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Abstract 

Healthcare teams caring for vulnerable patients and families have an opportunity for meaningful 

impact.  However, a traditional paradigm that power is affiliated with hierarchy and formal titles 

may inhibit collaborative care.  Research into healthcare team dynamics reveals the importance 

of frontline ownership and interconnectivity for team resilience, and identifies a challenge of 

toxic subgroups segregated by disciplines. This action research study engaged Neonatal Intensive 

Care Unit (NICU) practitioners from six disciplines, including a veteran parent, from one 

Victoria, BC hospital.  Participants engaged in dialogue regarding their potential for positive 

influence from the frontline.  Eleven interviews and two successive focus groups revealed a 

reinforcing relationship among four themes: value from sharing voices, supportive environment, 

feedback, and empowerment.  Resulting paradigm shifts inspired participants to engage in 

individual and team level action.  Recommendations offer strategies to permeate silos segregated 

by disciplines, enhance awareness of the system, and deepen relationships towards a harmonious 

community.     
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Chapter One: Focus and Framing 

A person’s a person, no matter how small.  
(Dr. Seuss, 1982) 

 
In an imaginative book by Dr. Seuss (1982) entitled, Horton Hears a Who!, an elephant 

named Horton vows to protect the tiny town of Who-ville.  This town lives on a small speck of 

dust and Horton is the only animal in the forest that can hear them.  He needs their voices to be 

heard in order to protect them. He believes all voices are equally valuable and seeks the venue 

for all to be heard.  As he ventures to help them share their voices, so too will we uncover the 

voices of participants in this study.  We will explore why their voices need to be heard, how we 

were able to hear them, and what they courageously called out.  A path parallel to the “Who-

ville” story will be revealed in this thesis in the context of a neonatal intensive care unit.   

Time in the Neonatal Intensive Care Unit (NICU) is time stolen from families.  It delays 

the pivotal bonding time between pregnancy, birth, and life at home as a family.  Instead, 

families are thrust into a seemingly sterile environment, control is stripped, and vulnerability is 

palpable.  The team caring for these families in the NICU has an opportunity, if not obligation, to 

make this cherished time as positive as possible.   

If the opportunity for positive impact is not embraced by the team caring for patients and 

their families in the NICU there can be dire consequences from poor team effectiveness.  

Research on healthcare team dynamics has revealed a relationship between iatrogenic 

consequences to patients and dysfunctional multidisciplinary teams (Nembhard & Edmondson, 

2006; Zimmerman et al., 2013).  Preventable hospital-acquired infections and patient safety can 

be negatively influenced by disengaged staff who are discouraged by power differentials 

(Zimmerman et al., 2013).  Bullying can result from toxic in-groups amongst multidisciplinary 

teams, which discourages collaborative action (Lloyd, Schneider, Scales, Bailey, & Jones, 2011). 
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The costs incurred by these disruptions are not only financially straining to our healthcare 

system, they are also detrimental to staff wellbeing and ultimately patient and family care.  To 

mitigate these challenges, teams must find a way to work together and maximize their 

effectiveness.   

Team effectiveness has been associated in research with descriptions of how team 

members, particularly from different disciplines, interrelate and collaborate. Academic 

descriptions of  multiple discipline teams fall under three main categories: multi-, inter-, and 

trans-disciplinary.  All involve two or more disciplines working together for a shared outcome.  

The difference appears to lie in boundary delineation and team dynamics.  Choi and Pak (2006) 

differentiated between these three main descriptions where as Körner (2010) focused on multi- 

and interdisciplinary teams as they relate to healthcare.  These authors agree that clear 

boundaries exist within a multidisciplinary team, blurred boundaries within interdisciplinary 

teams, and as Choi and Pak (2006) added, a new holistic boundary is formed within 

transdisciplinary teams.  Choi and Pak (2006) offered creative culinary analogies to differentiate 

these three categories; a salad with distinguishable vegetables for a multidisciplinary team, a 

melting pot for an interdisciplinary team, and a cake for a transdisciplinary team (p. 360).  

Körner (2010) claimed interdisciplinary teams were significantly more effective compared to 

teams deemed multidisciplinary.  In an article advocating interprofessional education, Bainbridge 

(2014) suggested ideal healthcare team relations fall under the category of interprofessional 

collaboration (IPC), where diversity enriches the team, and members learn with, from, and about 

each other to enhance their collaborative practice. One as yet underdeveloped consideration is 

the inclusion of the parent as a valuable team member as their role does not represent a 

discipline, nor a profession.  Another complication lies in the natural ebb and flow of team 
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dynamics as they relate to composition, interrelationships, interdependencies, and goals.   For 

clarity through this thesis, I will use “multidisciplinary” to refer to teams interacting in a way 

that highlights segregated professionals.  I will use “interdisciplinary” to suggest team members 

who reflect collaboration by appreciating the varied professional perspectives while slightly 

blurring the borders between them to work towards a shared goal.  For teams where I am unsure 

of their dynamics, I will use “multiple discipline” as recommended by Choi and Pak (2006).  

Although participants in this research referred to themselves as part of a “multidisciplinary team” 

as presented in chapter 4, academics in the field of healthcare team dynamics also use the term 

“interprofessional collaboration”  for ideal working relationships (Bainbridge, 2014; Hall, 2005; 

Körner, 2009; Rowland & Kitto, 2014).  While striving to honour the language used by 

participants balanced with credibility in the field of healthcare team dynamics, I have used 

interdisciplinary collaboration frequently throughout this thesis to reflect the intended outcome 

of enhanced working relationships.  This research revealed a desire for deepened connection with 

this particular team.  From this discovery, a new title emerged; community, which will be 

explored throughout the thesis.  Although community development activities may transition a 

team towards transdisciplinary collaboration, this tangent will not be explored in this thesis.  

The purpose of this inquiry was to explore benefits of shared dialogue as a way to 

recognize the value each individual brings to the team.  This initiative sought to improve 

collaborative action, enhance empowerment, and lead to a possible paradigm shift regarding the 

value of one’s role at the frontline.  

My ten years of clinical experience have afforded me the opportunity of being a part of 

several teams on a medical teaching unit, adult intensive care unit, and now a neonatal intensive 

care unit.  As a registered nurse, I have experienced firsthand the power and privilege of working 
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amongst cohesive interdisciplinary healthcare teams.  As well, I am aware of the detrimental 

consequences of dysfunctional group dynamics as they have impacted my colleagues, my 

patients, their families, and me.  I have watched as an exemplary healthcare provider left the 

profession due to a toxic work environment related to dysfunctional team dynamics.  She 

developed a stress-related autoimmune response and attributed it to negative relationships with 

colleagues.  I have witnessed firsthand a death, the most catastrophic of consequences, 

influenced by poor communication during a traumatic resuscitation.  My personal experience of 

clinical practice within healthcare teams has led me to believe that effective collaboration can 

make a significant impact on patient care and team dynamics.  Recent research supports this 

assertion, as I will discuss.  

Through discussions with Gillian Kozinka, the Clinical Nurse Leader (CNL) for the 

NICU at Victoria General Hospital (VGH), I have become aware of some opportunities for 

growth amongst the interdisciplinary team serving these precious patients.  The need for change 

was strongly expressed and the timing seemed perfect.  For example, Gillian informed me of a 

recent shift in leadership philosophy on the unit towards empowering all team members (G. 

Kozinka, personal communication, June 2014).  Gillian and I explored possible actions to 

support engagement of frontline team members to enhance collaboration and empowerment.  

Also, from informal conversations with NICU frontline staff members, it seemed clear that 

enhancing a shared sense of value amongst team members would be of benefit.  I have recently 

been hired into this NICU as an employee of Island Health, and a member of this 

interdisciplinary team as a registered nurse.  

A traditional paradigm exists in healthcare where leadership is often affiliated with 

hierarchy and formal titles (Nembhard & Edmondson, 2006; Zimmerman et al. 2013).  In their 
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book about leadership in Canadian healthcare, Dickson and Tholl (2014) wrote of paradigms, or 

one’s view of the world, and advocated for a needed shift towards redistributing power and 

perceptions of influence.  I chose to engage members of this NICU team in shared dialogues to 

open the possibility for a paradigm shift related to potential for positive impact from the 

frontline.  The primary question guiding this inquiry was, “how can a series of facilitated 

dialogues focused on collaboration, shared leadership, and empowerment at the frontline 

enhance working relationships and experiences amongst an interdisciplinary team in a Victoria 

NICU”?   

To assist in thoroughly understanding this complex inquiry I used the following five sub-

questions: 

1. What are exemplary experiences of collaboration within this interdisciplinary team? 

2. What does shared leadership mean to members of this team and how can it be practiced? 

3. What does empowerment look like at the frontline and how can it be enhanced? 

4. How can dialogue on collaboration, shared leadership, and empowerment at the frontline 

effect change in practice or thought process? 

5. What are future opportunities to enhance working relationships and experiences within 

this interdisciplinary team? 

