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ABSTRACT

Collaboration is inherent in higla care systems. Conceptually, collaboration is valued.
Yet how well is collaboration enacted and supported and what does collaboration that
contributes to patiertentred care look and feel lik&?ithin the wealth of existing
information about teamworknd collaboration, | identified the need for research to
address the complexities of the phenomenon of collaboration in pagietned health

care, particularly in relation to interactions among health professionals and to the
organisational support regaa to promote effective team collaboratidhe aim of this
research was to develop a deeper understanding of the nature of collaboration in health

care, in particular of how professional team members collaborate in rehabilitation.

Rehabilitation teams we chosen as an appropriate context for this study since (a) such
teams highlight the complexity of collaboration due to the range of different disciplines
involved, (b) there is a long history of teamwork in rehabilitation, and (c) there is need

for patiets and carers to participate actively in rehabilitation processes. The latter is of

particular relevance given the focus in this research on pageirted care.

The overall research questions explored in this project were:
What is the nature of colb@ration?
How do people experience collaborating in rehabilitation teams?
How does effective collaboration in teams promote patientred health care?
What organisational support is required for collaboration to flourish and

effectively contributéo patientcentred health care?

The research approaches of philosophical hermeneutics and hermeneutic
phenomenologwere suitable fomvestigating the phenomenon as an abstract concept
and as a contextualised human experience. Philosophical herme(@utthsA)

enabled me to develop a deep understanding of the nature of collaboration (the noun) as
presented in the literature; hermeneutic phenomenology (Study B) illuminated the
experiences of rehabilitation team members collaborating (the verb).

Key dimensions of collaboration and collaborating were identified. Collaboration was
seen to involve four key dimensionspdaice, people, purposdprocessacross

which orderedandorganicmodes of collaboration operatacerefers to the situation

of collaboration both in teams with stable membership and in groups with evolving

networks Peoplerefers to the team members involved (both as representatives of their

Xi



discipline roles and as unique individuaBurposerefers to the goals or intended
outcomesthat can be externally driven and rather more predictable or internally driven
and more dynamid®rocesgefers to ways of communicating and interacting that can be
both predetermined, predictable and trainable, as well as chosen and opportunistic,

based a evolving relationships and situations.

| interpreted collaborating to involve fivendeavoudimensionséngagingpositively

wi t h each o tneangidtethedornvaad feel ot the teasstablishing
ways of communicating and working togethemvisioningtogethep at i ent s 0
rehabilitation frameworks with others, aeflectingchanges in people and teams) and
three meteébehaviouraleviewingdimensionsrgflexivityinvolving critical reflection
and development of self in relation to otheesiprocity enabling mutuality of health
care rolesandresponsiveneds facilitating situationally appropriate and contextually

relevant adjustments to collaboration).

| developed a view of collaboration that was both systematic and organic from these
findings of Studies A and B. From this view | develogéd RESPECT Model of
Collaboration where collaboration is presented as

Reflexive

Endeavours (in)

Supportive

Practice (for)

Engaged

Centredon-People

= O m T 0w m

Teamwork.

The titte RESPECT reflects the goal and practice of pattemtred care and the
dimensions of collaboration and collaborating discussed above. As well as producing
The RESPECT Model of Collaboratiowhich has value for use in practice and
education, this researttas stimulated a range of questions and recommendations for

future research.
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CHAPTER 1
INTRODUCTION

ATruth is not found in parts, but i
(Skirbekk & Gilje 2001, B11)

1.1 My starting point

The goal of this researafras to examine the way people (mainly professional staff)
collaborate to provide patiegentred rehabilitation. The setting is neuromusculo
skeletal rehabilitation in Australia, specificalfyone area health servicEhe choice of
collaboration as resechtopic arose from myascination with the complexity of people
working together in healtbare On the surfacé might seemobvious that health
professionals would work with each other and with patients and caveaisds shared
goals shared goalthatfacilitateintegrated and situatially* appropriate health cafer
each particular patienAfter all, why would health professionaistwork with those

i nvol ved with their pandtieclide¢héir patianfse, and
perspectivedears and aspiratianin their decision makingR would alsoappear
evident that organisatisrwould support such catdow could organisaonsnot
activelyseek tdfacilitate such practice

The volume of literature on the subject indicates that evdmthét increasing research,
policy support and educational emphasis on interprofessional prasticghared
decisionmaking with patients and careollaboration remains a challenge for
practitioners, managers, polioyakers educatorand those receivinhealth carel was
curious aboutvhat it wasabout collaboration that rendéré so complex and so

elusive.

The choice of reHalitation teams athe settingor this studyof collaborationvas
motivated byseveral considerationiscluding (a) the necessityof the health care
system to service the needs ofaging populationwith older people commonly
requiring rehabilitation servicdthus my research would be usefaihd (b) the

opportunities provided by rehabilitation situatidasee teamwork iaction(thus |

would be likely to accessollaboration. | see rehabilitation as ideally a patie@ntred,

'!ASi t uiactud ®n 0t he patientos pref er etheimsediaehdalthcard e/ we
setting, and the broader health care context (e.g. policies, economies and organisational systems).



teamfacilitated endeavourndertaken within health camestitutions Rehabilitation
commonlyinvolvesa range ohealth professionals (includimyrses, doctors,
physiotherapists, occupational therapists, sppatiologistsnutritionists, social

workers and neuropsychologists)

Teamworkhas long been key to providirgrange of health care services, including
rehabilitation.Throughout myvaried experienceas a health professional and
community member | have worked in a range of tednsexampleas ahealth
professional | havparticipated aa physiotherapist in rehabilitation teams and a
lactation consultant on advisory committees, whi@aommunity member | habeen
the president athe board of &argenational notfor-profit organisation antieldthe role
of convenor of docal sporting committedy fascination withteams waseightened
by my involvementn a particulahealth promong team where was aware oén

al most exhi | a-h&is-colagoragosonThiewa® d différentoexperience
from that inmany other teamshad worked inl hadfound a new reference point
against which | critiqued my other collaborativgperencesandl developed a new
respect for what could be achieved through collaborasisnvell an awareness of its

complexities and challenges

| began to seeollaboration as beingnorethanworking mechanistically oovertly
cooperatingvith others(such asmight occur whetorses pull togethéo move a cart,
or carsare assembled by a teamfa€tory workers)l saw collaborative teamwork as
having the potential to encompadks invigorating poblemsolving difference
embracingand barrierdissolvirg styles of interactionl had experiencedollaboration,
to me,becamea broad term referring to the process of sharing of knowledge, thoughts
andperspectives betwedlifferentpeople to achieva common purpose. | saw
collaboration as underpinned byesffive communicatiargroup facilitation skillsand
organisationasupport | understood allaborationto be aphenomenon with potential to
deal with thesubtletiesuncertainties and ambiguities @fange of different people
working togetherThe differances that people brought to collaborative situations

provided potential for new understandireggl new ways of working

With my heightened iterestin teams an@volvinginterest in collaboratior,became
more attuned to theollaborationstories of othes, and found they were often tinged

2 Although I recogniss o ci al wor k er s doles, n thimtdesis | indudlesbcial workess ase
professionals contributing to health care.



with frustrationand scepticisml heard that despite the increasing emphasis on
collaboratonwithin health care, health professionals often faced challenges in
developing angustaining collaboratigiparticularly in elation to the people they
worked withandtherequirements of therganisatns they worked withinThey were
required to comply with regulationlse measurably efficientpaintain a balance
between being membenf aparticular professionaliscipline and an interprofessional
team simultaneouslyvork with thedifferentexpectations of society, management,
professions, @tients and carers, and congta develop their professional practice
capabilities It appeared that sonohamlcteristics of health ca organisatins and the
people within thentreated opportunés for collaborative synergieghereathers
create barriersthat could impede collaboration

| brought to this research an awareneghefmanycontextual influences onthe way
people workogether. For exampléheard from colleagues how time pressupesr
remuneration for team meetings, staff shortatpek of evidene-basedyuidelines to
inform teamwork andobstructive workmates couttecrease theparticipationin
collaboraton. Yet | also heard howpportunities to geib know other healtbare staff
through workorganised sporting matches and social evertgided a foundation for
establishing relationships potential/emergingollaborative situationora basis for
cemening valued relationships in established teamselation totime, resourcesnd
opportunities for interpersonal interactioisappeared tane that organisainal support

andp e o pwokk and lifecontextsmattered for collaborain.

| wasalsomindful of whatcollaboration might mean wifferentpeoplein their varied
roles The manager of hospital, who views collaboration in terms of efficiency of
services, seeks to assign a dollar vatueollaboration. The health professiognaho
represerda partcular disciplineanddealswith discipline territories and professional
boundariesis alsoenmeshed within the interpersonal intricacies of collaboraliba
educatorwho seekto prepare novice practitioners to deal with the uncertainties of
working with others, ilsorequired toevaluate and assetb®ir capabilities for practice
in the future Then, most importantly, | contemplated the people at the centre of the
collaborative efforts, the patients and their canet® canbe overwhelmed by the

chdlenges they face wittheir newly altered bodies and interrupted liv€bey are both

the focus of the heal t hasparticipantirttecacai®s c ol



The nature of rehabilitation requires that patients and carers participatyaictitheir
therapy. Viewing patientsd and carers?o
recognised and valued the uniqueness of
capabilities. However, although I initiated this research with the thawpatients

should be key, recognised members of rehabilitation teams, | changed my view as the
research began. | realised that without equivalent agency in teams and responsibility for
ongoing team development, patients werefdloeisof the team withat being

consistently accepted and empowerettammmembersTheissue of their decision

making role and agency was a varigihenomenomnd was parallel taather than

inherent withinteam membershifrather than explicitly portraying their voices,shi

partic

each

research uses patients6 and carersodo experienc

interpreting the (st afcbllpborategOtnerstadedager s 6
needed to examine more deeply the patient and carer role in collaboratisn.

brought to this research my fascinatwith the ways people work togethierhealth

care organisatnsand my interesin contextually relevant ansituationally appropriate
patientcentredhealth careNeither afione size fits afl nora just do ib apprach to

teams and collaboraitn can take into account the myriatifferencesarising from

people dealing with specific situatioredated tgoarticular settingsvithin the broad
contextof health careRather viewedcollaborationasneedng to becritically and
consciouslyrelevant tahe context settingand situationptob e r esponsi ve t
currentsituationsandthe varied roles they play in health caardto recognisehe

uniquenessf the individualsnvolved
1.2 Research topic and rational e

This research exploresllaborationasa complexand inherentomponent of

professional practice in health care, specificallyehabilitation teamdncreasingly the

image and role of clinicians working independently within their prescribed discipline

framework of roles and expertiaee modifiedoy an emphasis on collaboration and

blurring of disciplinary boundaries. The impetus for this transition is multifacetdds

commonly linked to

1 fragmentatiorof health cargas a result oivhich differenthealth care

approachess(ich asacute care, rehabilitation dpreventive healthhave
differentstructuredor their delivery(for example varied funding modédisr

exper.i

o

peop



different health professional disciplinescludingmedical, nursing and allied
health $aff);

1 increased specialisatiai staff and servicesesulting inpatientspotentially
beingtreated and cared for loyanypeople representing range ohealth
professionadisciplines(and disciplinesub-specialties throughout the course of
their illness(for examplea rehabilitation patient may be assessed and treated by
an emergency physiciaaneurologistand acardiologist before being assessed
by a rehabilitation specialist for suitability for rehabilitation involvigses
anda range oflliedhealth professional disciplines)

{1 an aging population with emorbidities in which people requireatment fola
number ofco-existing and interrelateaealth problems, many of which are
beyond the scope of one particul@alth professional discipkn

1 economic rationalisatiowhich seeks to avoid duplication of servicg®rrors

through lack of communication.

Health care policies amdirectionscommonlycall for increasedollaborationramong

health professional&or example, a key principle athealth service performance
management recommendation floe New South Wales Department of Health
encouragedcollaboration and communication to aid the exchange of information and
better coordinate all asCoe&HKriegergd008,378.r vi c e
However, although it is a core component of many current healthdirections,

collaboration is not necessarily easy or straightforward to implement

My starting point forexploring collaboration isny stancehat he complexity of the
phenonenonof collaboratiorprecludes an easy grasp of its entiatyg depthDespite

the increasing amount of research into teams and collabonas®warch has tended to

inform understanding gdarticularaspects of collaboration wiblit synthesisnto a

meaningful wholeunderstandingResearch focusing on collaboration between or within
specific professional disciplinés.g. GarberMadigan, Clicket al. 20@; Wertheimey
RoebuckSpencerConstantinidotet al. 208) is not necessarily meaningful for other

pr of essi onal groups. Measurements of <coll
towards collaboratiofe.g.Hojat, Fields,Veloski et al. 1999 maynot capture the
complexity and the varied mmeeaptiomsgesaretyf t h
included in team collaboration resegrahdexplorations of patiest imvolvementin

teamcollaborationarelargely absent.



Further, although the dynamic nature of health care teams is acknow{edged
Lingard, Espin, Evaret al. 2004)) found thattheimpact of frequent changes to team
membershipn collaboratioremains unexplore@s research has tended to conceatrat
on stableandidentifiable teamsDespite he majority of research exploring
collaboration from narrow standpoints (suchtes of paticular disciplinesnteracting
with each othematients interacting with one professional groopstable teamsthe
reality of collaboration involves a much broader range of health professeanmthteams

with changing membership

In this thesis | aagkowledge heimportance othe organisationatontextof health care
Organisationsiave influence on the cagty for people to collaboratey ensuring
sufficient time, structures, guidance and opportunities for team prsrdinteract with
each otherl also acknowledge the influencetbt particularsettingsandthe specific
(patientfocused)situationsin shapingcollaborative practicePeople working in
differentsettingsand situationsequire and exhibitariedneeds of collaboratiorfor
exampleanestablished team of health professionals, witkear understanding of
responsibilities, roles, and communication styles, can plan, coordinate and provide
clinical management fqratients withuncomplicated medical conditisthrough
regularteam meetigs andongoing informal communicatio his collaboration may be
characterised by ease and familiaiityelation to the people involvedndtheresources
and team processased In contrastthe clinical management afpatientwith a
complex medical @andition livingin a remote aremay requiregeographically disparate
staffto form a temporaryeamto negotiate roleg;larify expectationgnd monitor
changeln thissituationhealth professionalmayhave toexploreand establish
appropriate means gbmmunicationtounderstandande f | exi bl e wi th ot her:

capabilities, andlo work within availableresourceandtime constraints

Although collaboration is important in all areas of health care, | have chosen to locate

this research in the area of reHidiion. Teamwork is a familiar concept in

rehabilitation and anticipated that this settingould beconduciveto accessg a range

oft eams and heal t h pwithdokalosioroRelaabilgaoncarxbp er i enc e s
viewed aone of a number of dérent types of health caréolgar(1962, p.16}

claimed thafi e career of the client as his health status changes through time can be

divided into the antecedents of iliness, periods of alteeadth (including exposure to

health action), and the siéffeds and afteeffects of illnesa. In relationtoP ol gar 0 s



patientcentred conceptualisation of health care, rehabilitation is concerned with

addressing the side effects and aé#ects of illness

As collaboration is essentiallyénterpersondlactivity, the notion opeopleis central

to this research. People are preserthis researcthroughmy framing of health care as
being necessarily patienentred, through mfpcus on the individuadnd collective
capabilitiesof thoseinvolved inhedth professionapractice andthroughmy

recogntion that peoplenvolved incollaborationmay experiencéhe phenomenon
differently.

In this research | am seeking to understand and inform health cavaltregpatients
and health providers gople.This thesis starts fromny stancehat health care needs
to be patiententred and that this patiergtentredness valugeople that is, the totality
of each person and their values, situations and capabilitidgs stanceatientsare
viewedaspeoplewith will, agency needsand preferences rather thdisease entities or
objects for the delivery afost effectiveservicesl also includehosewho deliver health
careas being integral tthe practice and concept pditientcentrednesBecause health
professionals and other staff are affected by and gifect | health car@, they are
also persons of intereg§this researcloonsides patientcentredhealthcare in relation to
rehabilitation services delivered by teams of health professionals wiomith each

otherand withtheir patients and carers.

Thepatientcentred stance of this thegisstrengthened byngbracingthe notion that
people bring their own understandings andialisedoerspectives to health care
collaboration Different meaningsind interpretations of health cared collaborative
situations are integral fgatientcentredhealth carel do not subscribe ta belief that
there isonesingletruth about collaboration to be revealdhther by exploringa
phenomenoifrom various prspectivesresearcttan generate different insights and

meaning

This project is significant becaudee complexity and multifaceted nature of
collaboration was embraced and a broad view of collaboration was pursued. In this way

this research provigea contextuallyrelevantand situationally appropriatesis to

% In this conceptualisationconsiderinjury to be included irthe notion ofillness

*In this thesisfinterpersonai refers to interactions between people ibuiot recessarily restricted to
interactions between twgeople



inform the development of collaboratias an important componentdtientcentred

health care.

1.3

Research goals and questions

From the discussioabovel established my starting point fdri$ research as follows:

T
T

collaboration is thghenomenoham exploring

collaboration among staff in rehabilitation teaim$ealth carés thesettingand
contex under investigation

effectivecollaboration is inherentlgituationally appropriatg§no oneapproach
to collaboration fits altircumstances ancbnditiong;

collaborationis alived phenomenofit is appreciated, enactathdexperienced

differently by different people

Based on this interpretation of collaboratidre goal of this research s inform the

development of collaboratin as part opatientcentredhealth cardy (a) exploring

conceptualisations of collaboration in the literat{ineStudy A, a philosophical

hermeneutic studygnd (b) illuminatingexperiences of collaborating the setting of

rehabilitation team@n Study B, a hermeneutic phenomenology studlgg first of

these studies is important because it frames the expectatidreairrent knowledge and

insightsof collaboration, the second becauseveals actual expemces andubjective

realities of collaboration.

The overall research questsirexplorad were

1 What is the nature of collaboration?

1 How do people experienceollaborating in rehabilitation teams?

1 How does effective allaboration in teams promote patientcentred
health care?

1 What organisational support is required for collaboration to flourish

and effectively contribute to patientcentred health care?



StudyA explored conceptualisations of collaboratinrhe literature with the following
sub-questions:
1 How is collaboration conceptuadid in the literature?
1 According to the literature, mat is the nature of collaboration in health care
(including in rehabilitation teams)?
How can collaboration contribute patientcentrechealth care?
Whatorganisationasupport is required for collaboration to flourish and

effectively contribute to patierttentred health care?

Experiences of collaboraitgin rehabilitation were explored Study Bthrough the sub
questions:
1 What is the nature dhelived experience of dlaboratngin rehabilitation
teams?
What dimensions of collaborating are evident ie a m m eerperencesd
How can collaborating (by rehabilitation team members) contribute to patient
centred health care?
1 How doesorganisationasupport for rehabilittton team$&collaboration

contribute to patienrtentred health care?

Thesimilarity of thetwo final questios in both studies providka link to integrae the
findingsfrom StudesA and B

The termcollaboratingwas introducedh Study Bto highlighttheactionsandbeing
thereof collaboration As | began teengagedeeply in both studies | came to the
realisation that | was looking at two differeagtpects of the phenomenon of
collaboration Althoughcollaborationwasexplored as an abstrawbun in Stugt A
(broad and interesting aa academic topic) realised as | explorechow people
experienced this abstract phenomenon in Studizd | was exploring collaboration as
a verh that iscollaborating Further, he act ofcollaboratinginvolvespeopleengaging
with each otheranexplicit focuswhich strengtheadthe persorcentred stance of this
researchThus,theverbcollaboratingprovided me withan opportunity texplorethe
phenomenon of collaboration e actions motivations and choicex peope asthey

areexperienced in different ways/ members of rehabilitation teams.



1.4 Context and boundaries of the project

Thisresearchs located within the frame of reference of patieahtredhealth cargin
particularrehabilitation andin themultifacetedareaof health caréeams organistions,

and professional practice.

1.4.1 Rehabilitation

People require rehabilitation for a range of reasons. They may require neuro
musculoskeletal rehabilitation (for conditions including brain injury, stregimal cord

injury and musculoskeletal disorders such as arthritis, fracture and amputation),
cardiopulmonary rehabilitation (for situations such as-pogicardialinfarct or chronic
respiratory insufficiency) and rehabilitation for mental health anavebral

difficulties. Due to my particular interest and experience in neuromusculoskeletal teams,
as well as the scope that field provided for exploring collaboration amongst a wide
range of health professional disciplines, this research focused ongeantsng
neuromusculosketal rehabilitatigwhich for convenience is henceforth referred to as

rehabilitation).

a) Definition

Rehabilitation isa complex health care intervention (Wade 2005). In response to his

observation t hat tohvadelgusedaeinitionoor niotletdf | y agr eed

rehabi |l it aWadeq20@bp.§19 propdsathisworking definition:
Rehabilitation is an educational, problesolving process that focuses on
(addressingactivity limitations and aims to optimize patiewtcsgl participation
and weltbeing, and so reduce stress on carer/family.

Despiteits limitations(includingminimal recognition ofthe personwith disabilities)

and & one of a number of different definitisidentified in the literaturéseeTable 28

in Chapter 2)this definitionprovides arting point for framinghe delivery of

rehabilitationservicesn this thesisasthe outcomegwhat is required from

rehabilitation), thestructure(what is needed to provide rehabilitation servicpg)cess

(what happens), anglhois involved (health care staff, patients, carers and families)

Howeverto fully encompass the notion of rehabilitatdta d e 6 s def i ni ti on need:
augmented with the World Health Orgzait i o n 6 ®xpliciaddwegll-recognised
emphasesn (a) functionallimitations and(b) rehabilitationovercominghese

limitationsrather tharacceptinghem(fliacceptanagis perhapsnerroneous
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i mplication of Wade s haveelolvedioter tlee years antVvH O d «
refer ta
1 At ring and retraining the individual to the high@ossible level of functional

abilityo (WHO 1969, cited by Glanvé 1994, p.7);

the Areduction or OGNHOGE9® @4)i on of a di

reaching and maintaini ng tialppgsychiame | phy:

and/or social functional levels, thus providihgm |.e.those with disabilities]

with the tools to change their lives towards a higher level of indepentlence

(WHO 2001, cited by Disler, Camerp& Wilson 2002, p.385).

By augmentingVil d e 6 s d e ftheseWiQ conteptw rielating to enabling broad
functional abilities, rehabilitation is viewed in this thesis as:
an educational, problessolving proces@volving people with disabilitiethat
focuses on overcoming or reducitigir functional limitations in order thahey
canoptimisetheir social participation and welieing,and thugmaximise
independencwithin their lives and communitiesuidin doingso reduce stress

on carer/family.

b) People and rehabilitation

With peopleandtheir unigue situations being integral to rehabilitation, it is unlikely that
p e o prehahilitmtion experiencemeidentical Not only does rehabilitation deal with a
wide range otflisablingconditions, he implications of disabilitiearising from thes
conditions are different for each pers@atiens requireindividual consideration of

their physical, social and psychological functional limitatiamsl the opportunitiesnd
capabilities forovercoming these limitation$he perspectives and actiorfspatients,

their families and carers are integraditermining the goals e€habilitation (Dobkin
2003).

As well as ehabilitationbeing a time of opportunity to overcome functional limitagion
it can alsdeatime of vulnerabilityfor patients andarers. Their current situations and
future journeysancontain many unknowns as they simultaneopsiicipate in
rehabilitation and learn to understand and cope with disability (Dobkin 2R8%)grt

of their disability,patients may experienc®gnitive and communication limitations
which can challeng¢heirinvolvement with decisions and participation in treatments.
Healthprofessionals may be required to use a range of strategepatients and their

carersn order toestablishmeaningful goals ahimplement effectivéherapy.Carers
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havemultiple roles in rehabilitatiowhich often extend beyondt he pat i ent 6 s
rehabilitation Besidegproviding emotional support, carexsmmonlyprovide

assistance with range ofunctional activities Thisassistance can involy®oviding

physical helgwith selfcare and mobility; facilitating social involvement (such as

aiding communicatioand guiding appropriate interactigramd advocatingn behalf

of patients (to ensure that fears, aspirations argppetives are heashd acted on
However, patientarer relationships can be complicated and caring can be challenging
Intenseongoing caringan lead to carers experiencing psychological distréisst

2009.

¢) Rehabilitation in Australia

In recentyears the number of Australians with disabling conditions has increased
considerablyAustralia Institute of Health and Welfare 2008)th a resuling

escalationn the need for rehabilitation services (Simmonds & Stevermuer 2008).
Rehabilitation serviceism Australia vary in location, nature and sources of funding.
Patients can be looked after by different teams in different locations during their process
of rehabilitation. Services within acute care private or public hospitals are primarily
aimed at stabsing medical problems. Patients tend be transferred to an inpatient unit
for ongoing rehabilitation, or they might receive therapy from rehabilitation teams on an
ambulatory basis. Other rehabilitation services aim to integrate patients into thejr socia
work and community roles on discharge from intensive therapy. Specialised units are
commonly located in metropolitan areas. These units either accept patients transferred
from rural and regional locatns or provide outreach prograrto these areas.

Rehabilitation services can be privately or publicly funded. Some privately funded
services are available to patients who have compensation insurance, private health
insurance or private means to cover financial cds$te.majority of rehabilitation
serviceshowever are funded by state, with tl@gommonwealtiGovernment funding
rehabilitation services required by war veterans and vocational rehabilitation following
workplace injuy. Specific rehabilitation conditions (such as stroke and acquired brain

injury) may receive specific government funding to develop services.

The complexity of funding can lead to attempted cost shifting between departments and
services, challengg the provisionof long-term planning anthedevelopment of
rehabilitation services. &alth professionals working within rehabilitation nizey

required to ensure that patients are transferred appropriately to receive the most

12
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applicablerehabilitation by the most suitable team. This thesis is located in the publicly
funded rehabilitation seice, with itsdiversesources of state and commonwealth
funding, its need to transfer patients between different health care locations, and its

differentdegrees of specialised service.

d) Rehabilitation teams

Teams are a weliecognised means of deliveg rehabilitation services. Some teams
have a speciakgifocus, such as brain injury, stroke, spinal injury or work ijur
others haveamore general focus and accept patients with a range of conditions.
Regardless of their focu$e longterm charactestic of dvision of rolesamong
different professional groups rehabilitation services (Gritzer & Arluke198k5)

common to rehabilitation teams

With rehabilitation being beyond the scope of any one professional discipline and not
the sole focus of anyhe needor health professionals to work together to provide
rehabilitation services is appareBbctorscommonly act as gatekeepéos admission

to rehabilitation and take responsibilfiyr p a t | meditakstatusie Lisa, Martin &
Currie 1993)Coret 0 n uwotesignsibtainingp a t i physitaswellbeingcare of

their continence and skin, and continuation of therdggughouthe 24 hours (Waters

& Luker 1996). Allied healtlprofessionals$ulfil a number of roles includingn
alphabeticabrder) dieticians who aim to establish and maintain normal nutritional
statusneuropsychologistsyh o manage patientsd behavi ou
therapistswh o f oc us o-arepprotuctizity &nd l@isuse adtivities;
physiotherafsts who facilitate physical recovergpcial workerswho are involved in
future plannindor adjustments toidability and lifestyle changeand speech
pathologistswho aim to improve language and feeding (Allied Health in Rehabilitation
ConsultativeCommittee 2007)

Goal setting is a central featurerehabilitation teamfNade 2009). €am members

typically meet on a regular basis to discuss pateentc ondi t i onandsetnd si t
goals for rehabilitationThese goals provide motivation to pateand team members,

ensure that everyone is working towards the same ous;@me allowfor monitoring

of plans and therapy outcomes.
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1.4.2 Health care

Health care is aomplex, evolvingconcept meaning different things to different
peopleViews of heéth and ways of accessing and providing health care tend to reflect
socially acquired attitudes and social structures (Giddens 1993). In this thesis |
conceptualise tath care as a complex, sociallgnstructed set of systems, providers,
approaches andeivs that providethe framework and drivers fanplementinghealth
carestrateges.Health care in Australia in current times is characterised by a
multiplicity and fragmentation of health services &ydhe consequent need for health
professionals to wii together to integrate services and involveguds in treatment
decisions (dickett 2007). recognise that challenges and opportunities for collaboration
are contained with these fragmentationdijfferences andomplexities

a) Different perspective s of health care

Health care is rich in differing pgpectives and ways of workinghis dynamic

heterogeneity has potentialfior ai se awareness, | mghamgge communi
the way services are delivered to and experienced by service uséigvinsbn 2004
p.161).However,withoutrecogntion of the value of varied understandings and ways of

working, these differences can also challenge open communication between those

providing, receiving and managing health care

A brief example osomeof the variousways health care can be perceivg@grovided in
Scenario 1.1This scenario, compileddm views of health care | have encountered in
my reading ad experiences, is a general representation of different perceptions rather
than relating to partidar people, situations or authorsise this scenario to provide an
example of the wide range of different understarslofghealthcareand the diversityf

implications for action.

The hypothetical responses of different disciplines to a proposahégltn policy
maker to develop understandings of health and improve health care illustrate differences

in their conceptualisations of health care and what is required for improvement. In this

scenari o, the manager 6s neoedcydflealthcpreant i fi ed i
services conflicted with the patientds valuin
understanding. The doctorés preference for ob
current model of practiceishdoexpandged from t he s
understandings of soci al determinants of heal
sociologist highlights an awareness that peop
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Through this scenario it can be seen that working with divergent wehealth creates

the pdential for misunderstandings.

Scenario 1.1 Hypothetical examples of different conceptualisations of health care

iWe nteceelvel op our wunderstanding of heal t healtpoticyi m
maker.

Those listening welcomed the statement. They nodded in agreement, each confident of their grasp of the
implications.

i Ab o ut, thoughbteedhealth manager ,Aiwe can target our health str

better value for the dollar. o
i Wo n d e corficurdedbthe doctor ,i we wi | | have a better scientifi
iSounds p,rspecolatedithe gooial worker ifwe need a br oader cialfactbesr

i nfl uenci nfigadh etalet hetn v.i.r.o naddedtheahvirohnzectdl stiensisd .

iThi s has,enhasedethe tamalémentary and alternative health practitioner ,At hi s mi
the focus from illness to wellnesso.

i At ,bighedtthe patient tothecarer,it hey wi |l |l | i stkenveowiwhhtthtsi
i Hmm, 0 sphilosdphdr haethe sociologist ,fil wonder wh a thealthlare health eaae 0 b

| contend thain order to contribute positively to patiecgntred health carégalth
professionals need tecognisénow their own understandindi with and contribute to
those of otherdD u n n 6 s, p.789Y &S&eAion fronb0 yearsagohasrelevancdor
patientcentredhealth care today
It is natural for each group competent in a special field of knowledge to
approach ta study and care of the wellbeing of nfeam its own particular
point of vantage, but this must not preclude considerations of the unity of man as
a whole living within a constantly changing total environment. Heykel
wellness can never be achievedragments, ignoring the unity of thehwaie
Different understandirgpf health ardramed in this project as playiragkey role in
maximising the potential faraluing, using an@évolvingmultiple perceptions and

approaches to collaboratitimat arise fronthe multifaceted nature of health care.

b) Patient -centred health care

Patients as individuals with worth and dignity who are part of wider societal contexts
underpin patienrtentred professional practice (Trede & Haynes 2088he centre of
patientcentred care is the notion that the patientisvedas he @A most | mport
component of any i nt e raadeasdniemnboded geiSannathéro n .
than in terms of health outcomes or disea¥aisn Glossop (2006, p.xii), a strong

proponent of ptientcentred practice, explained the basis of this approach:
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| am unique. | am not a collection of symptoms and physical problems. | am
more than the sum of my disabilities. My goals may not be your goals; things
which you consider necessary to your vexystence may be of little or no
importance to me.
Patients reportedly appreciate being at the centre of rehabilifatiogsing on patients as
people(Wain, Kneebong& Billings 2008).

My conceptualisation of patieigentred approaches to health carthia thesis focuses

on the balance between patientso6é values and h
patientsd needs. This conceptwualisation is in
that patienicentred health care requires an appropriate bafafice t ween sci ence and
humanities, between di sease categories and pa
technological medicine and primary care, and, most important of all, a balance between
patientds wishes ... andf tthhee iprr onf eeesdss o0.n aA cdhsi eu
balance involves incorporating into health care decisiank i ng bot h t he pati ent
per sonal experiences and values, and the heal
1996). In patiententred health care professionals andepéd aspire towards

democratic professional relationships when considering health care options.

In using the ternpatientcentredthroughout this thesis | acknowledge that the
appropriateness of the tepatientis contested (based on Neuberger 1999¢. fEhms

patient, client, userandconsumefNeuberger 1999) antb-producer of healtlfLeeder

2004) are labels that contain various connotations (Deber, Kraetschmer, Urowitz et al.
2005) and implicit assumptions (Wing 1997). Debate is evident in thatliterabout
limitations arising from these meanings and assumptions, but there is lack of consensus
about the most appropriate term. The tediient, consumerandcustomethave been
criticised for their implications about the commercial nature of théaakhip between
providers and users of health care (Neuberger 198&ér 2004; Debat al. 2005;
Hutchison 2006). On the other hand, the tpatient,with its origins in Latin (meaning

to suffer or bear), has been accused of implying passive rolpatfents and

domination by health professionals (Neuberger 1999). Furthermore, encounters that
relate to lifestyle choices rather than iliness, such as seeking advice on fertility or care
during pregnancy, are not well served by the tpatient(Neuberge 1999). However,

when given the choice of the terpatient, client, customer, consumer, partaad

survivora group of surveyed health care users identggtientas being least
objectionable as it was fwbeabugeda d ns eal Ineordoe | ot h
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(Deberet al.2005, p.351). Another surveyed group of hospital patients preferred the
termpatienttoclientor ot her titles (Nair 1998, p. 59
business, Opatientdé affirmsenthe seuwvd<s et a

commerci ali sedbo.

