 1976).

6.1.2.1 Tacit knowledge sharing in healthcare
Jaeschkeet al. (1994) argue that the main source of healthcare knowledge is from
journals and clinical literature, including guidelines and case reports, however
Davenport and Prusak (1997) and Wyatt (2001) argue that there is more tacit
knowledge used in healthcare, buit is not properly documented. Tacit knowledge
is difficult to conceptualise and study (Polayi, 1966; Nonaka, 1991), as it is intrinsic
to the individual, incorporating experience, skills, acquired knowledge and applied
judgement, and is also context ggrific (Tsoukas, 2003; Ewenstein and Whyte, 2007,
Hecker, 2012; Albes, 2016). Spraggon and Baoltca (2016) used the idea of
OET T xladMWAQAE OEOUS O1 1 EOECAOA OEAOA AEEEE
when considering collective tacit knowledge (Cok and Brown, 1999; Collins, 2007;
Finn and Waring, 2010; Hecker, 2012). As Finn and Waring@dA h OOEAOA EO

make explicit the role of shared knowledge in underpinning teamwork, particularly
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ET CcOil Op AT EAOEITh AT i1 O1 EAIADEGINondE A DA
A

ipwwpq OAAEO ETIT xi AACA AA AA OAT mEgiEE A A G |
OABOAOT AT EUAOET 168 4EAOCA Ai 1 AADOOAI EOAOE

transmission of tacit knowledge. As noted in the methodology, observation of

~
~

participants was not possible, hence, this research considers tacit KS within its

social conext, and draws on the words, experiences and artefacts of participants to

draw out where tacit knowledge is shared (Ghassemzadedt al.,2013).
ledema and Sche@AO j ¢nmnmoq AAOAOEAA A 11 06A ET EA,
01 OOAI EET C8 ving OWand a Gysterd whEr® bomrhuhication and
negotiation create collaborative practice. The more complex the situation, the more
communication and KS is requiredFrom participant accounts it could be seen that

much crossprofessional teamwork required KSas the primary component, for

example in a consultation or cros® O1 £AAOOET 1T A1 | AAOET ¢c8 %l C.
model includes a useful way of looking at KS, threthkE OEA EAAA 1T &£ O
OOOOAOO0OAOGE O AAOAOEAA OEA Othckkn@vietige ] AT A
and experience, which supports successful knotworking activities (2008:229). Thus,

knotworking is the visible element of the mental maps createthrough KS, and this

i AT OAl 1 Abp AOAAOA Oz DBde Ontiéddtahding férmminehd A OO
OAAI AAOEOEOU OAEAAOOAA ET OAAI AOEAEAEOS
AAOOETT EO OF 01 AAA AU &EITT AT A 7AGETC j

£l AgeEAT A OAAI x1T OEET ¢o AAT Ail £ EAO xEOE

collective mi Ah Ei i OOAT 601 U OEA OAOAEEOAAODOOAI
together.

Knotworking recognises the complexity and uncertainty of modern healthcare
working. Whist studies have indicated that stable teams can create innovation and
new knowledge, (Hannenann-Weber, 2011; Cf., Xyrichis and Lowton, 2008) that is
not to say that knotwork cannot. In the fluid environment of healthcare, knotwork
is well placed for KSand the creation of new knowledge and innovative practice
strategies because it tolerates highlevels of ambiguity and complexity, what

s s e

"1 AAET AU -toAAA ABODA AOXIEEQUG j ¢mpodgpds8
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$SAEETEQET T O 1T &£ OOCAAI 6 Oéwdrgwew. Aldere ArE 0O OOA
differences in the way academics and researchers write about teanfermal work

groups or communities of practice. For crosprofessional team. | adopted a
combination of the definitions from Dyer (1984) and Thyleforsetal8 h |} ¢ mmuv Qh

I OCAT EUAOETTAI xi OE OTEO 1T O Oi AEAT A1 OEO
hiCE OAOE ET OAOAAPAT AAT Au AT A OEAOAA ATA
pragmatic choice as it allowed for a social constructionist study of teams and didtn

constrict the descriptions of teams by participants, or from my own experiences.

6.2.1 Team Types

The first research question was

1 What team types dominate the experience of healthcare professionals within

the Omani healthcare system?

The exploratory nature of this study included mapping different team types as
described by participants in interviews and HFGs. Few documents in RH listed or
described teams, hence | used the descriptions of teams by participants to map the
common team types. As a large, dynamic organisation, RH has many clinical and
administrative requirements, and whilst some of theadministrative teams were
outlined in documentation, particularly because some documentation was national
and standardised or for the purposeof setting up hospital administration. In
contrast, participants noted that clinical teams were created by departemts to suit

need, and so differed across the hospital.

Participants described a wide range of team types, but usually fixed on their home
department as their team. As participants disagreed over team boundaries and the

extent of integration, without a gandard framework of teams by healthcare
professionals working at RH, whilst understanding team types aids in
understanding collaborative praA OEAAOh BOOAIT U EIiI BT OET ¢ OOUL
of questionable use to support teamwork and collaboration. Aus, the research did

not reveal a dominant type of team, but rather that certain characteristics are
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discernible. Further information about these teams is included imAppendices 8.1
and 8.2.

From the data corpus, teams in RH could be single or crepeofession, static or
ephemeral. They were all hierarchical to the extent that there was some level of
team leader or chairperson, usually the mst experienced and/or senior member of
the team. They were often dynamic and fluid, thus varied by the level of egration
between members (Hibbert, Arnaud and Dharampaul, 1994). Hall and Weaver
(2001) argue that teams function along a continuum of integttion, which they
represent as multk, inter- and trans-disciplinary. However, participants did not
distinguish between teams in this way in their descriptions of crosgrofessional

teamwork.

Most teams were affected byota and rotation, which was further exacerbated by

2(80 Oi1TA AO A OAAAEEIT C EI OPEOAI 8 7EEI OO
and ofitself bl PAOOEAEDAT OOh OfI Al 1 A0 OAAI O xAOA
teams changed. As a nurse nomented of her experiences in teams that changed

through rotation, (122),

(\s the team members change, the team concepts and definitions also
AEAT CA86

Thus, understandings around teams and team need constant renegotiation and the
fluidity of teams desciibed requires us to move beyond many of the assumptions in
teamwork theory and literature of teams as static and steady. This fluidity
encompasses not onlythe micro-negotiations necessary for successful teamwork

but team boundaries and ideologies. Schraegquoted in Egolf and Chester (2013:55)
AOCOAOh OOEA x1 OA OOAAI EAO AAAT bpil EOE
organization, that we reallydd 6 O ET T x EO | AAT O AT Ui

~

we should focus on collaboration rather than defili ¢ OOAAT 6h OAIT T OET C
EOOOA8 4EOOh OOAAI 8 EO ETAEAAQGEOA 1 &£ O
OOAAI x1T OEG OANOE OA Oanhi1A Allfil @&thin epeddatios] a AA

circular argument.