Significance of the Inquiry 

The neonatal intensive care unit plays a vital role in sustaining the lives of an 

incomparably vulnerable patient population.  However, the time spent by infants in the NICU 

exacts a heavy toll. Time in the NICU is time away from home for these families.  A fragile baby 

is placed in a seemingly sterile environment where even human touch can be limited.  As a 

clinician in the NICU, privilege is found not only in providing lifesaving care to a precious child, 
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but also in helping families thrive despite the unnatural environment.  Care needs not only to be 

excellent, but also efficient to get these families home safely.  The healthcare team providing this 

critical care needs to make this stolen time as positive as possible.  This research aimed to 

enhance the cohesiveness of this NICU team by positively shifting the way team members view 

their role at the frontline and their collaborative potential within that paradigm.  

Team collaboration is imperative for providing efficient, holistic healthcare to vulnerable 

patients and their families (Hall, 2005; Vogwill & Reeves, 2008; Kirsch, 2009).  Kouzes and 

Posner (2012) claimed that collaboration requires “creating a climate of trust” and “facilitating 

relationships” (p. 218).  By engaging members of the NICU interdisciplinary team, one goal of 

this inquiry was to build on perceptions and practices of collaboration and recognize 

contributions as equally valuable amongst team members.  

The potential for leadership expression through this change initiative is substantial.  By 

engaging members in shared dialogue on collaboration, shared leadership, and empowerment at 

the frontline, individuals may enhance their personal and relational awareness.  Goleman (1997) 

explored the process of enhancing awareness and associated it with four competencies; self-

awareness, self-management, social awareness, and relationships management, which he 

collectively termed, emotional intelligence.  Goleman, Boyatzis, and McKee (2013) later built on 

these practices and applied them to leadership; a model they referred to as primal leadership.  By 

enhancing these competencies, individuals are able to explore their own personal leadership 

potential as well as appreciate varied collaborative contributions by their teammates where 

leadership expression may be shared.  This heightened acknowledgment could open up the 

possibility for experiencing shared values as team members and ownership of collaborative 

practices.  It might also enable transformational leadership by supporting and celebrating the 
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strengths of colleagues (Yukl, 2013).  Specific to Canadian healthcare teams, Dickson and Tholl 

(2014) suggested implementing five domains for leadership success referred to as LEADS; Lead 

self, Engage others, Achieve results, Develop coalitions, and Systems transformation.  These five 

domains align with the action behind this research of enhancing collaboration and considering a 

role for systems awareness and shared leadership within this NICU team.  Zimmerman et al. 

(2013), with support from Gordon (2013) and Lindstrom (2013), emphasized the importance of 

allowing distributed leadership to emerge through ownership of initiatives by frontline staff.  

As Coghlan and Brannick (2012) as well as Stringer (2014) discussed, ownership is 

imperative in action research.  Given that action research was the chosen methodology for this 

initiative, it was imperative that frontline staff develop an attitude of ownership for this project in 

order for it to be successful.  This research created an opportunity to share perspectives amongst 

team members in an effort to shift one’s existing paradigm around collaboration and leadership 

potential at the frontline. 

 One of the reasons for conducting this study was an expressed opportunity for staff in 

this unit to consider leadership potential at the frontline and an opportunity to counteract 

disengagement, mistrust, or even disempowerment by some, as well as providing a venue for 

giving voice to those who may previously have avoided expressing their ideas.  As well, when 

collaboration and communication are inefficient, complications in patient care may result in 

potentially longer stays in hospital, increasing the patient’s risk for hospital-acquired infections 

and delay the critical bonding time for neonatal patients and their families.  

Another implication for this initiative was the hopeless sense of limited influence 

expressed by some frontline staff members.  One team member reported, “this is a small island 

with few opportunities for growth” when describing her primary motivation for applying for 
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various hierarchical positions.  Another frontline staff member described her role as a “minion at 

the bedside”.  I have also heard blame for this sense of limited influence projected onto 

management or certain disciplines by frontline staff.  Oshry (1996) described such attitudes in 

hierarchical organizations as “oppressed bottoms” compared to “burdened tops”.   The tension 

between these poles is often fueled by misunderstanding and blame.  It appears there may be a 

hopeless hole in healthcare where frontline staff underestimate their opportunity for influence, 

and relinquish their power in exchange for judgement and oppression.   I believe the antidote to 

this challenge is a powerful paradigm shift towards ownership and empowerment.  I sought to 

explore this possibility by engaging frontline staff in conversations to explore our potential for 

positive influence.   

As hoped, outcomes from this research initiative suggest team members experienced 

enhanced empowerment by feeling valued, as they so expressed.  Many participants reported 

feeling supported to share their voice regarding ideas for enhanced collaboration and gained a 

deeper appreciation for their own and each other’s valuable role within the greater holistic team.  

Those in line to benefit from this initiative included all NICU team members, as well as patients 

and their families receiving this cohesive care.  By enhancing collaboration within this NICU 

team, care may be more efficient and families may welcome their babies home sooner.  As well, 

improvements to communication and collaboration could positively affect individual and 

collective staff experiences whether providing direct or indirect patient care.  Direct care refers 

to any team member whose hands directly come in contact with the patient or family, such as 

bedside and clinic nurses.  Examples of staff providing indirect patient care include members of 

the management team, administrative team and auxiliary staff.  Voices from team members 

providing indirect patient care, though, were absent in this research study; administrative staff 
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such as unit clerks did not express interest during recruitment and auxiliary staff such as 

housekeepers did not receive the letter of invitation from their supervisor who was asked to 

disseminate it.  The management team was excluded from directly participating in this research 

study as they did not qualify as frontline staff members and there was an ethical concern that 

they could compromise the level of vulnerable disclosure by participants due to perceived 

power-over influence.  Regardless of their direct involvement in the study, these team members 

can still benefit from this initiative through rippled out conversations and changes in attitudes 

and actions of participants.  

Organizational Context 

Vancouver Island Health Authority (VIHA), now known as Island Health, employs 

18,000 staff and provides healthcare to over 765,000 people (Island Health, 2013a), on 

Vancouver Island, islands of the Georgia Strait, as well as north of Powell River and south of 

River Inlet on the mainland as provided in Appendix A (Island Health, 2013b).  Island Health’s 

vision, values, and purpose statements, as provided in Appendix B, all emphasize the importance 

of patient-centered care (Island Health, 2013c).  The current topic of inquiry aligned with 

VIHA’s core values of, “courage, aspire, respect and empathy” (Island Health, 2013c), however 

extended “patient-centred care” to include the family; as both receivers of care and team 

members in care delivery.  According to these values, respect is described as, “to value each 

individual and bring trust to every relationship”, and empathy is “to give the kind of care we 

would want for our loved ones” (Island Health, 2013c).  By establishing a method to highlight 

the value of individual team members in an effort to facilitate collaboration and holistic patient 

and family care, this inquiry provides strategies to maximize the vision and values of this 

organization. 
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Further support for the alignment of this research with the vision of Island Health can be 

found in the Service Plan (Island Health, 2015).   With collaboration as a salient theme 

throughout the document, listed priorities included, “ empower patients and families to be 

partners in their care and to play an integral role in decision-making and innovation” and “create 

an environment where employees, physicians and volunteers pursue excellence through learning 

and doing” (Island Health, 2015, p. 8).  Also, the British Columbia (BC) provincial government 

released a public document in 2014 that revealed top priorities for the BC Health System 

including the need for interconnected interdisciplinary teams and enhanced collaborative action 

(BC Ministry of Health, 2014).  

Victoria General Hospital (VGH) is deemed the region’s “pediatric specialty hospital” 

treating “90% of Vancouver Island children” (Victoria Hospitals Foundation, 2014, p. 2).  The 

NICU at VGH provides healthcare to the most critically ill neonatal patients on the Island, as it is 

the sole Level III NICU.  The healthcare team that provides direct patient and family care 

includes neonatologists, pediatricians, registered nurses, nurse clinicians, a clinical nurse 

educator, a follow-up clinic nurse, respiratory therapists, physiotherapists, occupational 

therapists, social workers, pharmacists, unit clerks, housekeepers, and volunteer veteran parents 

(VP).  VPs are parents of children who have graduated (my own term for being discharged 

home) from the NICU and now provide support for parents with children currently on the unit.  

VPs are treasured NICU team members, both for their ability to provide practical support and 

hope for families, and also for their contribution in NICU initiatives (Macdonell, Pytlik, & 

O’Brien, 2013).   

One such initiative was a significant research study, piloted in a Canadian hospital that 

focused on integrating families as members of the healthcare team in the care of neonatal 
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patients (Bracht, O’Leary, Lee, & O’Brien, 2013).  This groundbreaking initiative, known as 

Family-Integrated Care, or FICare, expanded on an international scale and VGH was able to 

participate as an intervention site.  Shifting towards a model of FICare required some staff 

members to transition from independent practitioner to collaborative coach.  At VGH, this 

collaborative shift was frequently expressed as a tremendous success by families, VPs, and staff 

members.        