With the multiplicity of health meanings it appears unreasonable to expect one term to
suit all situations. Therefore, although | recognise limitations with the ysatieht |
acknowledge that this term has pervasiliepygh incomplete, acceptance by many users
and providers of health care services, particularly in acute areas. My choice of the term
patientfor this thesis reflects these points. Furthermore it is a label that the participants

in my research tended to use

A range of terms denoting active participation arfdcus on the patient as a perbas

been introduced withte s hi ft i n health care from pat
target of medical intervent i onsonnmakingt aki n.
(Lepl ege, Gzil , Cammel | i et al .-clien®07, p .

person, individual/-centred-oriented,-focused,-d i r e c t e dl& chposing1lo5 5 6 )
use the ternpatientcentredin this thesis hcknowledgehatterms denotingthe patient

as a person and active participant in their caag vary be explicitly differentiatedr

be used interchangeably

Freeth (2007provides an example of an autlibiferentiating between varied uses of

the termgatientcentredandpersoncentral. Shedescribed (apatientcentredas

relating primarily to a clinical method and type of relationship between patients and

health professionals that aims to understand the whole person, use shared decision
making and achieve patient empowent) and (bpersoncentredasrelating

particularly to approachasiderpinned by humanistic philosophy and involving an

Afet hical engddemergt amidt hr elFomfreeto, pessbni ps o ( p
centred(in health carejvas a term that wasartiaularly associateavith mental health
counsellingand wasnformedby a deep understanding of theories of Carl Rogérs
thisthesis, wi | e acknowl edgi ndpardifierentiatianglalso of Fr e

recognise that other authors may not usddtms with such precision

® Carl Rogers (1902987) is commonly acknowledged as the founder of the humanistic approach to
psychology.
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Beyondthe particular term usdaly authorsl concur withviews that valued thpeople

involved in health care. For example, Titchen (1996) and McCormack (28pkyed

roles played by health care providers@eoplein developingelationships withand

providing patienicentred care t@atients apeople Titchen (1996, p.182) described

patientcentredhur si ng in relation to an experienced n
used herself i n her r el @arethatrwashndipduallywi t h pati en
tailored to their needs. Expressing a similar idea, McCormack (2004, p.37) concluded

that apersoncentrednodel f or nursing fAappears to be a u:c
people and others significant to them to establish ancdohnected relationship with

nurses and ot her care workerso.

Patientcentredness has also informed other views of health Relieionshipcentred

care for example, igrounded irthe notionpatientcentredhessbutis explicitly

concerned withhe relaionships between people in health c&@each, InuandThe

RelationshipCentered Care Research Netw(@R06,p.S4 explain that relationship

centredc ar e fembraces and e x pente@dness vateintiper i nci pl es
patientclinician relationsh pandconsides fithe relationships of clinicianlinician,

clinician-community,and cliniciansef as foundational and intrinsic tealth caré.®

c) The Australian Health Care System

The broad context of this research is the Australian health caesrsystumber of

interrelated factors influence the provision of professional health care in Australia, as
shown in Figure 1.1. Health professionals in Australia are not only required to work

within complex health care systems, they also face challenggésdeb different

meanings of health, changing demographics, economic constraints, increasing
specialisation, the consumer movement and interprofessional practice. For example,

with an iliness view of health dominating the mainstream health care systean and
wellness view of health being espoused as ideal, the health care system can at times lack
conceptual clarity. Health professionals are required (and commonly desire) to
collaborate with each other and with patients and carers to provide {uzrerdd

health care, while simultaneously being accountable to health care systems that are
struggling to cope with spiralling health car
the practice of humanistic health care in which patients have equity of accesss ahoice

their health care, and input into their health care decisions; yre#tkto constrainost

® Being relevant to collaboration, texts related to relationshitred care are explor@dStudy A.
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of health care needsipports managerial approaches to the provision of health care
services New technologies are being sought, yet these developmenticcaasie the
cost of health care.

Influences from broad contexts
Changing demograph ics in Australia
Economic constraints  resulting from spiralling health care costs
Globalisation and rapid development of technology resulting in:
a) increasing number of therapeutic interventions

b) increasing complexity of therapeutic interventions

c) rapid increase in professional knowledge View of health
fiHeal t h as w

d) rapid dissemination of health care information )
acknowledged as ideal

e) increasing use of organisational theory in the management of /N model of health
health care N—/ )
. . . Alll nesso vi
f) blurring of national boundaries dominates mainstream
Consumer movement health care system

The consumer movement both informs and is informed by:
a) new public health movement, with recognition of role of social /\

factors in health
b) emphasis on human rights and equity
c) development of market-oriented health care
d) increasing education about health
e) increasing accessibility to health care information
(based on Carter and O06C

\/

1  Accountability of health care providers for the provision of health care is a focus of health
care management.

Consequences for the provision of health care

1 Health professionals are undergoing increasing specialisation.
1 Continual ongoing professional education is considered vital.

1 Teamwork and interprofessional collaboration are required to coordinate and integrate
complex health care.

1 Consumers are increasingly expecting:
0 representation in health policy review and planning
0 transparency, openness and accountability of health care services
o choice in health care
0 equity of access to health care
o inputinto individual health care decisions.

1 Consumers are increasingly using the Internet to become informed about health issues
relating to their individual care.

Figure 1.1 Influences on health care service provision in Austral
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1.4.3 Organisations as a context for teams

Many forms of health care, including rehabilitation, occur in organisational contexts.

Organisations play an important role in current society. The contributidhe of

eminentsociologist Etzioni (1964) to early organisational theory provide a framework

for conceptualisinghe context of collaboration in rehabilitation teams. According to

Etzioni (1964, p.3)organisations contain social units or human groupings that are

deliberately planned, constructed and reconstructed to fulfil particular goathegnd

are characterised by:
T Adivisions of | abour , power and communicat
T A"the presence of one or more power centres

of the organization and directhem t oward its goal so;

T Asubstitution of personnel, i.e. unsatisfa

assigned to their taskso.

Each of these organisational parameters and characteristics has relevance for
collaboration a explored in this thesis. Organisations are created by individuals, and
collaboration within organisations is dependent on interpersonal ititgracower,
communicatiorandthe division of labour creatée need for integration and

coordination of sefiges within and between organisations, which in turn create the need
for collaboration. The location of power in different organisational centres may create
challenges for collaboration between competing power balances. The substitution of
personnel creaseopportunities and challenges those involved in the collabaoat

may need to restablishinterpersonal communication. A key diffecerbetween the
substitution described by Etzioni and that experienced in health care is that health care
staff commolty change positions due to career or lifestyle, choices, personal interests
and rosters.

Organisations have since been conceptualised in many different ways. Morgan (2006)

described these conceptualisations in terms of metaptiatedto different

organsation and management theoride contended thatlthoughmetaphors enable us

Ato undeespamidemme in terms of anothero, the
incomplete and misleading (Morgan 2006b). The different metaphors he described to
conceptualis@rganisations includmachinegin which managers organise work, and

workers are selected, trained and monitored to ensure they work efficierglghisms

(in which organisationareviewedas open systems that need to adapt to changing

environments), ahinstruments of dominatiofwherepower,customs or legal
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precedents determine leadershipjs important tarecognise the extent to whithe

powerful insights created throughetaphors can also become distortjdrecausehe

way of A s e eoughgmataphersbécentts & wayofs eei ngo ( Mor ga
2006, p.5)Thussinglemetaphorsan be too simplistiGan limitawholeunderstanding

of organisations and can perpetuate particular views and ways of working within them.

Theforganisation as a mained metaphorfor understandingas been brought to the
fore by lecent moves to rationalise health care cthstaugh seekingredictable and
reprodwible servicesThis move was critiqued ohmer(2010, p.@):
A flaw in some of the proposals for fixifgealth care is the failure to address
the complexity of patient care in which predictability and ambiguity exist side
by side. For example, some hospitals have applied principles of the Toyota
Production System to perfect the technique for placing aatemnous line.
This has allowed them to reduce the associated infection rate & aero
remarkable achievementout it has not helped in the management of patients
with multiple diseases whose condition is rapidly deteriorating.
I concur wi t Inaliathemngeroficar predaction strategies in complex
health careWith theapplcationof principles of car production it could be argued that
this health care strategy exemplifies the metaphor of the organisation as a machine.
Althoughnot disputing lhe importance of decreasing infection rates, | argue that
strategies based on car production techniques reflect the use of an organisational
metaphor of health organisations as machines and that this view is insufficié for

complex health care needbspatients, including those within rehabilitation services.

The power of metaphors lies in their capacity to prompt reflection and crithjuen
relevantmetaphors are viewed collectively these ways of conceptualising organisations
canprovide an overvie of theinsights and characteristidbe distortions and

limitations, andthatoverviewprovides a strong foundation for a more complete view of
organisations asettingsfor teams.Thus my stance on organisational understandings,
while informed by Etzin i 6 s p r o genities df organisatioas, ot limited to

any partcular organisational metaphoratRer | recognise thatariousunderstandings

and strategies are required to address complex healtifbaoeighout the projedt

sought to remaiopen to different ways of conceptualising organisatisetingsand

the teams within them.
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1.4.4 Health care teams

In Australia, comprehensive health care is commonly provided by teams of health
professionals and involves collaboration between a varyimgoer of health
professionals fromrarioushealth professional groups, and between health professionals
andpatients The purpose of seeking to uskective teams to deliver health care is
multifaceted and has besuaccinctlysummarised by Mickan (200%) terms of the
benefits (a}o patients, by enhancing satisfaction and outcomeso eam members,
throughfacilitating greater role clarity and enhancing job satisfactiontqtams, by
maximising professional diversity, by improvingacdination & care and enabling
efficient use of heath care servicasd(d) to organisations, through reducing
hospitalisation times and unanticipated admissibliasvever, @spite the clarity of

these benefits, conceptualising health care teams and teamworktisigbittforward.

a) Conceptualising health care teams

In acknowledging théack of clarity surrounidg conceptubsations of health care
teams, | concur witthe statemenby Wieland Kramer, Waite et al1996, p.656) that
Awhat i stecamigrotobv d wefinitions of the ternvary, as shown by the
examples provided in Table 1Althoughthesedefinitions refer to theharacteristics of
team location, member characteristiegsmgoals and processéeea ut hor s 0
recognitionof ambiguityin relation to these characteristiearied.Wieland and
colleague®xplicitly acknowledgedhat teams differed in relation tnembershipin
contrast, Mckan (2005)specifiedthatteans hadsmall, manageabimembershipand
Thylefors, Persson and Hellstrém (200&Quiredrepresentation of at leatstiree

different professiont constitute a team

Table 11 Definitionsof team(in health carg

Definition Key points

Minimally, a professional group is a team if it shares a common work Team location

setting and set of patients, but teams differ among themselves in their Team processes

membership composition, commitment to shared goals, degree of T |

collaboration in accomplishing team-related tasks, handling of leadership, €am goa

and the kind of attention paid to team process. (Wieland et al.1996, p.656)

Teams contain a small manageable number of members, who have the Team member

right mix of skills and expertise, who are all committed to a meaningful attributes and number

purpose, with achievable performance goals for they are collectively Team processes

responsible. Team members regularly communicate, solve problems, make T |

decisions and manage conflict, while adopting a common approach to eam goa

economic, administrative and social functioning. Each team member must

have a distinctive and necessary role within the team. (Mickan 2005,

pp.211-212)

ffan organizational work unit made Team location

(Thylefors et al. 2005, p.105) Team member
attributes and number
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Althoughddfinitions such as those of Mickan (2005) and Thylefetral.(2005)provide
a usefulstarting poinfor conceptualisinghe complexity of teamshey assuma
stability of team membeingo thatis not necessarily presentafi health care teamin
many aeas of health care (including rehabilitatiolam membershipanchangewith
work shift rostersallocatedpositionrotationsor personal work choice$urthemore
thedefinitionsin Table 1.1do notaddresshe issuerelated to conceptualisirigrge
team entitiesvith (a) fluid team boundariegor exampleteams with subgroupsand (b)
teamswith anumber of members frothe same discipline who hold additional
meetingswithin their discipline In articles where such team complexities were
recognisedihe core team of stable team members within the larger team tended to be
the focus of the researcather than the more fluid aspects of the téaum. Baggs,
Norton, Schmitt et al. 2004; Lingard et al. 2D04

In this thesis | acknowledgbevaryingforms of teamsthe dynamic nature of team
membershi@nd the fliidity of team boundarie3.o be ableto embrace the comgkity

of teams in health carealopted an inclusiveonceptualisationf teamsForthe

exploration of literature iBtudy A | began wih an understanding e¢damsasgroups

of individuals with personal agency to use and to develop structures and frameworks for
their collective and effective operationgecogised varying forms of teamand

viewedthe term team to broadly encompasskdshedformal teamswith regular

meetings, temporarmgask groupgormed to fulfil a particular goal, andformal

networkswhose members may communicate intermittently.

In relation to collaboratigin rehabilitation teamgStudy B),I chose to explore
experiences in the entity that the participants vieweltheis team(rather than what |
deemed to be their teantor the purpose of identifying rehabilitation teams to
participate in this research, | defined a rehabilitation team as:
agroupwith a seltexpressed identity of beingfaehabilitation teamwhose
major service function was rehabilitation of individuals with neuromuscular or
musculoskeletal conditions that have been acquired or developed through trauma
or disease; a grougpmprised of a minimurof three different health
professional disciplineshat holdsregular team meetings.
By taking this broad view | avoiddzking sidetracked by questions such as: How
blurred can team boundaries be before the entity can no longer be considered a team?
How interchangeable can team membership be, before the feeling of teamness is lost?

How many concurrent teams can team members belong to before their loyalty to all is
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unworkably compsmised?This definition wassufficiently broad to avoid excluding

team entieswith dynamic and fluid natures.

b) Models of teams

Different models of teasand th& accompanyingmplications for team membéys
interactionswith eachotherwerefound to bethe focus of a large body of literatute.
health care ie dominant irgrest was on models of teanelated to the often used but
poorly defined descriptorsnultidisciplinary, interdis@linary and transdisciplinary
(based on Choi & Pak 2006Jommonfeatures of this interest weream members in
relation to the disciplineney represented@nd the influence of team structure on the
ways people worked togethdrable 12 provides an example of oparticular
conceptualisation of rehabilitation team modefsrovide this example to demonstrate

how t eam me mb enmdse8ponsihilities vagy batweenmiffereat team types.

Table 1.2 Rehabilitation team models
(based on Zorowitz 2006)

Team model Characteristics Limitations

Multidisciplinary | Doctor controls team Patients not involved

team Team meets to coordinate patient care Services may be omitted,
Patients are not included in decision-making | fragmented or duplicated
processes Team membersd ex

not be used effectively

Interdisciplinary | The team is not necessarily led by the Team meetings require time

team doctor. Team members work within their Team members may need to be
areas of expertise and coordinate with the trained in team processes

work of others .
Individual team members need to

Reports of functional progress, decision cede some control to the team so
making and care plans are developed at that patient care is driven by the
case conferences team processes

The patient is the ¢Ce Thedoctorneeds to allow team
and plays an important role in goal setting decision making yet take medico-

Ideas are exchanged that lead to changes in | legal responsibility for outcomes

patientsdé treatments

Transdisciplinary | Communication and shared treatment Team meetings require time
team among team members Team members may need to be
All team members have the opportunity to trained in team processes
work on all areas of function Team members need to cede
Team meetings are more oriented to some control to the team so that

pati ent sd fodisciplindso n t h| patientcare is driven by the team

In the case of discrepancies, leadership may | Processes
be provided by the most relevant discipline

In this researchsought to remain open to hgweople(as individuals and as members
of their professional discipline) rather than discipline entities worked coliibely

with each otherThus rather than making judgemeras tothe relative merits of these
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different models of teams | acknowledigieir differences as contributing to the

complexity of resourcing, preparing for, and working in health care teams.

c) Teamwork and collaboration

Theconcepts ofeamworkandcollaborationwere often used interchangeablyhalth
careliterature Kvarnstrdn (2008), for examplaid not differentiate between teamwork
and collaboratiomndGibbon (1999Yid not differentate between team processes and
collaboration. Similarly Wilsonlioores,Woodhead Lyons et al. (2005) did not
differentiate between teamwork and collaborapvactice.ln contrast Reeves, Lewin,
Espin et al(2010) advocatetbr a typology of terms relateid interprofessional work

to facilitate the e r pnexide usetheydistinguishedeamwork from collaboration,
coordination and networkindichose not to start with differentiation between the terms
since the literature has understanding to offer achesterms. Rathdrsought to be

open to all uses of the terms teamwork and collaborati@nwanting to exclude the
notions of teamworkcoordination and networking from my exploration of
collaboration in health care teanf®r example, the concept adardination became
subsumed into emergent themes around shared decision making and the identification of
networking teams as opposed to fixed and stable teams was an important part of my
findings. Furthermy definition of teamwork for this thesigas delberately broad and
incorporatedhe ways people in a group work together, communicate with each other,

and perhaps negotiate their roles, in order to achieve their shared aims.

Also informing my understanding of teamwork for this thesis were the chasticteof
effective teamwork identified by Mickan and Rodger (280These characteristics
(shown in Table 1.3) were identified from the aburi@anpirical and anecdotal
recommendations for effective teamwork. | acknowledge the influence of organisation,
individual and team processes on teamwork. The multifaceted nature of these

characteristics suitethe complexity | embraced in this thesis.

Many of these teamwork characteristics (such as appropriate cultuieneeledge

and cohesions) take time tovedop, deying easy prescription and resisj

measuremenrbased approaches to assessment, teamwork and collaboration; these
features have been describediasi cked competenci Paged ( basec

2009. Thus, in this thesis | recognise that teanesa@mplex entities with differing
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purposes and multifaceted requirements for effectiveness, and that teamwork can

present educational challenges. | embraced fiaéakedness ’.

Table 1.3Characteristics of effective teamwork
(from Mickan& Rodger 2008)

Organisational structure Individual contribution Team processes
Clear purpose Self-knowledge Coordination
Appropriate culture Trust Communication
Specified task Commitment Cohesion

Distinct roles Flexibility Decision making
Suitable leadership Conflict management
Relevant members Social relationships
Adequate resources Performance feedback

1.4.5 Health professions and professional practice

Collaboration in rehabilitation teamvolves health professionals, patients and carers,
andoccurs witlin our shaped and constructed understandings of organisdteaith
careand professional practicEonsistent with embracing complex meanings of
organisationsteamsand thepeoplein this thesis, | similarhadopt a complex view of

the concept ofealh professionl acknowledg€a) that there argariedunderstandings
of what is involved in being healthprofessiona(andtherelatedconcepts of
professional practice angrofessionalisr)) and(b) thatthe explicit requirements for

regulating health mfessionsareonly one part of professions and professional practice.

a) Explicit requirements

Health professionals are required to work within sets of interconnected obligations and
expectations, including professional registration regulations, profegsissociation

codes of conducgndlegal requirements (Delany & Griffiths 2008). To address these
expectationscoursesareaccredited, individual practitioners are registered, and
preferred conducsimonitored.In Australia, health professional educatiwithin

accredited university courses prepares students for registration with the relevant
professional licensing bodies. This credentialing has a number of roles, including
regulating membership of health professions, ensuring competence (Longesafh€96)
protecting public interest rather than the interests of health professional disciplines

(Council of Australian Governments 2008).

"My use of the ternwickednesss based ofknightandPag® s ( 2 0 ®iékéd congpetemciesd
Rittel and We b b eickédprobleim3Cha dcteristiostof wicked prdblems include being
unique; having no righor-wrong or trueor-false solutions; being a symptom of another problem;

showing that #fAsolvingd of one wicked problem | eads
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b) Definitions and meanings

Descriptions and definitions grofessionCruess & Cruess 2008) apdbfessional
practicevary (Kemmis 2006). In their exploration of different definitions of profession,

as shown by examples in Table 1.4, Cruess and Cruess (2008) noted that simple
definitions tended to focus on the knowledge base, service orientation, training and code
of ethics. The more complex definitions encompassed notions such as professions
having their own culture and ongg development (Higgs, Hummed&, Roe Shaw

2008) and professional status being a social contract with society (Cruess & Cruess

2008, p.11).

Table 1.4Definitions of the ternprofession
(based on Cruess & Crue®808, Higgs, Hummell et a2008)

Definitions of profession Key points
An occupation that regulates itself through systematic, required 1 Specialised knowledge
training and collegial discipline; that has a base technical base
specialized knowledge; and that has a service rather than profit 1 Service
orientation, enshrined in its code of ethics. (Cruess & Cruess 2008, f  Training
p.1, citing Star 1982) 1 Code of ethics
An occupation whose core element is work based upon the mastery 1 Specialised knowledge
of a complex body of knowledge and skills. It is a vocation in which base
knowledge of some department of science or learning or the 1 Service
practice of an art founded upon it is used in the service of others. Its 1 Code of ethics
members are governed by codes of ethics and profess a T  Social contract
commitment to competence, integrity and morality, altruism, and the 1 Accountability
promotion of the public good within their domain. These 1  Self-regulation
commitments for the basis of a social contract between a profession f  Autonomy
and society, which in return grants the profession a monopoly over
the use of its knowledge base, the right to considerable autonomy
in practice, and the privilege of self-regulation. Professions and their
members are accountable to those served, to the profession, and to
society. (Cruess & Cruess 2008, p.11-12, citing Oxford English
Dictionary 1989)
A self-regulated occupational group having a body of knowledge, an 1 Specialised knowledge
inherent culture and a recognised role in serving society. base
Professions operate under continual scrutiny and development, and 1 Service
are self-regulated, accountable, and guided by a code of ethical f Code of ethics
conduct in practice decisions and actions. Membership of a 1  Social contract
profession requires completion of an appropriate (commonly 1 Accountability
degree-based) intensive educational program. (Higgs, Hummell et 1  Self-regulation
al. 2008, p.58). 9 Education

1 Continual development

1 Decision and actions

The notion of professionalism is relevant to professionipaofessional practice and
commonly refers to individual professionals behaving in a socially responsible and
accountable manner. Professionalism also includes the image that hefal¢sipnals
project to others, and the role of this image in promoting successful relationships with
patients and with each other (based on Brosky, Keefer, Hodge2@03). How health
professionals are perceived by others may influence many aspeot&bbdaton.
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This thesis takes a complex view of profession. To explore the phenomenon of

collaborationjt is necessary to acknowledtiee ambiguities and complexities related to

notions such as autonomy, accountability, education, professional deeailp@md

decisions and actions. | concur with fbowing view of professional practice:
[professional practice encompagdege manner in which practitioners perform
the roles and tasks of their profession in conjunction with individuals who are
their dients or patients. It includes, but is not limited to, the application of
theory and practice principles to real world problems. The difficulty for
practitioners lies with thBmessy nature of these problems, unlike their
fisanitized textbook counterpastupon which much professional preparation is
focused. (Higgs, Titatn,& Neville 2001, p.4)

This definition acknowledges difficulties in preparing theoreticallyffeab situations

and highlights the unpredictable nature of professional practice aodritral role

played by patients. These ideas are core aspects of my research frame of reference.

Kemmis (2006 plsowrote about the complexif professional practic@roposng a
multi-dimensional understanding that viewed individual practitioners nvitigir wider
social contexts. He recognised the importance of patients in profegsiactte

saying thattheywerg n ot mer el y 6éobjectsd operated
but personsn-themselves who are, to a greater or lesser deigneeing subjectavho

are coparticipants in practicg(Kemmis 2006, p.5).

¢) Components of practice

Practicehas elements that are transferalvld ean be developed or taughbwever

some of these elements may not be expieh Manen 1998 Higgs, Titchen&

Neville 200). Van Manen (§.65) acknowledgedntangiblepracticedimensions in his
descri pt i o ntheekplicpandthettacicdenensigns df the roles, precepts,
codes, principles, guides, commitments, affects, and behaviors that one slbserve
recommends wi t hi ninanotheeramesgietatigididgs aaditchem n o .
(2001, p.3) identified professional practice as an ongoing lived experience that involves
practid@doongbs d@lkeiomnd lihega ooms they d@re sociakd into

their profession and work towards developing practice that is peepteed,

contexually relevant, authentic and wise. The authors noted the ephemeral dimensions

of these qualities and proposed that rational, intuitive and creative thinkyng piée

infiprofessional journeys towards expertiseo
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d) People in models of practice

A number & models of practice supportf@acus onpeoplein health care. In the

interactional professionahnodel of professional practice, health professionalsante

effectively withbothpatients and their dynamic environmertggs & Hunt 1999).

This model of practice acknowledges the importance of patarttedness arttie

need for interpersonal communication in professional practice. With a similar emphasis

on communicationP. Clark (1997, p.448) proposed theflective practitionet modelas

a basis for workinongiwetpratheheainognBThesr a
pr act iwha iageod listener and whose own voice does not drown out thes voic

of other professionals or the patiénThese models emphasise the individuality of

heal th professionals and the need for t hi

and concerns.

In embracinghie complexity of professionprofessional practicend professionalisrh
acknowledgehat these concepts have bettplicit and tacit qualities. | also recognise
that care needs to be takduring education, ongoing professional development and
researcho ensure that the more visible qualities do notsivedow the roles of those

qualitiesthat are less visible.
1.5 Overview of the research strategy

The overview of the research strategy used in this project is shown in Figure 1.2. My
ontological stanckfor this research was provided tolealism the brach of philosophy

that questions the notion that reality exists independent of human perceptions (Powers
& Knapp 1995). The interpretive research paradigm provided the appropriate
framework to interpret and illuminate the multifaceted, complex and human

phenomenon of collaboration.

The two interrelated studies comprising this research used hermeneutic modes of
inquiry. Study A was informed by philosophical hermeneutics and Study B by
hermeneutic phenomenology. The philosophical hermeneutic study was kedeaa
interpret the meanings of collaboration within the literature. The experience of
collaborating within rehabilitation teams was illuminated through the hermeneutic

8 Schon (1987) introduced the concept of the reflective practitioner, upon which this model is built.
° Onwlogy is concerned with the structure of reality and the nature of existence (Crotty 2003).
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phenomenology study. The interrelated nature of these studies emabtedlevelo@n

iterative and synergistic understanding of collaboration throughout the research process.
1.6 Sgnificance

This research embraced the complexities and multifaceted nature of collaboration to
produce a model called RESP(PCidr Reflexive Endeavours {isupportive Practice

(for) PersonCentred Teamworklhis model (a) illuminates avenues for achieving
patientcentred rehabilitation, and (b) provides insights into ways of enhancing
collaborationin rehabilitation teams through education anganisatioal support. This
thesis contributes to the deeper understanding of collaboration in rehabilitation teams.

iii feworl do experiences (interest an
MY assumptions (collaboration and patient-centred care are positive qualities),

CONTEXT theoretical biases (health organisation and health care practice are complex; social
structures are created by people and can be changed by people)
Phenomenon Ontology Research Research approach
of interest hid « paradigm | 4%
FRAMING
MY l
RESEARCH v v ¥ :
STRATEGY Collaboration Ontological Interpretive Hermeneutic
in rehabilitation | <€ stance of research modes of inquiry
teams idealism paradigm Study A:
philosophical
hermeneutics
Study B:
hermeneutic
phenomenology
RESEARCH RESPCT Model of Collaboration which illuminates reflexive endeavours in
PRODUCT supportive practice for engaged centred-on-people teamwork

Figure 12 Overview of research strategy

30




1.7 Structure of thesis

Thecomplexity of theesearch space, includiag overview of components of the
health caresystem in which rehabilitation is locatedfriamed in Chapter 2. Chapter 3
describes theesearctparadigmandprovides an overview dgheresearctstrategy
Details of research approaches and explanatioresefrch findings aggresentedn
Chapterst and 5 Chapter 4escribes the research approach for anditkdengs of the
philosophical hermeneutic interpretation of literature pertaining tatmmiation(Study
A); and Chapter Bescribesheresearch approach for atite findings of the
hermeneuti phenomenology exploration of experiences of collaborating in
rehabilitation team§Study B) The product of this researchireodel of collaborationis
presented in Chapter 6, together wittefiection on the qualitgf the research and

implications foreducation anduture research.
1.8 Definition of key terms

Collaboration (as initially understood in this thesis)agroad term referring to the
intentional process of sharing of knowledge, thoughts and perspectives between
differentpeople(through e@cision making and action&) achieve a common purpose

that is underpinned by effective communication and group facilitation skills.

Patient-centred is an adjective thambraceshe notion ofpeoplein health cargthat

is, the totality of each persondtheir values, situationseeds, interesend

capabilities Patients are viewed agoplewith will, agency and preferences rather than
disease entities or objects for the delivery of serviBesause health professionals and

other staff are affected/landaffectp at i ent sd he kelyplayerscar e, t he

patientcentred health care.

Rehabilitation refers to theeducational, problersolving processsthrough which
people with disabilitiesvork with their carers, families and health professiotals
overcome or reduddeir functional limitations in order that they can optimise their
social participation and wellbeingndthus maximise independence within their lives
and communitiegextendingWade 2005)

Rehabilitation teamis agroup with a selexpressed identity of beingfaehabilitation
tean® whosemajor service functiorsirehabilitation of individuals with neuromuscular

or musculoskeletal conditions that have been acquired or developed through trauma or
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disease; a groupomprisinga minimum @ three different health professional

disciplines, that holds regular team meetings.

Teamis a term referring ta group of people working togethsith agency taise and
to develop structures and frameworks for their collective and effective operations.
Teamscan encompass establisHfednal teamswith regular meetings, temporaask
groupsformed to fulfil a particular goal, aridformal networksvhose members may

communicate intermittently

Teamwork is abroadtermreferring to the ways peopie a goupwork together
communicatavith each otherand perhaps negotiatieeir roles in orderto achieveheir

shared aims
1.9 Conclusion

In summarymy aim in this research sao develop a deeper understanding of the nature
of collaborationandthe expeience of collaboratig. The setting | chose was
rehabilitation teamsThe purpose was iaform the development of collaborative
practice Theproject consistedf two interrelated studies. Study A wa philosophical
hermeneutic study of literaturenp@ning to collaboration (witta particular focus on
health care and rehabilitation). StuBlyvas a hermeeutic phenomenology study of
expeiences of collaboratiom a group of Australian health care system rehabilitation
teams Thenature of these studiemabled an iterative and synergistic understanding of
collaboration to develop throughout the research proBgsfiuminating invisible
elementandcritically reframing visible, well recognised aspects of collaborathis
research hagroducedlThe RESPECT Model of @llaboration, where collaboration is
presented as

Reflexive

Endeavours (in)

Supportive

Practice (for)

Engaged

Centredon-People

- O M T w m 2D

Teamwork.
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CHAPTER 2
FRAMING THE COLLABORATIVE
CHALLENGES OF THE RESEARCH SPACE

AThe h e éolcd ihinowaharacterised by a large number of separate
professions, each with a different course of preparation, a different emphasis
in practice, and, to some extent, a different ideological foundation in terms

of the way in which the profession inteiswvith other professions and with

patients and consumers. 0
(Duckett 2007, p.69)

2.1 Introduction

In this research the phenomenon of collaboration was explored in relation to
rehabilitation teams in the Australian health care system, a context in veailth h
professionals commonly work together and with patients and carers to coordinate and
integrate perspectives, goals and treatments. In this chapter | explore some
characteristics of this context in relation to patieentred collaborative health caed
organisationainfluences on such health care. This chosen focus is situated in a-person
centred framing of healtand health care where organisatidhave influences over the
capacity of people to collaborate. This chapter is based on the argunielgsghite the
desire or requirement to collaborate, health professionals, patients and carers in
rehabilitation face a number of challenges in relation to collaboration, including that (a)
they have many different meanings of health and health careg(blate many
uncertainties and unpredictabilities in professional practice, (c) they have to deal with
complex and at times problematic structures and systems of the Australian health care
system, (d) they work in a wide range of health professional disespnvolved in
rehabilitation, and (e) they need to manage the many different rehabilitation situations

and support their patientsdéd multiple c¢com
2.2 Meanings and provision of health care

The case underpinning this section is that the waltlineare is defined and interpreted
affects how health care is provided. Different understandings of health and health care
can arise from discipline socialisation, personal and professional experiences, and

organisational structures. These different usdandings of health afford opportunities
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for a range of health care strategies while simultaneously presenting challenges or

opportunities for health professionals to maintain patentred collaborative practice.

Different meanings of health underpiarying personal roles and strategies in health

care (Bandura 1997) and can be the basis of t
corresponding different value setso in health
can be argued that by engaging witHetiént understandings, collaborating

practitioners can expand their perspectives of health and health care and can work

towards ensuring that the Ainterests of the p
predominate (Williams 2004, p.153). However, depelg such understandings is not

necessarily straightforward, and may require personal willingness and ability to explore

conceptual differences, and the time to do so (Williams 2004) as well as the readiness to
guestion oneds o wsrceacoscepria tlarity, diffetingl n t he ab
understandings can be the source of ongoing disagreements and conflict, or may

produce differing expectations and misunderstandings (Williams 2004).

2.2.1 Purposes of different meanings of health

People bring to colladrations their own meanings of health. With people from diverse
backgrounds participating in health care, different understandings and expectations for
health and health care may be encountered. Although these differences contribute to the
complexity of cdlaboration, | perceive that they are inherent to its value. Understanding
the purposes behind definitions of health provides a means of making sense of the
various meanings and provides insights into (a) different understandings health care
team membersam bring to collaborative situations and (b) why they may encounter

difficulties or strengths in working with others.