0
< E A

O)

246



ChapterSix: Discussion and conclusion

6.2.1.1. Boundaries andintegration
The findings indicate that clear boundaries to a team were not as important to
participants as a shared goal and objective, and for many of the participants shi
OEAOAA CI AAATE@O D& WeHEaAd Shtey, 1996; Xyrichis and lvaton,
2008). Participants in interviews and HFGs referred to patiententred care as a glue
for creating team objectives and this is discussed further below under the sectio
on facilitators and barriers. Hence, whilst dynamic teams have the potential for
disrupting efficient teamwork by, for example, constraining RH staff from
understanding fully their roles or committing to a team, they were nonetheless
associated with a p#éient-centred focus for teams and teamwork. Thus, to what
extent do healthcare proéssionals need to consider themselves a team in order to
work together successfully?a EA AEOAOOOEOA OAT OET 1T AO71 O1
opens a space to conceptualise crogsofessional collaboration in terms of
knotworking. It appears positive collaboratve effort does not rely the existence of
Al AAO OAAI ATl 01 AAOEAON BDAOOEAEDPAT OO AO
collaboration that was not related to a team, hence knotwding is a useful way of
conceptualising such work. Nevertheless, the expectation asuch as existence of

team boundaries creates a potential gap in knowledge sharing and communication.

Participants with administrative duties were more likely to talk aboutteams in a
theoretical and generalised manner, including anyone who worked togethen a
team; thus, teams were idealised and blended. Administrative participants were
more likely to speak of departments as teams in and of themselves, and at the
extreme, the entire hospital was referred to as a single team. As Bleakley (2011)
comments, keing described as, or considering oneself as part of the wider health
team rather than a specific medical team, reflects interprofessional rather than
professional identity, and many participants used team in this manner as well as
referring to teams thatare more specific. Additionally, these generalisations can be
seen as discourse reflecting the power dynamics of administrative and senior staff
(Derrida, 1976). Thus, teansare O £AT E1 EAO6h OET A1 ODOEOABh A
healthcare (Cf.Participants were drawn into the discourse that teams are beneficial
and necessary, not just in RH, but healthcare as an institutio@{, Arthur, Wall, and

Halligan, 2003; Finn, 20@). Finally, this feeds into Arabic culture and the

247



ChapterSix: Discussion and conclusion

importance of family and socialties (Kuehn and A{Busaidi, 2000; Mohameckt al.,
2008; Al-Esia and Skok, 2014)

Just as much of the literature on teams assumes stability, participants were trapped

by the discourse of teams as stable entities, even when describing ephemeral teams.
4EOOh OAAI O AAIT1T OOOAOAARt-G@AAEN EDBIBAY "
2013:21). No participants described teams as complex and unstable, and such
qualities in a team wee not perceived as a resource. However, as Bleakley argues,

EO EO ET OEEO OAOU ET OOAAEI EOU 1T &£ ETT Ox1
team to new and innwative levels of activity, particularly in the context of cross

OAAIT AT 11 AAT OAG . Edolkas61996;8praggon and Bodolica, 2016).

' i AECOEOUh ET OOAAEI EOU AT A OEA ET & OI Al |

interactions can allow space for innovation anddcit KS (1956).

This dilemma of integration versus autonomy of specialitie was evident as
participants described belonging to formally identified teams linked to specialities,

and at the same time, more fluid teams based on immediate need (McCloskey, 0,99

van Mierlo et al.,2007). When discussing teamwork in the operating thetae, Finn,
(2008:104-v q AOCOAO OEAO OAAI xI OE EO A OAEQC
professional members negotiate the contradiction between integration and
specialization, furthering A E £ZAOAT O OAOOET T O 1T &£ O1 EOUS8SO
this research as prticipants used team and teamwork as concepts and descriptors

to show allegiance to departments and specialisations depending on the context

they were discussing. However, there walittle comment about levels of integration

or autonomy within teams.

There was considerable disagreement around the role of nurses by participant€f,
Hart, 2015) Whilst an administrative participant described nurses as part of every
team, doctors weae more likely to describe the nurses as working in parallel rather
than with them. Nurses were more likely to see themselves as belonging to teams
when they worked with others. This could be seen as part of the boundary work
discussed by Nancarrow and Bdhwick (2005), and a way that doctors protected

their professional boundaries. As boundary work it also has implications for
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knowledge sharing between these groups. This discrepancy could lead narses

feeling rejected, unappreciated or disrespected, andisengaging from collaborative

and KS behaviour in crosgrofessional actvEe OEAOh OO0PDBT OOET ¢ ( AOC
There were also potential issues around interpretation of role and membership of

OAAT O AU 1T OA EOTETO 1 AIAROCBIR ABROxAADA O,
rather than describing themselves as members. The discowsised removed agency

from these members.

6.3.1.2. Patient role
Patient role was discussed by participants generally only when prompted. When
asked about the position of the pa@nt, some participants placed the patient within
OEA OAAI h 1no&iki®the HFEsithied® @ds sofne disagreement around
this. Whether participants included patients within the team varied between
departments, for example, in Paediatrics and ICUapents were not capable of
participating in decisions relating to treatmert. Participants agreed that more could
be done to include patients, but this was influenced by the engagement and
education of the patient. However, no participant described askingatients about

their role, rather it was imposed by the needs of the depamtent (Cf, Stewart, 2001).

The extent to which patients were considered team members or not did not appear
to affect the ideal of patientcentred care (PCC), which was overwhelmm
considered the focus of the team. Even where the patient was consideredsgive
and a service receiver, they could still be viewed as the centre of the work, and this
was the emphasis of the patient related comments by participantg that PCC,
whether the patient was considered a member of the team or not, was a way to unite

ateam and an important team goal.

Nevertheless, the extent to which PCC was merely a discourse, in the same manner

as teamwork, is an issue. PCC was cited as good and important{ there was

relatively little understanding and agreement about what PCC na@s beyond an
EAAAT T £ ObOOOETI ¢ OEA PAOEAT O EEO0OOE8 [/ C
conceptual map for PCC, coveringnter alia, partnership, education and training,

and policy and management. Few of these ideas were specifically relatedRGC by
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the participants in this study. Patients were not seen as partners in the team and
although it was acknowledged that patients may need to be included in team
processes on ocasions for training and support (for example, with home dialysis)

there was no mention of either specific policies or training related to PCC.

6.3. Teamwork/Cross-Professional Work

Teamwork was considered positive, albeit at times challenging, in the literature and
by participants. The complexity of healthcare requires effeote and efficient
collaboration among healthcare professionals. (Antoni, 2010; Kuhlmey, 2011;
| &, Aeh &.12012; Ezzianeet al.,2012; Kdrner, et al., 2016). Expectations and
needs differ across the hospital. Thus, how participants described their teanonk
and collaboration varied, and there was an overlap between teamwork and
collaboration in the comments of @rticipants, which reflects the way in which the
two concepts are used in the literature (Leathard, 2004, see discussion in Xyrichis
and Ream, 200).