  Although consultants from peripheral departments such as surgery occasionally lend 

their expertise, they were not included as stakeholders in this research initiative because of a 

need for the core NICU team to move forward together as a first step.  Island Health also has an 

executive team that plays a critical role in the broader systemic workings of the organization; 

however it has devolved authority for frontline healthcare collaboration to the team level and 

therefore does not qualify as an immediate stakeholder group in this inquiry. 

The equally dependent relationships of this interdisciplinary team are depicted in Figure 

1, where patient and family care remain centralized, supported by employed care providers.  

Throughout this inquiry I have included “family” as both central care receivers as well as 

peripheral care providers.  This inclusion appears limited in healthcare literature.   

Figure 1 provides a web like connection among these varied team members, intentionally 

deviating from traditional hierarchical models of organizational charts.  In figure 1 there is no 

discrepancy in importance between the inner and outer circles and I chose one unanimous colour 

to convey equal value amongst team members.  This deliberate shift was made to emphasize the 

importance of equally appreciating individual value within the interdisciplinary team.  Figure 1 

provides one way to consider relationships of human agents within this system. 
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Figure 1: Interdisciplinary Team Context 

Systems Analysis of the Inquiry 

A “system” has various convoluted descriptions in the literature.  Senge, Scharmer, 

Jaworski, and Flowers (2004) offered a concise explanation; “a manifestation of the whole …the 

whole exists through continually manifesting in the parts, and the parts exist as embodiments of 

the whole” (p. 6).  Lindstrom (2013) associated complex adaptive systems with the human 

systems that comprise healthcare teams.  His description of this type of system encompassed, 

“openness to its environment, complexity, non-linearity, dynamism, self-organization, 

emergence, adaptability, and unpredictability” (p. 50).  When the interconnections among agents 

in a complex human system allow for self-organization, adaptive resilience ensues (Wheatley, 

1999; Zimmerman et al., 2013).  Resilience for a healthcare team is imperative as it determines 

the system’s ability to respond effectively to unpredictable change.  When describing and 

promoting interconnectivity, Zimmerman et al. (2013) wrote, “organizations overcome error 
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when there are high levels of interdependence among people with varied experiences, this allows 

for the application of a richer set of observations, insights and resources.  Increased attentiveness 

and resilience require denser webs of relationships” (p. 13).  Therefore, complex adaptive human 

systems, particularly healthcare teams, require strong interconnections among their agents in 

order to respond to change with resilience and allow self-organization for sustainability.  

Systems thinking requires one to be curious in order to consider the array of agents that 

may influence the system.  By including the perspectives of each diverse agent, an appreciation 

for the complexity of the greater system can emerge.  Although each agent brings a unique 

perspective and influence, together they help to create a comprehensive understanding of the 

whole.  For this inquiry I sought to engage various frontline team members with various 

backgrounds and perspectives in an effort to understand as much of the complex system as 

possible, rather than focusing exclusively on the nursing perspective, for example.  This 

broadened lens allows an appreciation for the equal value individuals bring both independently 

and collectively to the system as a whole. 

When the agents of an interdisciplinary team have a disruption in their interconnectivity, 

systemic implications can be catastrophic.  For example, researchers have found significant 

safety breaches as a result of miscommunication among disciplines of a healthcare team 

(Nembhard & Edmondson, 2006; Schein, 2013; Zimmerman et al., 2013).  Lloyd et al. (2011) 

identified toxic consequences to the culture of a healthcare team from in-group exclusion.     

This inquiry aimed at uniting disciplines.  It attempted to reduce hierarchical limitations 

by suggesting that each discipline is equally important and that each individual brings a valuable 

contribution to the whole.  Preconceived notions of hierarchy have been a well-established 

challenge in healthcare team dynamics (Nembhard & Edmondson, 2006; Lloyd et al., 2011; 
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Zimmerman et al., 2013).  However, human agents merely make up one component of a system.  

External factors such as financial parameters can also have a significant impact on the system.  

For example, organizational budget cuts could result in a compromised nurse-to-patient ratio; 

limiting compassionate holistic care for the patient and potentially causing moral distress for the 

care provider constrained by time, ultimately compromising practitioner commitment to the 

profession, increasing staff turnover on a unit and subsequent costs of orienting new staff 

members, and so on.    Shift work results in another challenge to the system as it naturally 

disrupts continuity of communication due to inconsistent schedules.  Outcomes from this 

research offer strategies to address these challenges.   

Potential benefits from this inquiry are extensive.  Enhancing interconnectivity between 

team members may positively influence wellbeing, unit morale, and collaborative care.  From 

feedback and experience, I believe the ripple effect from positive, effective team collaboration is 

not only contagious to fellow healthcare professionals; it can also spread to a patient and their 

family members.  One RN colleague reflected, “I work with such amazing nurses, they make me 

want to be better” (personal communication, Jessica Wile, February 2013).  The potential for 

positive impact from a personal to an organizational level appears significant when enhancing 

collaboration and empowerment at the frontline becomes a priority.  

Chapter Summary 

As outlined above, members of this NICU healthcare team including the sponsor and 

stakeholders at the frontline, have identified a relevant area for change; empowering the frontline 

team, enhancing working relationships, and striving for a sense of equal value amongst team 

members regardless of formal title.  Experts in the field of healthcare team dynamics suggest 

ownership and interconnectivity (Zimmerman et al., 2013), along with interprofessional 
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collaboration (Bainbridge, 2014; Körner, 2010; Rowland & Kitto, 2014) and paradigm shifts 

(Dickson & Tholl, 2014) are ideal leverage points for system change.  Through shared dialogues 

amongst members of the frontline team practicing in one Victoria BC hospital, seeds of thought 

were planted and paradigms have begun to shift as will be discovered through this thesis.  

Chapter 2 will now explore further scientific support for this approach to system change.  
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Chapter Two: Review of Relevant Literature  

‘Believe me’ said Horton.  ‘I tell you sincerely, 
My ears are quite keen and I heard him quite clearly.  

I know there’s a person down there.  And, what’s more,  
Quite likely there’s two.  Even three.  Even four.  

Quite likely a family for all that we know! 
A family with children just starting to grow!’ 

(Dr. Seuss, 1982) 
 

Continuing from the significance and context of the research project, this chapter will 

explore relevant literature pertaining to the topic of inquiry: how can a series of facilitated 

dialogues focused on collaboration, shared leadership, and empowerment at the frontline, 

enhance working relationships and experiences amongst an interdisciplinary team in a Victoria 

NICU?  A significant Canadian healthcare research initiative by Zimmerman et al. (2013) guided 

this project’s theoretical framework to integrate interdisciplinary involvement, scientific and 

social proofs, systems theory, and enhanced patient experiences.  These researchers claimed 

many healthcare initiatives are dominantly guided by scientific proof, however there is need to 

balance this approach with social proof in order to gain contextually relevant solutions.   

Distinction between these proofs appears to lie in the experience.  Scientific proof allows 

learning through passive experience, often provided as “evidence” by researchers; where as 

social proof requires active experience, or as Zimmerman et al. (2013) wrote, “knowing through 

doing” (p. 12).     

Two atypical considerations in my study were to include the family as part of the 

frontline team and to extend the focus of enhanced experiences beyond the patient to include 

staff and families.  The intended organizational change was at the level of the individual 

facilitated by shared dialogue amongst interdisciplinary team members.  Chapter one outlined the 

contextual significance for this initiative, whereas the literature review will now provide 
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academic support.  The following review will examine relevant literature in three primary areas: 

multiple discipline team dynamics, system change from paradigm shifts, and community as an 

influencer for change.  This third and final topic evolved through the data as the desire for deeper 

connection emerged.   

Multiple Discipline Team for Multidimensional Care 

 Healthcare is becoming increasingly complex in its delivery, particularly in an intensive 

care setting, where diverse expertise is vital to meet the needs of critically vulnerable patients 

(Munro & Savel, 2013; Nembhard & Edmondson, 2003; Zimmerman et al. 2013).  Nembhard 

and Edmondson (2006) attributed this trend to three factors: exponential growth of available 

medical knowledge, increasing specialization of healthcare professionals, and as a result of these 

two, interdependence within the healthcare team.  Safe, quality healthcare is contingent on a 

cohesive interdisciplinary team (Edmondson, 2003; Kirsch, 2009; Vogwell & Reeves, 2008; 

Kissoon & McKellin, 2014; Lemieux-Charles, & McGuire, 2006; Lloyd et al., 2011; Nembhard 

& Edmondson, 2006; Pisklakov, Vasanti, Patel, & Xiong, 2013; Schein, 2013; Zimmerman et 

al., 2013).   The following review of relevant literature will establish a need for diversity within 

healthcare teams, multidimensional care for complex cases, strategies for and challenges against 

effectiveness of multiple discipline teams and support for shared leadership at the frontline.   