In acknowledging that | bring my own understanding of health to this research, | sought
to ensure that | did not exclude the understagglof others. | identified from the

literature a wide range of meanings of the taealth Examples of articulated

definitions and connotative meanings are shown in Table 2.1 (note that the purpose
behind, and the origin of, the definition is discusseslinsequent paragraphs). These
meanings extended my own understanding and provided the foundation for embracing

the complexity of collaboration in a health care context.
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Table 2.1 Different purposes of definitions related to health

Examples of definition of health

Purpose behind definition

Origin of definition

Aifreedom from dis
(Macquarie dictionary 1992, p.443)

(6

Lexical definition,
reporting the common
usage of words (Swartz
1997)

Based on meanings in
community

ffa state of icaloneral
and social well-being and not merely

the absence of di
(WHO 1946)
fiinfluenced by so

physical environments, personal
health practices, individual capacity
and coping skills, human biology,
early childhood development and
health servicesbo
Territorial, Advisory Committee on
Population Health 1997, cited by
Institute of Medicine 2003)

€

Persuasive , intending to
influence attitudes
(Swartz 1997)

Developed by a
committee of WHO
delegates

fi atate distinguished by the absence
of disease or of physical or mental
defect, that is, the absence of
conditions that detract from functional
capacity whose incidence can be
measured objectively. ... [health is to
be assessed] largely in terms of
mortality and years of expectation of
life, for which objective evidence is
available for long periods throughout

Stipulative , specifying
how a term should be
used (Swartz 1997)

Provided by an
epidemiologist
commenting on public
health policy

most of the worl d.

ifWe need only to Experiential exploration | Proposed by a
meani ngful to ask | (Swartz1997) hermeneutic philosopher
feel il 1?26, but tHh and a phenomenological
the absurd to ask researcher into the
feel healthy?d& Heg embodied experience of

that one introspectively feels in
oneself. Rather it is a condition of
being involved, of being in the world,
of being togedldwer
human beings, of active and
rewarding engagem
everyday tasks, of engagement with
the things that
(Gadamer 1996, p.113).

i T hemelike attunement of the
healthy person indicates that he is
experiencing wholeness in his being-
in-the-w o r |Sdedaeys 2000a,

p . 1 Olbngss is éxperienced ... as a
not being at home
(Svenaeus2 000 b, plealthard
illness i homelikeness and
unhomelikeness in our being-in-the-
worl dfiAi (Svenaeus

m

€

g

b
4

health and illness
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Through my aalysis of these health definitions and meanings, ifdarrelated facets of
understanding became apparent to me:
1 focus on health in terms dinessand/orwellness
1 recognition of health as relating physicaland/ormentaland/orspiritual
aspects obeing;
1 position of health in relation teocial (including cultural, political,
environmentaljand/orindividual contexts;
1 perception that health can bg@al and/orstateand/orexperience
Identifying these facets enabled me to better grasp the catypékealth meanings,
and highlighted the importance of appreciating the different purposes behind the uses of

meanings of health.

Definitions and understandings of health do not necessarily encompass all its identified

facets. For example, Baron (198, 6 09) wr ot e that health is the
being that illness shatterso, a definition th
facets of health; that is, health asiaividual bodily experiencehat cannot c@xist

with illness In anotter example, the frequently quoted WHO (1¥4@efinition stated

thathealthwag a st ate of compl et e pobingandoocal , ment al a
merely the absence of disease or infirmityo.
that is, healths identified as atatethat can be conceptualised in terms of

illnesswellnessphysical mental andindividual /societalelements.

| contend that the value of a definition relates to how well it fits its purpose. Rather than
deeming the WHO definitoes fibett er 6 than Baronbés definiti
definitionds value cannot necessarily be dete
includes: the purpose of the definition also
representation of health, althougbt as broad as the WHO definition, is evocative and

meaningful in relation to illuminating how peomgperiencédiealth.

Swartz (1997) provided a useful way of conceptualising the different purposes
definitions might fulfil. This conceptualisation wassked on four purposes: lexical
definitions, reporting the common usage of words; persuasive definitions, intending to

influence attitudes; stipulative definitions, specifying how a term should be used; and

19 This health definition from the WHO constitution is considered core to future WHO definitions (WHO
1998). The Australialnstitute of Health and Welfare (20103p) ci tes thi s definition in t
is health?o
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experiential definitions describing experiences §8w1997). Although not always
explicitly articulated, thespurposes can be recognised within health definitions, as
shown in Table 2.1.

The purpose of a dictionary definition (1
from theMacquariedictionary 1992, p.443), which aims to reflect common usage, can

be contrasted to that of the WHO definition and the Federal, Provincial, Territorial,

Advi sory Committee on Population Healtho:
new understandings. National dgates from a range of countries developed the initial

WHO definition of health during 1945 and
preventative side of healtho and to dri vi
persuasive definition of what &kh should mearo health planners can also be
contrasted to Dol l 6s (1909 2needstt mepimdnablei ve
policy-makers to ascribe numerical values. Numerical values are an important focus for
policy-makers because measurermef health has been deemed important to understand

the health status of populations and individuals, to determine efficient allocation of

scarce health care resources, and to inform future research (Larson 1991). These lexical,
persuasive and stipulatigefinitions differ from the experiential definition that aimed to
describe authentically what health and il
p.165) thoughp r ovo ki ng experiential definition
and unhomelikeness our beingin-thewor | do provi ded a deeper
health and illness as an embodied phenomenon (Svenaeus 2000c). In his definition
Svenaeus highlighted health and iliness in terms of our relationships with our bodies and

the world in which weive, and emphasised the subjective nature of these concepts.

| argue further that different meanings of health have different implications for action.
Seeking to achieve absence of illness requires the treatment of disease; and facilitating
wellbeing invdves health promoting activitieSeeking new understandings of health

may lead to innovations in delivery of health care serviRegainingi h o me | i kenes
foll owing illness or disability rdguires
thew o r |Sdedaeys 2000b, p.135) and encourages health professionals to seek deeper
meanings of what experiences of health and iliness are like for individuals. As
understandings of experiences with health underpin a patatted focus (Marcum

2004), | contend @t experiential definitions provide an important basis for health care.
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Different stipulative definitions of health underpin different ways of interpreting the

health status of populations, including how health care is measured. For example, the

collection of statistics related to distribution, determinants and frequency of selected

diseases (Hennekens & Buring 1987) is actioned when health is stipulated as the

absence of disease. By comparison, a broader basis for determining the health status of
communites is required when health is stipulated as influenced by a range of

interrelated individual and population characteristics and local and international issues

and factors (Reidpath 2004). These individual and population factors are commonly
categorisedaBd ownstreamo curative factors (includin
treat ments), Ami dstreamd preventive factors (
promotion programs) and Aupstreamod environmen
policies and global traagreements) (Keleher & Murphy 2004, Reidpath 2004).

Monitoring health thus involves awareness of the interplay between curative,
preventative and environmental factors, such
structure and policy frameworks. Ireticlinical reality, however, more attention is given

to downstream factors as they are associated with direct changes in health status, and

hence are more visible, amenable to intervention and easier to measure than upstream

factors (Reidpath 2004).

The framework for health and health care in Australia, as identified by the Australian
Institute of Health and Wedfe (AIHW) and shown in Figur21, includes a broad range
of determinants of health and wellbeing (such as biomedical factors, health behaviours,
and socioeconomic and environmental factors) and a range of interventions (including
curative and preventive strategieggt inthe Australian health care system a tension
exists between this rhetoric of a braamhceptualisation of health that encompass
wellness and the economic reality of health care being primarily funded foribassd
care. Although Australia supports the WHO definition of health, the biomedical model
of health is dominant in terms of health care funding, with hospitals, meeicates

and pharmaceuticals accounting for the largest componentsuofengicexpenditure

(AIHW 2004).

In this thesis collaboration is framed in a context where different meanings of health
underpin various yet often unstated purposes. In practices grosiding health care
services may also bring their own meanings of health to their work, and, depending on
the situations, they might be required to work within other meanings of health that suit a
variety of different purposes. For example, healthgssibnals in rehabilitation might
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be working with patients who are experiencing health as a physical phenomenon, yet be
collecting health information for managers in the form of disease distributions while
being part of a health care system that seekshhagsla source of wellbeing. The notion

of shared understandings of health and the purposes of seeking health care, as a

foundation upon which collaboration is practised, is therefore unrealistic.

) Health and wellbeing Resources and
Determinants Life expectancy, mortality systems
. . »| Subjective health P

Biomedical and Functioning, disability <« Human

genetic factors lliness, disease, injury Material

Health behaviours Financial

Socioeconomic T Research

factors Evaluation

Environmental P Interventions Monitoring

factors - Prevention and health promotion Surveillance
Treatment and care Technology
Rehabilitation Other information

Figure 2.1 framewor k

(Based on AIHW 200¢

Conceptual

2.2.2 Different frameworks of health care

Different meanings of health both contribute to the challenges of collaborating in health
care and provide a rich source of perspectives that prompt different strategies for dealing
with complex health conditions. Like the tehmalth the notion ohealth carehas

various frameworks, meanings and underpinnings. Different meanings of health care are
bri t his (a) |

context of different health care frameworks, (b) emphasise the inteynslaifps

efly outlined in section to
between health care providers, and (c) highlight the changing nature of health care

provider territories.

One way of categorising different frameworks of health care is based on different
models of health and their related health care providetkid way, health care can be
conceptualised as predominantly fitting with biomedical, WHO, wellness and
environmental models, and as providecheglth professionaJsionprofessionday
people(Helman 1994), andomplementary and alternative medic{@AM)

practitioners(Grace 200 Table 2.2 provides an overview of this categorisation.
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Table 2.2 Models of health underpinning frameworks of health care
(Adapted from Helmai 994, Larson 1999 and Grace 2D09

Models of View of health Characteristics Health-care providers
health™* (Larson 1999)
Biomedical Health as the Focus on disease and | Health professionals
model absence of disease or | disability providing acute health care,
disability Machine model of the | chronic health care and
Origins in traditional | body rehabilitation
Western medicine Mind is separate from | People undertaking self-
body medication and assisting
- . others (such as friends and
Divides problems into family) with management of
understandable disease and illness
components
Health professionals
diagnose disease;
people perceive
illness
WHO model Heal th is Health is a positive Health professionals involved
complete physical, entity in health promotion and
mental and social Holistic approach, preventive health strategies
well-being and not includes social health | People making healthy
merely the absence | of society and social | choices and assisting others
of disease or _ | health of individual (such as friends a family)
'1926;() Prmityol s for optimal with their healthy choices
health Complementary and
alternative (CAM)
practitioners providing health
care that lies outside the
boundaries of dominant
mainstream medical
practices (Grace 2009)
Wellness AiMan i s a Health is a positive People making health
model*? mental, and spiritual | entity promoting decisions

unity T a unity which
is constantly
undergoing a process
of growth and
adjustment within a
continually changing
physical, biological,
social, and cultural
environmen
1959, p.789)

Recognises linkages
between mind, body
and spirit: health is
open ended

CAM practitioners providing
health care that lies outside
the boundaries of dominant
mainstream medical
practices

Health professionals using
an integrative approach
medicine

Environmental
health model

The field of health
can be broken into
four elements: human
biology, environment,
lifestyle and health
care organisation
(Lalonde 1981)

Health is a positive
entity

Focuses on
individual g
to the environment

Considers biological,
social environmental
aspects

Social, political and
physical environment

are part of health

Health professionals working
with public health strategies

Other scientific professionals
such as environmental
scientists and engineers, and
other health professionals

Non-professional
environmental strategists
and lobbyists

" Based on Larson (1999)

2 Thewellnessnovement is commonly considered to have been begun by Dunn-12395
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The termhealth professionatommonly refers to medical, nursing and allied health
practitioners, some of whom tend to have higher status than other health care providers
in the community (Helman 1994). Attributespbfessonal practiceare explored more
thoroughly in Section 2.2.3. Provision of health care by lay people tends to be centred on
family health care and relies on informal and unpaid healing relationships where

als for ience avith healkh@rdblems (Hdlnare

credent.i car e

p el
1994). Health issues are diagnosed and treated with readily available materials; for
example, relatives may share medication for temperatures, sore throats, headaches and
indigestion, and health information may be acog$sem selfhelp groups (Helman

1994). The CAMhealth sector incorporates spiritual healers, herbal healers, osteopaths
and chiropractors (Grace 2009). As there is no consensus regarding the occupations
included as CAM practitioners, this sector tendsaaléfined in terms of exclusion

(Grace 2009). CAM can include traditional medicine the origins of which reflect

different cultural and philosophical backgrounds (WHO 2002a).

A feature of different models of health and providers of health care is theireahff

language use. Pietroni (1992) outlined different language subsets used by professions to
discuss health, (examples of which are shown in Table 2.3). He argued that professionals
need to understand the languages of others to facilitate communicaditm encourage
creative reflective processes. These language differences further highlight the diversity
brought to collaborative situations, and allude to the challenges these differences bring.

Table 2.3 Language subsets of health professions
(summarigd from Pietroni 1992)

Language subsets

Key words describing health
concepts

Key concepts used by professions

Medical/molecular/
material

Disease, symptoms, science, cure,
diagnosis, treatment

Inductive reasoning, mind-body dualism,
linear cause and effect, clinical trial

Psychological/ Mind/brain consciousness, human The unconscious, defence mechanism,
psychosomatic/ potential growth, desensitisation projection, client-centred
psychoanalytical

Social/cultural/
epidemiological

Culture, groups, public health,
privilege, disadvantage

Health beliefs, illness, behaviour,
knowledge/power, incidence, prevalence

Anthropological/ Culture, context, field-work, ritual, Health beliefs, folk care, rites of passage
ethnological family
Prevention/promoti | Risk factor, self-help, life-style, Prevention better than cure, empowerment,

on/ education

check-up

responsibility, positive health

Environmental
ecological

Green, pollution, global warming,
ozone layer

Effect of degradation of the environment on
health and disease

Legal/moral/ethical

Rights, integrity, conscience,
beneficence

Issues of morality (e.g. organ transplant),
confusion and uncertainty of complex
problems
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The notion of patienrtentredness varies between different models of health care,

particularly in refition to the degree to which patients are seen as people with will,

agency, interests and preferences. For example, within the biomedical model; patient
centredness may mean focusing on patientso6 il
satisfaction with, healtbare facilities to treat these illnesses (e.g. Schmittdiel, Mosen,

Glasgow et al. 2008; Tufano, Ralston & Martin 2008). Bensing (2000, p.17) stated that

in a biomedical focus Athe unigueness of pat.i
andtherenot i onal status are easily neglectedo in
similarly criticise health professional sbé con

(e.g. Ford, Schofield, & Hope 2003). In contrast, patientseaple(with will, needs,

agency ad preferencesare the focus of the WHO and wellness models of health care

(see di Sarsina & Iseppato 2010). Incorporating the notions of patient participation and

well ness into health care requires those work
ther goals, strategies and patterns of interact
Neubauer, & Higgs 1999, p.31). (Patieentred health care is discussed further in

Section 2.2.3).

Despite their differences, models of health care are not mutuallysesecland

boundaries between them are not clear cut. People may use therapeutic options from all
sectors; for example, a person may-sedfdicate, visit a naturopath and consult a

medical specialist for different health problems. $ealfe and CAM are incasingly

seen by patients as important options (Wearing 2004), particularly those who are
dissatisfied with aspects of biomedical model of health care, including health

professional sé6 time pressures and poor commun

Thus the foundation of health care is dynamic. There are many possible permutations of
meanings, models and frameworks that provide the foundations of understandings
brought to collaborative situations. Although these differences contribute the potential
for creativity from heterogeneity, shared understandings of health and health care should

not necessarily be assumed in collaborative situations.

2.2.3 Health professional practice

With health professionals increasingly seeking and being expected to worthets,
collaboration is an important component of professional practice. Health professionals
bring to these collaborations their various understandings of health and heath care that

arise from their discipline socialisation and their personal andgsiofeal experiences.
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In this section the interrelationships between individual development, professional
education and socialisation, and managerial requirements for accountability are
highlighted. Health professionals are framed as individuals who wainkwvi
accountable systems and who bring to collaborative situations their professional and

individual needs, perspectives, qualities and levels of development.

a) Health professional education and socialisation

In this section | highlight some complexitieEhealth professional education (including
ongoing professional development) and socialisdti@ducation and socialisation of
health professionals into their specific disciplines and workplace cultures provide the
foundation for the rich heterogeneousiarstandings that underpin collaboration.
However, being predominantly disciplispecific, these processes are also responsible
for establishing the discipline boundaries and differences in understandings that can
potentially impede collaboration. | aakwledge that underpinning the first two parts of
this section is the current predominantly dimsed” nature of health professional
education and socialisation. | explain key aspects of interprofessional education in part
(iii)

i) Education for accountabi lity and complex practice

|l deally, health professional education el
requirements of credentialing bodies, while preparing them for the complexity of
professional practice (Higgs & Edwards 1999; Cherry 2086yvever, different
approaches to health professional education were evident within the literature. While
some articles had a particular focus on accountability and the fulfilling of course
requirements through prescriptive guidelines, others had a brimadsrwhich

recognised the importance of preparing health professionals for complexity and

uncertainty.

Authors with a focus on accountability and regulation requirements have tended to
favour measurable competergossed approaches. These approachessuiie use of

assessments to ensure that beginning practitioners reach a certain standard of practice

BYSocialisation is the fAprocess by whocieyhorgouper s on
by internal i zi ngOxfotd&nghskadictioaaspnimevdrsian @0l0ns 0  (
http://www.oed.com.ezproxy.csu.edu.au/view/Entry/A8B?redirectedFrom=socializatigréccessed

12/1/10).

“Adiscipines peci fic focus is often referred to in rel:
clai med that fieach professional schoollfurthearl I use 1
reinforce the walls of the silood.
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before graduation (Feletti 1999). However, such competency approaches have been
criticised for their tendency for reductionism and oversimplificatiobaetfaviours
(Fook Ryan & Hawkins2000).

Education for regulation and accountability also tends to use measurement to validate

and/or compare education approaches and strategies. For example, JRekbeson,

andOrmond(2008) developed and validatedj@estionnaire to evaluate effective

learning environments within clinical attachments for interns. Blackall, Melnick, Shoop

et al. (2007) described a survey to determine attitudes to professionalism. Campbell,

Lockyer, Laidlow et al. (2007) developed poetedly feasible and valid tool to assess

doctorpatient communication skills. Costa, van Rensburg and Rushton (2007) measured

knowledge retention within different teaching styles. Although these studies framed

accountability in relation to effective stk learning, better care for patients and/or cost

efficiency for funding bodies, the degree to which these tools could capture the
complexity of these notions was wunclear. Furt
effectiveness, economy, responsivenessggnda | i t yo can be potentially
(Eraut 1994, p.5); for example, economic accountability can affect quality, or a focus on
effectiveness can affect measures of efficiency. Thus it could be argued that despite

acknowledging the importance of accaalnitity and fulfilling course requirements,

reductionist views are insufficient to underpin the complexity of professional practice,

including the preparation and ongoing development of health professionals to become

capable of interacting with a rangepsople (including their colleagues, patients and

carers) in various and particularised situations.

Authors concerned with preparation for complex practice have tended to focus on

flexible implementation and uncertainty, recognising tacit elements of ggdota

greater degree than those with an accountability focus. For example, flexible

implementation principles rather than prescriptive guidelines were evident irmRdok

colleagueé( 2 00 0, p.5) contention that education ne.
contextual knowl edge translationo to allow pr
situation relevant to another, thus enabling them to deal with uncertainty and

contextualised practice.

Higgs, Hunt, Higgs et al(1999, p.25) similarly emphasised fledityi in their proposal
that universities should aim for program flexibility, close cooperation between

universities and professional bodies, further research to develop deeper understandings
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of how students | earn, and ndipojessiofalesi s of
practiceo. These authors claimed that su:
interactional professionals who display clieeintredness, are aware of their personal

frame of reference, are technically competent, and are able tduneetdemands,
demonstrate social responsibility and practise selfcritical manner (Higgsiuntet
a.1999) . Educating practitioners to be in
universities has the potential to enable studentbtain siitable levels of competency

and understandings of professional practice and professionalism prior to graduation,

while developing interactional skills that enable them to engage with others to address
changing needdHiggs,Huntet al. 1999). However, athe initial education of health
professionals cannot provide all the skills and knowledge necessary for professional
practice (Evetts 1999), professionals also need the capacity for ongoing development for
future professional practice (Eraut 1994). Theed for interactional professionals and

their ongoing professional development supports the view of health professionals as
individuals capable of working with others in particularised situations within dynamic

health care contexts.

i) Socialisation of he alth professionals

Health professional education is accompanied by a process of acculturation during

which individuals are socialised into their particular health professional dinspl

(Higgs, Hummell et al2008). Professional capabilities and a sarisdentity and

responsibility are acquired during this process (Higlygsnmellet al. 2008). Through
socialisation, members of each health pr
experiences, values, approaches to problem solving and language for praféssian o o | s «
(Hal | 2005, p.190), as wel |l as Adistinct
diversepoli i cal agendaa 204, |§. L07Bogadisatobn can be considered

to establish the foundation for the dynamic heterogeneity of healispronal

collaboration.

This process of socialisation, through which learners observe and imitate their
professional referentsd val ues, rul es ani
heavily on inherently implicit processes or osmosis (Davis R008ould be argued,

however, that making processes of socialisation more explicit might provide a

foundation for understanding how attitudes to other professions develop. Further, being
able to articulate discipline practice models may provide a foiomdfatr understanding

some of the conceptual differences that are brought together in collaborative situations.
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The benefits of making socialisation processes explicit have been acknowledged, and the
need for educators at all levels to openly monitor@acelop opportunities for students

to reflect on their professional identities recognised (Richardson, Lindquist, Engard et al.
2002). Davis (2005) proposed that appropriate guidance during socialisation, such as
reflection to clarify values, would help Instic growth permeate to deeper levels of self.
Understandings of practice philosophies, of how knowledge is generated within their
professions, and what truths and perceptions frame and define their professions were

considered b¥ewing and Smith (2001 ptbeimportant for authentic practice.

iii) Interprofessional education

The recent focus on interprofessional education indicates a growing awareness of the

need for beginning health professionals to be well prepared for working with others

from differentd i sci pl ines. Interprofessional educatio
occasions when two or more professions learn with, from and about each other to

i mprove collaboration and the quality of care
p.xv). This form of edaation developed in response to the traditional silo health

professional education where opportunities to understand other professional roles were

sparse. Students participating in interprofessional education have opportunities to

understand the professaliroles, skills and responsibilities of other disciples while

clarifying their own roles and responsibilitid. Clark 1997; Barr 1998; Cooper,

Carlisle, Gibbs et al. 2001; Health Canada 2007; CAIPE 2008). Underpinning

interprofessional education are tieeds to understand and be responsive to other

di sciplinesd roles, relationships and views o

collaboration.

The practice of different disciplines learning together through shared lectures, for

example, appears tie based on an assumption that learning together will facilitate

better understanding of each otherds roles, w
practice. However, interprofessional learning also needs to have an explicitly articulated

focus,for example when students of different disciplines work together on a shared

patient problem in a real or simulated situat

and understandings.

Interprofessional teamwork can be explicitly taught in workshegs Gilbert, Camp,
Cole et al. 2000) and clinical situations. Hall and Weaver (2001) contended that to

function well in teams, health professionals needed to be educated in teamwork. For
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example, Ponzer, Hylin, Kusoffsky et al. (2004) identified benefiteaching

teamwork as a subject integrated into interprofessional clinical experience. After
participating in interprofessional clinical education with a specific focus on teamwork,
undergraduate health professionals in their study reported increasedtanding of

their own and othersdé roles, and valued

before this type of education (Ponzer et al. 2004).

However, organisational, structural and attitudinal barriers to interprofessional learning
have been ideified, including differences in educational routines and timetables,
studentsdé different | evels of experience.
between professions, and concern about insufficient attention to disepkadic

capabilities anaharacteristicsMicPherson, Headrick & 0ss2001). In relation to the
lastconcern it has been contended that interprofessional education needs to achieve a
balance between the opportunities for own discipline socialisation and understanding
otherdiscipl nesd® rol es and ways B.Clark1997eQartistea n di |
Cooper,& Watkins 2004). McPherson and colleag(@801, p.ii46) claimed that
barriers to interprofessional education i
theycanbemnaged and overcomeo. Their suggest
included that educators need to invest time to discuss issues, agree on what they hope to
achieve, reflect on how people attend to
Amul tipl é memmaueds cati on to bridge barrie
(p.ii52).

b) Health professional practice

In this section | contend that health professionals are essentially individuals who (a)

bring to their practice their personal and professional expere (b) (optimally)

continue to develop as practitioners throughout their career, and (c) deal autonomously
with the uncertainties and unpredictability of practice and contexts, despite their

regulatory bodies endorsing accountable and evidbased pretice. Health

professionals collaborating with each other are not interchangeable representatives of
their disciplines; one health profession:

the same as those of the person they are replacing in a cdiladeraation.

i) Clinical reasoning and different forms of knowledge
An exploration of clinical reasoning highlights the individual nature of the capabilities

and knowledge that health professionals bring to their pra@loecal reasoning refers
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to the thinking and decisiemaking processes individual health professionals undertake

to provide treatments and therapielsggs & Jones 2008 linical decision making is a

Acompl ex

, largely automatic and oflt en

2006, p.1)The concepts proposed Byeyfus and Dreyfus (1980), Schén (1988)

Eraut (1994) (key points of which are provided in Table 2.4) have informed much
research and discussion about clinical reasoning, including that of Harbison (1991),

invisib

Kelly and Horder (2001), Higgs and Titchen (2002), and Benner (2004). The notions

that (a) practitioners are individuals and (b) professional practice can be developed

under pin

Dreyfus and Dreyfusds skill

types of knowledge.

Table 2.4 Key poi

nts from ideas informing understandings of professional practi

Author

Examples of key contribution s to understandings of professional practice

Dreyfus & Dreyfus
(University of
California, USA)

Skill acquisition has different stages:

fin acquiring a skill by means of instruction and experience, the student normally
passes through five developmental stages which we designate novice,
competency, proficiency, expertise and mastery. We argue, based on analysis of
careful descriptions of skill acquisition, that as the student becomes skilled he
depends less on abstract principles and more on concrete experienced (19 8

p.1).

Schoén
(Massachusetts
Institute of
Technology, USA)

Practitioners can learn from reflection on action and reflection in action:

AfiThe practitioner allows himself to e
in a situation which he finds uncertain or unique. He reflects on the phenomena
before him, and on the prior understandings which have been implicit in his
behaviour. He carries out an experiment which serves to generate a new
understanding of the phenomena and a change inthe si t u a (Schonr @83,
p.68).

Eraut (University of
Sussex, UK)

Professional practice incorporates different types of knowledge:
fknowledge of people; situational knowledge; knowledge of educational practice;

conceptual knowledge; process knowledge; and control knowledged (199 4

acqui si-t

Each profession has a disciplspecific knowledge base, but other types of professional

knowledge also play an important role in clinical reasoning and decision making (Higgs
& Jones 2008). Higgs and Titchen (2002) iifeed three forms of knowledge that

individuals bring to professional practice: propositional, personal and professional craft

knowl edge. Knowledge from all three

di mensi on

responsible clinical r pe5a Brapaositiong knowlelige 3 gs & Jone

publicly available, objective in nature and derived from research (Higgs, Titchen &

Neville 2001). This form of knowl edge

problems in terms

meaning i

individual life experiences and personal frames of reference. Practitioners use this

of pathology and iliness, and enab&gifponers to recognise

provi de

n results of assessments. Per sonal k
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knowledge to understand and engage with patients and to sitabterps within
patientsd worl ds. Professional craft kno
ot her patients and understandings of the
particular times. This kind of knowledge tends to be tacit, and mayreegflection to

bring it to conscious awareness.

Parts of Sch°nés (1983) influential writ.
making implicit knowledge explicit. He explained that tacit understandings can be
brought to the surface to form@icit understandings by reflecting on uncertain

situations and identifying the implicit prior understandings within them (Schén 1983).

Eraut (1994, p.112) claimed that professional practice involved deliberative processes
where one single answer or obvéogplution was rarely available; rather there would
more likely be:
some uncertainty about outcomes; guidance from theory which is only partially
helpful; relevant but often insufficient contextual knowledge; pressure on the
time available for deliberatigra strong tendency to follow accustomed patterns
of thinking: and an opportunity, perhaps a requirement to consult or involve

other people.

Expert practitioners are more able to deal with uncertainty (Ebak2000), are more

adept with complex clinel reasoning and are able to recognise the interplays between
numerous elements in a particular situation (Christensen, Jones, Higgs et al. 2008). It is
therefore likely that the nature of the contributions of health professionals make to

collaborations atlifferent stages of their development will differ.

As well as knowledge brought to collaborative situations, thinking abilities also vary
between individuals. Thus members of a discipline are not interchangeable, and different
ways of thinking can be cHahging for those working together in collaborations.

Cognitive capabilities for clinical reasoning have been identified as involving critical,
reflective, dialectic and comptahinking (Christensert al. 2008). Critical thinking

enables practitioners tpuestion takerfor-granted beliefs and habits of thought. The
concept of reflective thinking is based
involves reflecting Aboth when engaged wi
and evaluating péormance in past experience, and also in an immediate sense,

reflecting in the moment while workingi t h t he pat ietan20@, ( Chr i s
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p.104). Dialectic thinkinly requires practitioners to draw on and resolve tensions

between different ways ofitiking (e.g. biomedical aspects and lived experiences of
patientsd6 worlds) to achieve a Hioehrj stic under
norrmechanical and able to deal with unpredictability. Therefore, it would be

unreasonable to expect all membeira collaborative group to have similar cognitive

abilities, and there may be different abilities to engage with complexities of clinical

reasoning.

Nevertheless, practitioners can learn from their experience by thinking about what they
do, why they ma particular choices, what works and what does not (Jensen, Resnick,
& Haddad 2008). The gap between knowledge and cognition is bridged by reflective
selfawareness, also known as metacognition (Higgs & Jones 2008). Through reflective
seltawareness clinians can selfegulate their information collection, clinical

reasoning and clinical performance, while maintaining awareness of a range of factors
that can impact on their practice, such as knowledge limitations, beliefs and values, and
propositional, pesonal and professional craft knowledge (Jones, Jensen, & Edwards
2008). Thus metacognitive skills are important for experiential learning and ongoing

development of professional practice (Schon 1983; Eraut 1994; Higgs & Jones 2008).

if) Accountability requ irements

Adding to the complexity of professional practice, health professionals also need to be
accountable to others who are external to the immediate clinical situation, including
managers, regulators and fundétsalth professional membership is coomty

regulated through credentialing, such as licensure and certification, which is designed to
ensure competence (Longest 1996). In Australia, health professional education within
accredited university courses prepares graduates for registration witprtfessional
licensing bodies (where applicable), with the purpose of registration and licensure
reportedly being to protect public interest rather than the interests of health professional
disciplines (Council of Australian Governments 2008). Healtlfieggionals are required

to work within sets of interconnectedgulations, as was highlighted by Eraut (1994,
p.5) who proposed that Athe work of the profe

interconnected sets of power relations: with service uagtitsmanagers of serviee

®Djialectic firefers to the process by which conflicting
(Thompson 2006, p.69). I n this process fia particular f
force (the antithesis) and, as a result of this interaction of conflicting forces, a new situation is produced

(the synthesis). It is in this way that the dialectic reason is cytlited synthesis, thus producing a new

cycle of dialetic changedo (pp. 69
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providing organizations, with government, with a range of special interest groups and
wi t h ot her Thpsthedltkepsotessionals @dommonly need to integrate external

influences into their clinical reasoning.

Accepting respnsibility and being accountable for decisions are often considered

i ntegral to health pr d*Feesgard 2006pandstatusas a o n o |
profession (Cruess & Cruess 2008). In real practice situations however, health
professionals may beeountable to many, and they are not completely autonomous in

their decision making. Their scope and range of practice are influenced by many factors,
particularly (a) regulatory body requirements, including the conduct, areas and standards
of practice sebut by the regulatory body, and laws and statutes defining the profession
and personal qualities required to pract.
of knowledge and expertise, and their need for supervision or assistance in new areas of
practice; (cyequirements to work with other health professiof@lsiess & Cruess

2008))and (d) patientsdé preferences for thei
that autonomy, as a feature of professional practice brought to collaboratatess, is

a potentially problematic notion, particularly in terms of discipline territories and role

overlaps.

i) Conceptualising health professional practice

Fish and Coles (2006) proposed that health professionals are required to work within

two largely incompatible views of professional practitechnical rationaland

professional artistryCharacteristics of these views are outlined in Table 2.5. A
complementary view could be added to tpimfessional judgementyhich was

explained by Higgs, Fisand Rothwell (2008, p.164) as requiring sgitique and the
Acontinual refinement and uGerhant iothgnotmh pr .
of professional judgement kb  eddencebaseche (200!
practice therefore mustaorporate not onlpur knowledge of the scientific evidence

and our clinical judgmenbut al so the values and belief
collaboration between patients and health professionals is at the core of gextiead

care.

16 Autonomy can be best thought of as an expectation that a practitioner is competent to work without
direct supervision, is capable of making sound professional decisions and is responsible for these
decisions. It does not mean that the practitioner worksaloth no formal lines of accountability or
management/leadership.
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Table 25 Characteristics of two views of professional practice
(Fish & Coles 2006)

Aspects Technical rational Professional artistry
Rules Rules guide practice Rules do not usually fit real practice; practice relies on
frameworks and rules of thumb
Knowledge Knowledge is factual and able to | Knowledge is dynamic and temporary; knowing
be mastered processes is more useful than knowing facts
Roles Professional roles can be Analysis of professional roles is subjective, practice

analysed in detail to provide job requires scope for creativity
specifications, guidelines and

protocols

Improving Skills training improves practice Learning occurs from improvisation and reflection,

practice collaboration and dialogues

Quality Visible performance is Moral dimensions of practice are not readily visible;
emphasised, quality is professionals are responsible for reflecting and
measurable refining their own practice

Fish and Coles (2006) proposed that viewing professional practice as a technical and

rational enterprise redtts bureaucratic needs for control of service delivery in health.