Reeves and Lewin (2004) studied healthcare professionals collaborating in a
demanding hospital environment and noted that one barrier to successful

AT 11 AAT OAGETT xAO OEAO AEEEAOCAT O bpOI EAO
doctors considered itthe coordination of tasks, nurses as a means to generate social
capital (Cf, Finn, 2008). This was supporteh this study as doctors tended to speak

more of teamwork in terms of solving a problem, for example though consultation,

and nurses more in supprt and sharing the workload.

There was a difference between the discourse of teamwork arftbw participants

described their experience of teamwork (Finn, 2008). For participants, the
discourse around eamwork indicated they considered teamwork, as a coept, to

require greater organisation, structure, shared spaces, shared management, a
shared name or label, for example a joint clinic, shared objectives, goals, and
relationships. However, when discussig examples of teamwork, the primary factor

was undetAEET ¢ A OAOE xEOE 1 OEAOOh xi1 OEET C C

need to be defined as such, neither to they need to follow formative stages, such as
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40AETI AT8O OOACAO 1 £ &labdd Redoming; ®&yicad imBve C h
straight from Forming to Performing (Asgari, 2017).

When differentiating between teamwork and collaboration, some participants
described it in terms of structure versus process, or vice versa, hence differences
could reflectparticipant views. Other participants stated that tamwork had a depth
of interaction or a relationship not possible in collaboration, thus the latter was

purely task-oriented rather than including the familiarity created by teamwork.

These elements were evident in the data corpus as participants relatédeir views

AT A APAOEAT AAO 1T £ OAAI x1T OE xEAT AAOAOEA!/
definition of collaboration, which includes the idea of having clear lines of
responsibility without restrictive boundaries, which was reflected in the
disagreements around membership of teams. By moving from team to knotwork, we

can remove negativity relating to boundaries and permeability, and potentially

invite innovative methods of collabd AOET 1 8 ( AT AA OEA EIT OOAAE
be viewed as a resorce, creating innovation as knotworking enables teamwork to

be seen in terms of activity rather than a group. As Bleakley (2013:25) notes,

ETT OxT OEET ¢ OEO 11 O 10OAIAGRAAIAE RA®ET TATAGCATH
rather it is a way of describingthreads of activity between individuals and teams

that are tied, untied and retied to achieve an outcome (Engestrom 2008:194). Thus,

it remains a useful descriptor for many of the exaples of teamwork used by

participants in the interviews.

6.4. Communcation

The second research question addressed through this research was

1 How is knowledge shared in these teams?
It was evident that many of the interactions that participants deeme® OA AT x1 OE &
OAT 11 AAT OAGET T8 ET OT1 OAA he @ambaindAlischus& i A OU
of healthcare curtailed the way they spoke of these interactions. Hence consultations
xAOA MEOANOGAT O1 U 1T AAATT AA AO OOAAI xItOES
cross-professional teams, however when asked to relate an instancek$, clinicians
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would often use examples of consultations. Thus, participants used the same kind of
activity to identify with a cross-professional, ephemeral team and to demonstrate

their KS activity.

As participants spoke about teamwork and KS, they dguently spoke about
communication and it became apparent that communication was an important
theme even though it was not one of the research objectives. Successful KS requires
interaction and communication among team members (Cohen and Bailey, 1997,
Wickramasinghe, and Widyaratne, 2012:217). KS cannot occur without
communication. Participants spoke of the methods of communication they used to

share knowledge and spoke about communicatn skills.

6.4.1 Communication Pathways

Communication pathways in RH wre divided into either administrative or clinical.
However, there was also the divide between hierarchical and pe¢o-peer KS (Al
Shamsi, 2010). Both were described as important andsed in different ways.
Doctors gave examples of communicating to seek&wledge from their seniors and
share with their juniors, and of communicating outside of their speciality for
knowledge, which in turn, was more likely to be described in terms of pedp-peer
communication and KS. Similarly, nurses spoke of hierarchicahd peerto-peer KS.
The literature indicates the challenges of crosprofessional communication, and
this was evident through this research. The findings generally support Manojlovich
and Antonakos, (2008), that nurses perceived that doctors communicatdess with
them. In contrast, doctors considered that that they communicated well with the

nurses, but they had different priorities.

6.4.2 Communication Methods

Participants describad faceto-face and mediated communication. Lundby (2009)
divided mediated communication into three, interpersonal, interactive and mass.
Participant accounts described these three methods in their communication, as
participants asked for knowledge, sharecknowledge, and distributed knowledge.
Interpersonal and interactive knowledge could occur in various spaces, and the
widespread use of WhatsApp enabled mass communication, especially as it was
often described as being used for KS among wider groups, whefer example, a
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larger team may be divided in to several smaller workig groups through a rota.
However, the ubiquity of WhatsApp could indicate a weakness in tacit KS, as tacit
knowledge cannot be created or shared over physical distance but requires fate
face, personal interaction (Mengis and Eppler, 2008; Spraggon andd®lica, 2016).
Hence a communication method such as WhatsApp cannot supplant personal

interaction within collaboration, teams or knotworking.

Nevertheless, participants described a Ikk of integration between different

methods, which raised the risks ofnformation and knowledge being lost or missed,

for example when ALSHIFA was used, it was followed by a phone call for more
immediate information. Although AL-SHIFA was intended to fattate
communication between nurses and clinicians, at the time of thiresearch (2016)

the system was implemented for nurses onlyRegular department and team
meetings were mentioned by all participants, and these have been shown to have a
positive impact on team communication in the literature (Borrill et al.,2000; see

aldl , 1T xA ATA /86(AOAR ¢mnmnnmn " AOT OT xEAU AT £
2008). In contrast to WhatsApp mentioned above, meetings offer the opportunity

for tacit KS within departments and teams.

Participants described communication and crosgrofessonal communication as
supported by RH, even though participants could not identify any policies in support
of this. (Tijaet al.,2010). Again, knotworking can prove usefl as a theoretical frame
in which to encourage communication and KS within collabotéve activities and is

a suitable descriptor for healthcare collaboration in RH.Gf.Bleakley, 2013).

6.4.3 Communication Skills

Communication skills were often spoken about in terms of cultural difference, often
with the proviso that communication wasgood, and always in the context of face
to-face communication. As Baillyet al. (2010:478) note, such communication
involves language, psychological, affective and social elements of interaction. One
participant was able to offer examples where culture hadeen seen to affect
communication but throughout the interviews and HFGs, this was downplayed by

participants. Nevertheless, effedve communication is vital for successful KS, tacit
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KS, and teamwork (Kreps and Thornton, 1992). As Batorowicz and Sheph€af08)
argue, whilst communication requires time and effort, the payoff is enhanced
collaboration and thus better healthcare. Cf Malone and Koblewski, 1999). Whilst
the Omani MoH intended regular and compulsory communication skills training and
teamwork workshops, participants did not discuss such initiatives. There was some
mention of training for managerial, administrative employes, although this was not
clearly linked to the government initiative, but there appeared to be no such scheme

across workersat all levels (Alshishtawy, 2010).

6.5. Knowledge and Knowledge Sharing

This section corresponds to the second and third reseeln questions.