 Diversity.  The definitions of “team”, “multidisciplinary team” and “interdisciplinary 

team” vary within the literature; however common themes included a relatively small group of 

interdependent people with shared tasks, goals, and deadlines (Bushe, 2004; Choi & Pak, 2006; 

Lemieux-Charles & McGuire, 2006; Lencioni, 2005).  By adding “multidiscipline” to the title, 

definitions narrowed to include varied but complementary expertise.  Healthcare research on 

multidisciplinary teams consistently suggests a shared goal of quality patient care, and as 
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discussed in chapter one, distinct boundaries between disciplines (Choi & Pak, 2006; Lemieux-

Charles & McGuire, 2006; Körner, 2010).  Interdisciplinary teams appear to represent ideal 

working relationships for collaborative clinical practice (Bainbridge, 2014; Körner, 2010).  

However, these definitions all seemed insufficient when describing the particular “team” 

involved in this inquiry.  Not only does their membership extend to include the family, so too do 

their shared goals extend to include enhanced experiences for patient, family, and staff.  

Sometimes the quality of an outcome cannot be measured by length of stay, or even survival.  In 

these cases, success shows up through supportive relationships unique to each experience.  And 

sometimes, as this thesis will reveal, an aspiration for deeper connection may prioritize 

community development.  

 As well, this “team” does not always involve the same group of people working on the 

same task.  As mentioned earlier as an organizational challenge, shift work and varying 

schedules between disciplines poses a disruption in continuity of care and communication.  

Rarely does the same combination of staff work together.  Although the permutation of players 

varies, the philosophy of “team” remains grounded in the culture of the unit.  Schein (1996) 

claimed organizational culture consists of shared norms, values, and assumptions.  The phrase, 

“interdisciplinary team” will primarily be used throughout this initiative when suggesting 

collaborative clinical relationships; however the shift towards “community” will be developed.     

Diversity amongst a healthcare team is inherently valuable in understanding the holistic 

experience of the patient and family, as well as creating a thorough plan of care (Lemieux-

Charles & McGuire, 2006; Lloyd et al., 2011; Kirsch, 2009; Munro & Savel, 2013; Nembhard & 

Edmondson, 2006; Vogwell & Reeves, 2008; Zimmerman et al. 2013).  A literature review on 

healthcare team effectiveness by Lemieux-Charles and McGuire (2006) credited diversity as a 
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main contributor to enhanced patient care.  An ethnographic study by Lloyd et al. (2011) found 

that isolated in-groups by perceived status levels disrupted communication and cohesiveness of 

the team.  To encourage whole-team effectiveness, these authors suggested appreciating 

diversity, specifically, “all members must be clear of their own and others’ value, share in 

identity as a care team and work interdependently” (p. 349).  

Not only does diversity appear to influence team effectiveness, but also and more 

importantly, the degree of interconnectivity.  Zimmerman et al. (2013) carried out a significant 

action research study involving five Canadian healthcare institutions, and examined infection 

prevention and control practices amongst interdisciplinary teams.  From this research these 

authors introduced the term Front-Line Ownership (FLO) as a shift towards interconnectivity 

and ownership amongst frontline staff in order to implement sustainable change that is 

contextually relevant.  Through FLO, teams embraced shared accountability where roles were no 

longer limiting.  As one physician reported, “it’s not me against them; it’s everyone together for 

the patient” (p. 19).  These authors wrote, “complex situations call for increased 

interconnectivity…subsets of organizations overcome error when there are high levels of 

interdependence among people with varied experiences” (p. 13).  In his response to the FLO 

initiative, Lindstrom (2013) commented on the opportunity and value for distributed leadership 

at the frontline; “creating shared contexts and opportunities to share information and learning” 

(p. 52).  Such examples include an interdisciplinary approach to patients’ plans of care as 

discussed by Kirsch (2009), or multidisciplinary meetings referred to as “bullet rounds” by 

Vogwill and Reeves (2008).  Both of these communicative opportunities allow a representative 

from each discipline to partake in and comprehensively understand their role within the holistic 

plan for each patient.   
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In her doctoral research and succeeding journal articles, Cotts (1995; 1997; 1998) 

examined structural relationships within five healthcare teams in a long-term care facility.   Cotts 

described a dichotic divide within the teams.  “Multiprofessional subteams” included physicians 

and therapists, working together as autonomous professionals involved in decision-making 

pertaining to patients’ plans of care.  “Nursing subteams” consisted of various hierarchical levels 

of nursing and were primarily involved in mechanical tasks involved in providing care.  This 

latter group, despite providing hands on care to patients, appeared to have no direct voice at the 

table when making decisions pertaining to patient care, and instead were indirectly represented 

by a nurse leader who bridged the two subteams.  More recent research such as that of 

Zimmerman et al. (2013) and this thesis reveal value in including diverse voices of frontline 

team members in interprofessional collaborative care.  

Enhanced ownership in frontline teams could facilitate a recommended shift towards a 

culture grounded in dialogue (Lindstrom, 2013; Munro & Savel, 2013; Scharmer & Kaufer, 

2013; Schein, 2013; Senge, 2006; Zimmerman et al., 2013).  Scharmer and Kaufer (2013) 

acknowledged one challenge to this culture shift is when communication occurs in “silos”.  

These authors suggested connecting the silos through distributed leadership where dialogue can 

transition from toxic to co-creative.  

The previously referenced toxic in-groups from Lloyd et al.’s (2011) study are 

comparable to the silos mentioned by Scharmer and Kaufer (2013).  Here members of a 

discipline bond together, but in so doing, disconnect from the greater team; hence the plea by 

Zimmerman et al. (2013) to enhance interconnectivity amongst team members while 

appreciating the diverse expertise each player contributes to the system.  



COLLABORATION AND SHARED LEADERSHIP     29 
	

	

There exists a delicate dance between appreciating diversity in disciplines while not 

limiting individual contribution to one’s title.  As Block (2009) identified,  

In the human service world, we intend to approach families as whole systems; we talk 

about integrating service but are so broken into disciplines and accreditations that it is 

mostly lip service…the shift in framing is that people and families are a pool of gifts and 

capacities, not a series of needs and deficiencies. (p. 169)    

Nasmyth (2011) and Surowiecki (2005) both addressed this dance, and encouraged 

appreciating individuals for their unique formal and informal expertise that they contribute to a 

shared experience.  This widened appreciation leads into a brief discussion on the value of 

multidimensional care.   

Multidimensional care.  Evidenced Based Practice (EBP) is traditionally accepted in 

healthcare as the gold standard when applying research to support clinical practice and policy 

development.  However there appears a need to appreciate authentic context that cannot be 

prophetically generalized from successful practices in outside institutions.  Many researchers 

have acknowledged that linear processes such as checklists prove insufficient in addressing 

problems in complex human systems, such as patient care (Lindstrom, 2013; Meadows, 2008; 

Senge et al., 2004; Senge, 2006; Schein, 2013; Wheatley, 1999, 2007; Zimmerman et al., 2013).  

Not all events can be anticipated, planned for, or prevented.  Zimmerman et al. (2013) found that 

social proof and interconnection were paramount for team resilience when faced with inevitable 

surprises.  Lindstrom (2013) added, “FLO study participants were enabled in their work through, 

for example, empowerment, engagement, knowledge contributions, cultural shift and explicit 

relationship awareness, all of which is a testament to the importance of social proof” (p. 51).  
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Flowers offered another case for social proof in the book Presence.  Here she compared the 

“hard stuff”, scientific proof, to the “soft stuff”, social proof (Senge et al., 2004). 

If what’s measureable is “more real” it’s easy to relegate the soft stuff such as the quality 

of interpersonal relationships and people’s sense of purpose in their work, to a secondary 

status.  This is ironic because the soft stuff is often the hardest to do well and the primary 

determinant of success or failure. (Senge et al., 2004, p. 192)   

Both scientific and social proofs play a significant role in shaping effective healthcare 

practices.  The term “multidimensional” in this literature review was used to encompass this 

bigger system view of care.  Considering the “soft stuff”, strategies and challenges to effective 

interdisciplinary teams will now follow.  

Strategies and challenges for effective interdisciplinary teams.  Researchers 

examining healthcare teams tend to agree that collaboration, communication, and cohesion 

positively influence effectiveness in providing patient care (Lemieux-Charles & McGuire, 2006; 

Lloyd et al. 2011; Zimmerman et al., 2013).  Not only do these “3 Cs” enhance effectiveness, 

they also contribute to staff satisfaction and relationship building (Lemieux-Charles & McGuire, 

2006; Schein, 2013).  Lencioni (2005) credited teamwork as being tantamount to people finding 

“fulfillment in their work” by giving them “a sense of connection and belonging” (p. 4).  Also, 

Upenieks, Flanagan, and Doebbelin (2010) examined survey tools to measure healthcare team 

vitality and found, “critical determinants of satisfaction among frontline staff include the 

dimensions of engagement and empowerment, perception of an environment conducive to safe 

and high quality care, effective communication and team collaboration” (p. 170).  Surowiecki 

(2005) studied collaboration in teams and found that diversity, independence, decentralization of 

needs and expertise, as well as aggregation of individual contribution were fundamental for 
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effective collective action.  This brings us back to the discussion of appreciating diversity while 

acknowledging individual contribution.  Systems thinking requires awareness that the whole is 

more than the sum of its parts (Meadows, 2008; Senge, 2006; Wheatley 1999, 2007).  We bring 

more to the table than merely our titles.   