This view does not embrace complexity, diversity and uncertainty or learning through

reflection on practiceAccordingly, lureaucraticsystems tend to valuaechanistic and

predictable praee. For example, in his discussion of workplace redesign Duckett

(2007) proposed that substitution of one health discipline for another (such as nurses

being substituted for medical staff in rural
protocolsbr performance of the new roles outside t
and t ha tbasegcare mightiraprove the quality of care by ensuring a sounder
evidence base for provisiono (p.113). Such re
on popositional knowledge over personal and professional craft, with little recognition

given to the need for situationally specific and contextually relevant practice.

On the basis of considering complexity, uncertainty and diversity in professional

practice,it could be argued that ovegeliance on rules to guide practice may neglect

professional judgement and limit opportunities to learn from reflection and

collaboration. However, despite working in a climate where predictability is valued,

health professiaals tend to understand the importance of being creative and reflective,

and they recognise that professional practice
ofclearc ut routines and behavi WorkigwithihnFi sh & Col es

systems thatalue technical rational professional service delivery over professional

52



artistry approaches contributes to the ¢

clinical reasoning and professional practice.

c) Involving patients and carers in health care

With the increasing expectations for patients and carers to participate in their health
care, health professionals are commonly required (and desire) to collaborate with
patients and their carers and include them in their health care and decision making.
contend that patiertentred practice requires health professionals to (a) be aware of
values and issues influencing patieentred care and the relationships involved in this
care, and (b) seek to maximise enabling factors and lessen the barmes\ohg

patients and carers in health care and health care decisions.

The use of tcheen ttreerd® fipna ttiheipsopléwhhendli s encon
agency, needs, interests and preferences rather than disease entities or objects for the
provision ofservices (see Sections 1.2 and 1.4.2). In relation to rehabilitaéplege

et al.(2007 p.1558) proposed that persmmtredness could be conceptualised in terms

of four major dimensions:

1 respecting th@ersonbehind the impairment or disease;

7 dealingwi t h t he personds specific charact
are seen as unique (requiring tailore:
all o6 pr ogr atmhavedheidintendeperdience gvith others taken into
account (highligting the importance of friends and family in providing practical
help and emotional support);

1 using the expertise that patients have in their situations: patients are encouraged
to be participants in, rather than objects of, their care and to establsjudia
with health professionals in order to articulate values and preferences (thus
avoiding the directiveness that results from health professionals defining and
determining what 1is in the patientds |

1 addressing difficulties in everyday lifacknowledgement that some problems
are related more to the environmental context than the individual involved.

The inclusion of health professionals as people, as well as patients as people, is implicit
i n Lepl egeods andenteddnemmsasgHeatlspbiofegsionals arenthe

YI' understand-cteme rteemrasfsper ion his article -to be |

centrednesso.
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people who need to engage (with each other) in thmostruction of respectful

negotiated health care with their patients as unique persons.

The exploration of barriers and enablers that has accompanied the incne&seg} in
patientcentred care has identified a broad range of factors, an example of which is
shown in Table 2.6. These factors include contextual issues, organisational resources
and support, individual <capabicdnieptuales, t he nat
challenges. However, in critique of the identified barriers, it could be argued that a
patientds communi cati on p-centiedcare)asspatientsl d not pr
can still be approached psopleregardless of their communication dbages, and less

professional power to staff may result in empowered patients.

The biomedical model of health care (focused on disease and illness), with its de
contextualised focus on individuals and relia
been bhmed for setting up barriers to health professionals involving patients in care

(Silburn & Johnson 1999), as has the traditional health professional dominance over

decision makingTrede & Higgs 2003)The increasingly technological approach to the

heal th
( Macl e odIcénteMichatipatiersertrad 2007, p. 159

practice requires that health professionals be aware of how these factors can influence

provisio n o f care has also been decried as

of practicebo

the valung of peoplein health care.

Table 2.6 Barriers to and enablers of patigaritred care
(quotedfrom National Ageing Research Institute bgw, HaralambousBremneet al. 2006, p.-R)

Barriers to patient -centred care

Enablers of patient -centred care

time: various studies stated that person-centred
approaches to care take more time

dissolution of professional power; that is, staff
experiencing loss of professional status and
decision-making power

staff lacking the autonomy to practise in this
way

lack of clarity about what constitutes person-
centred care, making it more difficult to practise
and to explain to clients

clients with communication difficulties

the constraining nature of organisations,
including physically or spiritually impoverished
environments of care

having skilled, knowledgeable and enthusiastic
staff, especially with good communication skills

opportunities for involving the service user,
carers, family and community (e.g. volunteers)
in health care

opportunities for staff to reflect on their own
values and beliefs and express their concerns

opportunities for staff training and education,
including feedback from service users

organisational support for this approach to
practice

working in an environment of mutual respect
and trust

physically and emotionally enriched care
environments
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The concept of a carer tends to be broad. It encompasses people who provide care for
patientsd physical, soci al and emotional
unpaid nature of the work. Althougim unbalanced focus on this unpaid nature can lead

to carerso6 1 nvol ve nrsavunt measre (Twigg\00@) weraposa s a
that it is cacareofsdakhoiwbrdgat aemmdt sé pr obl
aspirations and situations that urartheir contributions to health care teams, rather

than the unpaid nature of their work. In this research | acknowledge that carers have

roles to play as valuabt®ntributors to omembers of health care teams. In hospitals,

carers can contextualisepag nt s probl ems and abilitie

(7]

ensure continuity of goals of treatments
They may also be able to provide staff with guidance on practical issues such as how

best to assist the patieto move or communicate (Trede & Haynes 2008). It has been
noted, however, that carersd6 knowl edge ol
di scharge arrangements ignored (O6Connor
di schar ge pr o0200/rand capalilitzs fGraeveloping pers@mtred
relationships (Trede & Haynes 2008) have been identified as important for enabling

carers to be valuable complementary resources.

The influences on, and r equi atiennmehealthscard or ,
have received considerable attention in the literature. The increasing involvement of
patients in health care and the more prominent roles of carers in treatments and decisions
require health professionals to have ability to engage pébple and establish trusting
relationships (Trede & Haynes 2008). He al
communication skills, preferences and expectations, their time constraints and the
individual nature of each context can all influence the natureecérigagement between
health professionals and patients and carers (Ajjawi & Patton 2008, Trede & Haynes
2008). Underpinning effective communication in health care are abilities to negotiate
meanings, build interpretations on previous interactions, usega & communication

media, reach shared understandings, and work within varying organisational contexts

and with a range of people from different backgrounds, experiences and roles (Ajjawi &
Patton 2008)Communication skills required for verbal communiga between health
professionals, patients and carers, include attentive listening (to encourage speakers and
hear their messages), questioning (to elicit information and understand perspectives of
others), providing information (to explain and informaigh accurate verbal

explanations or written reports), responding (to provide feedback about messages
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received), clarifying (to check understanding and highlight areas of tension) and

empathising (to create an appropriate communication climate) (Crokeryt& 2008).

From their experiences of working with patients and carers, Trede and Haynes (2008)
identified a number of attributes that enhanc
patients and carers. These attributes include establishing dialoguéydjstspectfully,

showing compassion, explaining what is happening and what can be expected, ensuring

that patients are workegdith (rather tharon), and creating safe, comfortable spaces for

interactions. The research of Piccolo, Mazzi, Saltini et abZp@ighlighted the

importance of communication training for patieeintredapproaches, and Laidia

Kaufman, Sargeant et al. (2007) found that patemtred communication with

adol escents relied on the doctoonoOpaabehtsides
cues, be flexible in sequencing of questions, use empathy afjddgement, and self

reflect. Authoritative tones of voice, lack of compassion and empathy, and non

individualised communication have been identified by carers as blockages to

communication (Artcraft Research 2002). Stevenson (2003) found that time constraints

and patientsd preferences can alsoe impact on
making. TrevenandBarratt(2003) acknowledged the uniqueness of each health

professionkpatient situation and proposed a new tanmegrated decision makingp

reflect the i mportance of incorporating the n
clinical findings and research evidence. Patients with complex health problems often

hawe multiple health professionals involved in their care, so integration also needs to

entail these multiple perspectives.

Health professionals caring for the same patient might work as part of a team and
communicate regularyor they might interact inforntig and communicate on an ad hoc
basis. Various formal and informal styles are used to communicate. Formal
communication tends to be explicit and use recognised processes. Assessments,
diagnostic reports, progress reports, discharge reports and refezralamples of
formal written systems that fulfil the dual purpose of information sharing and
accountability (McAlliser, Hay, & Street 200Q8Informal communication tends to be
spontaneous and casual (Higgs, McAllister, & Sefton 2008). The flexibilityfaimal
communication processes can facilitate micegotiation between health professionals
(Ellingson 2003) as well as provide opportunities for establishing rapport. Written

communications such as diagnostic reports, progress notes, client recatids;legal
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reports and referrals require attention to accuracy, timeliness, relevance, content and
style (McAllister et al2008).

The complexity of communication was furt|
identification of the repertoire of language toeisployed when collecting information

from patients and reasoning with other professionals. Rituals provided assistance with
recalling what information was required and enabled practitioners to focus on the

problem rather than having to recall that infotima Metaphors enabled abstract

concepts to be presented in concrete forms and narratives provided a contextual
framework for patientso6é stories; whereas

legitimacy.

To summarise, health professional practice aratterised by uncertainty,
unpredictability and complex communicatidvioreover, with different understandings
of health and health care arising from discipline socialisation and personal and
professional experiences, health professionals face a numtleali@nges to patient
centred collaborative practicadding further to the complexity and challenges of such
practice is the dynamic nature of the health care systems which provide the

organisational context for and the kanganisationainfluences on allaboration.
2.3 The Australian Health Care System

The Australian health care system is based on numerous interactions between health care
providers and patients, undertaken within a complex array of governance, organisational
and funding structures (Bkett 2007). In this section key features of these structures

and their infuences on collaboratiare briefly explored. Underpinning thigmoration

is my position that organisationslipport is important for collaboration to flourish in

health care.

2.3.1 Organisational and structural factors

Organisationahnd structural factors affecting the ways health professionals work
together, and with patients and carers, are explored in this section, in relation to (a) the
internal differentiations that regeithealth professionals to work across departments and
agencies in order to access services and resources, (b) cost containment and financial
accountability that may influence clinical responsibilities and compete with patient

centred perspectives, (c) clgamg structures that alter lines of communication and
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relationships between professions and departments, and (d) inequitable distribution of

services that leads to gaps and overlaps in services.

a) Differentiations within the Australian health care

It can be argued that differentiations in the provision and funding of health services in
Australia can be confusing for consumers and providers, and may encourage
competition rather than collaboration between health professions. Services are
administered anduhded through the Commonwealth, State/Territory and Local
Governments, as well as commercial and-gowernment enterprises. With the resultant
overlapping responsibilities and split funding for services, comprehensive national
health policies are diffictito develop (Duckett 2007). Difficulty transitioning between
services, including rehabilitation (New & Poulos 2008), can also be experienced due to
cost shifting between departments and levels of governments (Reid 2002; Stewart &
Dwyer 2009). A simplifiedsummary of the health responsibilities divided between
governing agencies within the Australian health care system is provided in Table 2.7.
These funding systems are currently (2011) in a state of flux and confusion due to the

proposed restructuring oehlth funding.

Table 2.7 Outline of responsibilities in relation to Australian health services

(based oBased on Financing and Analysis Branch of Commonwealttaib@pgnt of Health and
Aged Care200Q Department of Foreign Affairs and Trade Australian Gowgent 2008)

Area of Responsibility Commonwealth State Local Non-government
Government Government | Government (including religious

charitable and for-
profit providers)

Policy-making for public Leadership role
health research

Policy-making for national Leadership role
information management

Medical services, not in Predominant
hospitals source of funding
Health research Predominant Some Some Some provision
source of funding | provision provision
Public hospitals and Jointly funded Jointly Jointly Jointly funded
community care for aged funded funded
and disabled persons
Delivery and management | Some provision Primarily Some Some provision
of community public health responsible provision
services
Support for private health Premium Sell health insurance
insurance subsidies to individuals
Residential aged care Regulation and Primarily responsible
some finance
Community services Some Some
provision provision
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Through funding agreements between Commonwealth and State/Territory Governments,
haospital services are the responsibility of the States and Territories (Duckett 2007).

Local governments fund various locally responsive community initiatives, such as home
care support. Health care services are also provided by private ho$pitdisiduas

may purchase health insurance to help cover the costs of accessing private health
services. Public health services address health and disease at population levels through
health protection, illness prevention, health promotion, and infrastructure pienezio
(National Public Health Partnership 1998, 2000) and are funded by all levels of

government.

The Commonweal th Governmentoés Medicare s
free and equal access to public hospital services and to enable universatacebates

for outof-hospital services provided by medical practitioners (Elliot 2003). Rebates are
also available for a limited number of services provided by other health practitioners,
such as physiotherapy treatments for patients with chronictemmgicoordinated by

gener al practitioners (Foster, Mi tchell,
preferential funding of medical services
nursing and allied health services, particularly on an ambulatory, lifatsiey do not

have compensation insurance, private health insurance or private means to cover
financial costs. It could also be argued that such preferential funding is more likely to
engender territory protection than facilitate collaborative relatimtween disciplines.

Extra funding for specific initiatives related to particular priority areas can be made
available at certain timeélthough there are clear advantages to those consumers and
providers who fall within the priority funding area, predntial funding in some areas is
likely to result in disadvantage to other patient groups and services. Changes in funding
priorities can also cause fragmentation and lack of sustainability in service availability.
For examplefollowing the identificatio of stroke as a Government Health Priority

Areas Initiative, funding became available floe development of specialised units for

the care of stroke (National Stroke Foundation 2008) while other conditions requiring
rehabilitation tended to continue wittie same levels of funding and benchmarking

requirements to maintain this funding.

18 Although private hospitals are not publicly owned or administehey, are regulated by the
Government.
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b) Cost containment

Managerial requirements, arising from measures aimed at containing spiralling health
costs, have the potential to influence health care decisionglatidmships between

health professionals and patients. Over the next 50 years the proportion of the population
over the age of 65 years is expected to double and the proportion of the population over
the age of 80 years is expected to almost treble (Cowwessith of Australia 2001).

These demographic changes are accompanied by an increasing need for health services
to have a strong focus on ongoing rehabilitation as well as emergency treatment. Other
causes of rising health expenditure include workforceiapgation, consumer

expectations (Australian Medical Workforce Advisory Committee and Australian

Institute of Health and Welfare 1998), and the expansion of available diagnostic tests
and therapeutic interventions (Duckett 2007). As a result of incgehsith

expenditure, cost containment measures have been introduced by governments.

One earlier cost constraint measure involved restricting the number of health

professionals trained (Ross, Hallam, Snas@alllor et al. 1999). Despite the Australian

Medi cal Wor kforce Advisory Councildéds concern f
growing health demands, the Commonwealth limited the number of medical places at

universities in the 1990s in an effort to constrain growth in health expenditure

(Australian Medial Workforce Advisory Committee and Australian Institute of Health

and Welfare 1998; Birrell & Hawthorne 2004). The resulting staff shortages from this

miscalculated policy have affected the delivery of and access to a number of health care

services (Van Br Weyden & Chew 2004; Productivity Commission 2005).

Another cost restraint measure introduced contract models of funding that distinguished
between funders, purchasers and providers, and emphasiseffecsteness and

managed care (Ross et al. 1999)e increased focus on financial accountability

accompanying contract funding models requires health professionals to collect and

process information for managementgmses. Tis financial focus can compete with

heal th prof essi oitieslasdpatiententradnassa For examplgg onsi bi |
inpatient rehabilitation staff in NSW are required to assess all patients using the

Functional Independent Measure (FIM) instrumi&and submit this information to

®The FI'M instrument (correctly known as FIME) is a com
http://www.udsmr.org/WebModules/FIM/Fim_About.aspecessed 30/10/10
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NSW Health for the purposes of benchmarking emsting of services (NSW Health
2008).

Allocation of funding on the basis of such benchmarking can entail financial

disincentives for rehabilitation units exceeding the allocated length of stay for patients
(Kok 2006). In another example of contract furgdihospitals that operate within state
benchmarks for allocated lengths of stay may be rewarded through increased funding
(NSW Health 2005). In such situations, humanistic decisions for patient care may be
tempered with managerial and cost implications. Foe x a mp |l e, r ehabi | it
early discharge from hospital can be associated with significant and largely

unrecognised physical, social and financial consequences for their unpaid carers (Dow
2004).

c) Changing structures
With structural, governan@nd management changes being common features of the
Australian health care system (Dwyer 2004), many health professionals must adapt to
changed lines of communication and altered relationships with other service providers.
This frequency and constancyatfange was recognised over a decade ago, as evidenced
in this quote:
The structures of the various Commonwealth and State and Territory health
authorities have undergone frequent change, involving internal reorganisation,
the transfer of functions to ancbm other departments, or the amalgamation of
entire departments. Peripheral health units have had to make rapid adjustments to
these changes in central agencies. &
creation of central agencies with varying degrees ofgdélen of responsibility
to regional or area authorities. (AIHW 1998, p.158)
Change and movement towards central agencies have continued since 1998. In 2005 the
NSW Health Department merged the 17 Area Health Services to form eight new Area
Health Service&® Although such centralisation has been credited as aiming to increase
coordination between fragmented services, it has been criticised for lack of evidence in
relation to improving patientsd navigat.i

term conplex conditions (Dwyer 2004).

% The Area Health Service in which the current resleavas undertaken experienced aspects of this
move towards to centralisation during the collection of data.
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These continual changes to management structures may inadvertently reinforce barriers

to health professionalsodéo coll aborative
different professional disciplines tend to strengthen teyriboundaries when competing

against other professional groups, changes in policy and health structures may impede

interprofessional practice (Hugman 2003). The Clinamen Collabotasirgued that
structural integration should not be confused with intignaof services (Glouberman,
Enkin, Groff et al. 2006). Based on their observations that health care practices were
becoming more firmly entrenched in less stable environments, they proposed that
stabilising [health pr ofheovesalltbrean[dfs 0 ]
unstable environments] and instituting relatively small changes that respond to
local conditions can help them emerge from their defensive enclave in order to

collaborate with colleagues and improve their practice (Glouberman €08l). 2

Unfortunately for collaboration, however, there is no evidence in the current health care

climate of such concerns about contextual instability being heeded by governments.

d) Inequitable distribution of services

With the majority of health care séres concentrated in metropolitan areas (Duckett
2007) people in rural and regional areas tend to bear the burden of inequitable
distribution of services. Problems associated with training, recruiting, supporting and
retaining health professional in rueakeas are well recognised (Veitch & Battye 2008).
Many rural and regional areas throughout Australia experience shortages of health
practitioners, and those living in rural areas commonly encounter difficulty accessing
health care (Productivity Commissi@005; Duckett 2007; Greenhill, Mildenhall, &
Rosenthal 2009). The situation is compounded for services with workplace shortages
across all geographical areas. The disability sector is one such sector (Productivity
Commission 2005). Despite high levels éfability in rural and regional area&IHW
2008a), people outside metropolitan areas are less likely to access disability services
than those in metropolitan are#dfiW 2008b). When accessing health services in
metropolitan areas, patients and carermsfraral and regional areas face the burden and
cost of travel, accommodation and disruption to daily life (Veitch, Sheehan, Holmes et
al. 1996; Harris, Thorpe, Rorison et al. 2004).

% This small international study group includes a philosopher, a psychologist, a nurse and several
physicians. It aims to increase understandintpefcomplex nature of health (Glouberman et al. 2006)
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Rural and regional areas often have a high turnover of health staffgS2Q®4), and

farewells and welcomes of staff are frequently experienced (Croker, Bent, &

Milosavljevic 2008). When positions remain unfilled, health professionals may need to
work in a |l ess fAdiscipline conf i nresstbe man |
needs of patients (Smith, Stone, & Bull 2008). Health professionals in rural and remote
areas rely on broad understandings of health services and professional networks to
facilitate smooth transition for their patients through different healdh structures

(Croker et al2008).

A number of strategies have been developed to enable people living in rural areas to
undertake careers in health care and to encourage qualified health professionals to work
in rural and remote areas. These strategidade the provision of scholarships and

extra places in health courses for students from rural and remote communities, support
to find suitable employment in rural and remote areas, professional development
assistance and incentive packageoker et al2008). Innovative locallyelevant

strategies have also been employed to enable health practitioners from metropolitan
areas to travel to underserviced areas (Veitch & Battye 2008). Despite these strategies
the distribution of health services across Austneemains uneven (Liaw 2008), and

health care teams may be required to practise without a full complement of team

members.

e) Consumer participation

Throughout the last decades, moves to make health systems more responsive to the
needs of the public hadecused on collaborative activities between consumers and

health providers (Coulter, Parsons, & Askham 2008). Involving consumers in health

care planning and policy has the potential to improve the relevance and accessibility of
health servicesand enalfieh e al t h consumers to have acce
rather than the services the health syst.:
2009, p.1). In Australia, consumer participation in health occurs at a number of different
government levels and community organisations, and can involve consultation,

information sharing and information seeking (Jolley 1995; Siludohnsori999).

NSW Area Health Services have consumer representatives on advisory councils.

However, despite a range of opportigs for community participation the degree to

which consumers have effective voices in health policy development varies. As

consumer participation commonly requires appropriate leadership, management,

infrastructure and capacity, as well as knowledgéetiealth system, some groups of
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consumers find it more difficult than others to be involved (SillBudohnsoril999).

People who live in rural and remote areas, have a disability, belong to mental illness
groups or have a chronic condition, are older soaally isolated, are among those
whose participation may be marginalised (Silb&rdiohnsoril999). Thus, despite
articulated support for consumer participation in health, actual engaged participation is

irregular and opportunistic.

f) Increasing speciali sation

|l ncreasing specialisation of Australiabds heal
20 years within many professional groups (such as medicine, nursing and physiotherapy)

as well as across professional groups (for example, postgraduate gtiatifan

occupational health and public health) (Duckett 2007). Although thdepth skills

developed within narrower fields of care have the potential for improving quality of care

in specific aspects of health, the further differentiation of servicesnapanying such

specialisation requires health professionals to work closely together to avoid losing the

person focus. Teamwork has been identified as an important focus of undergraduate

education to ensure that graduates are equipped to work effeetitigly the reality of

increasingly specialised and fragmented practice (Duckett 2007).

2.3.2 Future directions

It can be argued that improvements to Australian health care services are needed to
address problems related to structure and collaboratitimwitese structures.

Although Australia ranked well when compared to the United States, the United
Kingdom, New Zealand and Germany in evaluations of health outcomes and
accessibility of health care (Davi8choen, Schoenbaum et al. 26673 number of

areas needing improvement have been identified, including coordination of services
(Richardson 2005). Duckett (2007, p. 306) suggested that an ideal system for Australia
woul d be Awel |l i ntegrated, accessible, dynami
proposed that such a system would address rural inequities, be accountable, and
emphasise health promotion, community development programs and consumer choice.
Team practice within health organisations, with leadership shared by a range of

practitioners, wa also considered important for future health care practice. A recent

#|n the Commonwealth Fund Study (Daeisal.2007) Australia ranked second for equity of access, and
first for health outcomes (evaluated through measurements of healthy life expectancy, infdity morta

and mortality amenable to health care). Universal health insurance coverage was considered to make an
important contribution to these rankings.
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inquiry into NSW acute health care services (Garling 2008a) supported the emphasis on
patientcentred,teamb ased care. Garling claimed that
i p ar a moral noncera ef the system and not the convenience of the clinicians and
admi ni stratorso (Garling 2008a, topgeplace. He
independent professional care. | contend thabtbanisationasupport for such models

of teamwork needs to be informed by deep understandings of the nature and experience

of collaborative practice in health care.

2.4 Rehabilitation

Health care services vary in many ways including their purposes, the conditions treated,
the people involved and nat of their involvement. This section highlights

opportunities and challenges for collaboration in rehabilitation teams in relation to
changes in rehabilitation conceptualisations, common conditions treated by
rehabilitation teams and roles of team member

2.4.1 Development of rehabilitation

The recent shift in focus from rehabilitation as primarily a medically driven mechanistic
process to having a more socially aware perspective (Wade & de Jondha8i@en
accompanied by an increase in the numbe@raofiessional disciplines working in
rehabilitation and an emphasis on the involvement of patients and carers. In this section

| explore key aspects influencing the ways health professionals, patients and carers work
together in rehabilitation in relatido (a) the development of rehabilitation (as

involving processes of restoration, expansion of health professional disciplines and

patient participation) and (b) the WHOOGS

a) From biomedical to biopsychosocial approaches

Although the beginnings of rehabilitation can be traced back to Hippocrates (Eldar &

Jelic 2003), rehabilitation services are generally considered to have developed more
recently as a response to the needs of the victims of the polio epidemic and the injured
veterans returning from World Wars | and Il (Disa et al1993; Capilouto 200Eldar

& Jelic 2003). Prior to those wars rehabilitation involved caregiving to people with
disabilities in institutions or at home (Seidal 2003). The focus was on the prowfsio

shelter and basic care rather than on achieving independence and functional competence.
The postwar conceptualisation of rehabilitation as restoration expanded residential care

to encompass restorative services aimed at enabling disabled vetesmsrie social,
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family and occupational roles. Rehabilitation involved mainly medical treatment,
physical therapy and occupational or reconstruction aids (Eldar & Jelic 2003; Seidel
2003). Currently rehabilitation services are provided by a wider rangsatihh
professionals who work together as a team, including dieticians, neuropsychologists,
nurses, doctors, physiotherapists, occupational therapists, social workiespeach

pathologists

These professions, along with others, have expanded and etludebles in

rehabilitation since the World Wars of the last century. In medicine, rehabilitation has

developed s.a medical speciality (Disler et 2002) and has widened its medical focus

on illness and disability to encompass social psychologichlas o c i a | needs (Ob6Yol
Young, & Stiens 2002). Physiotherapists are establishing theoretical models for

rehabilitation (e.g. Carr & Shepherd 2003). Occupational therapists moved from interest

in daily human occupati onogy(chenrel99psto of an fart
developing a range of consurrmantred approaches for meaningful occupations in

peoplebs |lives (Dibden, Zakrzewski, & Higgs 2
recognised as a specialist area obimg care (Nolan & Nolan 1999).

Neuropsychologists have moved from their early roles of assisting neurosurgeons locate

brain lesions to an expanded role diagnosing and treating cognitive and behavioural

disorders (Ruff 2003). However, as these expanding roles and specialisations have not

neessarily developed in accordance with holistic or strategic views of rehabilitation, it

is widely recognised that negotiations between team members are required to deal with

the resulting overlaps, gaps and differences between perspectives.

The WHO has beeinfluential in broadening the focus of rehabilitation to include

patientsd broader soci al contexts and in faci
rehabilitation ideals among health professionals. Since the WHO claimed in 1969 that

At he pat i emdambensionfesndylmiay, ia cerdain circumstances, become

essenti al adjuncts to the teamo (p. 16), part.
increasingly accepted as an integr al aspect t
(2002b, 2004) more recent captualisations of rehabilitation (see Table 2.8) placed

peoplewith disabilities at the centre of rehabilitation, and used positive and active

terminology, such asnabling, enhancingndtraining. Importantly this view

highlighted the importance of patiecentredness, requiring a range of strategies aimed

at broad functional change, and calling for the removal of barriers to social participation.

This focus on people with disabilities and broad functional changes can be seen in many

66



other definitions of@habilitation (as shown in Table 2.8) and supports patiemired

approaches.

Table 2.8 Examples of definitions of rehabilitation in the literature

Definitions sourced from the WHO Definitions not explicitly acknowledging WHO

 The combined and co-ordinated use of §  Medical rehabilitation exists to enhance the
medical, social, educational and vocational functional capabilities of persons who experience
measures for training and retraining the activity limitations as a result of impairment in
individual to the highest possible level of body structure or body function (Capilouto 2000,
functional ability (WHO 1969, quoted by p.1)
Glanville 1994, p.7) 1  The process of making the person with a

1 Rehabilitation is generally considered to be disability Amaxi mally
the component of tertiary prevention which application of rehabilitation principles and
focuses on reduction or elimination of a techniques (0O8Yol)ng et
disability (WHO 1996, p.4) 1 Rehabilitation is the process of restoring an

1T The term Arehabilitat individual 6s capacity 1t
aimed at enabling persons with disabilities to activities when this capacity has been altered or
reach and maintain their optimal physical, limited by a physical or mental impairment
sensory, intellectual, psychiatric, and/or social (Seidal 2003, p.235)

functional levels, thus providing them with the q
tools to change their lives towards a higher
level of independence (WHO 2001, p.290,

Rehabilitation: To restore condition, operation or
capacity (Rehabilitation International 2004)

quoted by Disler et al. 2002, p.385) ' Rehabilitation is conceptualised as a status
T . passage in the career of chronic illness and
1 Rehabilitation is a process that assists people disability that is directed to helping people to

with disabilities to develop or strengthen their function as best they can within the limitations of

physical, mental and social skills to meet their their conditions and to prepare them to function
individual/collective specific skills (WHO 2003) in their homes and communities (Cott 2004

T The WHO definition of p.1418)
use of all means aimed at reducing the impact q

Rehabilitation is an educational, problem-solvin
of disabling and handicapping conditions and b g

. SRR . process that focuses on activity limitations and
at enabling people with disabilities to achieve aims to optimize patient social participation and

optimal social integr well-being, and so reduce stress on carer/family
Ward & Chamberlain 2006, p.292) (Wade 2005, p.814).

b) Influence of WHO disability concepts

Discourse relating to rehabilitation terminology often refers to the WHO concepts of
disability. Definitions for terms related to disability have been propbseitie WHO as

part of their Family of International Classifications, the purpose of which was to
festablish a common | anguage to i mprove
data within and between é health nitiense di :
and concepts of disability have developed over time; different versions being the1980
version of the ICIDE and the 2001 version, known as the €6t ICIDH-2. The 1980

ICIDH version was based on model of causal linkages between disease, impairment

disability and handicap. This version was criticised as inadequately describing the

% International Classification of Impairments, Disabilities, and Handicaps 1980

* |nternational Classifidion of Functioning, Disability and Health 2001
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complexity of disablement (Halbertsma, Heekens, Hirs et al. 2000). The {ZIDH

omitted the term Ahandicapbo, rejected the cau
cocept of disability as fAan umbrella term for
participation restrictiono (United Nations 20
emphasis on the functional abilities of people with disabilities rather than focusing on

physiological and psychological functions of disability (Pledger 2003). The definitions

of the ICIDH-2 components of disability are shown in Figure 2.2.

Figure 2.2 Definitions of ICIDF2 Components of Disability
(Reproduced from WHO 2002b)

Body Functions are physiological functions of body systems (including psychological functions).

Body Structures are anatomical parts of the body such as organs, limbs and their components.
Impairments are problems in body function or structure such as a significant deviation or loss.

Activity is the execution of a task or action by an individual.

Participation is involvement in a life situation.

Activity Limitations are difficulties an individual may have in executing activities.

Participation Restrictions  are problems an individual may experience in involvement in life situations.

The ICF model, while not established as a model for rehabilitation, has developed into

one that both reflects and informs views of rehabilitation (Mant, Wade, & Winner

2002) : fl Cternabohal, scierdific toal forithe paradigm shift from the purely

medical model to an integrated biopsychosocial model of human functioning and

di sabilityo (WHO 2002b, p.19). Disler et al
new [ICIDH-2] terminobgy, rehabilitation is seen as a coordinated process that

enhances o6activityd and O6participationd and i
the patientds soci al contexto. The wuse of the
and health in phystherapy has been proposed, and its usefulness for improving

communication between health professionals and for guiding assessments and

documents has been acknowledged (Allet, Burge, & Monnin 2008; Darrah 2008;

Holmberg & Lindmark 2008; Mitchell 2008;Syke&008).

Within its scope as a conceptual model, the ICF can provide a structure for
comparability of interprofessional assessments and facilitate a focus on the realities of
patientsd | i ve®ade&ddekang(BOAG; hl13850hyt8ighted t
importance of reconceptualising approaches to rehabilitation in their claim:
Rehabilitation has recently seen many practical innovations and new evidence
for specific interventions, but the major advances in rehabilitation are conceptual
rather than pactical. Firstly, the approach to patients has moved from a
predominantly medical one to one in which psychological and sociocultural
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aspects are equally important. Secondly, the need for organised specialist
rehabilitation services for example, for neurolgical disabilitied is being
recognised.

In reality, however, rehabilitation may not be as peisamtred as suggested or as

desiredGzil and colleague€007, p.1616) claimed thétr e habi | i t at+ on i ¢
centred than it used to be butitcoudandoul d be moreo. This cl
the experiences of Rodger (2008, p.393) a patient who described how he was not
automatically i ncluded in rehabilitation
began to acknowledge that they were dealtt an independent soul, and they enabled

me to have more of a say i n my treatment

Although rehabilitation has moved from cagwing throudh medical beginnings to
becomamore patiententred and socially aware, many rehabilitation services,
particularl in the early phases of illness and disability, are located in acute medically
oriented health systems. Suchlooation can provide challenges to patients, carers and
health professionals as they straddle interfaces between medical and rehabilitative
perspectives and strategies, and work with a range of patients presenting a variety of

disabling conditions.