1 How is knowledge shared in these teams?

1 What factors or combination of factors can influence, directly and directly,

the knowledge sharing process in crosprofessional teamwork?

As noted, participants spoke interchangeably about informatin and knowledge.
Whilst participants did not use the technical vocabulary of knowledge and KS they
described a wide varietyof knowledge types, KS methods and pathways. There are
challenges to empirically investigate KS, in particular tacit KS as muchtbé process
is cognitive and abstract, thus examining how participants described their KS

experiences proved beneficial.

KS is the act of making knowledge available to other, and thus it is not necessarily a
two-way exchange (Ipe, 2003; Mooradianet al., 2006; Szulanski, 1996;
Wickramasinghe, and Widyaratne, 2012). Participants usually spoke of KS in ene
way terms, they were AEOEAO OAAEET ¢ ET T x1 AACA | 000/
knowledge, although there was a general acknowledgement that they learn fro
each other. KS was both hierarchical and pedo-peer, and there was some overlap
when KS occurred in formal settings suchas weekly meetings or
presentations/lectures. Indeed, teaching and learning were frequently discussed by
participants and linked toboth KS and teamwork mainly in connection with training
and lifelong learning. Training onthe-job was described as both iformal and formal,

as participants frequently mentioned sharing their knowledge to colleagues.
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Empirical studies have demonstratedthat KS is not automatic, even where
organisations strategise to encourage it (Hanseret al., 1999). However, in a
knowledge rich healthcare environment such as RH, KS was described as a daily
occurrence and celebrated as such by participants. KS was cmgsed to be part of
professional culture, not just within RH, but healthcare more widelyDavenport
(1997) describes KS asa voluntary activity, however, when asked to share an
instance of KS, participants mostly described KS as a result of a request, formal or
informal, for knowledge. This follows Teng and Song (2011), who suggest KS could
be solicited or voluntary (See further the discussion in Wickramasinghe, and
Widyaratne, 2012).

The literature highlights how KS within teams yields potentially higher team
performance (Wickramasinghe, and Widyaratne, 2012Dbrenovic, Obrenovic, and
Hudaykulov. 2015). Previous research sugests that active KS among team members
affects the process and success, as suggested by Bereatlal. (2006), Leeet al.
(2010) and Wickramasinghe, and Widyaratne, (2012). Studies have shown that
communication between indviduals and teams are vital forpatient safety and good
patient outcomes (Nielsingvar, 2005; Vincent, 2005), with the specialisation of
healthcare knowledge is fragmented within the healthcare environment and KS
becomes more significant (Grant, 1996). Racipants constantly linked cross-
professional teamwork and KS with patierdcentred care and patient safety. This

was most clearly evident in the HFGs and affinity diagrams

6.5.1 Types of Knowledge

Lowendahletal.j ctnpq EAAT OEAZAA OEOAA OUDPAO T &£ E
OET-Ekx6h j OOAEAAOQE A OATA A hxABEDR M & AT TAREA AOE
task-OAT AOAAQ AT A OAEODPT OEOEITAI & j ADOEOOA/
Widyaratne, 2012). Both knowhow and know-what were described by participants

when discussing how andwhy they shared knowledge. Dispositional knowledge

could be inferred, for example, when participants spoke of the team supporting

them in learning new skills.
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Tacit knowledge is alsoAl AAAAAA xEOEET xEAO #111ETC
collectively by individuals as they work togetheror socialise(Nonaka and Takeuchi,

1995; Tsoukas, 1996;Lam, 2000; Visers and Dankbaar, 2013) Such tacit
knowledge is a group undertaking aseam, group or organisational members create,

process and share tacit knowledge (Leonard and Sensiper, 1998; Lam, 2000; Nevo

and Wand, 2005; Hecker, 2012; Vissers and Dankbaar, 2018jence collective
performance depends on how this CTK is shared (Lewisid Herndon, 2011; Argote

and Ren, 2012).

Participants did not speak of tacit or explicit knowledge, collective or individual,
rather they described specific instances of knowledge, sh as training for new skills
or information relating to a diagnosis am situations in which one, the other, or both,
were likely to be shared, for example through the preceptor system. Thuthe

sharing of tacit knowledge could be glimpsed through the data

6.5.2 KS Practices and Methods
Within the literature, KS was frequenly studied in terms of organisational

innovation. Wickramasinghe and Widyaratne (2012:214, referencing Ipe2003)

OOAOAAR O!'T 1T OCATEUAOETIT80 AAEI EOU O AFE
dependent on its people even though it encompasses kntedge enabling
bl AOA&I Oi 668 'O 11 OAA AAI OA OEAOA xAOA O

therefore KS Whilst KS and communication were mapped in the HFGs, in interviews
participants spoke of a wide range of KS activities including meetings, presentatigns
consultations, training in new equipment or drugs, incorporating explicit and tacit
knowledge. Participaris spoke of a wide variety of practices and methods. In the
literature such variety is linked to effective KS behaviour (Berendst al.,2006; Jones
and Borgman, 2007; Spraggon and Bodolica, 2016). For example, consultations were
spoken of both in terms ofseeking knowledge and discussing together to come up
with a diagnosis and treatment plan, indicating not just onavay KS but
collaborative problem slving (Huang and Newell, 2003; Berend®t al., 2006).
Participants also described training, formal and indrmal (Al-Alawi et al., 2007),

conversation, formal and informal (Fong and Chu, 2006; Newelt al.,2006; Al-Alawi
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etal.,c iy Qh 1 AAOBRNGEOéws EagahdEhG PD06). Participants also
described online and electronic methods of KS, such asnails, webinars and
WhatsApp (Hall, 2001; Fong and Chu, 2006; Jones and Borgman, 2007).

Participants discussed KS as oarring both in hierarchical situations and peerto-
peer, oneon-one and in groups. KS was considered not only beneficial for patient
care but personally rewarding, both to give and receive. One clinician, who did not
have fellow specialists with whom to &iare knowledge, commented on the lack of
opportunity to share knowledge. Interestingly despite his specialist isolation, he
presented KS as integral to teamwork, in line withGarrett and Caldwell, (2002).
Many participants described training on the job, foexample the preceptor system,
and descriptions of learning through observation. This would include not only the

s xooA oo~ s oA

explicit knowledgeOANOEOAA &£ O OEA DPAOOEAEDAT 060 O
Participants described KS as occurring within their teamdyut it is difficult to assess

whether this was because team colleagues were most likely to be in that space and
consider the knowledge interesting or useful. Thus, does KS occur within a team qua

team? For example, doctors described KS within rounds asrpaf teamwork, nurses
described sharing with their colleagues. Where, for example, participants spoke of

KS as something they wantetb do, it would be with those they interacted with, and

this is most likely to be team colleagues. However, this does niodicate whether
knowledge relating to patients was clearly passed on, Participants discussed

occasions where they had not passed omformation or where they had missed

information related to a patient.