Pink (2009) associated collaboration with autonomy, which he suggested was different 

from independence.  According to Pink, autonomy means to “act with choice”, therefore, “we 

can be both autonomous and happily interdependent with others” (p. 88).  He also linked 

autonomy with well-being and suggested “control leads to compliance; autonomy leads to 

engagement” (p. 108).  This comparison is similar to Zimmerman et al.’s (2013) distinction of 

buy-in leading to control whereas ownership leads to engagement and empowerment. 

Despite the resounding support for collaboration within interdisciplinary teams, there 

exists a common paradigm that challenges its practice, namely hierarchy (Edmondson, 2003; 

Lloyd et al. 2011; Nembhard & Edmondson, 2006; Schein, 2013; Wheatley, 1999, 2007; 

Zimmerman et al., 2013).  Hierarchy may hinder a sense of safety in relation to communication, 

which can pose a significant safety risk to patient care and personal well-being (Edmondson, 

2003; Lloyd et al. 2011; Nembhard & Edmondson, 2006; Schein, 2013; Zimmerman et al. 2013).  

Schein (2013) referred to Humble Inquiry, as a needed shift in culture towards actively 

requesting voices and perspectives from all levels of perceived power in a team to help the team 

better understand what one person alone cannot see or might miss.  He wrote, “good relations 

and reliable communication across hierarchical boundaries are crucial” (p. 2).  Zimmerman et al. 

(2013) also recognized, “much has been written about the silos that exist in our current 

healthcare culture…approaches such as FLO that change how different professions and staff in 

the healthcare system interact with one another have an ability to break down silos” (p. 21).  As 
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Scharmer and Kaufer (2013) suggested while addressing silos, the key is to give all voices equal 

value, connect silos, and create a culture of dialogue.  Other researchers have also urged a shift in 

organizations towards a culture of dialogue (Block, 2009; Brown & Isaacs, 2005; Schein, 2013; 

Senge et al., 2004; Senge, 2006; Munro & Savel, 2013).  Munro and Savel (2013) identified a 

need in healthcare research to examine families as part of the “interdisciplinary team” and their 

integral role in communication, particularly within critical care settings.  My research initiative 

provided such opportunity.   

By drawing on strategies to enhance working relationships through engagement, the 

emergent potential of collaboration can enhance staff cohesion and healthcare delivery.  

Communication, collaboration and cohesiveness all play significant roles in team effectiveness.  

In creating space for voices to be safely shared and equally valued, leadership that is distributed 

might pave such a path. 

Shared leadership at the frontline.  Lemieux-Charles and McGuire (2006) carried out a 

literature review of sources published between 1985 and 2002 that examined effectiveness of 

multiple discipline healthcare teams.  One conclusion they reached was, “most studies focus on 

the instrumental aspects of leadership (e.g. establishing common goals) rather than the 

psychosocial aspects of leadership (e.g. establishing a climate of safety and participation)” (p. 

293).  As noted, hierarchy negatively influences a climate of safety, and subsequently disrupts 

participation in clinically relevant dialogue and collaboration (Edmondson, 2003; Lloyd et al. 

2011; Nembhard & Edmondson, 2006; Schein, 2013; Zimmerman et al. 2013).   

An extensive literature review by Yukl (2013) offered a plethora of leadership 

expressions from authentic to visionary.  “Leadership has been defined in terms of traits, 

behaviours, influence, interaction patterns, role relationships, and occupation of an 
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administrative position…major controversy involves the issue whether leadership should be 

viewed as a specialized role or as a shared influence process” (pp. 2-3).   

Hierarchical influence has traditionally been the leadership style of choice in healthcare 

(Dickson & Tholl, 2014; Taneva, 2013; Seenandan-Sookdeo, 2012).  Helgesen (2005) offered an 

alternative linear approach with influence being horizontal, and emphasis placed on relationship 

building rather than control.  Lindstrom (2013) suggested a non-linear, distributed leadership 

style as the optimal approach in complex adaptive systems, such as healthcare teams.  Given the 

negative influence that hierarchy can have on a frontline team, a non-linear approach to 

leadership is most applicable to the current inquiry.   

A narrative inquiry by Nasmyth (2011) examined “leaderless teams” and found that 

understanding leader as noun is not only unnecessary, it can hinder collective action.  Instead, 

Nasmyth suggested, “leadership is a system-wide construct” where, “leadership remains 

intimately connected to power in the organization, but the power emerges out of relationships 

and shared conviction, not from the efforts of the limited number of individuals who hold 

hierarchical power” (p. 24).  Raelin (2003) provided another approach to distributed leadership, 

referred to as leaderful organizations.  He suggested, “we need to establish communities where 

everyone shares the experience of serving as a leader, not sequentially, but concurrently and 

collectively”…“[leaderful practice] transforms leadership from an individual property into a new 

paradigm that redefines leadership as a collective practice” (p. 5).  My study further supports the 

emergence of collaboration when hierarchy is eliminated.  Not only is collaboration enhanced, 

but also, as Yukl (2013) noted, empowerment increases when leadership responsibilities are 

shared amongst a team rather than being owned by a single leader.  Reducing hierarchical 
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influence from using a non-linear, distributed leadership approach, may positively influence 

team collaboration, communication and cohesiveness.   

As the research indicates, multidimensional care requires multiple discipline teams to 

consider the scientific and social proofs influencing their complex system.  To be effective, 

members of the team must appreciate diverse individual contributions and work to create a safe 

culture of dialogue.  Reducing hierarchical influence through shared leadership, safe 

communication, collaboration, and team cohesiveness may lead to enhanced collective 

experiences.  Although this is described on a collective level, initial influence lies in the 

beholder.  We will now explore how individual paradigm shifts can positively influence system 

change.   

Paradigm Shifts for System Change 

Another gap in the literature identified by Lemiex-Charles and McGuire (2006) was, 

“many studies in this review examined individual and team-level interactions, few considered 

interactions with the organizational and system/environment level” (p. 293).  The current 

initiative set out to increase awareness of self in system in an effort to create space for paradigms 

to shift towards enhanced empowerment at the frontline.    This section will review literature 

regarding system change and the power behind individual paradigm shifts.  

System change.  Meadows (2008) defined “a system” as, “an interconnected set of 

elements that is coherently organized in a way that achieves something” and consists of, 

“elements, interconnections, and a function or purpose” (p. 11).  As both Lindstrom (2013) and 

Zimmerman et al. (2013) identified, healthcare systems are complex adaptive systems.  Snowden 

and Boone (2007) defined complex systems as, “dynamic, the whole is greater than the sum, 

solutions can’t be predicted, they arise from circumstance – known as emergence…elements 
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evolve with one another and with the environment” (p. 71).  Wheatley (2007) also discussed 

emergence and labeled it, “life’s process for change” (p. 178).  She went on to write, “change 

begins as local actions spring up simultaneously around the system…when they become 

connected, local actions can emerge as powerful influence at a more comprehensive level” (p. 

178).  These local actions seem comparable to Zimmerman et al.’s (2013) FLO initiative, where 

interconnectivity amongst frontline staff led to contextually relevant change.   

Many researchers agree that sustainable change requires system awareness, particularly, 

one’s role within a system (Meadows, 2008; Scharmer, 2008; Scharmer & Kaufer, 2013; Senge, 

et al., 2004; Senge, 2006; Lindstrom, 2013; Wheatley 1999, 2007; Zimmerman et al., 2013).  

Sustainability does not refer to stasis, rather it is quite the opposite.  Sustainable change is 

contingent on awareness of self in relation to the system, levels of influence, as well as the 

ability to adapt to the ever-changing environment; sustainability itself requires change 

(Meadows, 2008; Wheatley, 1999, 2007).  Wheatley (1999, 2007) referred to systems that are 

constantly evolving in response to change as, self-organizing systems, and credited them with the 

highest resilience.       

Senge (2006) also supported the need for awareness of self and system in order to 

influence change when he wrote, “openness, reflection, deeper conversations, personal mastery, 

and shared visions uniquely energize change” (p. xvii).  Without pausing to pull awareness to the 

system, minimal change occurs; history repeats itself.  As Meadows (2008) claimed, “a system 

generally goes on being itself, changing slowly if at all, even with complete substitutions of its 

elements” (p. 16).  Change occurs when awareness is drawn out to the system and directed at 

leverages of influence (Meadows, 2008; Senge et al., 2004; Senge, 2006; Snowden & Boone, 

2007; Wheatley, 1999).  Senge (2006) reinforced this significant level of influence when he 
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claimed, “systems thinking shows that small, well-focused actions can sometimes produce 

significant, enduring improvements, if they’re in the right place.  Systems thinkers refer to this 

principle as ‘leverage’” (p. 40).  In Meadows’ (2008) top 12 leverage points to influence a 

system, “Paradigm Shifts” and “Transcending Paradigms” were deemed the most influential.  

Here she wrote, “people who have managed to intervene in the systems at the level of paradigm 

have hit a leverage point that totally transforms systems” (p. 163).     