2.4.2 Conditions requiring rehabilitation

Rehabilitation teams are responsible for providing services to people with a range of
conditions. Commonefatures include (a) physical challenges that limit activities and

impede social participation and wellbeing, and (b) the slow nature of recovery and
regaining of function. Some conditions, particularly those acquired through brain injury,

can also involvdehavioural, emotional and personality, communication, cognitive and
intellectual aspects (Barnes 2006). These conditions can pose particular challenges for
involving patients in decisiemaking (e.g. lack of speech or diminished cognitive
capabilities). Br t her , patients with cognitive dif
capacityinclienc ent r ed c a (Hobson @06, p.75p Goaditions commonly

treated by rehabilitation teams are outlined in Table 2.9.
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Table 2.9 Characteristics of commoauromusculoskeletal rehabilitation condition
(based on Cooper 2006)

Conditions Characteristics

Acquired Causes include motor vehicle accidents, assaults, falls and sports injuries.

brain injury | commonly causes a wide range of functional deficits due to motor, sensory, perceptual,
language, cognitive and behavioural impairments.

Stroke Caused by bleeding or occlusion of flow of blood to the brain

Can cause a wide range of functional deficits due to motor, sensory, perceptual,
language, cognitive and behavioural impairments.

Spinal cord Causes include car accidents, falls, violence, sports injuries

injury Lack of innervation of muscle groups can result in a range of deficits including difficulties
with respiration, bladder and bowel function, and movement in general

Musculoskel | Includes hip fractures (a common type of fracture in the elderly population that often
etal condition | requires surgical fixation), pelvic fractures, hip replacements, knee replacements, and
conditions where physical functioning is inhibited by pain

Amputation Includes amputations that result from injury or vascular insufficiency
Often involves the use of prosthetics

Some behavioural effects associated with acquired brain injuryosegisuch as
agitation, confusion and resisness) may be shdisted and manageable (Barnes 2006).
But ongoing physical and verbal aggression can be significant barriers to rehabilitation
and can require behavioural programs to minimise disruption and improve challenging
behaviour (Barnes 200&motional and personality problems (which may include
egocentricity, lack of emotion, irritability and lack of social restraint) can affect
relationships, integration into the community and return to work (Barnes 2006). Barnes
(2006, p.537) noted:

The moe obvious physical problems, such as wiair dependency,

dysarthrid® or visual problems, are often coped with by family members more

readily than the more subtle Apersonalityo

Those with emotional and personality challenges who have insighthieir conditions

can also be at risk of depression (Barnes 2006). As a consequence of cognitive and
intellectual disorders, patientsodé difficultie
perception, language and learning may need to be addresseshi€sratddressing

cognitive abilities often require extensive prompting, guidance and supervision by carers

(Barnes 2006).

Rehabilitation patients spend considerably longer in inpatient rehabilitation facilities

than the average length of hospital staynf@onds & Stevermuer 2008). Simmonds and

“Dysarthria is the poorly articulated speech that resul
mout h, tongue, pharynx and |ips are not functioning pr
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Stevermuer reported that in NSW, those patients receiving rehabilitation for acquired
brain dysfunction (and who were considered most impaired) were, on average, in
hospital for a period of 43 daf8Stroke patientstayed in hospital for an average 28
days. Those with significant spinal cord injuries had average length of stay of 47 days,
and patients with amputated limbs had an average length of stay of 32 days. Patients
requiring rehabilitation for orthopaedic ftaces had an average length of stay of 23
days. With these longer stays in hospital, patients and carers have opportunities to

develop good professional relationships with health professionals that help both to

understand each ot Imdkewaysesfwarldng dffectivelptegetsepn e c t i

Many people have ongoing disability following rehabilitation. The AIHW (2003) has
estimated the prevalence of physical disability in Australia at between about 12% and
16% of the total populatioff.Acquired brain ijury, which tends to be associated with a
range of ongoing physical, social and emotional difficulties, had an AIHW estimated
incidence of between 57 to 377 per 100,000 population. Four fifths of those with a
disabling condition from acquired brain injuigported a physical disability. Almost half
reported a sensory/speech disability and a third an intellectual disability. Compared to

rehabilitation patients with stroke, amputations and fractured hips, patients with acquired

brain injury tended to be th@yngest, with an average age of 52 years (Simmonds &
Stevermuer 2008).

The slow nature of recovery and regaining of function, with perhaps ongoing disability,
can require rehabilitation teams to involve other departments, agencies and
organisations, suciis employment centres, educational institutions and insurance
organisations. Working across different organisations and agencies adds another

dimension to the complexity of collaboration in rehabilitation.

“Theaverage length of stay for patients in acute hospitals throughout NSW if22087%vas 3.7 days
http://www.health.nsw.gov.au/pubs/2008/pdf/annualreport08gmtiesse80/06/10

?"In Australia, reports on disability for legislative and administrative purposes are based on five main
disability groups that reflect activity limitation and participation restrictions as well as the underlying
health conditions and impairments (AIHW 200Bhese interrelated groups are: (a) intellectual
(development delay, specific learning, autism), (b) psychiatric, (c) sensory/speech (deafness, blindness
and speech impairments), (d) acquired brain injury and (e) physical/diverse. Neuromusculoskeletal
rehabilitation is mainly concerned with the latter two categories. Acquired brain injury has a separate
category due its association with a range of social, physical, social and emotional difficulties. These
disability groupings are not classifications ofpdoe, but categorisation of
various domains of functioning and disabilitybo
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2.4.3 Rehabilitation teams

As rehabilitation usally requires the active participation of patients, their carers and
families, the need for collaboration among health professional disciplines, patients and
carers is great. Goal planning is an important focus of such collaboration. Goal planning
and goaketting provide motivation for the patients and the team to (a) strive for and
monitor intended results of planned interventions and actions (rather just predicting

what might happen), and (b) coordinate therapy (Wade 2009). Setting, planning and
implemerting goals is core practice for rehabilitation teams. This collaboration can
occurbetween a few team memberson a broadercollective basis, for example at

weekly team meetings or case conferences. Patients and carers are not necessarily
included in cas conferences, but may have meetings arranged specifically for them
where relevant members of the team attend and discuss issues. This section outlines the
roles of those involved in rehabilitation teams, with a particular focus on their roles and
thescop for discipline specialisation. The ambig

roles as team members is noted.

a) Health professional roles in rehabilitation teams

Health professions who provide rehabilitation services are often categorised as medical,

nursing or allied health, with the terallied healthloosely referring to noimedical and

nonnur sing health professionals (Lowe, Adams,
roles, fragmentations and overlaps of therapy and care, patients might be expected to

have difficulties in understanding Awho does
specialise in rehabilitation, where relevant, has the potential to lead to wide variations in
health professionalsé qualificmasti ons and expe
Rehabilitation teams can therefore be composed of a range of novice practitioners,

highly experienced discipline specialists and those currently undertaking specialisation.

This lack of homogeneity in experience and specialisation adds further toallenges

of collaboration while simultaneously providing opportunities for team members to learn

from one another.

An overview of the roles of health professional providing rehabilitation services, and
their opportunities for accredited specialisatioth@ area of rehabilitation, is provided

in the following section (in alphabetical order to avoid implied merit or value). Although
the professional disciplines are presented separately here, overlap between roles is
common; for example, physiotherapistsl atcupational therapists may each consider

that retraining hand and arm function is their role (Zorowitz 2006).

72



i) Allied health
i Dietetic management in rehabilitation aims at establishing and maintaining
normal nutritional status in order to optimisethat i ent 6 s f uncti on
reduce medical complications (Allied Health in Rehabilitation Consultative
Committee 2007).

1 Neuropsychologists working in the area of rehabilitation use a range of
diagnostic assessments to diagnose cognitive and behadeteets (Ruff
2003). Information from neuropsychological assessments is used by other health
professionals to manage individual pat

cognition (Allied Health in Rehabilitation Consultative Committee 2007) and by

neuropsych@ gi sts in behaviour therapy (Gol
tests also fiallow clinicians to monit ¢
potential for return to the community

1 Occupational therapists working in rehabilitat n f ocus oaare,pati en
productivity and leisure activities, using interventions such as training,
retraining, remedial techniques, strategies for compensation, and adaptations to
the patientsd environments téativel | i ed He:
Committee 2007). Different models of practice are used within occupation
therapy, including biomechanical, cognitiperceptual, motor control, sensory
integration and spatiotemporal adaption (Kielhofner 1992). The Bobath and other
functional approehes are used for treatment of stroke (Walker, Drummond, Gatt
et al. 2000). Special interest groups within occupational therapy include those
related to age of patients, such as aged care, to focus of services, for example
occupational, and to nature ofrmbtion, or condition being treated, for instance
neurology (OT Australia Victorfd).

1 Physiotherapists in rehabilitation facilitate physical recovery to maximal levels
of independence and function (Allied Health in Rehabilitation Consultative
Committee 200). Their expertise lies in examining and treating
neuromuscul oskel et al problems that af/
2006). One or more different treatment approaches, informed by different
theoretical bases, may be used; for example, strokeeted by proprioceptive

28 http://www.otausvic.com.au/html/s01_home/home, asgessed 30/06/10
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neuromuscular facilitation, Brunnstrom, Bobath or the motor relearning
programme (Langhammer & Stanghelle 2000). Rather than being specifically
aimed at rehabilitation, accredited physiotherapy specialisations in Australia
relateto body systems, including musculoskeletal, neurological and
cardiothoracic physiotherapy, or to the age of patients, such as gerontology and

paediatric physiotherapy (Australian Physiotherapy Assocfdjion

Social workers are involved in future planniwgh patients and families to
maximise adjustments to disability and lifestyle changes (Allied Health in
Rehabilitation Consultative Committee 2007). They may also facilitate access to
support services and provide counselling and debriefing servicesfyiohent

suitable shorterm or extendedare facilities can also be a role of social workers
(Zorowitz 2006). A special interest group of the Australian Association of Social
Workers provides opportunities for social workers in the area of rehabilitation to
keep up to date with developments in the rehabilitation area and share knowledge
and skills (Australian Association of Social Work&sSocial workers

contribute background information about patients and family situations, may
coordinate funding resourgeand consider aspects of a smooth transition back to
the community (Winkler & Peden 2005).

Interventions by speech pathologists are aimed at improving aspects of language,
swallowing and feeding, respiratory dysfunction and cognition (Allied Health in
Rehabilitation Consultative Committee 2007, Winkler & Peden 2005). Although
Victoria has a group for speech pathologists interested in adult rehabilitation,
other rehabilitation related special interest groups in Australia tend to relate to
particular problens treated by speech pathologists (Speech Pathology

Australia).

i) Medical

Rehabilitation specialists in medicine focus on maximising residual capacity for

impaired individuals and dignified integration into their communities rather than aiming

2 http://lwww.physiotherapy.asn.au/index.php/groups/groapsessed 30/06/10

30 hitp://lwww.aasw.asn.au/about/specialisst/index.htmaccessed 306/10

3 http://lwww.speechpathologyaustralia.org.aacessed 30/06/10
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to cure hem (Australasian Faculty of Rehabilitation Medi¢feSpecial interest groups
within this accredited specialty include rehabilitation for spinal cord injury, neurological
disorders, musculoskeletal problems and pain. With a broader basis tliiamtéed i ¢ a
per spect i vgehalilikagoh aams20dnpdvieinction and quality rather

than focusing primarily on arresting pathology (Eldar 1999). Rehabilitation specialists
work collaboratively withmedical colleagues, allied health professionals anerstin

the development of rehabilitation (Australian Faculty of Rehabilitation Medicine).
Rehabilitation specialists are often identified as team leaders (Winkler & Peden 2005) or
team coordinators (Zorowitz 2006). They commonly act as gatekeepers for the
admission of patients to rehabilitation units, coordinate information between other
medi cal practi ti oner ssupernse thd nvedichl statustofh pat i

patients prescribe medications and controtmorbidities(De Lisa et al1993)

iif) Nursing

Nursing is a multifaceted profession involving the practice of care, cure and
coordination (Kelly & Joel 1996) . I n r ehi;
care to maintain physical wellbeing, ward management, care of continence arahgkin,
continuation of other professionsd theraj
1996). Rehabilitation nursing is a relatively new accredited speciality which entails a
wellness model of care and is characterised by nursing activities being based on
rehabilitation and restoration principle:
holistic approach to meeting patientsodo m
spiritual needs involves applying principles taught by other disciplines (Zar@@06).

The varying emphases on, and opportunities for, discipline specialisation in

rehabilitation creates potentials for differences within teams and between teams. Further,
whereas rehabilitation is be a specialty focus for members of some teath&rin o

teams, particularly in rural areas, health professionals may also have responsibilities to

acute health services.

b) Patients, families and carers in rehabilitation teams
Rat her than being a passive pr oateigson r e h:
to ensure that goals are meaningful and appropriate to them as they regain their

functional abilities (Wainetak 0 0 8 ) . Patientsd i mprovement

%2 http://afrm.racp.edu.auaccessed 30/06/10
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in and control of their rehabilitation has been identified as contriptipositive
experiences of rehabilitation (Wain et al. 2008). Families and carers also play important
roles by providing patients with support and encouragement as well as assistance and

opportunities to @ctise new skills (Intern&troke Center 2010).

However, despite general agreement that patients, families and carers are integral to
rehabilitative processes, the nature of their status and position in the teams is not well
defined or understood. Some authors, such as Dodkin (2003), consider pautents

carers to be part of the team, with their roles being to learn about their injury or iliness,
participate in therapies and contribute to goal setting. The Internet Stroke Center (2010)
in the USA identifies patients and their families as important neesnof rehabilitation
teams. Other authors (e.g. Allied Health in Rehabilitation Consultative Committee 2007)
describe rehabilitation teams in relation to health professional roles, with patients being

the focusof the team rather than the team.

The rdes of family and carers are further complicated by their need for support

throughout the rehabilitation process and bey
disabilities can be considerable sources of stress and distress for family and carers

(Wade2 005; Rodger 2008). Although support for p
be ongoing, multifaceted and situationally specific (Pierce, Steiner, Govoni et al. 2007;

Smith, Gignac, Richardson et al. 2008), carers are not always included in treatments,

discussions and education sessions (EBahrteffmann, KcKennas et al. 2008ven

written information, which is widely accepted as an important means of support for

patients and carers (Smith, Forster, House et al. 2668}% to be provided on an ad hoc

rather than a systeatic basis (Hoffmann, McKennklerdet al.2007). Moreover,

written information is a onevay communisation tool that assumes health literacy.

Support for caregiversd roles can al so be i mp
systemas i ndicated by the foll owing caregiveros
While we found particular individuals in the health care system to be personally
admirable, longheld and system boundaries made it difficult for even them to
adequately support my role as a caretafgerson with serious chronic illness.
(Williams 2007, p.171)
As caregiving is experienced differently by different people (Pierce, Steiner, Govoni et

al . 2007) , support needs to be targeted to sp
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2.5 Conclusion

The current moves towards pati@eintred teanibased care for patients with chronic

and complex conditions (Duckett 2007; Garling 2008a) face a humbealtéraies in
relationtothe organisaton 6 s f aci |l i tation and sufph@ort
Australian health care system (with its multiple meanings of health and involving
complex professional practice), rehabilitation services may be subjected to fragmented
funding, inequitable distribution of services, changing structures and managerial
requirements. Health professionals are required to collaborate with patients, carers and
other health professionals who bring diverse and at times competing expectations,
perspectives and roles with them. Patieni
decision making is further compounded by the broad and multifaceted nature of
conditions for which rehabilitation is required, particularly when those conditions

include communication and cognitive disorders. Deeper understandings of the nature
and experiaces of collaboration in complex settings such as rehabilitation are needed to
provide a basis for collaboration that is well informed, prepared and resourced. By
locating collaboration within a context characterised by (a) diverse meanings of health
and lealth care, (b) elaborate health care structures, (c) complex professional practice
requirements, and (d) challenges of tdamsed rehabilitation services, this chapter has

emphasised the complexity of the contexts in which this research is located.
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CHAPTER 3
OVERVIEW OHHE RESEARCH STRATEGY

AThat which has already been understood always forms the basis for grasping that

which remains to be understaod
(Bontekoe 2000, p.2)

3.1 Introduction

An overview of the research strategy is presented in thig@hd hrough this overview

| establish a basis for the subsequent detailed descriptions of the research approaches in
later chapters (i.e. Chapter 4 for Study A and Chapter 5 for Study B). Figure 3.1

provides an overview of the components of the resadesbribed in this chapter and

subsequent chapters.
3.2 Research purpose and research questions

| view collaboration as a complex phenomenon that is essential to the provision-of inter
professional patiententred health care. My intention in this reskamas to develop a
deeper understanding of the nature of collaboration and experiences of collaborating
within rehabilitation teams by engaging with the overall research questions of:
1 What is the nature of collaboration?
1 How do people experience collabotang in rehabilitation teams?
1 How does effective collaboration in teams promote patiertentred health
care?
1 What organisational support is required for collaboration to flourish and
effectively contribute to patientcentred health care?

The orientationd the phenomenon, foci of the research and presentation of findings (as
noted in Figure 3.1) indicate that this research operates within the framework of health
care (specifically rehabilitation) as a patieentred, teanfiacilitated endeavour that

enhanes patient wellbeing.
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Research questions: What is the nature of collaboration? How do
Research people experience collaborating in rehabilitation teams? How does Quality

frame effective collaboration amongt eams promote patient -centred health considerations
care ? What organisationa | support is required for collaboration to
flourish and effectively contribute to patient -centred health care?
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Figure 3.1 Overview of research project
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Table 3.1Research question framework
(based on Higgs & Llewellyth998)

Issues

My perspectives and preferences used to frame my research question

Personal frame
of reference

Health professional socialisation: initial socialisation as a physiotherapist provided me
with a predominantly biomedical model of health service delivery

Work experiences: working with a range of clients, health providers, community
members, and policy-makers in a consumer organisation introduced me to a social
ecology model of health and organisations

Personal experiences: ongoing voluntary work in a range of community roles evoked
my interest in personal agency and in constraints and enablers of change

Purpose To understand the nature and experiences of collaboration
To make implicit dimensions of collaboration more explicit
To inform education for teamwork and development of patient-centred collaborative
practice

Context of Rehabilitation teams: different types of teams work in a range of contexts with

participants and
topic

different opportunities and constraints

Health professional s6 socialisation: t
tend to have different ways of working and different ways of viewing health care
Patients and carers: rehabilitation requires the active involvement of patients and their
carers; peoplesd contexts, perspective

e

S

Philosophical
framework and
research design

Idealism: multiple constructed realities explain the different ways people understand
their worlds; this directed me towards the interpretive research paradigm

Interpretive research paradigm: this paradigm was compatible with my view of the
world; research approaches of philosophical hermeneutics and hermeneutic
phenomenology provided philosophical and methodological underpinnings for me to
seek meaning, understand and interpret (a) literature related to collaboration and (b)

participantsd experiences with collabor

Theoretical Social eco|ogy

;r;almﬁvev;rk Social cognitive theory

theories Structuration theory

Theoretical Health care service: complexities and pluralities challenge health care delivery and

framework education for health care practice

b) ll_(ey Professional practice: much of professional practice is implicit; explicit aspects of

(':toer:?;ﬁ:e professional practice can be taught

Working with others: working with other professions and practising patient-centred
care is important for complex health care
Organisational theories: a range of theories and metaphors shape our understanding
of organisations and the ways teams work

Strategy Embrace complexities of collaboration as explained and explored in the literature, and

preferences as experienced by team members
Understand different perspectives and experiences of collaborating

Methods Philosophical hermeneutic analysis of literature: to enable meanings and
conceptualisation of collaboration in the literature to be made explicit and used to
address research questions
Observations of team meetings: to enable me to see what happens when team
members collaborate to plan patient care
Semi-structured interviews: to enable me to understand more about what | have seen,
and what may not visible at team meetings, and to hear the experiences of
collaborating

Feasibility Accessing rehabilitation teams, travelling and travelling expenses

factors

Ethics approval: different area health service regions require separate ethics approval
processes

Accessing individuals: enthusiasm for participation: gatekeepers, constant staff
changes in rehabilitation teams and high workload constrained participation in the
research

OQutsider status: had positive effects

(

coll aboration) and negative effetcteodo(e.

collaboration)
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Research questions need to be consistent with the phenomenon being researched,
compatible with the researchero6s personal
and feasible to research (Higgs & Llewellyn 1998; Lawler 1998). Imptioiect | used
the research question framework developed by Higgs and Llewellyn (1998), as shown
in Table 3.1, as a basis for (a) identifying and articulating my personal frame of
reference, philosophical and theoretical frameworks, and practical anatcahte
factors, as | developed my research questions and research strategy, and (b) ongoing
reflection on this explicit information with the aim of achieving congruency between
my personal perspectives and my research paradigm, strategy, question anel purpos
The key features of my research question framework are interrelated. They include:
1 my experiences as a health professional working in teams, which led me to seek
a deeper understanding of the challenges of working with other health
professionals and piants in a patieatentred manner in health organisations;

1 my purpose of informing education and ongoing professional development of

f

r

a

health professionals, and helping patients

rehabilitation decisiommaking;
1 my philosophical uderpinnings that enabled me to frame the experiences we

have in the world as the source of the meanings we make of the world.

The implications of this framework for my strategy were that | sought to interpret (a)
how collaboration (notion, process andamrhes) is conceptualised in the literature, and
(b) how collaborating (activity, personal engagement) is experienced in rehabilitation
teams. Philosophical hermeneutics and hermeneutic phenomenology were utilised as
rich and appropriate approaches to eaabé to embrace different conceptualisations of

collaboration and experiences of collaborating.

My primary research questions focused on collaboration between team members. Sub
guestions were developed to guide the two studies. The questions in Sthdy A, t
philosophical hermeneutic study of the nature of collaboration and teams as presented
and conceptualised in the literature, were:

How is collaboration conceptualised in the literature?

According to the literature, what is the nature of collaboratidreaith care

(including in rehabilitation teams)?

1 How can collaboration contribute to patie@ntred health care?
Whatorganisationasupport is required for collaboration to flourish and
effectively contribute to patiertentred health care?
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For Study Bthe hermeneutic phenomenological study of experiences of collaborating
in rehabilitation teams, questions | posed to the experiential data were:
1 What is the nature of the lived experience of collaborating in rehabilitation

teams?

What dimensions of collalboat i ng ar e evident in team

How can collaborating contribute to patie@ntred health care?

Whatorganisationasupport is required for collaboration to flourish and

effectively contribute to patiergentred health care?
Thus, whereaStudy A explored coreptual understandings of the notion, process and
outcomes of collaboration (tmoun), Study B explored experiences of the activities and
personal engagement in collaborating (ted)). Key to my choice of exploring the verb
was theactive presence gfeoplein collaborating Bringing the actions of people
collaboratinginto the concept atollaborationensured the perserentredness of this
research (discussed further in Chapter 5). The studies took different paths towards
understanithg yet both finished with a similar question: How can collaboration/
collaborating contribute to patienentred health care? Finishing with a question that
was common to both studies facilitated the merging of the findings in relation to

collaboration asnabstract notiorand arexperience
3.3 Interpretive research paradigm

A research paradigm has been described a:
that influences how researchers make sense of and study the world (Crotty 2003, p.35)

andi't hte thkeat contains the researcherds epi
met hodol ogi cal premi seso (Denzin & Lincol
to the notion that researchersodé personal

actions (incldling research actions) in it.

In this research | use the interpretive research paradigm to explore collaboration. The
choice of research paradigm for this project was guided by the premise that there should
be a coherent relationship between (a) the pmemon being investigated, (b) the
researcherds ontol ogical and epistemol ogi
generated by the researdbefizin & Lincoln 2000; Higgs & Llewellyn 1998; Hughes

1990). Ontology is concerned with the structureeality and the nature of existence

(Crotty 2003). Epistemology relates to theories of how we know something, how we

interpret the world and make sense of it (Crotty 2003).
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Within the interpretive research paradigm, reality is assumed to be dynamic and

negdiated (Minichiello, Aroni, Timewell et al. 1995Knowledge in this paradigm is

c onst r u ctheenthdsfand badiesiof conscious and feeling beings [and] is

generated through a sear ¢Higgsf200da, m&ani ng, bel i e
Researchers o adopt an interpretive paradigm perspective seek to understand a

phenomenon from the perspective of participants, and to uncover thoughts and
perceptions about fihow people attach meaning
in turn influencesthem ct i onso (Minichiello et al. 1995, p
interpretive practices are commonly employed to enable the action to be viewed in

different ways to ascertain these different perspectives (Denzin & Lincoln 20G0).

main aim of constructing knowdige in this paradigns the promotion of

understandings and insights related to human experience and social situations (Powers

& Knapp 1995). | hold this philosophical stance.

Several different research approaches are located within this interpretiveliesea
paradigm, including hermeneutics, phenomenology and narrative inquiry (Higgs 1998).
Researchers within the interpretive research paradigm share similarities such as (a)
being seHlreflective to enable personal responses to be illuminated, (b) beindape
discovery of the unexpected and willing to redirect the research as new insights and
understandings emerge; and (c) undertaking data collection and data analysis
simultaneously (Powers & Knapp 1995). However, the differences in the historical
origins,methodological underpinnings, and purposes of knowledge generation in the
various interpretive research approaches lead to different intentions of what is to be
explored, and to different implementations of the approaches (for example, the phrasing
of questions and writing style for presentation of findings). Effective implementation of
research approaches relies on achieving congr
philosophy, purpose, questions and degised orCarter & Little 2007)

3.4 Overview of hermeneutics

The wordhermeneutickas been associated with the Greek god Hermes (Gadamer
1975) who, through his discovery of language and writgggported to haveonveyed
messages from the gods to humans (Palmer 1969). In this research, heameneuti
informed both the metsatrategy for meaninrgiaking and the specific research

approaches of Study A and Study B. The focus of hermeneutics is interpretation.
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I nterpretation is the process of making I

obscureinmaning into something real, near, a

Hermeneutics has evolved from the initial interpretation of biblical texts to interpreting
texts generated through interviews and di
(1960) description of this development (as outlined in Table 3.2) acknowledges the
contributions of a number of different philosophers. Critical hermeneutics, a more

recent development of hermeneutics, based in the ideas of Habermas (born 1929),
proposes thdanguage is a source of power and domination (Thompson 1981).

As noted in Table 3.2, the philosophers Dilthey (:8921), Heidegger (1889976),

Ricoeur (19132005) and Gadamer (19@D02) were instrumental in developing the

notion and practices of infgmetation as a means of understanding our world. Some of

t hese phil osopher s éphilosphical ttenaneuticsamdle r pi nne
hermeneutic phenomenologyodes of inquiry used in this proje&ather than

following prescribed methods, modes of inguimformed by these philosophies are

developed by researchers in relation to their specific research questions and context, and
in accordance with the core philosophical ideas and principles. Key philosophical ideas
and principles are introduced in theléoling sections, and their uses explained in

subsequent chapters.

3.4.1 Concepts orienting my understanding of hermeneutics

Two key concepts oriented my comprehension of hermeneutics. These concepts relate
to the implicit nature of everyday understandamgl the linguistic nature of

understanding. A sound awareness of these concepts was integral to my authentic use of
hermeneutics in this research project.

a) Implicit nature of everyday understanding

Our understanding of the world is embedded in our beamgof the world (Heidegger
1962). Diltheyds concept of historicalit:
and called for the individual moments of meaning to be understood in terms of the
dimensions of the past as well as future expectations éPdl869). Heidegger (1962,
p.192) enxeplnainnge d-wi it hled Swfpoa proj ecti on i
something becomes intelligible as something; it gets its structure from-hdwvirgg, a

fore-sight, and a foreeonceptio®d . Gadamer (e@d6t hmt3 &)y edll &

preunderstanding brings before me something that otherwise hdpgehsi nd my b a
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Table 3.2 Overview of the development of hermeneutics
(summarised from Palmer 1969)

General Key Time and Characteristics of the type of hermeneutics

descriptions contributions people
to the field of
hermeneutics

Biblical Theory of Term Theory of exegesis, retrospectively extending
biblical hermeneutics to Old Testament times, provided rules and
exegesis used in 17" methods of interpreting biblical texts.

century

General General Development of | Interpretative methods applied to the Bible
methodology rationalism in were considered appropriate for use with other
for non-biblical | 18" century books. Interpreters aimed to overcome
texts advance judgements, become deeply involved

with the text. The tools of natural reason were
used to find the truth hidden within different
historical terms.

Scientific Science of Framing of Understanding starts in the fixed expression of
linguistic hermeneuticsby |t he text and goes back
understanding | Schleiermacher | thoughts, with interpretation consisting of both

in the early 19" | grammatical and psychological components.

century as the Hermeneutics was no longer seen to belong

science for exclusively to the disciplines of theology,

understanding literature or law; it became relevant to any
utterance in language.

Geisteswiss- Methodologica | In the late 19" Hermeneutics was proposed to be the

enschaften | foundation of | century Dilthey foundation for Geisteswissenschaften. Dilthey
Geiteswiss- placed aimed to develop new methods to interpret the
enschaften hermeneuticsin |f ul |l ness of human phen
(all disciplines | the context of experience. Meaning was seen as changing
focusing on interpretationin |over ti me and was rel g
understanding | human studies perspectives, without one true starting point.
human writing, | @nd introduced Constant reference to personal experience in
art and the concept of ithe context of the p3
actions) historicality. future expectationso (

various modes of interacting with this personal
experience and the text, were required for
understanding.

Philosophical Phenomenolo | During the 20" Understanding was defined as a matter for
gy of existence | century Dilthey, epistemological and ontological consideration
and of Heidegger and and became a theory of ontological disclosure,
existential Gadamer fi @aheory of how understanding emerges in
understanding | brought human exi stenceodo (p. 13

hermeneutics to | are revealed and disclosed. Words play a key
the realm of role in bringing about understanding.
philosophy.

Cultural Interpretation In the latter part | Recollective and iconoclastic systems of
of symbols of the 20" interpretation used to find meaning and reality
and manifest century Ricoeur | behind symbols and myths.
content of the focused on
world hermeneutics as

iconoclastic
interpretation.
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According to Gadamer, we need to be reflectively conscad our own forestructure

of understanding to interpret the world. Plager (1994, p.72) explained this vantage point

for interpretation as such:
Our world is already meaningful and intelligible, and our activities are
constituted by and make senseiethwor | d é we come to a
practical familiarity, that is, with background practices from our world that make
interpretation possible & because of
from which we make an i ntpecfatioestofat i on ¢
what we might anticipate in an interpretation.

Awareness of the concept of fesucture of understanding facilitated for me an

ongoing awareness of the perspectives from which | was viewing and understanding the

phenomenon of collaboratiol aimed to be aware of what Gadamer (1975, pp2Z2)

di scussed as my Aown bias, so that the t

assert its own t r-siroctue ofarglerstanding. my own f or

b) Linguistic nature of understandi ng

According to Gadamer (1976, p.29) language is the means by which we know our

worl d. He c¢claimed that fAl anguage i s not
tradition and the medium in and through
language shapes our expectations and dealings with the world (Bontekoe 2000).
Accordingly, people are part of the texts they create, and their implicit understandings

of their worlds are brought to their texts (Palmer 1969). These implicit understandings

need to be sought and acknowledged in hermeneutics interpretation (Palmer 1969). For
this research | sought not only to focus on what was explicitly said in texts, but also to

dialogue with them in order to identify their implicit meanings.

3.4.2 Interpret ing texts

Her meneutics is concerned with interpret.
p.145) definition of a text as fdany di sc:
Awhat i s a texto in this r eseaguedbtweenT e xt |
the researcher and texts, a dialogue that involves posing questions to texts in order to
Aito facilitate new, creative, and | iber ai
p.193).

My texts for Study A were collated from a wide range w@fr&ture. Interview transcripts

formed the texts of Study B. My close reading and deep immersion in these text sets
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allowed my understandings to be challenged by the ideas expressed and implied in the
texts (based on Trede & Loftus 2010, p.193). The questi posed to the texts arose
from my emerging understanding of these ideas.

3.5 Introducing studies and research approaches

The studies and their specific research approaches are briefly introduced in this section

and are further developed in subsequétpters.

3.5.1 Philosophical hermeneutics and Study A

Philosophical hermeneutics provided the framework for Study A, one of the two
interrelated studies comprising this research. In that study | dialogued with a broad
selection of texts in two text setsmpiled from literature related to collaboration in
organisational, educational, research, political, and (in particular) health care and
rehabilitation teams. Through this dialogue between the texts and my research questions
| gained a deeper understamgiof the nature of collaboration, particularly in relation to

health care teams

My decision to use philosophical hermeneutics lay in the power afigtisodologyto
rigorously and deeply interprekistingliterature.In addition, the literature relai to

my phenomenon of collaboration and my context oébdhiation (health care) teans

vast. Philosophical hermeneutics analytical approaches provide the researcher with
systematic as well as context relevant strategies to deal effectively witiolinise of
literature and to build on past knowledge, research and interpretations of collaboration
and rehabilitation teams rather than seeing such texts as simply background material or
past research to critique. Using this approach | was able to makégéam this

literature.

From my initial wide reading of the literature | came to the realisation that no one view
of collaboration presented in research, theoretical or policy literature adequately
encompassedhé diversity | encountered. Undertakimghilosophical hermeneutic
studywould enableme to identify a corstructure of collaboration bgbstradhg

different meaningsf, approaches to and details of collaboration in relation to each
otherand tothe whole of the phenomendbetails of this pproach are also described in
Chapter 4, including key concepts of philosophical hermeneutics, analytical tools
(hermeneutic circle, dialogue of question and answers, and fusion of horeamhs),

construction and interpretation of texts.
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3.5.2 Hermeneutic phenomenology and Study B

In the second interrelated study of this research | sought to illuminate the lived
experiences of collaborating in rehabilitation teams using hermeneutic phenomenology.
The movement of phenomenology began in the twentieth cemsuphiilosophers

sought to develop a more complete account of the lived world than had been possible
through empirical science. The world view of phenomenology was sourced from human
experience, and encompassed descMyi ptions
utilisation ofhermeneutiphenomenology (a type of phenomenology) as a research
strategy was informed by my understanding of hermeneutics (as outlined above) and the
work of a number of scholars, particularly van Manen of the University of Alberta,

whose explication of a hermeneutic phenomenological approach to human science was
richly informed by eminent phenomenologists HussE#8681938, Heidegger 1889
1976)and MerleatPonty (19081961). Hermeneutic phenomenology is explained

further in Chaper 5.