6.5.3 Organisational Support

Organisational managerant for managing KS can improve their performance and
competitive advantage (Nonaka and Takeuchi, 1995; Andrews and Delahaye, 2000;
Bartol and Srivastava, 2002; Cabrera and Cabrera, 2005; Lin, 2006, 2008; Refaiy and
Labib, 2009; Yi, 2009;Wickramasinghe, ad Widyaratne, 2012). However, whilst
there were formalised opportunities for KS, such as presentations, there was little
evidence for RH organisational support for KS. In the DA, only tiNursing Code for

Conduct(D13) explicitly spoke of KS, mentorshipad guidance and this is a national
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rather than a RH document. Administrative participants took the view that where

communication occurred, KS occurred.

Whilst there was little support of teamwork or KS in the documentation studied, for
the most part patticipants supported both in their daily work. However, when joint
clinics were used as an example of KS and teamwork, participants stated that these
were not entirely successful, citing a lack of integration, KS and that the physical set
up of joint clinics did not enourage full KS and teamwork between specialities. In
examples like this, stronger organisational support would encourage KS and
teamwork. Similarly, some shadowing was mentioned as well as the nursing
preceptor system, however a more structurd and formal use of mentoring and
shadowing/observation could support KS and teamwork(Nahapiet and Ghoshal,
1998; Markset al.,2000; Obrenovic, Obrenovic, and Hudaykulov. 2015). Knowledge,
especially tacit knowledge, can be shared through shadowing, meniog,
workshops, and so forth, which aid in the creation of shared mental models that, in
turn, aid KS and teamwork (Markset al.,2000). Many of the clinician participants
spoke of KS during rounds and consultations, both of which could aid in the creation

and exchangeof tacit knowledge (Obrenovic, Obrenovic, and Hudaykulov. 2015).

6.5.4 KS Motivations

As with communication above, different participants described different
motivations for sharing knowledge. Ghassemzadelet al. (2013) note that
organisational support and personal motivation were primary factors on tacit KS.
Whilst RH did not have policiesand guidelines in place for KS, it is a teaching hospital
and participants felt this in itself supported KS, contrasting, for example, a research
environment where individuals may wish to protect their research, to the teaching
environment. The professioral culture of healthcare was also seen as supportive,
and participants spoke of this in terms of obligatiory to be a healthcare professional
required sharing knowledge. Thus, it can be seen in terms of normative commitment
(Hooff and Ridder, 2004). In thelight of GhassemzadetA O researdh Qacit KS
could be further facilitated through affective commitment encouraged by RH. This

is discussed further béow.
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Individuals were expected to seek knowledge where they lacked, aid others in
gaining knowledge where they noticed a lack and share knowledge more generally.
This supports Kérner, (2009, 2010) that, healthcare professionals must integrate
their personal and professional perspectives to work together on the treatment and
care of patients. This requiresKS, and knowledge integration within healthcare

teams (Korner, 2013; Korneret al.,2013).

6.6. Barriers and Facilitators to Teamwork and Knowledge Sheug

This section specifically corresponds to the research question:

1 What factors or combination of factors can influence, directly and indirectly,

the knowledge sharing process in crosprofessional teamwork?

This exploratory research identifies a vari¢y of determinants affecting KS,
healthcare teams and teamwork practices and experience and indirectly affect as
they influence communication and collaboration practices which impact both
teamwork and KS. Some of these impacted positively, some negativelpd some
had the potential to do either. This section discusses these factors under three main

headings, organisationalbased, individuatbased, and technologybased factors.

When speaking about barriers and facilitators to teamwork and KS, participants
often spoke in hypothetical terms, particularly when discussing barriers. No
participant could offer an example where they experienced the total breakdown of
teamwork, rather they described potential or actual strategies of managing conflict
to avoid a breakdown, for example asking professionals known to the individual for
assistance. When administrative participants were asked about policies relating to
breakdowns in teamwork and communication/KS, they acknowledged that there

were none unless patient erra is involved.

6.6.1. Organisational -based factors

0OAOOEAEDAT OO OET Ax38 OEAO OAAI x1 OE ATA
discourse in healthcare. Several participants wanted to show their knowledge on
teamwork and KS and so spoke theoretically aut both. The extent to which the

official discourse influenced answers was undercut through extended probing
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guestions, encouraging participants to provide examples from their experiences and
through the art-based, activitybased nature of the HFGs. Marparticipants spoke
of barriers to teamwork and KS in the same way, and often the same barriers were
mentioned when asked about both phenomena, indicating the extent to which they
are intertwined. As noted above the terminology related to the phenomena of
interest was vague and problematic at times indicating a lack of shared
understanding of teams, teamwork and KS. Thus, participants in interviews
described teams as much in terms of organisational structure (e.g., department) and
management style (e.g., sticture and hierarchy) as dayto-day working practices.

In contrast, the HFGs allowed participants to map their teams, beginning with
themselves and working outward, including the communication and collaboration
that occurred outside the team. This gave alearer picture of the dayto-day
practises and participants commented that it allowed them to see their teams in

different ways.

However, team and teamwork did not always align to departmental and physical
boundaries, particularly in terms of cross-professional teams, and this reflects the
lack of RH supporting infrastructure. Thus, even structured crosprofessional
teams such as joint clinics, did not necessarily describe themselves or their work in
OAOI O 1T &£/ OOAAI 88 7 EdE hrOdganiBafion Euéh ad RHAE AT 1 A
accommodate both the needs of healthcare professionals to work together in a
dynamic environment, and oversight of a fragmented medical structure covering the
wide variety of specialisations in a large tertiary hospital, tis needs b be
considered in terms of how they can best support healthcare professionals.
Particularly as the interaction of individuals is constructed in particular ways to fit
within their social world, and through the discourse of teamwork and KS as
multivalent but positive factors (Ct Finn, 2008). This requires both individuals and
administration to negotiate roles, identity and membership within cross

professional collaboration.

6.6.1.1. Organisational context and climate
As Chatman and Cha (2003) note, org&ational culture has a large effect on

teamwork, and KS. Indicative of the strength of the official discourse around
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teamwork and KS, all participants stated that RH supported teamwork and KS,
particularly through documentation. At the same time, many comented on the lack

of training for these skills.

Participants listed the size of RH, the wealth of specialisations, knowledge,
experiences, skills, education and backgrounds as facilitating teamwork and KS. KS
was patticularly linked to RH as a teachinghospital, and therefore a learning
oriented culture. As a tertiary hospital, some participants commented on the
complexity of their cases, which necessitated the need to seek knowledge from

different healthcare professonals.

6.6.1.2. Patient-centred care
Whilst patient-centred care (PCC) was not an initial focus of this research, it came
to the fore as a theme as many participants considered that placing the patient at
the centre of the teamwork, if not the team, woul unify a team through a shared
aim.As with teamwork and KS there was an extent to which this reflected the official
discourse of healthcare. Hence, despite agreement that PCC was positive, there was
disagreement about what the term means in practice (Seeart, 1995; Lewin et al.,
2001; Amey et al., 2006; Reeveset al., 2010). Whereas Balint (1955, 1956)
developed the concept of patienrA AT OOAA AAOA ET -cnirddOOA O
i AAEAGT BB x]J h pwwwah ET TTA (&' E€ntreAO AT
AAOAS | &' 1t Qh nddiEual@ould dminafetaAe@m té the détriment not
only of teamwork but also the patient. This aligns with Herbert (2005:2) who argues
that PCC encourages the active participation of each discipline in the treatmerft o
each patient. Participants linked EC to patient safety. PCC has been linked to a

positive environment for patient recovery (Edwards, 2002).