Paradigm shifts.  Meadows (2008) defined paradigms as, “the mind-set out of which the 

system – its goals, structure, rules, delays, parameters – arises” (p. 162).  This current initiative 

considered paradigm from the individual level; where one’s own lens reflects one’s view of the 

world, and one’s role within it.  Researchers have found that by shifting one’s mindset, 

particularly towards a sense of ownership, their conviction to change is higher compared to when 

following external commands (Block, 2009; Lindstrom, 2013; Pink, 2009; Scharmer, 2008; 

Scharmer & Kaufer, 2013; Senge et al., 2004; Senge, 2006; Short, 1998; Zimmerman et al. 

2013).  Block (2009) suggested,  

Ownership is the decision to become the author of our own experience.  It is the choice to 

decide on our own what value and meaning will occur when we show up…people best 

create that which they own…the ownership conversation most directly deals with the 

belief that each of us, is cause, not effect. (p. 128)   

Bushe and Marshak (2015) suggested an individual’s shift of mind towards ownership is 

paramount for effective organizational development (OD) from social construction.  They 

referred to this paradigm grounded in ownership as the Dialogic OD mindset.  Wheatley (2007) 

also reinforced the need for ownership by suggesting, “you can’t direct people into excellence; 

you can only engage them enough so that they want to do excellent work” (p. 71).  Scharmer’s 
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(2009) Theory U, also discussed by Scharmer and Kaufer (2013) and Senge et al. (2004), is a 

personal journey of enhancing awareness of self and system in order to deeply understand one’s 

opportunity for mutual influence and connection within the greater system.  Scharmer (2008) 

went beyond suggesting change is influenced by paradigm shifts, rather, “profound change today 

not only requires a shift of the mind, it requires a shift of will and a shift of heart” (p. 59).  His 

Holiness The Dalai Lama and Cutler (2009) wrote about the value of living life grounded in 

compassion for self and fellow “sentient beings”.  A documented dialogue between the two 

authors credited H.H. The Dalai Lama with saying, “the ability to shift perspective, the capacity 

to view one’s problems from different angles is nurtured as a supple quality of mind…the end 

result is a simultaneous awareness of the big picture as well as our individual circumstances” (p. 

187).  As supported by these various authors, one might deduce there is significant value in 

individual paradigms grounded in ownership regarding change processes.    

Fletcher (2004) built on Mary Parker Follett’s distinction between “power-with” as 

opposed to “power-over” (Calas & Smircich, 1996) in an article about post-heroic leadership.  In 

the article, Fletcher wrote about the importance of extending one’s awareness of self in relation 

to others by claiming, “it is generally recognized that this shift – from individual to collective, 

from control to learning, from ‘self’ to ‘self-in-relation’, and from power over to power with – is 

a paradigm shift in what it means to be a positional leader” (p. 650).  Despite referring to 

“positional leader” in an article discouraging the dyadic influence associated with positional 

leadership, Fletcher’s message of enhancing awareness of self and system in an effort to 

positively influence relationships remains clear.   

Researchers continue to support the need to look beyond preventative measures and 

instead embrace the unpredictable emergent nature of complex systems by creating resilience 
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(Meadows, 2008; Lindstrom, 2013; Senge, 2006; Snowden & Boone, 2007; Wheatley, 1999, 

2007; Zimmerman et al. 2013).  One path to resilience is by shifting paradigms toward 

ownership, and pulling awareness to the mutual potential for influence of self and systems 

(Block, 2009; Fletcher, 2004; Meadows, 2008; Senge et al., 2004; Senge 2006; Wheatley, 1999, 

2007; Zimmerman et al. 2013).  By extending this awareness of self in relation to others, a 

deeper sense of connection and meaning may be made; some researchers refer to this transition 

as creating community (Block, 2009; Rappaport, 1995; Senge et al., 2004; Senge, 2006; 

Wheatley, 1999, 2007).   

The desire for deeper connection within the interdisciplinary team studied will be 

discussed in chapters four and five, where shifting towards creating a community becomes an 

impetus for change.  To inform this perspective research pertaining to community as an 

influencer for change will now be explored.   

A Focus on Community 

 As described above in Multidisciplinary Teams for Multidimensional Care, the 

definitions for “team” seemed inadequate when describing the stakeholders in this initiative.  

Bushe’s (2004) description of “tribe” included, “sharing a sense of identity, viewing themselves 

as ‘we’ and equally owning a sense of responsibility for the wellness of the community”.  This 

portrayal seemed closer, yet I remained unclear as to the difference between tribe and 

community.  I noted that he used the word “community” in his definition.    

Wenger (2000) and Senge (2006) presented communities of practice and the learning 

organization respectively, which shared the notion of individuals gathering together with the 

primary goal of deepening the shared experience of learning in order to pass on new knowledge 
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to others in the field.  Again, these perspectives sounded close but not quite right in capturing the 

nature of stakeholders in this study.   

In line with system change originating from individual paradigm shifts, Checkoway 

(2009) commented, “community change can start with one person but lasting change comes from 

a core group of people who make contact with others who share common concerns and work 

together over time” (p. 12).  Schein (1996) described organizational culture as, “a social force 

that is invisible yet very powerful” (p. 239).  Other researchers have suggested that the value of 

creating a culture of community allows human systems to deepen connection and build 

relatedness (Block, 2009; Checkoway, 2009; Wheatley, 2007).  This picture of “community” 

seemed in line with what was emerging from the data.  When I offered this distinction between 

“team” and “community” to group participants, they not only emphatically agreed on the latter, 

they also immediately integrated the word “community” into their dialogue.  The shift towards a 

deeper opportunity for connection spun this research in an unexpected, exciting trajectory.  I felt 

compelled to return to the literature review to support this important shift as it related to the 

initiative.  I will now explore literature pertaining to “community as an influencer for change”. 

Community as an influencer for change.  As reviewed, several researchers have 

explored the seemingly paradoxical requirement of both autonomy and interdependence for 

effective collaboration (Block, 2009; Pink, 2009; Nasmyth, 2011; Surowiecki, 2005; Wheatley, 

2007; Zimmerman et al., 2013) and community (Block, 2009; Checkoway, 2009; Wheatley, 

2007).  Wheatley (2007) clearly stated, “encourage diversity as the path to unity” (p. 80).  The 

delicate dance circles back.   

Wheatley (2007) referred to this false dichotomy as “the promise and the paradox of 

community” (p. 45).   She explained “the promise” refers to the traditional notion that 
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community offers a place of belonging with like-minded people; however “the paradox” is that 

community requires diversity to thrive.  She encouraged, “staying centered on what the work is 

together, rather than on single identities, transforms the tension of belonging and individuality 

into energetic and resilient communities” (p. 50).  Again, both Wheatley (2007) and Zimmerman 

et al. (2013) have identified the importance of building resilience in complex adaptive systems.   

To add to the previous discussion on shared leadership, Senge et al. (2004) postulated, 

“the leadership of the future will not be provided simply by individuals but by groups, 

institutions, communities and networks…as models of leadership shift from organizational 

hierarchies with leaders at the top to more distributed, shared networks, a lot changes” (pp.185-

186).  Even the methodology of world café pioneered by Juanita Brown, aims to create a 

hospitable environment where people who might not often talk together, now have an 

opportunity to sit down, share some food and explore ideas through safe, shared dialogue (Brown 

& Isaac, 2005).  This strategy of engaging participants provides an atmosphere where people feel 

comfortable to talk, hierarchical influence is minimized, diversity is celebrated, and system 

change is inevitable. This approach to research and system change appears to depend on creating 

an atmosphere of community to allow authentic dialogue to emerge.   Bushe and Marshak (2015) 

included the World Café as a significant dialogic approach to organizational development, and 

will be further explored in chapter five.  

Creating a culture of community by sharing leadership, deepening relationships, and 

finding unity through diversity can leverage meaningful change (Lindstrom, 2013; Nasmyth, 

2011; Wheatley, 2007; Zimmerman et al., 2013).  Emergent system change from creating 

community may spring from personal empowerment (Checkoway, 2009; Maton & Salem, 1995; 
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Rappaport, 1995).  Rappaport (1995) suggested community offers a significant avenue to share 

stories, which can powerfully influence both personal and social change.  He asserted,  

Much of the work of social change, organizational and community development in the 

direction of great personal and collective empowerment, may be about understanding and 

creating settings where people participate in the discovery, creation, and enhancement of 

their own community narratives and personal stories. (p. 805) 

Maton and Salem (1995) offered support for this assertion, “[a] support system that creates a 

viable sense of community has the potential to contribute to openness to change and persistence 

in the pursuit of primary personal goals – in the face of inevitable difficulties intrinsic to the 

empowering change process” (p. 649).  Checkoway (2009) suggested such challenges include, 

“people who defend paradigms that perpetuate present patterns of power and privilege, just as 

there are those who accept the given order of things and cannot conceive of alternative 

approaches or of themselves as a group that can create change” (p. 17).  The choice to engage as 

a community must be voluntary (Block, 2009; Wheatley, 2007).   