Positioning Study B within phenomenological inquiry enabled me to explore the
phenomenon of coll aborating from tMae per
Manen (1997, xi) claimed thattosyandr ef | ect |
adively constitutedbyu s 6 we can understand humans an
t heir | i f ehoice oflhatnsedeutic phien@menology as a research approach

was appropriate for accessing and interpreting experiential accounts of collaborating as
acomplex component of professional practice. In Chapter 5 | outline the

phenomenological concepts informing this approach (including phenomenology as a
philosophy and research method and my strategy for utilising hermeneutic
phenomenology) and provide digd explanations of the research approach (including
ethical considerations, participation recruitments, data collection and analysis). In that
study | observed the team meetifigsf rehabilitation teams and interviewed health care

staff, patients and cars in this study. The meaning structures of experiences of

collaborating were illuminated.

3.5.3 Using two research approaches to understand collaboration
Practice is an integral part of our |[|ife
dailyl i fedo (Henri ksson 2007, p.5). Col l abor

practice. Philosophical hermeneutics was chosen to gain an interpretation of

% Team meetingsrere often referred to as case conferemyegarticipants
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collaboration as described in the literature, reflecting on how it is understood by policy
makers, educars, team members and researchers. Hermeneutic phenomenology was
chosen to illuminate the tacit knowledge, capabilities, actions and patterns of
engagement involved in collaborating in rehabilitation teams. The synergy derived from
using these two methodisgether facilitated the development of a richer understanding
of collaboration by blending theory and practice, abstract and experiential, and

collective and personal dimensions of collaboration.

Orientation to the phenomenon began within my understgrafinollaboration gained

through experience and initial readi ng. I nter
hermeneutic phenomenology study provided new perspectives for further analysis of the
hermeneutic study of literature, which in turn paed further perspectives for

analysing participant experiences. Thus, despite being presented in this thesis as Study

A and StudyB, the two studies were interregat In these studies | aimed to challenge

and extend my understanding of the phenomenonrdierdo avoid what Grondin (1994,

p.15) described as the filure of immediate mea
deception.

3.6 Overview of ethical considerations in this research

Ethical behaviour refers to the responsibilities researchers tnaeds their research

participants and to the wider society (see Table 3.3). Researchers are ohbipiinto

formal approval for thempirical components of their research through institutional

research committees and to behave ethically during all plodiske research. As an

interpretation of literature, Study A did not require ethical consideration of people being

researched. My ethical concerns in this study were primarily related to acknowledging

ot hersdé contri but i ontethettexts thadeonstructe@)ar@t ur e (i n r
reporting my findings in a manner that permitted public scrutiny. As Study B involved

participants, ethical considerations for this study were more complex and extensive (see

details in Chapter 5).

The National Healthrad Medical Research Council developed guidelines for the
conduct of human research (NHMRC 2001) to help Australian institutional human
research ethics committees protect the welfare and rights of research participants. This

research project complied withdse guidelines. Ethical approval was obtained from
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The University of Sydney Human Research Ethics Commifitée Charles Sturt
University Ethics in Human Research Committee, the New England Area Health
Research Ethics Committee and the Hunter Area Resé&dhics Committee. The latter
two committees related to the institutions where my participants were employed or

received health care.
3.7 Combining the findings of Study A and Study B

A dialogue between different conceptualisations of collaboratioraitthcare
identified in Study A and experiences of collaborating in rehabilitation teams
illuminated in Study B was undertaken in Chapter 6. From this dialogue emerged a

model of collaboration that is presented and described in Chapter 6.

Table 3.3 Behamng ethically(based on information from NHMRC 2001)

Ethical responsibilities Ethical behaviours in this research project

Responsibility to people being | § participants were fully informed of expectations and requests for
researched participation

9 participants were provided with sufficient information to give their
informed consent

1 participants were not coerced into participating
1 participants were free to withdraw at any time

1 respect for the participants included consideration of their feasibility
to participate

T data were securely stored to en
confidentiality

1T participantsdé comments (apart f
findings) were not shared with other rehabilitation team members or
anyone else beyond the research team

1 participants and teams were not identified in my findings

1 adequate research skills were developed to avoid harming or
disrespecting the participants or wasting their time on poor research

1 feasibility factors were considered when planning the research so
that adequate resources to do the research were ensured

1 unanticipated consequences were appropriately dealt with

Responsibility of researchers 9 contributions to research were appropriately acknowledged
to each othero q

plagiarism was avoided
property

Responsibility to wider society | 1  approval from human research ethics committees was sought and
obtained

1 research findings contributed to the knowledge reported

1 research findings are being disseminated to contribute to public
knowledge and permit public scrutiny

% originally enrolled in my PhD ahe University of Sydnethen latettransferred to Charles Sturt
University with my supervisar

91



3.8

Conclusion

In summary, the complex and challenging phenomenon of collaboration was explored

using two studies. The main research questions were:

T
)l
)l

What is the nature of collaboration?

How do people experience collaborating in rehabilitation tams?

How does effective collaboration in teams promote patieatentred health
care?

What organisational support is required for collaboration to flourish and

effectively contribute to patientcentred health care?

Both studies were situated in the interptiee research paradigm. Study A utilised a

philosophical hermeneutics approach and Study B used a hermeneutic phenomenology

approach. Details of these research approaches and my deeper understanding of the

phenomenon of collaboration as conceptualisdiierature and as experienced in

rehabilitation teams are presented in the subsequent chapters.
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CHAPTER 4
STUDY A: COLLABORATION IN THE
LITERATUREZ A PHILOSOPHICAL
HERMENEUTIC INTERPRETATION

Although the collaboration imperative is a hallmark oftodlesy . . . envi r onn
chall enge is not to cultivate more coll

collaboration, so that we can achieve the great things not possible when we work alone.
(Hansen 2009, p.88)

4.1 Introduction to Study A

The foas of this chapter is Study A, a philosophical hermeneutic interpretation of
collaboration in the literatur@he fourresearch questionsaddressed in this study are:
1 How is collaboration conceptualised in the literature?
1 According to the literature, whas the nature of collaboration in health care
(including in rehabilitation teams)?
How can collaboration contribute to patie@ntred health care?
What organisational support is required for collaboration to flourish and
effectively contribute to patiertentred health care?

To answer these questions | undertook an interpretive question and answer dialogue
(consistent with philosophical hermeneutics methodology) with a broad selection of

texts compiled from literature related to collaboration in muligoletexts, including
organisational, educational, research, political and, in particular, health care contexts and
rehabilitation settings. My forstructure of understanding and values (as described in

Chapters 1 and 2) provided the starting point fordiajogue with these texts.

Section 4.2 provides an overview of my method for using philosophical hermeneutics to

construct and interpret text sets. Section 4.3 presents the findings from my dialogues.
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4.2 Method for Study A

The real power of hermeneutla@@nsciousness is our ability to see what is

guestionable.
(Gadamer 1976, p.13)

This philosophical hermeneutics approach is located within the interpretive research
paradigm (as described in Chapter 3). My goal was to deeply understand the
phenomenon ofailaboration through an interpretatiohot her peopl eds i nterpr

conceptualisations, theories and research findings about collaboration.

4.2.1 Philosophical hermeneutics

Phil osophical hermeneutics commonly refers to
unders andi ng. Gadamer explained, fAphilosophical
opening up of the hermeneutical dimension to its full scope, showing its fundamental
significance for our entire understandings of
this philosophy is interpretation, a concept encompassing the familiar world of the

interpreter and the essential concerns motivating the*télt are being interpreted

(Linge 1976)New under standing begins when Athe intert
tothe text by IlIistening to it and alklowing it t
xxiv>®). Thus the interpreter aims to grasp the questions evoked by the text, and in

answering them to be questioned further by the text. Rather than a method to be

folowed, phil osophical hermeneutics seeks to fAd
every event of understandingd where fAevery in
the text, so that the meaning of the text can
p.XXVi).

4.2.2 Analytical tools of philosophical hermeneutics

The key analytical tools of philosophical hermeneutics arbéén@eneutic circle

dialogue of questions and answeasdfusion of horizonsas described below. Those
tools were used in thistudy to guide my interpretation of collated text sets, thereby
enabling me to make sense of the phenomenon of collaboration, its impact on patient
centred care, and the role of organisational support. Being metaphorical rather than

prescriptive in naturghese tools provided guidance for my ongoing engagement with

% As explained in Chapter 3, hermeneutics is concerned wilpireting texts (Gadamer 1975). In this
study | predominantly refer to written texts.

®¥David Linge translated and edited a collection of Gad.
book, Editor édsviil ntroduction, p.vii
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texts rather than being a checklist of steps. In my interpretation of texts | sought to
incorporate my interpretation of tipartsof the text into my emerginghole
understanding of it (basexh the hermeneutic circle). | posed a seriedi@bgue
guestiondo the texts (using a dialogue of questions and answers) as | moved towards
the fusion of my initial horizon of understanding with the horizons portrayed in the texts
| was interpreting (sking fusion of horizons). An overview of the research questions,
theoretical framework and examples of dialogue questions | posed to my two text sets is
shown in Figure 4.1. The text sets were constructed using texts suitable to answer these
guestions. Ta two text sets related to:
collaboration in organisations, education, politics, research and health care
collaboration and teamwork in health care and rehabilitation.

a) The hermeneutic circle

The hermeneutic circle refers to the schematic representdtiotegrative aspects of

human understanding that occurs when humans grasp the meaning of isolated parts of a
text in relation to the whole (Bontekoe 2000). Friedrich Ast (1¥7g41) is credited with
introducing this concept of the circular structurdexdt interpretation (Bontekoe 2000).
Subsequently Friedrich Schleiermacher (:1884) established the process within the

field of textual interpretation, Dilthey widened thseof the hermeneutic circle to the
interpretation of history, and Heideggerther extended its use to incorporate all human
understanding (Bontekoe 2000).

In this unfolding process of comprehending the parts and the whole of a text, new
understanding is constantly generated to form fresh insights as we recognise the way
component®f the whole relate to each other (Bontekoe 2000). The move towards a

fuller comprehension requires recollection of the belief that is being altered. Bontekoe
(2000, p.6) explained, AWe cannot meani n:i
informaton unl ess we remember what our belief
and prejudgements is an important element in this unfolding process. A dialogue of
guestions and answers enables the shift of focus to move from part of the text to the

whole of ourunderstanding and back again in an open process of interpretation

(Bontekoe 2000).
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Research question for the first text set :

How is collaboration conceptualised in the literature?

Dialogue questions included:

fHow diverse are understandings of collaboration in the
literature?0

fWhat common threads link these different definitions of
collaboration?0

fiWho is collaborating?0

fHow are the contexts of collaboration described and
conceptualised in the literature?0

fWhat is sought from collaboration?0

fWhat sort of collaborative processes are used in collaboration?0

First text set
constructed from
literature related
to collaboration
in organisations,

education,
politics, research
and health care

W SIS

identified in the first text set):

rehabilitation teams)?

teams)?

to patient-centred health care?

Research questions for the second text set (in relation to the dimensions of collaboration
How does the literature portray the nature of collaboration in health care (including in
How can collaboration contribute to patient-centred health care (particularly in rehabilitation

What institutional support is required for collaboration to flourish and effectively contribute

Dialogue questions included:

f\What scope do people working at different levels of health care
have to influence collaboration?0

fWhat are the implications of different modes of operation for
collaboration in providing patient-centred health care?0

fin relation to practising and supporting patient-centred
collaborative health care, what are the implications of framing:

1 the place of collaboration in terms of varying clarity of team
structures and embeddedness in the wider social and
institutional contexts

1 the people who are collaborating as ¢particular individuals6
and @ollective (discipline) entitiesd

1 the purpose /s of collaboration as externally or internally
instigated, and as seeking synergistic or integrative
outcomes

1 collaboration processes in terms of directed and self-
directed communicationd?0

GHow can different modes of operation for collaboration
contribute to patient-centred rehabilitation?0

Second text set
constructed from
literature related
to collaboration
and teamwork in
health care and
rehabilitation

N\ N N/ N/

Dialogue between
findings of Study A and
Study B

Figure 4.1 Overview of research questions and text set dialogue questions in Stud
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In this research | began by articulating my understanding of the phenomenon of
collaboration in Chapter 1, and of characteristics of the health care atulitation

research space that could influence collaboration in Chapter 2. My initial understanding
of collaboration brought to this thesis was that it was a broad term referring to the
intentional process of sharing knowledge, thoughts and perceptiovesenepeople to
achieve a common purpose that is underpinned by effective communication and group
facilitation skills. |1 noted in Chapter 2 that the Australian rehabilitation setting of the
research is characterised by (a) diverse meanings of healthatiddaze, (b) elaborate
health care structures, (c) complex professional practice requirements, and (d)

opportunities for and barriers to collaboration and téased rehabilitation services.

Throughout Study A | challenged this initial understandingadiboration by

i nterpreting othersod understandings as pl
often asked myself during this process Ww;
During this ongoing iterative process new information wasight into, and contested

against, my evolving view of the phenomenon. Thus | moved sequentially from my

(initial) whole understanding to the parts, and back to my (revised) whole understanding.
Reflecting on and challenging my perspectives and beli¢feattarting point and

throughout the interpretation of texts enabled me to move forward, integrating new
understandings and avoiding what Bontekoe (2000) referred to as the vicious circle that

can entrench original prejudices.

b) Dialogue of questions an d answers
The role of the interpreter is important in hermeneutics. Gadamer (1975) contended that
understanding is stimulated by the questions we ask. Questions open up possibilities for
understandig (Gadamer 1975). Grondin (9%.117) explained:

A textis given voice only by reason of the questions that are put to it today.

There is no interpretation, no understanding, that does not answer specific

questions that prescribe a specific orientation.

The reciprocal relationship of the question and ansvedoglile is a key aspect of
hermeneutic interpretation (Gadamer 1975). Thus, hermeneutic interpretation goes
further than highlighting what the author intended to say; questions are asked of the text

in order to go behi nd iotdidaatand dould notgay,tyet | i
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which in the text comes to light®as its inner
However, rather than resulting in a better understanding of the author than the author

him/herself had, such interpretation aims at periemagy t h eworalasdeking t0 6 s

find Aanother kind of thinking, another grasp
p.148).

I n searching for questions to dialogue with t
categorisation of presedfly hermeneuticsas@alt nat i vely the fAher meneut.i
suspiciono or the fAhermeneutics of faith, con
p.15). According to Grondin, fAThe hermeneutic
of Nietzsche, Freud and Weber) looks backwards rashg the immediate meaning

and reducing meanings to unconscious drives a

her meneutics of faith, confidence and attesta
i mmedi ate meaning, but Ais ohewaldthaed i n a forw
presents us with meaning to be interpretedo (

aware of the power struggles inherent within the history of collaboration in health care,
but primarily sought meaning as it was presented and expeatisoee This stance
helped me to avoid unintentionally bringing historically understood and enacted power

based systems into my understanding of collaboration in rehabilitation teams.

Deeper questioning of my motive for choosing the approach/view of hetries of

faith, confidence and attestation over hermeneutics of suspicion underpinned my
exploration of the literature for suitable theories that resonated with this choice and my
view of collaboration, as well as providing an explicit frame of referemeeew

collaboration. The theories | chose were social ecology, structuration theory and social
cognitive theory. These theories, presented in Section 4.3.3, enabled me to incorporate
the notions of personal responsibility and agency into my dialogueestiqns and

answers, and to avoid inadvertently translating dominant social structures (such as health
professional hierarchies and organisational preferences for visible, measurable and

unambiguous processes) into my emerging understanding of the plEmome

c¢) Fusion of horizons
Gadamer (1975, p.301) proposed that hermeneutic interpretation involved the notion of
fusionof horizons i n which a horizon was Athe range of

that can be seen fromeaemdrtinc Glaalra mea mtsageo N

3" Referring to Heideg e rkansund das Problem der Metaphdi851, translated by Churchill 1962.
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fusion of horizonss the notion of differences in understandings. Understandings of
particular situations are neither fixed nor finite (Ricoeur 1981). Each situation can be
viewed from anot her p ebrys ohnodrsi zpoonisn tc aonf bvei
enl argedo (p.62). Understandings between
occur when their views intersect and their horizons fuse (p.62). Ricoeur (p.143)
described the reader 6s auwthodasfodbowsandi ng of 1

The [world of the work] is nabehindthe text, as a hidden intention would be,

butin front ofit, as that which the work unfolds, discovers, reveals. Henceforth,

to understand i® understand oneself in front of the tdkts not aquestion of

imposing upon the text our finite capacity of understanding, but of exposing

ourselves to the text and receiving from it an enlarged self.

For Gadamer (1975, p.390), a fusion of horizons involved bringing the personal
standpoint of interprete t o t he text fAas an opinion an
play and puts at risk and that helps to |
Gadamer s concept, Linge (1976, p.xix) e:
andinterpreter r equi res the formation of fAa c¢omj
horizons of text and interpreter are fused into a common view of the subjectinibter
meaningg wi t h whi ch both are concernedo, but

completely

| came to this research having worked in a variety of teams and having read widely
about collaboration and teamwork. | viewed teams as groups of individuals with
personal agency who use and develop structures and frameworks for effective
collaboration. understoodtollaboration to be a broad term referring to the intentional
process of sharing of knowledge, thoughts and perspectives between people to achieve a
common purpose that is underpinned by effective communication and group facilitation
skills. From my beginning horizon | viewed collaboration as integral to professional
practice and as an important component of patientred teanibased health care. To

me, collaboration was a constructive process (in terms of both intention and outcomes),
creatinga positive frame and presence for patiegitred health carérom my

perspective, collaboration had to be experienced for the depth of its potential to be truly
understood. | also acknowledged that the space in which collaboration ocaurs in
rehabilitdion team is complex. | saw the role of the organisation as logically being in
support of collaboration. This understanding informed my frame of reference and my

beginning horizon.
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In this Study A of my research | aimed to fuse the horizon of my undenrsgaoid
coll aboration with othersdé horizons of <coll ab
sought to expand my initial horizon by being open to possibilities for different meanings

in varied contexts to reach a deeper understanding of the phenomenon

I n aiming to be open to othersé understanding
inclusive view of the phenomenon as it was presented in the literature. Therefore, rather

than undertaking Hilepth engagements with a small selection of texts, | saaght

dialogue with two text sets as noted above. These two text sets challenged my horizon of
understanding and enabled me to develop deeper understandings. The text sets were

compiled to answer the dialogue questions that emerged as my horizon of undeystand

changed. My ongoing compilation and my dialogue with each text set was repeated until

| gained a broader understanding of collaboration resulting from fusion of my horizon of

understanding with those presented by the selected literature.

4.2.3 Theoret ical framework for viewing collaboration

In reading extensively across literature related to organisations, social theories and
psychology | identified three main fields of study as having most relevance to my four
research questions. These areas of sivghgsocial ecologystructuration theoryand

social cognitive theoryl used these theories to develop a frame of reference that would
enable me to embrace the challenges of the health care and rehabilitation team research
space (as outlined in Chaptgrahd extend my initial horizon of understanding of
collaboration and rgiew the multifaceted and complex nature of collaboration, and the
space in which it occurs, through a persentred perspective. Thus | examined
collaboration in terms of:

1 its broadsocial contextin particular the responsibility people have to shape their
contexts, and reciprocally, the way cont ex
agency and experiences, through the theory of social ecology originated by
Murray Bookchin £921-2006)

1 its organisational structure@ncluding the impact of these structures on people),
with reference to the recursive nature of social interactions (particularly the
social structures that guide and shape these interactions and understandings),
throughGidé ns 6 (1986, 1991) theory of structur a

9 its personal and interpersonal situations wi t h a f ocus on peopl eds
t hr ough Band99%) sobdia cognitive Sheéory.

100



The combination and interrelationship of these theories are depictedine Big. The
notions of interrelated organisational influences and personal responsibility and agency
in collaboration were important notions to my interpretive frame of reference, enabling
me to interpret multiple levels of influence on patieahtred ctbaboration when

dialoguing with the text sets. By informing and critically challenging my view of
collaboration this theoretical frame of reference guided the selection of texts (see
Section 4.2.4) and questions that | posed to them (see Section 4.2.5).

Social ecology: interplay between

Broad social context peopleds social, inst

contexts; people have responsibility to
shape their contexts

Structuration theory:  social structures
Institutional structures and actions of individuals are created and
reinforced by their social environments and
settings

Social cognitive theory : people have

Personal and interper sonal situations personal and collective agency to control
their personal functioning and situations

Meta-frame:
Interplay between people and their contexts

P e o p Iresporsibility and agency in relation to:

1 interrelationship of societal systems and contexts
9 recursive social structures and processes

1 personal and collective actions

COLLABORATION

Figure 4.2 Theoretical framework for exploring collaboration
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a) Social ecology

The social ecology movement is commonly considered to have begun in the 1960s with

the social philosopher Bookchin (192006)% Social ecology refers to the dynamic

interplay between peopl eds s(®takolsald9?). i nsti tuti o
Central to this interplay is fithe i mportance
communities of communi tAsexpldned bWbtohtlse(1999% y 200 9,

a social ecology perspective recognises multiple levels and persp&dtiviessocial

phenomena, as well as the dynamic and interrelated nature of historical, cultural, social

and institutional contexts affecting peopl eds
systems and blurred boundaritare important concepts withinaal ecology. Social

understandings of phenomena are developed through the varying views of different

disciplines and are established using varied methods.

My previous experience and readings had led me to understand collaboration as a
complex, dynamic andxperiential phenomenon involving a high level of interpersonal
involvement. Social ecology provided a useful, insightful perspective for embracing the
complexity of collaboration in relation to the interplay between the ways people deal
with each otherrad their organisational contexts. It also provided a rationale for
understanding the phenomenon of collaboration in relation to pageirted practice

and organisational support.

Social ecology calls for us to explore our socially formative world, éathigking that is
organic and developmental in nature, and to highlight the ways people deal with each
other and with the world they live in (Bookchin 1993). From his stance that the current
impersonal imperative for objective economic growth was eclyptia valuable
subjectivity and flexibility of human interactions, Bookchin advocated social ecology

thinking as a means for positively informing societal changes.

Various implementations of social ecology are described in the literature. For example,
Stokols (1992) proposed that social ecological analysis of health promotion is beneficial
for maintaining health environments, and Hill (2004) explored the role of social ecology

as a framework for understanding and working with sustainakiliGlark (1997)

38 |nstitute for Social Ecology (http://www.sociatology.org/author/murralyookchin/ accessed

03/08/2001)
% The termd b o u nréfers ty the place where different contexts;teite s and systems meet: ATl
that separates entities is as important as the entitie
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identified a range of applications for s
including the social and ecological consequences of global, political and technological

systems.

Despite the abundant writings and actions by proponents of tred soclogy
movement in relation to social change, there is lack of clarity around its definitions
(Wimberley 2009). For this thesis I utiliSeCl ar kdés (1997, p.3) def
ecol ogy as Athe awakening eariingitsbiggonynuni t
exploring its present predicament, and c
definition is its emphasis on our responsibility in shaping the future of our society. This
responsibility for health professionals was clearly aréitad by Higgs, Neubauer and
Higgs (1999, pp.37,30) in their view of the changing health care context in relation to
globalisation and social ecology:

[Beginning health care practitioners] are faced with both an unprecedented

dynamic of change and a growiemphasis on the wider social responsibility,

social relevance and interactional role of service providers. ... Health

professionals are immune from neither the effects of nor responsibilities for the

changing health care context and need to participatieaping the future of the

health care system.

As part of the framework for this research, social ecology oriented me to the interplay
between social, institutional and cultural contexts and the responsibility of people for

shaping these contexts.

b) Structuration theory

Giddens, an eminent British sociologist (born 1938), was interested in understanding the

constitution ofday-to-dayl i f e, a term he cl ai med encaps

character which social life has as it stretches acrossstimea (1986, p.xxiii). He

claimed that social structures and actions of individuals are craatidinforced by

their social environments:
The social environments in which we exist do not just consist of random
assortments of events or actionthey arestructured €é Soci al syste
made up of human actions and relationships: what gives them their patterning is

their repetition over periods of time and distances and space (1993, p.18).
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For Giddens the reproductifrof institutionalised practices could baderstood

through the study of the routines and contexts oftdaday life. Such study involved (a)

exploration of a number of factors including space and boundaries, the symbolic or

physical markers of time, the individuals involved and their meansrofrinication,

and the means by which these factors influence or control the flow of interaction, and (b)

the relation between Arefl exively monitored a
of soci al sy s-286)nte proppskdti&abhis thpaf Lridctration was a
conceptual scheme allowing us to understand h
creators of social systems yet created by the
viewed as fAknowledgeabl e agenoussand who are ofte
unacknowledged or unintended reproductions of systems and structures (1986, p.281).

Key poi nt sstructire 9gstechsnelstrgcturationinfluencing this research are

outlined in Table 4.1.

Table 4.1 Key points of structuration and theievaince to analysing the research ds
(based on Giddens 1986)

Key points of structuration theory Implications for my philosophical
hermeneutic study
Structure is conceptualised as sets of rules and resources Principles and schemas for
recursively organised as properties of social systems. collaboration as presented in literature

were explored.

Systems are the relationships and activities of human agents Commonly discussed systems,

reproduced over time and place to be regular social practices. | 'elationships and activities were
identified from the literature.

Structuration represents the duality of structure and systems. Conceptualisations of structures and
firhe structural properties of social systems are both medium relationships were identified and
and outcome of the practi @25 | explored, particularlyin relationto the

Social systems create the structural properties and at the same | "ePproduction of views of collaboration.
time ensure that these social properties are reproduced.

Structuration theory has been criticised for
alternatively, for underestimating Athe influ
p.204). However, in response to these criticisms, Giddensnoeddhat:

The theory of structuration is not a serie

actiono is possible in respect of MAsoci al

40|

understand Gi ddensd thedransiatioh®@fralespactant practiceaiher 0 6 t o0 me an
thana fixed and exactaplication.The notion of an exact copy is inconsistent with the philosophical

stance of the interpretive research paradigm, in which people construct their own meanings and
understandings of the world. Accor ductoghatam my under st an
organic quality.
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provide the conceptual means of analysing the often delicate and subtle

interlacings of reflexively organized action and institutional constraint.

He explained the pervasive nature of the systems in which we live:
Al l of us have some kind of #Afaitho i
the most intimate parts of our liveghe systems that provide water, generate
food production, transport us from one place to another, interpret health and
disease and a multitude of other things ... There is a constant tension between the
appropriation of knowledge on the part of experts ater officials and its re
appropriation by lay actors in the contexts of-tlagay lives (p.210) ... Of
course, there are limits to how far any given individual can disengage from the

whole range of expert systems that permeate modern life (p.211).

Ipr opose that Giddensd contention regardi
into modern life is relevant to the ways people collaborate with each other, particularly

in relation to the interests of the official systems in which they work. People may
inadvertently reinforce dominant systems, structures and processes that are created by
others.Using a framework informed by structuration theory | sought to (a) identify

visible and less visible principles, schemas, relationships and activities wihin th

structure and systems of collaboration, and (b) understand more deeply their permeation
and recursive nature, and how they are reproduced, made routine or translated into other
situations*! Thus, for this research, the value of structuration theorynldyei

standpoint it provided that there was a need to examine the organisational structures and
processes that surround collaboration.

c) Social cognitive theory

In keeping with the interpretive research paradigm of this research (which recognises
that p@ple make meaning in their lives and turn this meaning into actions), |
acknowledge that people bring to collaborative situations the influences of their
individual situations and understandings. To more fully explore the agency of people
and how they regmd to their own situations and the situations of others, | chose to
include social cognitive theory in my frame of reference to guide the dialogue with texts.

Bandura proposed a social cognitive theory to provide a mo@ehefgent interactive

he | imitation of

t t er
nslated into other s

““I'n acknowledging r
Aitra 0.

he ter
routineo and t it ti

m
ua (0]

n N

n
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agencyinwhi ch people are fhagents of experiences r

experienceso (Bandura 2001, p. 4).

Bandura (1991, p.14) referred to personal age
sociocul tur al i nfluences @urposreantiselhgency enabl e
reflective. Central to personal agency is the notion of efficacy, which is the belief people

have in their capability of exercising some degree of control over their personal

functioning and contexts (Bandura 2001). Core features obparagency are

intentionality (which refers to intentional planned acts), forethought (which considers

the motivation from projected outcomes and goals);reelftiveness (which requires the

ability to shape activities and regulate their execution) seifdeflectiveness (which

concerns the evaluation of motivation, values and meaning of goals and actions).

Bandurads (1989a) soci al cognitive theory rec
motivations and situations in controlling their lives:
In social cogitive theory, people are neither driven by inner forces nor
automatically shaped and controlled by the
contributors to their own motivation, behaviour, and development within a
network of reciprocally interacting influencézeople are characterised within

this theoretical perspective in terms of basic capabilities (p.8).

The basic capabilities that characterise Band

and expanded in Table 4.2. These characteristics enable peojie tesonsibility for

aspects of their |lives. I nherent in the notio
ofselfefficacy Sel f efficacy is the fAbelief in oneds
the courses of action required for producing gisent ai nment so (1997, p. 3).
contended that Abeliefs of personal efficacy
(1997, p.3).

As well as self efficacy, Bandura also recognised the concepllettive efficacyAs

personal efficacy does not ardn isolation of social systems, Bandura proposed that

the concept of collective efficacy was relevant to group endeavours. Collective efficacy

is Aa groupds shared belief in its conjoint <c

ofactionrequird t o produce given | evels of attainment
performance of a group depends on interactive dynamics of group members, its

structur e, | eader shi p, and the coordination o

perceived collective f f i cacy 1| s alevel atteibute ratbes than sirgply tha p
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sum of the membersdé perceived efficacies:
added another layer to my social cognitive theory perspective. This perspective enabled
me to exploe how people involved in collaboration conceptualise and have agency for

their collaborative endeavours, and how collective endeavours were portrayed in the

literature.

Table 4.2 Social cognitive theory capabilitipandura 1989a)

Capabilities Characteri stics

Symbolising capacity People have the capacity to use symbols (such as verbal or image symbols)
to process experiences and fitest po
retain on the basis of estimated co

(p.9)
Vicarious capability People have the capability for vicarious, or observational, learning which
enables them to |l earn from the acti

either deliberately or inadvertently by observing the actual behaviour of others
and the consequences for themo (p. 2

Forethought capability fiMost human behaviour is purposive
Self-regulatory capabilites | Psychosoci al functioning i s-prdducedgandl a
externalsour ces of influenced (p. 47)

Self-reflective capabilities | People gain knowledge about themselves and the world around them by

reflecting, and they can fimonitor t
occurrences from them, judge from the results the adequacy of their thoughts,
and change them accordinglyo (p.58)

Thus, through the perspective of social cognitive theory | could explore the purposes of
peopl edbs actions in collaborations, and |

environments.

d) Frame of reference for viewing collaboration

The theories of social ecology, structuration theory and social cognitive theory

contributed to the frame of reference | used to view collaboration in this study. This

frame of reference enabled me to embracertiee r pl ay bet ween peopl
institutional and cultural contexts (social ecology), the social structures that regulated

and influenced relationships and actions in particular settings (structuration theory) and
personal agency in responding to divesgeations (social cognitive theory). With this

frame of reference | could view the individual health professional and the collective

team as part of an organisational context and wider society, where they experienced
recursive structures and processesl, power, roles, agency. Thus this frame allowed

me to embrace and scrutinise the complexity of the phenomenon of collaboration and its
varied meanings. Using this frame | constructed and interpreted texts from a perspective
that (a) embraced theinterrele d 1 nfl uences on coll aborat
agency in their actions and how they worked within structures that might direct their
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actions, and (c) recognised peopleds responsi

for patientcentred hedlt care.

4.2.4 Constructing and dialoguing with text sets

In preparation for constructing and dialoguing wifietext sets | spent 12 months
undertaking detailed database, internet and library searchesaatidgwidely across
theliterature.Key terms ér searchescludedcollaboration, collaborative practice,
interprofessional practice, interdisciplinary team, multidisciplinary team,
transdisciplinary, health care tearandteamwork This step esured thathis study was

grounded in a current and corepensive understanding of the existing knowledge base.

My construction and dialogue with written text sets was guided by the four research
guestions and informed by my chosen theoretical frame of reference. In Figure 4.3, key
points related to construcgriext sets are outlined, examples of questions | posed to
these text sets are provided, and the interactive and ongoing nature of interpretation of
different understandings of collaboration is highlighted.

a) Constructing text sets
The two text sets consicted for this study came from literature related to:

1 collaboration in organisations, education, politics, research and health care (the

first text set)

1 collaboration and teamwork in health care and rehabilitation (the second text set)
Through my initialengagement with literature | recognised that collaboration was a
multifaceted phenomenon with various meanings in diverse contexts. No one text
embraced all meanings and conceptualisations. Guided by my research strategy and my
theoretical frame of referer | chose a range of articles that encompassed issues related
to individual agency and responsibility and to organisational influences in collaboration
and their interplay. Underpinning this decision, and based on the theory of structuration,
my aim wasa® ensure that | did not unconsciously or unknowingly restrict exploration to
principles and schemas of collaboration that were inherent in the health literature, or fail
to challenge the unquestioned drivers for these health discourse schemas. Therefore, i
my first text set, | included texts from broad areas not specifically related to health.
Through this text set | engaged with diverse perspectives of collaboration and

challenged my entry horizon of understanding.