PCC also provides a framework for KS among healthcare providers to aid in clinical
decisionrmaking across disqplines. This helps to overcome profesional silos that

develop in healthcare. Thus, the participants agreed with the literature that PCC
encourages KS and collaborative, teafmased approaches (Dean, 2008).
Nevertheless, there was discomfort among some pactpants about the extent to

which patient-centred care situated the patient within the team, increasing the
DAOEAT 060 ETT xI AACA AT A O1 AAOOOAT AET C 1 A
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the healthcare system. For some patrticipants this had gone too féor others it was
not at a satisfactey level. Another barrier mentioned to full inclusion of the patient
was lack of patient education, as participants stated that patients and their families
must learn how to work with healthcare professionals, but thisvas considered to
be the responsibilty of the patient. This is an important issue as patient compliance
is linked to the extent to which the patient can understand the information given to
them and recall it, and to their satisfaction levels regarding theonsultation. (Ley,
1982; Ogden, 208).

6.6.1.3. Hierarchy and structure
When relating KS activity, none of the participants indicated that this was an issue
across horizontal boundaries. Despite the literature on boundary work, all clinician
participants spoke of sharing knowledge with otkr doctors, despite professional
boundaries between disciplines. However, there was some division and hesitation
AAT 60 OEAOET C ETT xi AACA xEOE T O0OAOR OOC
accounts hierarchy was considered necessary as a structure for the smooth running
of teams and the wider hospital (although autocratic attitudes were condemned).
However, this could be exacerbateA U / | AT 6 0 DAOAOT ighip&8&rOEA A
distance score (Hofstede, 1980). These could explain an acceptance of paternalised
hierarchies, and inequality that feeds through into a discomfort with sharing

knowledge with nurses (AFAzri, 2013).

However, it was not necessary for participats to fully understand the hierarchy of
those they worked with, for example, in (HFG6) the clinicians were not aware that a
specific nurse was responsible for medical supplies as they would request supplies
from any nurse. The nurses explained that theirequest was then passed on to the
nurse responsible for supplies to ensure smooth running of the stores. Similarly,
when sending patients for procedures or tests, or consulting on patients, there was
a hierarchy of who b approach, which came out most cledr in the HFGs, where
participants mapped their communication and teamwork. Whilst documentation on
KS and teamwork were not available, procedural structures were in place that

supported both phenomena, for example,
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Ot)if is an emergency, | myself wildtl E 0T AT 1 001 OAT 68 ) £ E
thing, my registrar or the residents they will inform their registrar and they
ATl i i OT EAAOCA O OEA AlI1 001 OAT1 08 4EAO EO

Thus, there was a known hierarchical pathway.

On the other hand, hierarchy was decribed as a barrier to teamwork in an example

where a doctor could not go against the decision of a consultant, and participants
resented dictatorial attitudes of senior staff. This also reflected on attitudes toward
leadership. In previous research, theupport and attitude of leaders has been shown

to affect the levels of KS within teams, indeed Karamiteet al, (2015:13) view

I AAAAOOGEED AO A | AET O /EA Adedkiog akd prodldmA T OO A
O1 1 OET ¢ inAr@hitic@® b, Lee et al., 2010; Srivastava et al., 2006
Wickramasinghe, and Widyaratne, 2012), Hierarchies could, on occasion, be
inverted. Nurses who spent most of their time with specific patients, such as in ICU,

spoke of the importance oftheir knowledge about the patient and how his was

passed to the clinician Cf.Xyrichis et al.,2017).

At the same time, specialisation and professional boundaries were described as
AAOOEAOOh xEOEh /A litle Bitdok isadsitidity bejwée®someq O
department® 8 %@ Al Bl A0 patikrdsAalligEbénveen the &acks when
dealing across departments because of differences in structure and policies. There
was also an example given of the CCOT attempting to work within a department and
being hampered by the hierarchy and structure of tlat department as it clashed with

the CCOT. A connected barrier to KS was confidentiality, which was the most
common reason for not sharing knowledge or information. Such information would

only be shared with thosefor whom it was essential, usually connee&d to the

department.

Participants were asked whether they would speak up if they saw problems in their
teams, and their answers indicated that hierarchy and culture affected the choices
they made. Thepower differential within healthcare was replicatedas nurses spoke
of apprehension when speaking to doctors@f Finn, 2008). However, participants

stressed that patient care would require them to speak out, although the extent to
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which this reflects official discourse is a point to consider. For exampl&ursing
administration commented that nurses from India or the Philippines were less likely

01 OPAAE 1 006h AT A O xAOA 1106 A1 OEAAOAA
linked to training rather it was accepted as the way things were with nursesdm

that background (Cf Hofstede, 1980)

6.6.1.4. Reward and audit

Previous research has argued that rewarding teamwork and KS can be both a barrier
and facilitator (Bartol and Srivastava, 2002; Wolfe and Loraas, 2008However,
when asked about motivatons for KS and teamwork, participants spoke favourably
of reward as afacilitator, but only in specific ways. Participants spoke of wanting
small scale acknowledgement by immediate senior staff rather than grand gestures
and ceremonies. The only reference® formalised rewards were among senior and
administrative staff. Xyrichis and Lowton (2008) discuss the importance of audit in
team effectiveness, as it allows for personal and team evaluation. Participants rarely
spoke of any feedback on their performace, and audit processes were felt to be

lacking.

6.6.1.5. Workload
One of the most common barriers mentioned in terms of both teamwork and KS, but
particularly the latter, was workload, with participants speaking of staff and time
constraints on their work. One HFG included workload as a factor in their affinity
diagram.Participants linked shortcomings in communication and documentation to
workload, which reflects the findings of previous research on the negative impact of
time constraints on teamwork and KS (Huber, 1991; Manojlovich and Antonakos,
2008; Pagano, 2010). &ticipants understood that workload could create delays, in
consultation and treatment, and good teamwork and communication was
considered to be a way to overcome this, with multiple comunication methods
used to request and offer knowledge. Similarlyyorkload was cited as a reason for
doctors and nurses to not consider themselves in the same team, for example, nurses
were not available to accompany doctors on rounds because they hadeparate and

heavy workload.
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6.6.1.6. Help and support
Participants described the help and support from they gained from the team as a
facilitator for both KS and teamwork, which in turn were considered calependent.
Improving the skills and knowledge ofindividuals were viewed as benefiting the
individual and the team, | p p B®img p@rt of teamwork helps me improve myselfh
and the two were indivisible as both were necessary on a daily basis for patient care
and safety. Tacit KS was linked more closelith this kind of support in teams, with

colleagues sharing informaton to help the team.