By playing with those who choose to step into the sandbox, ownership and empowerment 

can drive unifying connection.  As these researchers have outlined, creating a culture of 

community can lead to empowering influence on both individual and collective levels (Block, 

2009; Checkoway, 2009; Maton & Salem, 1995; Rappaport, 1995; Wheatley, 2007).   

Literature Review Summary 

By reviewing relevant literature in the areas of multidisciplinary teams for 

multidimensional care, paradigm shifts for system change and community as an influencer for 

change, the scientific stage has now been set to support this action research initiative.   
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Previous research has shown that embracing diversity, sharing in stories, shifting 

individual paradigms towards empowerment and ownership, all collectively influence 

sustainable system change.  By creating space for community, team members have the choice to 

jump into the sandbox and deepen their potential for connection, meaning, and influence.   

While chapter one reviewed contextual significance for this initiative, chapter two 

provided scientific support.  As Zimmerman et al. (2013) urged, complex adaptive systems such 

as healthcare teams require a dynamic tension between these two considerations.  Chapter three 

will now delineate the approach used to collect pearls of data in the quest to answer the primary 

question of inquiry; how can a series of facilitated dialogues on collaboration, shared leadership, 

and empowerment at the frontline, enhance working relationships and experiences amongst an 

interdisciplinary team in a Victoria NICU?  
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Chapter Three: Inquiry Approach and Methodology 

We’ve GOT to make noises in greater amounts! 
So, open your mouth, lad!  For every voice counts! 

(Dr. Seuss, 1982) 
 

Chapters one and two have set the stage for why this research initiative would benefit the 

organization.  Chapter three is dedicated to describing my research methodology and methods, as 

well as how I conducted the research in order to answer the primary question of inquiry; how can 

a series of facilitated dialogues focused on collaboration, shared leadership, and empowerment at 

the frontline, enhance working relationships and experiences amongst an interdisciplinary team 

in Victoria NICU? 

Inquiry Approach 

Once the focus of the inquiry was established with the sponsor and stakeholders, the goal 

became establishing the most appropriate course of action to gather the data I needed.  This 

required determining the methodology and methods.  Schwandt (2001) defined methodology as 

“the theory of how inquiry should proceed” (p. 161).  As Nasmyth (2011) highlighted, the means 

by which we bring about change should reflect the ideal of the change.  In this case, I needed to 

create space for shared dialogues to occur in which it felt safe for participants to share their 

perspectives.  I was also influenced by the research initiative by Zimmerman et al. (2013), who 

emphasized the need for ownership at the frontline.   

The FLO approach is a departure from the prevalent healthcare culture where leaders 

lead, sell or promote ideas to front-line workers so that they will buy-in and follow the 

lead or implement the plans.  Buy-in and ownership are opposite concepts.  Ownership 

involves those doing the work developing the ideas, making the decisions and designing 
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and acting on the plans, whereas buy-in involves agreeing to follow practices that have 

been externally imposed. (Zimmerman et al., 2013, p. 8) 

This distinction is significant since buy-in is often associated with hierarchical 

relationships, whereas frontline ownership is a personal choice that impacts team dynamics and 

encourages equality.  In common parlance, these terms may be used interchangeably; however 

the discrepancy noted by Zimmerman et al. (213) is relevant as this project’s success relied on 

the degree of ownership by stakeholders.  In this “walking the talk” initiative, members of the 

NICU interdisciplinary team engaged in shared dialogue regarding strategies to enhance working 

relationships. The methodology of action research (AR) was deemed the most appropriate 

approach to conduct this initiative.   

AR is a research methodology pioneered by Kurt Lewin, and is dependent on the 

engagement and ownership of stakeholders in implementing a change (Coghlan & Brannick, 

2012; Stringer, 2014, Weisbord, 2012).  The renowned anthropologist Margaret Mead was a 

collaborator with Lewin and helped discover the paramount role of stakeholders or “gate-

keepers” in the success of research initiatives (Weisbord, 2012, p. 97).  It was Mead who 

famously declared, “never doubt that a small group of thoughtful, committed citizens can change 

the world.  Indeed, it is the only thing that ever has”.  Although a common criticism of 

qualitative research is related to small sample sizes, as Mead’s wise words reflect, it is not the 

critical mass that is required for change, it is the critical conviction of a few.    

As an insider action researcher, I was encouraged that my established rapport and 

appreciation for the workings and needs of the team proved advantageous in guiding this 

initiative towards relevant action.  In an effort to acknowledge the potential for conflict of 

interest, I noted Coghlan’s (2007) identified challenges for an insider action researcher including, 
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“preunderstanding, role duality and organizational politics” (p. 335).  To address these 

challenges, I used recommended strategies such as rigorous reflection throughout the initiative, 

as well as member-checking (Asselin, 2003; Kumar, 2013).   

An appreciative stance augmented the primary methodology of AR.  Magruder and 

Stavros (2010) credited AR as having two primary paradigms, deficit-focused and strengths-

focused.  Appreciative Inquiry (AI) homes in on the positive potential behind the latter paradigm.  

It seeks to shift the perspective of agents within a complex human system toward their collective 

strengths and successes. The AI process guides participants through appreciating what gives life 

to their organization and builds on this to envision an ideal future (Magruder & Stavros, 2010).  

To do this, AI follows a collaborative five cycle process of define, discovery, dream, design, and 

destiny.  Agger-Gupta (2015) related these five cycles of AI with Stringer’s (2013) Action 

Research Interacting Spiral, which includes revolving through Look, Think and Act phases of 

three perpetuating loops: Plan, Implement, and Evaluate.  Agger-Gupta paralleled the Define 

phase of AI with the Plan phase of AR which both involve establishing the issue; the Discovery 

phase with the Look phase of data gathering where stakeholders appreciate the “best of” stories; 

the Dream phase of developing an ideal vision of the future relates to the Think phase of data 

analysis; the Design phase correlated with the Act phase, and finally, the Destiny phase of 

implementing the design commitments was linked with the reflection or Evaluation cycle of AR.   

Using an appreciative stance fit the tone of this inquiry as it was not seeking a solution to 

a problem, but rather engaging in dialogue to build on current practices while raising a positive 

momentum (Hammond, 1998).  Bushe (2012) credited Cooperrider and Srivastva with 

establishing that AI is a “collective discovery process” for an “inquiry into the social potential of 

a social system” (p. 12). Although an appreciative stance was merely used to guide the direction 
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of questions and conversations, reflection revealed, as supported by Agger-Gupta’s (2015) 

comparison, that the evolution of the project naturally flowed through the phases of AI.  

However, to be clear, this was not an appreciative inquiry project, the tone of an appreciative 

stance simply complemented the methodology of AR. 

The purpose of this research was to get people talking and thinking differently about their 

potential for positive influence at the frontline.  To do this, I used two qualitative methods for 

data collection including private interviews and two successive focus groups.  Interviews offered 

the opportunity to participate in the research while eliminating any power-over coercion issues 

that full sessions might invoke, while the focus groups enabled team members to hear each 

other’s perspectives and build on ideas together.  Both focus groups were composed of the same 

participants and were intentionally spaced two weeks apart to allow reflection and action 

between meetings.  I prioritized this reflective time in the hopes that provocative ideas would 

percolate and informal conversations with colleagues or friends would spawn exciting ripple 

effects.   

Reissman (2008) emphasized that the power of narrative can be equally experienced 

whether elicited in a formal research setting, or naturally evoked in a casual conversation. The 

gift of narrative can come from meaning made through sharing stories and connecting with 

others (Reissman, 2008).  Although the nature of this study did not allow the time to engage in 

long narrative accounts as might a learning circle, the opportunity may later emerge informally 

among colleagues, or valuable reflective thoughts might have resulted from hearing shortened 

stories during the focus groups. Focus groups were chosen over learning circles to allow for 

engaged dialogue between team members. 
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The interviews were conducted first and provided important insight into the current 

practice of collaboration and thoughts regarding shared leadership and empowerment at the 

frontline.  These themes were then presented for discussion during the initial focus group.  In the 

second focus group we revisited these themes along with the themes from the first focus group, 

and continued to deepen the dialogue.  The overall analysis was qualitatively theme driven with 

no statistical consideration.   

Rowe, Agger-Gupta, Harris, and Graf (2013) built on the “look, think, act” model 

proposed by Stringer (2014) for AR, and modified it to involve learning loops that link 

organizational readiness and change initiative cycles for continual re-evaluation, learning, and 

sustainability.  This enhanced model, entitled Action Research Engagement (ARE), provided a 

resourceful map for the research journey (Appendix C).  Significantly, as I will address in 

chapters four and five, the momentum from this initiative surpassed the intended single cycle.  

The completion of the initial cycle demonstrates an organization’s readiness for change.  In the 

next cycle, typically the organization assumes the leadership role in sustaining the initiative 

(Rowe, Agger-Gupta, Harris, & Graf, 2013).   However, in this initiative, not only were 

stakeholders ready for change, they immediately began engaging in their own changes during the 

project.  The second cycle in the ARE model guided the discussion in the second focus group.  