Texts were research reports, reviewstefature, viewpoints, policy documents or

discussions obtained from multiple sources, including database searches (primarily Web
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Research questions explored in Study A
How is collaboration conceptualised in the literature?

How does the literature portray the nature of collaboration in health care  (including in
rehabilitation teams)?

How can collaboration contribute to patient -centred health care (particularly in rehabilitation
teams)?

What institutional support is required for collaboration to flourish and effectively contribute
to patient-centred health care?

Theoretical frame of reference
(guiding question and answer dialogue with text sets):
social ecology, theory of structuration and social cognitive theory

Text sets :
constructed from literature related to
collaboration in organisations, education, politics, research and health care
(text set one )
collaboration and teamwork in health care and rehabilitation

(text set two )
@ Examples of dialogue questions with text sets ?

Text set one :
fHow diverse are understandings of collaboration in the literature?0
fiWhat common threads link these different definitions of collaboration?0

Text set two:
fWhat scope do people working at different levels of health care have to
influence collaboration?0

fWhat are the implications of different modes of operation for
collaboration in providing patient-centred health care?0

Findings

Collaboration can be conceptualised in terms of the dimension of people,
place, processes, and purpose . In relation to these dimensions patient -
centred c ollaboration involves intertwined ordered and organic modes of
operations. Support for intertwining these modes of operation is required from
people at different levels within health care organisations, including those
working at governance level (setting policies and directives for health care),
education level (educating and socialising health professionals to work in their
disciplines), and organisational management (including team management).

Figure 4.3 Overview of research questionst sets, examples of dialogue questions
and findings for Study A
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of Science and CINAHL), Google Internet searches, reference lists and citation links.
The first text set centred on textgh the wordcollaborationin the title, abstract or key
words. In this first text set, and in the later text set, | also sought articles that embraced
individual s6 agency and responsibility,
individuals and orgdsational structures was prominent, as well as those in which it was
not. Inclusion of texts in each text set was on the basis that they enriched and/or
challenged my horizon of understanding. Thus | sought (a) to move beyond my familiar
takenfor-grantedview of collaborationin orderto develop new insights and meanings

into this phenomenon, and (b}vision my horizon of understanding informed by the

horizons of understanding provided by the texts.

From my initial interpretation of collaboration in amsations, education, politics,
research and health care (in the first text set), | moved to a more specific focus on
collaboration in health care and rehabilitat{onthe second text set). This second text
set included articles that explored the notiéicollaboration and/or teamwork and/or
interprofessional practice. My rationale for including texts related to these notions
(rather than just including texts with collaboration in the title, abstract or key words) was
based on the following:
A health cae is delivered in an organisational context, of which teams are a
common component;
A the termscollaboration teamworkandinterprofessional practicevere often
used (interchangeably) in health care; and
A 1 sought to be inclusive of texts that would enréetu/or challenge my horizon of

understanding of how people work together to deliver health care.

There was a small overlap between the two text sets, with some key texts included in
both. The meanings of collaboration in text set two provided insights an
conceptualisations of collaboration that informed my interpretation of paterted
collaboration in rehabilitation teams. The questions posed to this text set were

influenced by my evolving understanding of collaboration identified in earlier diesogu

b) Overview of questions guiding my ongoing dialogue with text sets

In Figure 4.3 | have included an overview of the key dialogue questions that guided my
ongoingdialogue of questions and answersh my two constructed text sets. The

findings from @ch dialogue evoked the questions and were incorporated into the

questions (and subquestions) for each successive dialogue. Guided by my theoretical
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frame of reference, these questions enabled me to be open to both individual and
organisational influencesn collaboration. Of particular relevance in this figure is the
funnelling that began with a broad text set related to organisations, education, politics,
research and health care. | lookkbugh and intdhis diverse range of texts and aimed

to see whatvas not immediately evident to me (somewhat like standing back from a
sculpture to see it in its entirety, then moving forward again to examine the detail). The
more focused choice of texts related to health care and rehabilitation (in the second text
se) enabled me to explore the nature of the organisational support required for patient
centred collaboration and to dialogue more deeply with collaboration in this context

(health care) and setting (rehabilitation).

4.2.5 Presentation of findings

The inteplay between researcher and texts is an important aspect of hermeneutic writing
(Loftus & Trede 2009). To write in this manner requires that researchers acknowledge
and honour their views and perspectives of their world, then make explicit the interplay
between their perspectives and those of other authors and the questions researchers pose
to their texts. Accordingly, in presenting my findings from the philosophical

hermeneutic study of this research | sought to make visible my dialogue with texts
througharticulating the questions | posed to my texts. The structure and labelling of the
sections within Section 4.3 (as highlighted in Table 4.3) reflects the meanings | made
through my dialogues. The findings in these sections are supported by a diagrammatic

representation of key points (provided in Section 4.3.3).

Alliteration is evident in the labels | chose for the interpreted dimensions of

collaboration described in the findingsepple,place,purposes an@rocesses). These

labels emerged during my integpation of the first text set, perhaps reflecting a
cognitive/memory technique used when | engaged deeply with many varied and
extensive texts (alliteration of emergin
coathanger 0 on whi c ememberrhyemeayginginstyhtsedarieg | y r
ongoing interpretations). The repeated letters also serve as a heuristic device to facilitate
recall of the dimensions of collaboration identified in this research and their

relationships (alliteration is also used faménsions identified in Study B). Thus my

choice to use alliteration is underpinned by both opportunistic (using my personal style
of interpretation) and purposive (employing a heuristic device) elements. | hope the
heuristic will be of use to people semgito use these dimensions for their own work and
understanding of collaboration.
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Table 4.3 Overview of structure of Section 4.3

4.3.1 Overview of diversity of un derstandings of collaboration: texts et1l

4.3.2 Dimensions of collaboration: Text Set 1

a) Exploring the four dimensions: people, place, purpose and processes (PPPP)

i) People involved in collaboration: individual and collective entities

i) Place of collaboration: contextual continua or demarcated territories

iii) Purposes of collaboration: instigators and outcomes

iv) Processes used in collaboration: relationships and interactions

b) Reflecting on the PPPP dimensions of people, place, purposes and processes

4.3.3 Collaborat ion in health care literature: texts et 2

a) Organisational influences on collaboration

i) Governance and policy (broad policy context of health care)

ii) Discipline socialisation and education (education and health care settings)

iii) Interpersonal interactions (responding to specific situations)

iv) Reflecting on organisational influences

b) Contextualising PPPP dimensions in relation to modes of collaboration

i) Place: delineated teams and evolving networks

ii) People: disciplines and individuals

iii) Purpose: expected and evolving outcomes

iv) Processes: prescribed interaction and chosen communication

¢) Working with ordered and organic modes of collaboration

i) Value and limitations of different modes of collaboration

ii) Collaboration for patient centred care in rehabilitation teams

iii) PPPP model of collaboration

4.3.4 Critical appraisal of Study A

4.3 Findings of Study A: philosophical hermeneutics

Collaborative environments of organisations are not fixed, immovable frameworks, but
rather frameworks constructed by people, involving people |als@ by people,

maintained by people and capable of being changed by people
(Lawrence & Lorsch 1967)

This section presents the findings of my question and answer dialogue with my two
compiled text sets in which | broadened my initial view of collabonadiod fused it

with the horizons of understanding interpreted from these text\gisitial

impression when exploring different understandings of collaboration in the literature
was one of wonder at the range of different meanings, and depths of nseémiriige

term. It seemed that authors of different texts did not share the same understandings of

what collaboration was or what it involved. Motivated by this, | sought to challenge and
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broaden my beginning horizon of collaboration to incorporate thféarent

understandings.

4.3.1 Overview of diversity of understandings of collaboration: Text
Setl

Question Box 4.1

The main questions informing my dialogue with the first text set (composed of var
definitions, connotations, theories and modelsawmilaboration from health,
organisation, education and research literature) were:

G1 26 RAGSNES | NS dzyRSNEGFYRAYy3a 2F O
41 26 Oy GKAA RAOSNEBAGE 68 SELXIAYSR

While noting that the literature abounds with different expéiefinitions, connotations,
theories and models of collaboration, | acknowledged that | was not alone in my
observation of varied meanings. Difficulties in defining collaboration have been noted

by many authors over the last few decades, including Gre@Gsotlidge and Bond

(1991), Wood and Gray (1991), King, Lee and Henneman (1993), Taylor (1996),

Sullivan (1998) Dill enbourg (1999), Kinnaman an
Videla, MartinRodriguez et al. (2005), Kezar (2005), Longoria (2005), Tqdahl

Linville, Smith et al. (2006), Boon, Mior, Barnsley et al. (2009), and Thomson, Perry

and Miller (2009).

Even before exploring the differences in meanings of the ¢etfamboration | found

that the extent to which the phenomenon was defined and coaliepd differed among

texts. Many authors used the term without definition or reference to different
understandings of collaboration (e.g. Popich, Louw & EIOBZ Uzzi & Spiro 2005;

Wilson et al. 2005), whereas others specified their interpretatipheiomenon clearly

(e.g. Pasquero 1991; Loisel, Durand, Baril et al. 2B0%net al. 2009). Others

provided a few different definitions but without synthesis (e.g. Henneman, Lee & Cohen
1995; Dougherty & Larson 2005). Further, where collaboration wasedkfdifferent
degrees of scope were evident. Dougherty
defining coll aboration as Ato work toget|
the definition of Robert and Bradley (1991, p.212):
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Collaboration isa temporary social arrangement in which two or more social

actors work together toward a singular common end requiring the

transmutatioff of materials, ideas and/or social relations to achieve that end.
From my beginning exploration with this first text geappeared that authors varied in
their need for, recognition of, or capability to engage with the complexities related to
collaboration. Some authors went to great lengths to clarify and stipulate meanings;
others did not.

| noted that definitions, &n when explicitly stated, could contain unstated assumptions
that limited the relevance of the definition. For example, Wood and Gray (1991, p.146)
defined collaboration as occurring:
when a group of autonomous stakeholders of a problem domain engage in a
interactive process, using shared rules, norms, and structures, to act or decide on
issues related to that domain (p.146).
Although each element of this definition was clearly expanded and defended in the text,
the minimal attention to individuality arelolving relationships meant that the
definition might be better suited to explorations of collaboration where the focus was on
stakeholders of organisations and disciplines rather than on particular individuals. Wood
and Grayo6s def i minformedanunber ofothdr éxpldrationsaof i o
collaboration, including that of Longoria (280and Thomson et g2009), who
similarly focused on collaboration between organisations rather than between particular

individuals.

| also found different approhes to the phenomenon of collaboration in similar

contexts. For example, in the context of health care, Briggs (1997a) dealt with

collaboration as a component of team meetings in early intervention teams (that is,

teams providing a range of services, inlohg health care, to infants and young

children). She provided a set of principles a
membersd interactions and decision making. I n
Goulet, Labadie et al. (2008) towards collaborati@s Wwroader and more conceptual.

They stated, fAcoll aboration is an integral p a
conditions it can be transformed into coll ect

model of interprofessional collaboration that highteg (a) shared goals and vision,

“Transmutation refers to the calsgaobjgots,ideas ofsackahi oni ng o
relations) into a developed producto (Robert & Brad
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which recognised that individuals might have divergent motives, multiple allegiances

and differing expectations; (b) internalisation, referring to interdependence and trust
between health professionals; (c) formalisatdarifying expectations and procedures;

and (d) governance which provided direction and support. Although both texts focused

on thewhoandhowof collaboration, their approaches were underpinned by different

i ntentions. Bri ggs 0 feaelgistavgnic teanes.rShecatvesetl me |
readers to fAiselect from the suggestions
to accompany you to your next meetingo (.
p.1) sought to provide a model for researshadministrators and professionals that

could be used to fAanalyse coll aboration

In my questiohanswer dialogue with diverse understandings, | also explored different
theoretical perspectives behind varied understasdigollaboration. Having identified
my own theoretical frame of reference for interpreting collaboration, | was interested in
what theories others used to frame their understandings of collaboration. A small
number of authors articulated their theordtmerspectives, simultaneously explaining

the foundations of their exploration of collaboration and confirming for me the
elusiveness of a single definition or understanding of collaboration for all contexts and
purposes. For example, the theoretical pespes includedystems theofy, which
highlighted the interrelatedness of the community, organisation and collaborating
individuals (e.g. Salmon & Faris 2006), atmmplexity theo?, which provided a
framework for understanding collaborative problenvisg in situations with low

certainty of outcomes and low professional agreement about approaches (e.g. Kinnaman

& Bleich 2004). As wellstructuration theor§” was used to facilitate understandings of

“Systems theory relates to fiany approach to a cor
physical, chemical, or biological nature of its qunents and simply considers the structure they

together implement, in terms of the functional role of individual parts and their contribution to the

functi oni n gThe Oxfotd Dietionary of Phelasaph$imon Blackburn. Oxford University
Press2008.0xford Reference Onlin®©xford University Press. Accessed 11/05/10
<http://www.oxfordreference.com/views/ENTRY .html?subview=Main&entry=t98.e3036

“Complexity theory is #fa c on credudianianpfsdientéictientrmr k t he
by acknowledging that some of the most pressing and difficult problems facing humans early in the 21st
century cannot be tackled, letalonesold, by adopti ng a AOwtionary of Publcn al a |
Health Ed. John M. Last, Oxford University Press, 200%ford Reference Onlin®xford University

Press. Accessed 11/05/10

<http://www.oxfordreference.com/views/ENTRY .html?subview=Main&gnt235.864>

“Structuration theory claims that HfAstructure is L
constitute TheQoncsd Oxferyg BidtiaansodPoliticsd lain McLean and Alistair

McMillan. Oxford University Press 200@xford Reference Onlinéxford University Press. Accessed

11/05/10 <http://www.oxfordreference.com/views/ENTRY.html?subview=Main&entry=t86.e1339>
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the social and organisational issues that surroundsef information technologies for
collaboration (Evans & Brooks 2005). Authors exploring the notion of computer
assisted collaborative learning includsithred cognitiompproache® as one of the
approaches underpinning their claims for shared meanikghgia groups

(Dillenbourg, Baker, Blaye et al. 1996; Dillenbourg 1999; Stahl 2003, 2005). Lamb and
Davidson (2005) identifiethteractionisn’, poststructuralistf andnetwork theor$ as

the theoretical per spect i v epsofessiofalodentity ng t heir
in research collaborations. Each different theoretical perspective contributed different
views, with no particular one able to provide all answers. A common feature of these
different perspectives was the framing of collaboration@m@plex phenomenon that
defied simplistic interpretation. Such framing facilitated the acknowledgement and
exploration of ambiguous and uncertain aspects and characteristics of collaboration, as

well as highlighting interrelated layers of influence.

Theimportance of clear definitions of collaboration for framing research was noted by a

number of authors (including Schmitt 2001; Hara, Solomon & Sonnenwald 2003).

Thomsonet al . (2009, p.24) noted that Al ack of ¢
meaning of cdaboration makes it difficult to compare findings across studies and to

know whether what is measured is really collal@ot i on o0 . Ki n@993 nd col |l eagl
argued that essential elements of collaboration needed to be identified in order to inform

educatiorfor collaborative practice in health. These authors assumed that consensus

about the meaning of collaboration was possible across contexts and purposes.

However, not all authors sought or valued consensus of meaning. Dillenbourg (1999),
the editor of a bdoabout collaborative learning, challenged claims of a need for clear

definitions, proposing that convergence of shared understandings of collaboration across

“Shared cognition is Athinking at group level o (Ensl e

“I'nteractioni sm ass itrhdee efid haep pve aerws tthcatbh e Thehe case, mi n d
Oxford Dictionary of PhilosophySimon Blackburn. Oxford University Press, 200&ford Reference

Online Oxford University Press. Charles Sturt University. 11 May 2010

<http://www.oxfordrefeence.com/views/ENTRY .html?subview=Main&entry=t98.e1678>

“8 poststructualism refers to the formless, or the subjective and spontaneous aspects of human
phenomenalhe Oxford Dictionary of Philosophgimon Blackburn. Oxford University Press, 2008.
Oxford Reérence OnlineOxford University Press. Charles Sturt University. 11 May 2010
<http://www.oxfordreference.com/views/ENTRY .html?subview=Main&entry=t98.e2450>

““Net work theory is fAthe disciplined ingaswely into the p:
as the patterning of relationships among of actors at different levels of analysis (such as persons and

groups): p.505 in Breiger, R, 2004 The Analysis of social networks. Handbook of Data Analysis, edited

by Hardy, M and Bryman, Sage Publicatiop£05526.
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different disciplines for a variety of uses should not be forced; rather, different
understanding should be allowed for readers to engage with the phenomenon.
Dillenbourg proposed that embracing different meanings of collaboration and
acknowledging their limitations providedspacefor understanding what was
encounteredn collaborative situationg:or him the variety of meanings of collaboration

was framed as an opportunity rather than a limitation.

Thus in my initial dialogue with my first text set | identified a number of different
approaches to, and understandings of, collaboration. With my @ixygamorizon of
understanding, | concurred with authors who proposed that the difficulties in defining
collaboration could be attributed to the complexity of the construct and the different
degrees to which this complexity was embraéexat.example, Gregsmandcolleagues

(1991) recognised the variety of superficial definitions of collaboration, and Wood and
Gray (1991, p. 143) noted that each had |
satisfactorybyg e | f 0. I al so ag(2e0e)avhowlaimedd that the ms o n
wide range of theoretical perspectives used to view collaboration could contribute to the
lack of clarity and shared understandings about the phenomenon.

Thus, guided by my theoretical frame of reference (social ecology, structutregooy

and social cognitive theory), | began my engagement with the complexity of
collaboration through my initial questi@nswer dialogue with the first text S&t.

noted that there was a lack of consensus for a particular definition, as well antiffere
recognitions of the complexity of collaboration, reasons for defining, theoretical
underpinnings and opinions about the limitations imposed by lack of clarity. A broad yet
integrated understanding of collaboration appeared difficult to obtain frontetature.
Collaboration appeared to be a somewhat elusive phenomenon. The diagrammatic
depiction of 20 definitom®a s a i w 6°(ad shawn im &igute 4.4) provides a
representation of how baffling an overview of the definitions of collaborationeean b

The variety of words and their different frequencies of use (reflected in larger font size)

indicated to me that deeper interpretation was needed to understand the nature

®Questions posed to the text set were: AHow diver
l'iterature?0 and fiHow is this diversity recogni se

1 The 20 definitions listed in Table 4.4 that | identified in tierature were used in the diagrammatic
depiction.

*2This word cloud features the 150 most common words used in 20 definitions of collaboration that | had
identified in the literature (words appearing most frequently have greater prominence). The wabrd clou
was developed from Wordle 8009Jonathan Feinberghttp://www.wordle.net accesse@ September

2010
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Figure 4.4 Word cloud of collaboratialefinitions
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of collaboration as presented in the literature. Interestingly, it seemedaktizatse
collaboration is a familiar word used in everyday language, this very familiarity created
problems when the concept and phenomenon became the objects of investigation.

Throughout this initial dialogue with the text set | was reminded of the ¢dibhes blind

men describing an elephant, where each man described characteristics of a different part
without an overall view of the whole: thus an elephant was deemed to be like a rope
(tail), fan (ear), tree trunk (leg), spear (tusk) and wall (stomash)lustrated in Figure

4.5. Each man comprehended the part of elephant he felt, but could not comprehend the

entire form.

Figure 4.5 Elephant as described by blind Pen

From this horizon of understanding | wondered if the uniqueness or particofatiy
phenomenon as investigated by different people could relate to the various perspectives

of the authors, and the nature of their focus and their context. Perhaps, like the blind

men in the fable, different athetlosvenssdof v ar |
understanding of the entire phenomenon. This proposition formed the basis of the next
qguestion and answer dialogue with the first text set (relating to different definitions of
collaboration) wherein | sought to identify the commoresitand differences within

these perspectives, between the varied understandings of collaboration. Consistent with
Dill enbourgés (1999) positive frafoing of
understandings, | acknowledged the importance of bgeg t a variety of meanings

of collaboration in my continued dialogue with the first text set.

*3 Acknowledgement of illustration: © Jason Hunt from
http://naturalchild.org/jason/blind_men_elephant.tendessed 1/09/10
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4.3.2 Dimensions of collaboration: Text Set 1

Il n seeking the fiwhole elephanto view of coll a
commonalities in what was beigscribed, | dialogued with definitions, connotations,

theories and models of collaboration presented in the literature. This section explains the

dimensions of collaboration identified from the first text set.

a) ldentifying dimensions: people, place, purpose and processes

Question Box 4.2

The questions informing my dialogue with the first text set (composed of various
definitions,connotative meanings, theories and models of collaboration from healt
organisation, education and research literature) eer

G2 KFEG O02YY2y GKNBIFIRa fAy] (GKSasS RATT

Examples of definitions of collaboration from text set one are shown in Table 4.4

Through this ongoing dialogue of questions and answers | identified four dimensions of

collabomtion:people( t he doers of coll aboratiplece i n ter ms
(related to the fiwhereo of collaboration in t
structure)purposeg concer ned with t handprockssee of col |l abor
(refer i ng to fihowo things are done and the inter

labelled these dimensions the PPPP dimensions of collaboration.

As is evident from the definitions, not all authors included all aspects of each dimension.

For example, someughors focused on one particular dimension (e.g. the dimension of

peoplein the definition by Dougherty & Larson 2005), and others referred to all

dimensions (e.d5t a h | 2005) . Definitions of coll aborat
perspectives and pposes rather than indicating shared understandings of the

phenomenon across different contexts.

120



Table 4.4 PPPP dimensions of collaboration in examples of definitions

Definition

Discipline
literature

People

Place

Process

Purpose

The base meaning of this word [collaboration] is to work
together (Dougherty & Larson 2005, p.244).

Health

A working definition of collaboration in health care includes
the concepts of an organized division of labour, with
unique expertise being contributed by different
professionals (Poldre 1998, pp.23-24).

Health

... collaboration (creating new value together) rather than
mere exchange (getting something back for what you have
put in) (Kanter 1994, p.97)

Organisation

For the purpose of this paper, we employ the more generic
term, collaborative, to indicate teams that are
interdependent and at least attempt to share power and
responsibility (Bourgeault & Mulvale 2006, p.482)

Health

The collaborators will normally include the following: (a)
those who work together on the research project
throughout its duration ... (b) those whose names or posts
appear in the original research proposal, (c) those
responsible for one or more of the main elements of the
research. (Katz & Martin 1997, p.7)

Research

Collaboration is defined as a dynamic, transforming
process of creating a power sharing partnership for
pervasive application in health care practice, education,
and organizational settings for the purposeful attention to
needs and problems in order to achieve likely successful
outcomes. (Sullivan 1998b, p.6)

Health

Supraorganizational systems of collaboration are defined
here as loosely coupled, multilayered networks of referent
organizations designed to lead stakeholders to take
voluntary initiatives towards solving a shared social
problem. (Pasquero 1991, p.38)

Organisation

In order to be considered collaboration, it is key that the
processes entail an interactive process (relationship over
time) and that groups develop shared rules, norms and
structures é it is importa
is typically divided into two areas: internal (intra) and
external (inter) collaboration. (Kezar 2005, p.833-834

n

Organisation

The term collaboration conveys the idea of sharing and
implies collective action oriented toward a common goal, in
a spirit of harmony and trust, particularly in the context of
heal t h. ( D6 AYidela,MartinfRedriguez étal.
2005, p.116)

Health

Collaboration occurs when a group of autonomous
stakeholders of a problem domain engage in an interactive
process, using shared rules, norms, and structures, to act
and decide on issues related that domain (Wood & Gray
1991, p.146)

Organisation

é in the CS-kupported cuollahotateve learning]
perspective, it is not so much the individual student who
Il earns and thinks, it is t
situation of collaborative activity it is informative to study
how processes of learning and cognition take place at
group level ( Stahl 2005, p.79)

h

Education
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Table 4.4 PPPP dimensions of collaboration in examples of definitions (contini

Definition Discipline People | Place Process | Purpose
literature
Collaboration is a temporary social arrangement in Organisation | x X X

which two or more social actors work together
toward a singular common end requiring the
transmutation of materials, ideas and/or social
relations to achieve that end. (Roberts & Bradley
1991, p.212)

é interdisciplinary col || Health X X X
interpersonal process that facilitates the
achievement of goals that cannot be reached when
individuals act on their own (Bronstein, 2003, p. 299)

Collaborations can open the door to a synergistic Organisation | x X X
success when people bring their separate skills and
organizations together to focus on a single concern
fuelled by the power of their combined passion. Real
collaboration always results in change: it spreads
responsibility, engaging and empowering a wide
range of people. ... However, when there is a
thoughtful, deliberate collaboration among groups
that traditionally do not share similar views, but
coalesce around a mutual interest, then collaboration
truly can take us where we cannot go alone.
(Soonkeum, van de Flier Davis, White et al. 2008, no
page number)

Interdisciplinary collaboration is perceived as a Health X X X
process by which individuals from different
professions structure a collective action in order to
co-ordinate the services they render to individual
clients or gr oup kevy(1896iA mo
Sicotte, D6 Amour, Morp®ul t 20

Coll aborating (fito | abou| Health X X X
relationship. Separate organizations enter into a new
structural arrangement with formal roles and full
commitment to a common mission. Comprehensive
planning and clear communication channels are
needed at all levels. Consensus is used in shared
decision making. Risk increases because each
organization contributes resources as well as its
reputation. Partners jointly secure or pool resources
and share results and rewards. Trust levels and
productivity are high. Power may not be equally
shared. (Butterfoss 2007, p.28)

Based on this review, collaboration is essentially an Health X X X
interpersonal process that requires the presence of a
series of elements in the relationships between the
professionals in a team. These include a willingness
to collaborate, trust in each other, mutual respect

and communication. Yet, even though the above
conditions may be necessary, they are not sufficient,
because in complex health care systems
professionals cannot, on their own, create all the
necessary for success. Organisational determinants
play a crucial role, especially in terms of human
resource management capabilities and strong
leadership. (Martin-Rodr i guez, Beaul
al. 2005, p.145)

Collaboration is a mutually beneficial and well- Organisation | x X X
defined relationship entered into by two or more
organisations to achieve results they are more likely
to achieve together than alone. (Kagin 2000, p.48)
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Table 4.4 PPPP dimensions of collaboration in examples of definitions (continue

Definition Discipline People | Place Process | Purpose
literature

Collaboration is a process of shared planning and Health X X
action toward common goals with joint responsibility for
outcomes. ( Lindeke & Block 1998, p.213)

Thus the theoretical literature suggests that more than | Health X X X
just respect and cooperation are required for
collaboration to exist and that sharing in decision-
making is crucial. (Chaboyer & Patterson 2001, p.74)

Collaborative practice is the recognition of and respect | Health X X X
for each participantds un
delivery. Doctors and nurses work together non-
hierarchically in contributing to decisions made
together about the patients. The relationship is
characterised by trust and mutual communication. This
leads to increased job satisfaction and better patient
outcomes. (Taylor 1996, p.69)

Collaboration [is] a model of team care that enabled Health X X X X
health care practitioners to maintain their autonomy
while working in the absence of formal structures and
processes to deliver optimal care. (Boon et al. 2009,
p.720)

b) Exploring the four dimensions: people, place, purpose, processes
To dialogue more deeply with these concepts | returned to my first text set, and
identified differences within understandings of collaboration in relation to the PPPP

dimensions. These dimensions are outlined below and discussed in more detail

throughaut this chapter. My theoretical frame of reference enabled me to be open to

structural, organisational and individual aspects of collaboration and the interplay

between them.

The PPPP dimensions of collaboration and their related elements identifiesl in thi
research are:
1 people units of interactions (these being individuals or collective entities of
organisations, disciplines and agentigs
1 places the context of collaborating entities (i.e. collaboration occurring in

contextual continua or demarcatediteries);

1 purposesintended (and actual) outcomes (in terms of synergy or coordination

and integration) and type of instigation (having internal or external momentum);

and
1 processesmeans of interaction (in terms of emphasis on relationships and

structues that are externally directed or internally evolving).

> The use of the termgencyin this context refers to a body of people providing a specific service.
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Theseplace,people,purposeandprocessdimensions are an interpretation of how
collaboration is portrayed and conceptualised in the literature. ldentifying these
dimensions addressed the firasearch questionf Study A: How is collaboration

conceptualised in the literature?

i) People involved in collaboration: individuals and collective entities

Question Box 4.3

The questions informing this phase of the dialogue (with the first text set) were:
G2 K2 Aa O2ftlFo2Nr Ay 3IKE

Gl 26 NS GKS& LERNINI&@SR Ay GKS fAGSN

Peoplein collaboration were frequently portrayed in the literature asldlees | found

that people described in the texts tended to be conceptualised in relation to being
particular (and collaborative) individualsr collective entitiegwhere the collaborative
entity was amalgamated to higher levels such as the organisation, discipline or agency
represented). Particular individuals represented their embodied, individual selves. They
brought to the collaboration their personal qualities as well as perspectives and
conventions from their organisation and their discipline socialisation. However, in
collaboration betweecollective entitieshe characteristics of the organisations,

discigines and agencies tended to be the primary concern. This appeared to take the
focus off the person who was collaborating and place it on the role or entity being

represented.

Theindividual in collaboration was a focus of many texts. Evident in this fo@as

recognition that people differed in the individual qualities they brought to collaborative

situations (such as values, experiences, and socialised organisational or discipline

perspectives). Although the emphasis in a number of texts was on intgginatie

differences into shared understandings within the collaboration (e.g. Sonnenwald 1995)

some authors explicitly valued the unigueness
perspectives and their potential to spark creativity and transform undergearfein

exampl e, Uz zi and Spiro (2005, p.447) <cl ai med
ideas are united or when creative material in one dimension inspires or forces fresh
thinking in anothero. However b6 echgnisdder ences co
by Bammer (2008, p.877):
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The differences between partners cannot be limited to those which progress the
partnership. Differences in worldews, motivations and ways of doing things
will also provide potential sources of unproductive conflictnisigers of
research collaboration therefore have to deal with two categories of diffefences
integrating diverse relevant contributions and ameliorating problems arising
from attributes which are incidental to the partnership.
In relation to the differeres that people bring to collaboration, the choice of appointing
appropriate individuals to collaborations was also highlighted by some authors
(including Austin & Baldwin 1992, Huxham & Vangen 2005).

In contrast to the emphasis on individuals within dmilation, | found that many texts

did not conceptualise thdoersin terms of people. Rather, collaboration was depicted as
occurring between amalgamations of peopleadlective entitiesincluding

organisations, (e.g. Logson 1991; Ranade & Hudson ZD@3mings & Kiesler 2005),

research communities (e.g. Bordons, Zulueta, Romero et al. 1999; Bougrain &

Haudeville 2002), disciplines (e.Beese & Sontag 2001; Lowe & Phillipson 2009), and
agencies (e.g. Selden, Sowa & Sandfort 2006). Differences betwliesstice entities,

in terms of organisation, discipline or agency characteristics, were framed as having the
potential to create value as wedl provide challenges (e.g. Seidet al. 2006). A

number of texts explored collaborative issues in terms oakseil characteristics of
groups. For example, Abramson and Mizr ahi
differences we identified in perspectives [of collaboration] between the two professions

[of social work and medicine] support the importance of undatstgrihe distinct
socialization experiences of each profes:
professional discipline groups contributed to understandings of the implications of

professional socialisation.

It was interesting to note that the dieis between particular individuals and collective

entities was blurred in some texts, with an unacknowledged interweaving of the two
interpreted views of people. At times this resulted in ambiguous collaborating entities.

For example, in Westleyand Vredem r g6s (1991) focus on <col
between organisations, key individuals were credited with instigating and developing
collaboration. It was unclear from this research whether collaboration depended on
organisational characteristics (suahprocesses, structures and roles) or individual

qualities, or a combination of both. Longoria (2005) did not differentiate between
individuals and organisations as collaborating entities; he proposed that relationships
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were a key component of collaborats and these relationships could be between
individuals, groups, organisations or societies. With the understandindgscf
collaborating blurred, it was unclear what role particplopleas individuals played in

collaboration, and in developing anthintaining relationships between organisations.

In contrast, some authors acknowledged ambiguities. For example Katz and Martin

(1997, p.9) noted that although dAit is people
related to collaboration were oftarmed at interactions between higher levels of

departments, organisation, sectors and geographical regions. Other authors, such as

Kinnaman and Bleich (2004), avoided such ambiguities by articulating the relationship

between disciplines and individuals.ede authors stated that collaboration occurred

bet ween people who fAare of different disciopl:.@

settingso (Kinnaman & Bleich (2004, p.311). S
individuals represented disciplindsjt proposed that a rigid or blind tenacity to

discipline loyalty could inhibit the achievement of a synthetic conceptual framework

with other collaborators.

On the basis of my interpretationéopleinvolved in collaboration, | propose that

where coldboration is viewed as occurring between collective entities, there is a risk of
people being viewed as interchangeable contributors to the collaboration in relation to
the organisations or disciplines they represeht.such situations insufficient attéon

might be given to developing interpersonal relationships; the focus might not be on
individuals who are collaborating but rather on the characteristics of the discipline or
organisatiorthey represent. Thus the wpgopleare conceptualised in collatadion can
have relevance to the provision of resources to support collaboration and to the time

allocated to developing relationships and scope for individual agency.

Summary Box 4.1: People

1 Particular individuals  bring their personal qualities as well as the perspectives and conventions from
their organisation and their discipline socialisation.

1 Collective entities [e.g. (people in) groups, disciplines] bring to the collaboration socialised ways of
knowing from and characteristics of organisation, discipline or agency and acting.

1 Appointments (i.e. addition of staff) to the collaboration can be on the basis of individual qualities or
related to representation of particular disciplines, organisation or agencies.