Likewise, nurses spoke more about support in getting the work done, and the
AAOOEI AT OA1T AEEZAAOO 11 OEA OAAI T E2 110 b
thetAAT h OOPPT OOET C &ETT80 jcnmnyq xBgeOA 1 (¢
around teamwork. For many of the nursing participants, help and support was

linked to assistance in getting the work finished. Karamitret al.,(2017) note that

nurses need to collalbrate with other professionals to obtain knowledge to care for

patients, which was evident in participant comments, for example nurses learning

from watching doctors in the OT.

6.6.1.7. Training
Whilst help and support within teams were described in terns of informal KS,
training was considered as formal KS. In documentiain, the two primary references
were to announcements about training, and training on documentation. (D12)
O/TCIETC OOAETEIC6 xAO OEAUS O EIi pOi OA
knowledge and experience were considered skills, which were linked thmpetency
and good teamwork (HFG7). Nevertheless, there was less mention of specific
OOAETET C 1 BPPI OOOT EOEAO 1 OOOGEAA T &£ OEA 10
around lack of training were generally ascribed to financial reasons rather than any
lack of will on the part of RH management. This included training in soft skills, which
was assumed to be a good thing when it was mentioned but equally that it did not
occur. Some participats noted that training in leadership skills and communication

would be welcome to support their work.
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6.6.2. Individual -based factors

Individual personalities, experiences, background and culture shaped the way
participants interact with each other within cross-professional teams. Participants
considered RH to be a diverse healthcare environment, and this was considered as
a positive. Havever, participants also listed diversity as a barrier to KS more than
teamwork, indicating they felt they could work with diverse team members, but may

not be able to communicate clearly with them.

6.6.2.1. Personal traits
The motivations for KS and teamwork were a mix of professional and individual.
Professionally, as noted above, KS was considered obligatory for héalire workers,
but personal motivation was also described as importang participants wanted to
share for the joy of sharing. Lee and Hong (2014) argue that men and higher
educated professionals are more strongly motivated to share knowledge, however
this was not evident in the comments of participants, and nurses were equally keen
to share to peers. There wasome discomfort in sharing, for example, one
participant commented that they resented sharing the knowledge they worked hard
for, but as a healthcesh D OT FAOOCET T A1l AT A OT T A 11T AAI N

Personal traits were important in both the interviews and HFGs. Participants

AAI EOOAA OEAU x1I O A AA T AOO 1T EEAI U O xIT¢
rude or unreliable person, but it wasalways stressed that this would not affect

patient care. But where the participant had positive experiencewith teamwork or

KS, they would be more likely to approach that person again. Much research has
AAAT O1 AAOOGAEAT ET OE Aactéighsoh @amivolk aiiKE O E
(Barrick and Mount, 1991; K. Matzleret al., 2008)). These characteristics ee:
openness to experience, conscientiousness, extraversion, agreeableness,
neuroticism. Data was not collected about the extent of these characteits and

whilst participants did not use this language, more amenable and open individuals

were sought out for KS and teamwork in crossprofessional situations. Omani

culture has been linked with trust and reciprocity, both of which support KS and

collaborative behaviour (Alhousary and Underwood, 2016). This also related to the
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level of trust between individuals (Andrew and Delahaye, 2000Costaet. al.,2001;
Mooradian et. al.,2006; Renzl, 2008; Wickramasinghe, and Widyaratne, 2012).

6.6.2.2. Language and discourse

There was an interesting disconnect between thevays language was used by
participants, and how they spoke about language issues (Potter and Wetherall,
1987). When participants were asked whether they considered language to be a
barrier, it was universally agreed that language created no problems as everymn
spoke English. However, in interviews and more noticeably in HFGs, participants
used their mother tongue, especially where they were under pressure with time
constraints, or struggling to brmat the map. In interviews, as participants knew |
spoke Arabig at times they switched to Arabic to make or clarify a point. Admittedly,
in a clinical environment, the vocabulary would be more prescribed, but this
demonstrates that language use was noentirely unproblematic. There was
therefore the potential for language to be used as an exclusionary practice in teams,

even if this is unintentional.

As noted, participants used the official discourse that teamwork and KS were
positive and necessary pratices.! O x E O H20@)Estudlyfdoctors and nurses

tended to speak of teamwork usingrepertoires, with doctors speaking of solving
problems, usually through a diagnosis or treatment plan, making explicit the
interconnecting of teamwork and KS, and nuss spoke of sharing the workload and
supporting each other throudh teamwork. This research also supported Sanders and
(AOOEOIT jcnmxq AO Ai AOi OO0 xAOA i1 OA 1EE
stressing the importance of of carig for the patient. Despite the different emphases

in the way participants from different professions spoke of their teamwork and KS

roles, it was always emphasised that KS for the benefit tife patient would come

first.

However, as Finn suggests, in oat to connect discourse and practice, healthcare
DOl ZAOOET T AT O 1 6060 AA AAT A OF 6AT 86 OAAI x
i) AAAT A AT A 3AEAAOAOh ¢nmo@8 OAERARDOOAD A K
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teamwork, there must be the ability to articubte a discourse of teamwork, to create
a shared understanding (Finn and Waring, 2010). This does not require all team
members to be aware of theoretical approaches to teamwork, rather that &y use
reflection when thinking, talking and writing about teamwak, for example

handovers, briefings, and reporting incidents (Bleakley, 2006a; Finn, 2008).

6.6.2.3. Diversity

Participants celebrated the diversity in RH. versity in healthcare settings can
cause barriers to KS and teamwork (diversitybroadly: genders, religions, races,
nationalities, and languages) (Kossek and Lobel, cited in Bassétines, 2005:169¢Cf.
CooperPatrick, 1999). However, diversity was both stressed by participants, and
underplayed, as participants described RH as diverset with a professional culture
that overcame cultural diversity. This largely reflected the official discourse,
because when asked about more specific instances, the answers became more
nuanced. Whilst there was appreciation for the opportunity to benefi from a variety
of experiences, be that experiences from different countries or from length of
experience, participants differed on how they perceived the effect of diversity. In the

AD-HFGs, diversity andskills were linked to a good patient outcome.

Nevertheless, previous studies have shown that diversity can cause barriers to
communication and teamwork (Kossek and Lobel, cited in Basselbnes, 2005:169;
Cf CooperPatrick, 1999). For some participants diversity was an added challenge
to KS and teamwrk. In particular, national culture was singled out as having an
impact on whether individuals were comfortable speaking out in a teanfAl-Esia and
Skok (2014), Mohamed et al (2008) and Kuehn and Ausaid (2000) have all
pointed to the tendency of GuliArab workers to prefer working with ethnocentric
groups, and to hide knowledge from expatriate workers. None of the participants
commented about KS in this way and all highlighted the importance of sharing
knowledge for the sake of the patient, however tlsiwas selfreported behaviour and

observational data would be useful for a comparison.
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6.6.2.4. Individual culture including professional, religious and

nationality
Culture was used in its broadest sensby participants. Participants considered
Oman to ke respectful of other cultures, but equally that individuals from other
cultures should adapt to Omani culture, and linked difficulties with religious and
national culture more to patients than work colleagies. Similarly, culture can
facilitate or become abarrier, whether professional culture, personal culture, or
ethnicity, it covers the norms, values, and attitudes of the healthcare professionals

and patients.

Participants considered it important to understand the national background of
others in order to minimise differences and support KS and teamwork, although as
noted they were more comfortable working with a team member from another
country, than sharing krowledge. Participants felt more training was needed for

cross- cultural teamwork and KS, because whilst cultural differences were seen as

example, a participant had struggd trying to train a mix of Omani, Filipiro and
Indian staff together. The need for more training in cultural awareness was spoken
about more by nursing participants. Previous research has shown that team
interactions by nurses are more relational and doairs are more technical (Finn,
2008) possibly, therefore nursing was more open to wider cultural awareness.
Gasiorek and Van de Poel argue for language and cultural awareness training to aid
communication. Likewise, Campinh&Becote (2001) describes culturakcompetence

as an extension of PCC and remgjing on-going knowledge and skills development
(Hendersonet al.,2018) However, pofessional culture was felt to be a uniting factor,

and RH as an institution was described as a unifying force.

6.6.2.5. Gender
Gender was always spoken of being unprobinatic in general terms, even though it
was pointed out that RH was unusual in having a female Director of Nursing. Moberg
and Kramer (2015), indicate that gender differences can negatively affect
communication between colleagues in a healthcare setting.irilarly, Gorter,

Bleeker, and Freeman (2006) note that assumptions about gender can have a
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s A N £ s N o~ N N

doctor who stated that gender made no difference to his teamwork and KS also
Agbpl AET AA OEA 1 AAE T &£ xi1 1T AT ET OOOCAOU A

children and cannot devote themselves to a surgical oeer.

Whilst there was an even gender spiin the interviews, more of the senior roles

were taken by men. RH had a highly gendered environment in that most of the
doctors were male and nurses were female. This interplay of professional and
gendered culture has been studied in terms of power diffeentials. For example,

* AEEAOOT T h "1 17T O0h AT A 3PEI OAOOU jcmpudgpy
OAT A OF AAIT1OO0OAOA 1AO0O AT T PAOAOGEIT xEO
towards male healthcareproviders. Whilst this exploratory researd did not include

the level of observation required to confirm this, In HFG6, all participants were

female and Indian. Noticeably, whilst nurses were ready to eoperate, the doctors

distanced themselves.

However unpicking gender as a barrier or facilitéaor is complicated by the interplay
of gender, professional culture and national differences. For example, a male nurse
commented that he felt excluded and passed over for promotion at times, but he

linked this to his non-Omani nationality rather than hisgender.

6.6.3. Technology-based factors

The communication infrastructure of RH was seen as both a barrier and facilitator
(Moenaert, et al.,2000). Whilst IT was described as supporting KS and teamwork,
caveats around the lack of integration were made. dators and nurses were
described as having different notes which were not shared via IT, and when-Al

SHIFA was used for a consultation or reast, this would also be requested by phone

as well. As Karamitri et al., argue, IT, whilst needing to assist hedicare

pOil ZFAOGOGET T A1 Oh AT AO 110 00PPI OO OEA OEE

A N o~ £ X

ETT x1 AACAo6 ET EAAI OEAAOA j¢gmpudpcgQds8
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Whilst the lack o computers available and the slow IT system were mentioned as
barriers, the IT department was rarely mentioned amoss the data corpus as team
that others interacted with, which could imply that it was considered in a separate
category to the medical and pramedical departments. In contrast, one of the most
commonly mentioned facilitators for KS was WhatsApp, even thigh this was an
unofficial method of communication and none of the WhatsApp groups mentioned
were created by RH administration. Possibly thegason for the success of WhatsApp
is that groups were created within departments by individuals to address
department needs. WhatsApp also allowed KS between individuals who were not in
the same space and time. Nevertheless, as WhatsApp is a written mediomans

that it does not accommodate tacit KS.

6.7. Conclusion

As little research has considered teamwork and &in Oman, | chose to focus on this
under-researched area with an exploratory multimethod investigation of
teamwork and KS, especially tacknowledge, within crossprofessional teams in the

Omani healthcare system. This research focussed on the human téac
conceptualising both teamwork and knowledge sharing as socially situated
activities. It explored factors that increase or lessen health@@A D OT AAOOE]
tendencies to engage in teamwork and KS behaviours, as such it is intended to be

the basis fromwhich more in-depth research can be built. of knowledge sharing
between healthcare teams, specifically taciknowledge sharing amongst cross

professional teams.

Having identified the team types in RH as experienced by participants, it scrutinised
how cross-professional teamwork and KS were understood by participants, and
how they described these phenomena. Whilst my intention was to consider the
levels of KS in coss-professional teams, communication and patiertentred care
were increasingly evident in paticipants accounts. This has grown in importance in
the light of research into medical errors that associated lack of knowledge sharing
and miscommunications.
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ChapterSix: Discussion and conclusion

Teams and teamwork were seen as fundamental to RH, which reflects the strength

of the concept ¢ teamwork within healthcare. Oman rates highly as a collectivist

culture, and as such, one would expect teamwork to be rated highly. However, in the
context ofa highly dynamic and rapidly changing work environment. teams must be

highly flexible and ableto cope with high levels of ambiguity, and clear team
boundaries did not appear to be as important in defining with whom participants

shared knowledge and workedwith (leedma and Scheeres, 2003). Rather they

served to create identities for participants, Inking them to departments or
OPAAEAI EOEAOh AT A AAET ¢ A OOAAI bl AUAOS
11T OAO EI xAOAORh OEA E A AditHe inddadngly ad Bot HasisfoD 6 1 (
OAAIT AT I BT OEOGETT AlT1 Cadak A ODERCHEAGERAA OA C
Waring, 2010) and this was apparent as participants described collaborative work

within and outside teams.

From the findings, it was abar that teams offered participants a sense of belonging
and pride z this is my teamz when they were stable and within the departmental
structure. However, in crossprofessional departmental teams there was a tension
where doctors and nurses worked togetlkr (Finn, 2008). Whilst nurses were more
egalitarian in their conception of team membership, dotors were more likely to
exclude nurses from their crossprofessional teamwork. Also important to
participants was the idea of patienicentred care (PCC) as aacept around which a
team could unify, even if the team was ephemeral. It was held as the getdndard
for teamwork and KS, although participants tended to use the term as a catah for
patient care in general, and rarely included patients in their casiderations of
teamwork and KS. Finally, and most importantly, participants prioritised
interpersonal skills and experience as most important in facilitating teamwork and
KS. All participants would choose to work with and share knowledge with those who
reflected their personal values and were pleasant to work with. However, when
dealing with those who were difficult, it was stressed the work would get done

because the patient must come first.

Just as teams and teamwork are not in and of themselves the ams to the

challenges in modern healthcare, so knotworking is not without its trials, however
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