* Note that this claimrelats t o team membersdé contribution to the dyn:
the fulfilment of their discipline role. When physiotherapists are rostered to replace each other in a ward
team, for example, it is appropriate that their physiotherapist bel@sterchangeable.
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i) Place of collaboration: contextual con tinua and demarcated territories

Question Box 4.4

The question informing the next phase of my dialogue (with the first text set) was:

4126 | NB (KS O2yGSEGE 2F O2fftl 02N (A

Theplaced e al s wi td dfhec dilwlhaber ati on i n ter ms
location and place in the organisational structure. The dimension of place, as described
in the texts, was interpreted in terms of the interrelatedness of the collaborative entity
(e.g. team) with its vder organisational and societal environment. | conceptualised this
interrelatedness along a spectrum: at one end was the notiontektual continuan

which collaboration was embedded and related to wider contexts; and at the other end of
the spectrumveredemarcated territorigswhere collaborative entities were viewed in

relative isolation of their wider contexts.

Texts describing collaboration in relation to contextual continua highlighted the

importance of the wider environment. In these texts bofiation was influenced by
background contextual factors including government policy, legislation, financial
constraints (Salmo& Far i s 2 0 6tal;200B)oskategiaicontexts of other
organisations (Arifio & Torre 1998), disciplinary and departaldmundaries,

community values (Briggs 1997b) and the knowledge ecosystem in which the

collaboration was undertaken (Pennington 2008). Evans and Brooks (2005) argued that
social issues and organisational structures were embedded in practice and intfluenced
ways people interacted with each other. Pasquero (1991, p.61) contended that

coll aboration processes were integral to
simultaneously causes, effects, and el em
environmeial, and organisational factors were portrayed by Stokols, Harvey, Gress et

al . (2005, p.204) as antecedent conditi ol

research teams and centerso, in their wol

In contrasto the recognition of collaboration as embedded in the values, practices and
structures of the wider environment, collaboration was presented in some texts as
occurring within demarcated territories, most commonly in teams with defined
boundaries. PateGytryn, Shortliffe et al. (2000) explored collaborative roles and

interactions between health professionals in a clearly defined primary care unit team
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without reference to the complexities of the wider collaborative context. The notion of

collaboration acurring in demarcated boundaries tended to be used for measuring and

monitoring collaborative processes and outcomes. For example, in measuring nurse

physician collaboration in intensive care units, Higgins (1999, p.1436) claimed that

Aor gani z amanagerialanflueraces avere controlled methodologically by the use

of one siteo. However, when evalwuating the be
guidelines to improve interprofessional collaboration in discharge planning, Atwal and

Caldwell (2002, 866) observed that health professionals were still subjected to

organi sational pressures and constraints: nAfe
environment that is not in a consistent state
authors acknowledgeallimitation of viewing collaboration in isolation from its wider

contexts. Thus, | argue that despite research
view collaboration in relation to demarcated territories, it is difficult to segregate

collaborationfrom its wider contexts, including embodied values and practices.

Acknowledging collaboration in relation to its wider contextual continua allowed the
complexity of collaboration to be embraced. However, the lack of circumspection of the
phenomenon providkchallenges for those seeking to control (and/or understand)
collaboration through monitoring and measuring. It could be argued that although a
more defined view might be required for these purposes, it is important that the need for
demarcation of the daborative context does not lead to a simplified overall view of
collaboration, particularly in relation to unexamined assumptions about values and

practice, and lack of acknowledgement of the influence of contextual factors.

Summary Box 4.2: Place

1 Being embedded in wider social and organisational contexts, collaboration operates in a
contextual continuum , and is influenced by contextual factors (e.g. community values,
financial constraints, and organisation and discipline cultures and territories).

1 Measuring collaborations and treating people as simply replaceable members of groups
in demarcated territories  risks overlooking the complexity of the contextual influences.
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iif) Purposes of collaboration: instigators and outcomes

Question Box 4.5

The quesbns informing this phase of the dialogue (with the first text set) were:
G2 KFEG Aa a2dAKG FNRY O2ffF 02Nl GA2YyKE
G2 KFadkgK2 ITNB GKS AyadAaarazNa 2F O2f
G2 KFEG FTNB GKS AYLIX AOFrGA2ya 2F S@If dz

In literature related to clalborationpurposesver e concerned with th
related to the instigators and intention of collaboration. The multifaceted nature of this
dimension was identified. The purposes of collaboration, as described in the texts,
related to botlnstigatorsandnature of expected chandanterpreted the instigators as
being either internal to the collaboration or located externally; that is, some
collaborations were initiated by those wishing to collaborate whereas others were
associated witkextenal triggers or drivers. The nature of the expected changes also
differed. At one end of the spectrum of expected changeyvesgy(where the

outcomes could not necessarily be predicted at the beginning of the collaboration and
innovation was commonly sght) and at the other end wasordination(where

particular outcomes were anticipated and planned in advance and control was valued).
This dimension was further enriched by collaborations often having multiple (and at
time unexpected) outcomes. Ascertagnsuccess could be problematic. For example,

the measurement or evaluation of success was challenging in terms of which outcomes
would be measured; those that were the most meaningful or those that were easiest to

measure?

Internally instigated collabotians resulted from individuals identifying common

purposes and taking initiatives. Such collaborations tended to originate from individuals
seeking to work together and taking responsibility for doing so in a mutually

advantageous manner. For example résearch collaboration of Eisenhart and Borko
(1991, p.139) was based on a ficuriosity
develop their collaborative relationship. In this type of instigation, effort of individuals
involved in the collaboratiowas often required to overcome contextual challenges
presented by organisational structures and lack of resources. As noted by Schmitt (2001,

p. 62), AToo often the i mplementation of
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professional commitments stgn enough t o overcome institution
the successful collaboration between two universities described by FlaRmare

Simmonset al . (2009, p. S59) was Arooted in the
investigators who shared a commonligoat hat transcended institutio
that instance, the collaboration began among a few, subsequently involving others as the

project expanded and developed a supportive infrastructure, thus moving from internal

to external instigation ovemtie.

Inherent in texts describing external instigators was the notion that the responsibility for
initiating collaboration lay primarily with others, often through management directives

or policy; that is, the collaboration was required or driven by oaitsidtivation and
resources. External triggers described in texts included organisational incentives to
collaborate with cavorkers (Cummings & Kielser 2005; Kezar 2005), funding for

specific collaborativedivities or projects (Bordonst al. 1999; Pfaffl, Baher, Jones et

al. 2003, Seldeert al. 2006), supportive legislation (SohlhevtcLaughlin Todiset al.

2001) and the collaboration itself being a research intervention (Gitmrghhead,

Beilby et al. 2002). Encouraging participation was a chadldngsome externally

driven collaborations. Kezar (2005), for example, reported that mission statements, new
norms of operating, supportive networks and rewards, and leaders were required in

hi gher education organi satietmwardso change camp
collaboration.

In terms of the outcomes of collaboration, differexpectations for changeere

evident in texts. For many authosynergy rather than coordination was a key factor

identifying the practie as collaboration. Kanter (1994.97) for example, contended

t hat coll aboration involved Acreating new val
exchange (getting something back for what vyou
p.75) represented this extra value in collaborative learnifiglass 1 =30, and expl ai ne

that the synergistic &toatibatonn refl ected the co

Synergistic outcomes of collaboration took different, though interrelated forms,

including creativity (e.g. Austin & Baldwin 1992; Jol&teiner 2000; Uzzi & Spo

2005; Sawyer 2007), learning (e.g. Arifio & Torre 1998; Evans & Brooks 2005; Stahl
2005), personal development (e.g. Bennett 2004), competitive advantage (e.g. Sharfman,

%6 Collectives in this case refers to those involved in collaboration, rather than the collective entities that
individuals may represent.
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Gray, Yan 1991, Liedtka, 1996), problem solving (e.g. Pasquero 1991; Shoffner &

Briggs 2001; Kinnaman & Bleich 2004; Ramsey 2008) and innovation (e.g. Paulus &
Nijstad 2003; Kinnaman & Bleich 2004; CummingXgesler 2005; Stokolst al.

2005). Some texts described interrelationships between these forms of s@aevggr

(2007, p.7),foe x ampl e, argued that coll aboration
always emerges from a seriesof spdrkse ver fr om a si @Grgativty f | as
was framed as involving new ways of thinking and learning from others:Skefmer
(2000,p. 9y descri bed this as foll ows: figenerat:i
significant conversations, and from sustained, shared struggles to achieve new insights
from partners in thought 0. Liedtka (1996
participants in collaboration brought questions that drew on the wisdom of others rather

than simply seeking solutions.

Varying degrees of synergy were also sought from collaboration. Roberts and Bradley
(1991, p.220) proposed the notions of radical acdeimental innovation in relation to
collaboration for public policy innovation. Radical innovation was applicable to
organisations described by Evans and Wolf (2005, p.96), where collaboration was

Aunl eashedod to Abreak thrneugh;t whdekirteiacn a|
problem solving was more consistent with incremental innovation. P@itkesar,

Bronstein and Kurzejeski (2005), for example, highlighted the ongoing nature of

problem solving in health professional collaboration.

Although a predminant focus on synergistic outcomes was natedrdinationwith an
underlying premise of integration and cooperation was evideoiie sexts. For

example, Selden et 2006, p.419) identified collaboration between early child care

cent r es dmanageénentstategy for bringing in more resources to better
support and promote greater satisfaction
coll aboration between artists in a musi c:
incorporatetheis e par at e materi al i nto a singl e, ¢
it appeared that innovation and creativity were not important outcomes of collaboration;
rather, they focused explicitly on bringing together resources and structures. The
importanceof collaboration having clear purposes and outcomes was acknowledged by

a number of authors. Longoria (2005, p. 1:
embracing a vague notion of interorgani z:
understanding of outcomesycaHansen (2009) urged companies to determine whether

the costs of collaboration outweighed the gains.
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Determining clarity of purpose, however, was not necessarily straightforward, and the

extent to which authors acknowledged multiple and interrelatedpespraried. Some

texts focused oa single overarching purpose of collaboration for particular

stakehol ders, such as scientistso6 research pu
Kageura 2004; Lee & Bozeman 2005); others focused on a range of interrelated

purposes. For example, Katz and Martin (1997) proposed that scientific collaborations

promoted effective use of skills, transfer of knowledge, development of new insights,

provision of intellectual companionship and enhanced visibility of findings.

Determinng whether purposes of collaboration had been achieved was described as
problematic by a number of authors, particularly those who recognised multiple
interrelated purposes of collaboration. In relation to interprofessional collaboration in
health, Schmit(2001) identified a large number of possible outcome measures,
including measures of processes (such as leadership, communicatodination and
problemsolving), outcomes of care (including decreased morbidity, mortality, adverse
events and lengthf dime receiving care), patient functional abilities (for example self
care and health promoting behaviours), and patient and family satisfaction, staff
satisfaction, staff retention, cost, and policies promoting collaboration. She expressed
insightful corcerns about measuring these numerous possible outcomes:
Outcomes assessed often have been convenient, rather than theoretically related
to the nature of the health problems being treated and the team resources
available to address the problem ... in masdies of the effectiveness of
interprofessional teams, the focus has been on-shonteffectiveness, either
related to differences at discharge or within a few weeks or months of discharge.
(Schmitt 2001, p.53)

Challenges for measuring collaborativeaammes were also noted by Dillenbourg et al.
(1996) who deliberated on whether the effects of collaborative learning should be
measured in relation to individual or collective learning. However, the approach of other
authors did not indicate that they skdthis awareness of the complexity of measuring
outcomes of collaboratioror example Bordoret al. (1999) measured interdisciplinary
research collaboration simply in terms of papers published. | contend that reliance on
such simplistic measures of aboration effectiveness overlook the multifaceted and

contextualised nature of collaboration.
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Issues related to the purposes of collaboration are complex. From my dialogue it
appeared that collaboration required a balance of resource support that often

ac ompani ed external triggers of coll abor e
tended to be integral to internal instigations of collaboration. For example, ideally,
encouraging collaborative research through funding would occur alongside resesir6he
desire to collaborate with each other. Further, where the collaboration has multiple
outcomes, those who are collaborating might have difficulty establishing shared
understandings and expectations. For example, some research collaborators might
primarily seek to ceauthor publications, whereas others might aim that their findings

were used to change practice. Moreover, the common need to measure collaborative
outcomes may not capture what people consider to be most important. When measurable
outcomes a the preferred focus for collaboration (for example, articles published and
resources used) the value of the more ambiguous and subjective outcomes of creativity,

insights, learning and problesolving might be overlooked.

Summary Box 4.3: Purpose

1 The instigation of collaboration does not necessarily coincide with the availability of resources and
support. For example, internally instigated collaborations may have committed collaborators but
limited resources, and externally instigated collaborations may have adequate resources but
participants might need encouragement.

1  Synergistic outcomes can be creative and unexpected, and integrative outcomes can be intended,
controlled and more measurable.

Iv) Processes used in collaboration: relationships and intera ctions

Question Box 4.6

The questions informing this dialogue (with the first text set) were:

G2 KId FaLlsota 2F O2ftF02NI 0AGS LINROS
G2 KFEFG FlFOU2NE dzy RSNLIAY 2NJ FFHOATtAGEGS

Processeareabot fAhow things get doneod. The des
were commonly presented in terms of relationships and interactions. These relationships
and interactions tended to be shaped and directed by people and the collaborative
structures withirwhich they worked. Qualities peogbeoughtwith them to

collaborations and qualitiekevelopedetween people during collaborative processes

influenced the nature of relationshipsescribedandchoserforms of communication

133



gui ded p e opl €hsserfoime weeerthase that evahsed in response to
particular seHinitiated collaborative situations, whergagscribedcommunication
tended to be organisationally structured and determined.

Relationships between collaborating participants were reghantthe literature to be

integral to collaboration. Hutchings, Hall and Loveday (2003, p.27) contended that the
fundament al buil ding blocks of collaboration
persons involved ultimately determine whether oraotiaboration and partnership

occurso. According to a number of authors the
influenced the nature of collaboration (e.g. Liedtka 1996; Arifio & Torre 1988ffnez

& Briggs 2001; Epstein 2005). The need to develop matiips was acknowledged in a

number of texts. For example, Svendsen (1998, p.137) claimed that attaining a

Adcol |l aborative mindd doesndt happen after on
extended period of building mutual understanding, developing shahees and

interestso. Time and proximity were considere
productive collaborative relationships (e.g. Lindeke & Block 1998; Epstein 2005;

Moffitt, Mordoch & Wells et al. 2009). For example, Lindeke and Block (1998, p.216)

claimed Ait is difficult to know others as pe

shared space and ti meo.

Power differences and inequality were identified as inhibitors for developing

collaborative relationships (e.g. Reese & Sontag 2001; Ramsey. 2008 ation to

interdisciplinary activities in health care, Lindeke and Block (1998, p.215) explained

that dAparticipants are i mbued with positional
profession, their gender, orestonBhmat {2008, 0ci oecono
p.146) explained that power needed to be mana
coll eagues and wusers aliked and proposed that
willingness to cede, not just share control ... [and] an ability to identifyeand use

their power and authorityo (p.146). Addressin
and the transfer of power between disciplines was identified as important for

collaboration.

The personal qualities of willingness to work with otherspeet, trust and mutuality
were fundamental components of successful collaborative relationships (Arslanian
Engoren 1995; Hill, Bartol, Tesluk et al. 2009; Thomson & Perry 2006). Willingness to
work with others, a quality that people brought to collabonati(Epstein 2005), related
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to sharing information, accepting others:
and othersd compliance with the coll abor
Perry 2006). Opinions differed as to whether the notiaesggdect was brought to

collaboration or developed within it. For example, Hawrluck, Espin, Garwook et al.

(2002) noted that respect for other health professional roles could be taught at
undergraduate level in preparation for teamwork. The view of reapect

unidimensional construct, capable of being explicitly taught and implemented, risks
inappropriately simplifying this complex construct and lived reality. Although respect

for other professions can be introduced during discipline socialisation, nedsis to be

developed through positive experiences working with other professions.

Trust and mutuality were viewed in some texts as developing at the same time as
collaborative relationships are being established. For example, Patel et al. (2000)

claimedt hat trust had to be buil t frustasmdtaPur ne
given, but has to be establiskie@lime and facdo-face interactions were important for

those collaborating to develop trust in each ofRit et al. 2009) Hutchings eal.

(2003)hi ghl i ghted the value of dAtime, effor:t
and enriching trust. Mutuality facilitated common understandings between collaborators
(Abramson & Mizahi 1996; Hiletal. 2009)l n heal t h careaalt eams,
(2006 p.127) described the devel opment of

t e a m Yiound (2004) claimed that collaborative relationships developed as

participants let go of their personal nedgsspect and mutuality were also identifisd a
capable of reducing differences in power and equality among those collaborating

(Ranade & Hudson 2003). Although authors differed in the degree of complexity with
which they viewed respect, trust and mutuality, they were unanimous in the framing of
theseconstructs as positive and enabling requirements of collaboration.

In contrast, the roles of conflict and autonomy within collaborative relationships tended
to be viewed more ambiguously. At times there was a lack of clarity as to whether these
concepts wre enablers or constrainers, and whether they related to the individual or the
collective entity the indidual represented. Dillenbourgat (1996) clearly

conceptualised conflict as having both positive and negative roles in collaboration. They
articuated different forms of conflict: (a) social conflict unrelated to the collaborative
purpose, such as criticism and naoadling, that was constraining to collaboration; and

(b) cognitive conflict that facilitated collaboration through valuing the diitgri

perspectives people brought to the collaboration. In contrast, a completely negative view
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of conflict was presented by Nijhuis, Reinddtesselink, de Blécourt, Olijve et al.

(2007), who proposed that conflict impeded communication and needed toleedeso

Autonomy, although not a wetlefined or conceptually clear notion in texts, tended to

be presented as an important characteristic of collaboration. Ranade and Hudson (2003)

and Boon et al. (2009) noted that threats to autonomy could be a bacodabwmration,

and Wood and Gray (1991, p.148) presented autonomy as a condition of collaboration in

their claim that #Aif stakeholders relinquish
iscreated a mer ger, perhaps, betotmlber ahaad | aDOA @O W |
al. (2009 proposed that health professionals needed to be independent rather than

autonomous, and Thomson and Perry (2006, p.26) viewed autonomy in relation to the

dual identity of <col | abor artownstingtidentiieser s wher e
and organizational authority separate from (though simultaneously with) the

coll aborative identityo. The inherent compl ex
autonomy in collaboration raised questions about the extent to whiddsha

understandings of these multifaceted constructs could be assumed (are these authors

talking about the same thing?), and highlighted the different understandings and

conceptualisations of collaboration that people bring to collaborative situations.

Postive relationships within collaborations were often viewed as the basis of personal or

collective growth, particularly in relation to reflection. Roberts and Bradley (1991)

reported that reflexive, seffvolving, collective interactions among stakeholders

involved in policy development were experienced in terms of a growth experience.

FerrierKerr (2003) described situations in teaching where critical reflective journals

facilitated collaborative professional relationships and individual learning. Time to

reflect and learn from others was an important element for developing collaborative

working skills in collaborative online learning projects described by Bennett (2004).

Reflection, engendering deeper understandings of intentions, purposes, actions and

value s , and ultimately reliant on individual sé |

be encouraged and facilitated; it cannot be prescribed.

Prescribed interactions were frequently explored in terms of organised and predictable
modes of communicatiolRegular team meetings and clear lines of communication

were identified as important means of maintaining clear communication in collaborative
research described by Clark, Dunbar, Aycock et al. (2009). Formal team training was

claimed to improve collaboratn in intensive care units (Despins 2009). Sohlle¢ia.
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(2001, p.508) proposed that collaboration between clinicians and clients could be aided
by practitioners being provided with stail
into their ongoing workwvith clients and families. Similarly, coordination and

reproducibility was apparent in a collaborative service delivery model developed for
general practitioners and pharmacists that was based on-albatstyle model with
Astandar d f o rngrelevanbpatiert iofermatmos,meports and astn  p | an s
(Gilbertet al. 2002, p.189). Processes that supported equality were also considered
important for collaboration (e.g. Reese & Sontag 2001; Nijatas 2007; Ramsey

2008). Adiyta and Ramakrishdas (2007, p. 8) proposal that
processes should be measured in terms of
email, attending meetings, or following

evidence of their emphasis orsgmatic prescribed communication in collaboration.

However, although organised means of communication provided a framework to guide

and monitor interactions, oweeliance on prescribed processes could limit the scope and
agency for adapting to particulsituations and maximising individual qualities.

Supporting this claim was the identification by Hinojosa, Bedell, Buchholz et al. (2001,
p.209) of difficulties experienced in developing collaborative practices in clinical
settings A wh e minésuhe ansountandtype of idterdcteom that takes

pl aceo. Similarly Kanter (1994, p.97) noi
6controll eddéd by formal systems but requi |

internal infrastructuresthatkrance | ear ni ngo.

| consider that chosen interactions incorporatediedicted processes (introduced

informally by those who are collaborating) and are based on relationships (underpinned

by complex notions and practices such as respect, trust and mylitddlese chosen,
selfdirected interactions received less attention in the literature but were alluded to by a
number of authors in terms of their unifying purpose and social nature. For example,
Hinojosa et al. (2001, p.215) noted the importance ohgeaf spontaneous socilyle

i nteractions aimed at f#Atrying to get al ol
caring, and attempts to accept one anot h
interactions were also employed when people needee tesponsive to rapidly

changing situations. Hawryluck, Espin, Garwook e{2002) and Lingaret al. (2004)

referred to a range of informal situationally responsive negotiations in their descriptions

of interprofessional collaboration in an intensiaeecunit. Thomson and Perry (2006,
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p.25) recognised the complementary nature ofdiedicted and prescribed interactions

in their proposal that:
the key to getting things done in a collaborative setting rests in finding the right
combination of administteve capacity (through coordination and elements of

hierarchy) and social capacity to build relationships.

Summary Box 4.4: Processes

1 The source and ownership of collaboration influences the nature and outcomes of
collaboration. For example:
a) Chosen comm unication strategies are founded on personal qualities (such as
willingness to work with others, respect, trust and mutuality) and requiring resources
(such as time and proximity), and they facilitate collaborations in rapidly changing
situations.
b) Prescribed interaction approaches provide a framework to guide interactions and
enable communication to be organised and predictable, but may not be sufficiently
flexible for changing situations.

1 Different views of the roles of conflict and autonomy may hinder shared understanding
of collaborative processes.

4.3.3 Collaboration in the health care literature: Text Set 2

This section deals with text set two. | begin by exploring the scope and nature of
organisational support for patiecgentred collaboratiori.then introduce and explain two
interpreted modes of collaboratioorderedandorganic). These build on the ideas of
prescribed and chosen process approaches/frameworks introducedGioeved
collaboration was featured in texts where the motivatios twalan, resource and
evaluate collaboration (e.g. to ensure efficiency andeffsttiveness) and address
disciplinerelated issues systematically (such as dealing with discipline power
imbalances and clarifying territory boundajiebhis mode of codlboration is
predominantly predictable, controllable and measurable in n&uogeniccollaboration
values the uniqueness of individuals and responds to the dynamic, complex nature of
contexts. It is less recognisable than the more formal ordered modkatsoration, and
can be difficult to predict, control or measure. In the next section | contextualise these
orderedandorganicmodes of collaboration in the health care and rehabilitation
literature in relation to PPPP dimensions of collaboration. €begos concludes by
considering how people in rehabilitation teams work within lnotteredandorganic

collaboration to provide quality patienentred health care.
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In this interpretive dialogue with text set two | sought to answer the remaining three
research questionfor Study A:
1 According to the literature, what is the nature of collaboration in health care
(including in rehabilitation teams)?
How can collaboration contribute to patie@ntred health care?
What organisational support is required foll&boration to flourish and

effectively contribute to patierttentred health care?

a) Organisational influences on collaboration

Question Box 4.7

The initial question informing my dialogue with the second text set was:
G2 KIG Ay Tt dzSy OSian (dRetiedpeoplévidrkidgiffefentdevels of
KSIFftGK OF NSO KI @S 2y O02ftftl 02N GA2YKE
G2 KFEG Aa GKS ylFridaNBE 2F (KAa AyTFtdzsSyo

In my initial question and answer dialogue with the second text set | explored the scope

for and nature obrganisatioal influences on and support for collaboratidhe

importance obrganisational influences on collaboration is well recognised in the

literature (e.g. Strasser, Falconer & MartiBaltzmann 1994; Strasser, Smits & Falconer

2002; Bloor 2006; Sinclait,ingard & Mohabee2009). Some texts focused on the

organisationatulture of team (e.g. Strasser et24l02; Bloor 2006); others considered

the organisational context as contributing to the multitude of factors influencing

teamwok (e.g. Suddick & De Souza, 2008nclair et al.2009). Bourgeault and

Mulvale (2006) addressed the issue of organisational influences specifically and in

detail. They described muliegvel factors that facilitated or impeded collaborative

models of health care in terms of:

(a) macrofactors for example, regulations around scope of practice, liability and
funding issues);

(b) mesadfactors (such as education and organisational arrangements); and

(c) microfactors operating within teams (including interpersonal relations between
team members and thexperiences with teamwork).

These authors highlighted the importance of coordinated action by professional,

managerial and governmental bodies across these leudtifactors. While concurring
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with Bourgeault and Mul v 8uereéd(as macot neegoor i sati on
and micro factors), | framed these levels of influence in relation to atféntdéviduals:

that is, people working at governance and policy level (macro or broad context); people

involved in discipline socialisation and educatiewndl (meso or health care setting

level); and people working at interpersonal level to deliver collaborative health care

(micro or team situations). | explored texts to interpret how people at these different

levels of influence supported/impeded collaltioraand how agency for such influence

was framed.

i) Governance and policy (broad policy context of health care)

A short feature article in an Australian medical indemnity insurance company newsletter

provided an example of influence on collaboration lagélative regulation level that

recognised collaborators as having agency over their actions and decisions. In this article

the CEO/Managing Director (MD) indicated her conceptual support for patetted

coll aboration i n t hteeingportanceofeffective chllatmratom der st and
inthe deliveryofhiggpual ity patient careo (Anderson 2010
support were some fApractical tipso provided b
issues from a litigation perspective, sustraminders of the importance of taking

responsibility for situationally appropriate actions, of working within the legislated

scope of practice, and of being clear about communication expectations and role

obligations. These practical tips included redtign that collaboration differed from

situation to situation, for example A[consi de
you or your collaborator are absent for any reason, (...) [and consider] the challenges that
[communicating] over distancesreg sent s 0. Ander son recognised t
tips were fAinot an exhaustive |ist, but it is
different needs of particular types of health care (such as general practice and midwifery

health care settings)nd situations (in relation to considering particular health

professional sé circumstances and individual p
framed support for coll aboration as an interp
|l egi sl atibeoapdopféewobki ng with personal age
situations.

Bandurads social cognitive theory outl ihried in 4.3.2 h

environments.
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Governance and policy support for collaboration was evidenced in many publications by
the NSW Department of Health, with a number of these publications referring to or
implying the importance of multifaceted support. For example, the NSW Department of
Healthd €007)policy directive for collaboration in delivering humagrgces explicitly
outlined (a) mandatory requirements for formal agreements between different sections of
the NSW health care context (including the NSW Department of Health, Area Health
Services and Ambulance Service of NSW, Divisions of General Practice and Public
Health Units), (b) principles of collaboration that emphasised the importance of
relationships, smmunication and shared understandings in each of the numerous
collaborative situations within health care, and (c) practical guidelines for collaboration

that focused on continuous improvement of collaboration.

Within the broad scope of this policy ditee, unresolved tensions between different
intentions were identified. Tension was evident between the intention to achieve

flexibility, situational responsiveness and patieahtredness and the expectation of
measurable efficiency. The directive statett at fia o6t est d of <coll a
6front | ined staff are empowered and res
boundaries so services are customised to
but also stated t haftolepsedtbdetermmaenhove effectivel i ¢ a |
the coll aboration isd6 (p.6). Suitable pel
were not suggested, nor was it clear whether the focus of evaluation should relate to staff
(such as the extent of their empowents) or the services provided (such as the extent

they met the needs of clients and community). Furthermore, a number of issues relating

to the complexities of collaboration remained unexamined and unresolved, such as the
time taken to develop relationglsiin contrast with the expectations of efficiency

associated with measurable efficiency. This text demonstrated good intentions by policy
setters in terms of supporting coll abor at
there was scope for undeastling more deeply the impact of these policies on those

who were collaborating, such as the effect of predetermined performance indicators on

c ol | a bagenayttooprowd@ situationally appropriate patiegritred collaborative

care.

i) Discipline socialisation and education (education and health care settings)
There was evidence of different levels of influence on collaboration and waoned for

collaborative agency in many texts dealing with the education and socialisation of health
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professionalsA physician training prograri (The Royal Australasian College of
Physicians 2009) provided an example of how discipline leaders could support
education and socialisation for patieentred collaborative practice in health care
settings. In this progranim¢ learning objectives reflected the goal of preparing
physicians for communicating effectively in multidisciplinary teams. The trainee
physician was expected to be able to:
f manage Ati me pressures, environment and pe
communi@at i ono;
T identify and mediate fnAdifferences between

Y

carer s o;

T use Aconflict resolution skills to facilit
T give dAclear verbal and written communicat.
T manage fAbarriers tope6)fective communicatio

The vast body of literature relating to interprofessional education commonly recognised
the importance of (a) support for collaboration from educational organisations and
discipline bodies, and (b) interactions between educational programs,idescipl
governance issues and individualsdé various ca
stance that interprofessional education provided an important means of preparing health
professionals for collaboration in health care teams was widely acknowledged and
valued across the literature. Underpinning this stance was an awareness of the need for
standards and regulation of health professional disciplines, and for educational programs
to be suited to their particular situations. Barr (2003, p.276) highligh&iiportance
of having a range of educational approaches a
interprofessional education) has all the answers; together they offer a promising
repertoire.o Barr (2003, p.267) allso cautione
suitable discipline body governance were integral to the development of health
professional sé reciprocal attitudes towards o
The risk remains that exposing one group to another may serve only to confirm
prejudices and stereotypes. Attituded &ehaviours unacceptable to others,
deficits in knowledge and skill, weakness in professional codes and disciplinary

process, all or any of these may be exposed with implications for the governance

%8 |n Australia, specialist qualifications for medical practice are undertaken through colleges governed by
the profession, the largest of which is the Royal Australian College of Physicians.
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of the professions, their regulation and education, wétictients and teachers

can do little or nothing to resolve.
In recognising the importance of supporting collaboration at educational and discipline
governance level in an interrelated peegdatred manner, Barr also raised the issue of
educatoremt ad dmistt iuma | agency over discipl
vulnerability for collaboration. This minimal agency highlighted the scope for, and
importance of, discipline leaders recognising the impact of discipline governance on

education for collabrative patiententred care.

iii) Interpersonal interactions (responding to specific situations)

The importance of opportunities to develop situationally appropriate relationships and
meaningful interpersonal interactions was explored in earlier sedidhis chapter.

For example, in Section 4.3.2, time, relationships between team members and sound
communication were highlighted as important for collaboration. Subtle interplays
between different levels of influence on collaboration are needed to ¢heymvision

of adequate staffing and resources (that is, policy and management support) and
facilitation of interpersonal skills (that is, educational and management support) for

developing such relationships and communication capabilities.

In support othe notion of relationshipentred caré® Safran, Miller and Beckman
(2006) recognised cliniciacolleague (including administrators) influence on patient
centred collaborative care. Administrators were viewed as real people and as
individuals, rather thajust positiorholders or part of a faceless entity. The authors
emphasised the need for the following qualities in interactions between administrators
and clinicians:

A mindfulnesgawareness of self and others);

A diversity of mental mode(saluing multple ways of knowing);

A heedful interrelatingdbeing aware of how one works in relation to others);

A a mix of rich and lean communicati¢ior example, combining elaborate face
to-face communication with simple emails);
A a mix of social and task related @mactions(blending work and nemwork

related conservation);

**The body of literature explaining and expiay relationshipcentred care (based onTresolini and the
PweFetzer Task Force 1994) emphasises the importance of networks of relationships in health care.
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A mutualrespect char acterised by fAhonesty, tactfuln
ot herés contributionso); and
A trust(represented by judging that others are capable and committed) (2006,
p.S12).
Per®nal agency and scope for developing relationships between people working at

different levels of health care are assumed characteristics in this text.

The importance afimein patientcentred care reflects the challenge practitioners face in
balancing thaneeds of efficient health care and satisfying/fulfilling health care
experiences. For example, a patientdés poignan
Erling Dah| Fgrdeet al . (2008, p.830) exploring elderl:
with rehabilita i on hi ghl i ghted the i mportance of staf"
interact with and care for their patients:
| 6d say they dondét | isten to us. Not at al
Al havendt got time nbwyel goe Yotdbotdatth
though they |l ook back on us when they have
she didnét ask me for anything.o Webve | au
walk past without saying anything or she passed me without me sayitming.
(Patient 3, first interview)italics in original)
There was no sense in this quote of patients being at the centre of health care; rather,
they seemed to feel that interactions with them were not prioritised. Further, the
apparent absence obnpassiondemonstratetdy practitionergor their patients in this
scenario highlighted its importance to patieantred health carélowever, without
their points of view being represented in this publication, it was difficult to understand
st aff rmpecaitiens o this apparently roompassionate (and hence | propose

nonpatientcentred) style of health care.

Shea and Lionis (2010, p.2) grappled with the complex issue of compassion in health
care. They considered some of the interrelated influentesmpassion, particularly
contextual and educational issues. In relation to rural areas (but perhaps equally relevant
to other health care settings), they highlighted the importance of, and challenges to,
health care team members being compassionatehoo#iaer and their patients, and
proposed:
To provide compassion requires support and receipt of compassion oneself, at a
At emor ko | evel and at an fAorganisational o |

communication skills. ... It is perhaps not surprismghe light of a changing
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