Here we “evaluated” the actions taken between meetings and “re-contextualized” plans for 

continued change following the data collection period.  The momentum was so strong that I 

struggled to keep up.  I refer to this challenge as my “race for relevancy” in chapter five, where 

completing this report and providing recommendations were happening at the same time that 

stakeholders were already acting; bringing about relevant change.  By the time this report was 
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finished, stakeholders were completing their third cycle of evaluating actions taken.  I will now 

describe the stars of this initiative: my participants.  

Project Participants 

Among the inclusion criteria to participate in this study was being a member of the 

frontline team that currently worked in the NICU at VGH including its designated volunteer 

Veteran Parents (VPs).  The frontline team consisted of those who came in direct contact with 

patients and family.  Exclusion criteria then involved anyone outside this team, or any member 

of the NICU staff who was hierarchically distanced from direct patient care such as the Patient 

Care Unit Manager, Clinical Nurse Leader, and Program Director.  Although they could not 

participate in the study, the sponsor and patient care manager played an integral role in helping 

me determine the relevant stakeholders.  These stakeholders included registered nurses, 

respiratory therapists, neonatologists, paediatricians, unit clerks, housekeepers, veteran parents, a 

physiotherapist, a dietitian, an occupational therapist, a pharmacist, an NICU Follow-up Clinic 

nurse, and the unit social worker.  In total, this encompassed approximately 100 staff members 

and three veteran parents.  In an effort to gain representation from the varied disciplines, 

invitations were emailed to all stakeholders.  Email addresses were accessed with authorization 

from the sponsor.  

The goal was to recruit a representative from as many different disciplines as possible.  

Given this intention, the selection of participants fell under the category of purposive sampling, 

as each varied voice was relevant to the research question (Creswell, 2003; Schwandt, 2001).  

I aimed to recruit up to ten interviewees and six to ten focus group participants; however 

if more than ten expressed interest they would still be accepted as long as they belonged to a 

discipline not yet represented.  This occurred with the interview participants.  Although I had 
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already recruited ten interviewees, a paediatrician later expressed interest and since this was a 

discipline not yet represented, she was welcome to participate.  Therefore I was fortunate to 

engage a total of 11 interviewees including: a veteran parent, two neonatologists, a paediatrician, 

a pharmacist, an occupational therapist, two nurses involved in NICU clinics and research, and 

three bedside nurses.  I was also lucky to engage six focus group participants including a veteran 

parent, a paediatrician, a research, clinic, and bedside registered nurse, a research and clinic 

registered nurse, a bedside registered nurse, and an occupational therapist.  In the second focus 

group only five of the six could physically attend; however the paediatrician submitted a written 

contribution, which enabled her voice to be in the room and influence the dialogue.   

Given that the intended change is at the level of individual, each participant may expand 

their own paradigm regarding their potential for positive impact from the frontline, therefore 

fulfilling this goal in their own unique ways.  Should a larger opportunity for change surface, the 

sponsor, who is the clinical nurse leader, has the authority to explore and support change 

initiatives.   

There was no identified power-over influence between me as researcher and fellow 

frontline NICU team member in relation to employment security, hierarchical control, or 

potential intimidation with the participants.  There may have been perceived power-over 

influence from the sponsor, as clinical nurse leader, in relation to potential participants.  

Strategies used to mitigate this included, using a neutral third party to send out the letter of 

invitation so as to avoid potential coercion.  Also, Gillian, the sponsor, did not take part in the 

data collection or analysis.  She was not aware of who participated in the study, as all personal 

identifiers were removed in the written report. 
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Given that a salient theme within this research was to establish strategies to encourage 

equal value regardless of title, I reinforced this focus at the beginning of each interview and 

focus group.  Also, in the letter of invitation (Appendix D) as well as the informed consent forms 

(Appendices E & F), I reinforced that participation was strictly voluntary and had no influence 

on professional security.  To further ensure there were no feelings of manipulation, expectation, 

or pressure to participate, the letter of invitation was delivered by a neutral third party, and 

potential participants were asked to personally contact me if they were interested in volunteering 

to participate or had any questions.  Further details on ethical considerations are detailed 

beginning on page 52.  

My supervisor and sponsor both played integral roles in guiding me through this 

academic journey; however since neither was actively involved in collecting or analyzing the 

raw data, there was no need to include them in a formal inquiry team.  Ultimately, since no one 

other than me was privy to the raw data, there was no need for a formal inquiry team. 

Inquiry Methods 

The flow of the study began with the letter of invitation (Appendix D), followed by 

private interviews, and ending with two successive focus groups.  All pre-determined 

stakeholders including frontline staff and veteran parents were invited to participate in both the 

interview and focus group with the option of partaking in one or both methods.  Focus group 

participants were invited to return for a second focus group where themes from the initial group 

discussion were built upon in an effort to establish applications to practice.   

All data were audio recorded.  I personally transcribed all sessions, which I found 

deepened my relationship with the data throughout the collection process.  Once the interviews 

were completed, they were qualitatively analyzed to establish salient themes, which will be 
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described in the data analysis section of this thesis.  These themes were then presented during the 

initial focus group as a strategy to validate the analysis, and to provide a broader context for 

discussion topics.  Following this first focus group, I again analyzed the data and pulled out the 

qualitative themes.   These themes were then presented during the second meeting, again to 

deepen the dialogue, and continue to build on them in an effort to establish an evolving action 

plan.  This process of repeatedly checking in with participants validated the analysis and further 

refined it.  Data analysis was concurrent with data collection.   

Morgan (1997) noted private interviews and focus groups are complementary data 

collection methods; combining these two approaches can strengthen a study.   Both methods 

offered important perspectives in understanding current practices and future hopes from various 

frontline stakeholders.  A description of each method will now be discussed. 

Interviews.  In an effort to acknowledge the potentially inhibiting influence of hierarchy, 

the option for a private interview was offered as the initial method of data collection.  This 

allowed team members to voice their stories in a confidential environment that might have felt 

safer than in a group.  The interview was in a semi-structured format in the hopes to facilitate 

trustworthiness and rapport through reciprocal engagement (Glesne, 2011).  This interview 

format allowed me to deepen the stories and descriptions told by interviewees.  The interview 

questions were designed to gently guide participants to discuss topics pertaining to the research 

question while maintaining an appreciate tone; being possibility driven rather than problem 

driven. The interview question protocol can be found in Appendix G.  These questions were 

designed uniquely for this research project and were pilot-tested by two fellow classmates and a 

previous nursing colleague before being used.   
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Glesne (2011) emphasized the importance of including interviews as a method within a 

research study that strives to explore peoples’ experiences.  She poetically referred to this 

process as “getting words to fly” (p. 102).  She elaborated on the depth of trust and rapport that 

can develop within a semi-structured interview that can offer a participant an avenue to share 

their voice freely, which can deepen their willingness to be vulnerable with their story.  This 

feature in qualitative methods can be assessed as “authenticity”, a quality in this inquiry that 

appeared to be very much in evidence.  I intended each interview to take approximately 30 

minutes.  Some interviews maintained this timeline, which reassured me that the number and 

types of questions were appropriate.  However many interviews went well over this timeline.  

This suggested to me that people wanted an opportunity to share their stories and that they felt 

these topics were important.   The participants chose each interview setting, provided it met the 

ethical criteria of being neutral and away from the unit or high-traffic areas.  Settings ranged 

from public gardens to cafés to Janeece Place.  I brought each participant a nonalcoholic drink 

and treat of choice, to contribute to a hospitable environment.  Having the interviews audio 

recorded enabled me to take a few notes during the sessions, which I later built upon in my field 

notes.  From these notes I was able to review my “take-home messages” with each participant at 

the end of each interview to ensure they felt their voices were accurately captured.  

Focus groups.  Focus groups were chosen as the second method of data collection to 

create space for members of the team to come together and share in dialogue, model 

collaborative practice, and gain a greater appreciation for the whole.  As described by Glesne 

(2011), focus groups “are particularly useful in action and evaluation research where participants 

can express multiple perspectives on a similar experience” (p. 130). The process of two 

consecutive meetings was deliberately chosen to allow reflective time to pass between 
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discussions.   This time allowed opportunity for participants to consider ideas brought forth, 

reflect on implications related to their practice, engage in informal dialogues with colleagues, 

and as we discovered; take action.  I believe this collaborative process was successful in building 

ideas, narrowing themes, and focusing on practical possibilities relevant to this NICU team.  

Once the interviews were completed and analyzed, the first of two focus groups was 

scheduled.  Morgan (1997) wrote of three main considerations when planning focus groups: 

“ethical concerns, budget issues and time constraints” (p. 31).  Ethical concerns were addressed 

by inviting members of the frontline team, where no formal power-over issues were at stake.  

Also, strategies for respecting confidentiality and ground rules were reinforced at the beginning 

of each session as well as documented in the consent forms.  Budget issues were of little concern 

as Janeece Place generously donated their hospitable home for our use, free of charge.  

Participants agreed that this was the most convenient location, and a welcoming sanctuary. I 

offered parking passes to participants however no one required one.  I provided food and non-

alcoholic beverages to foster a comfortable atmosphere where participants would feel at ease to 

share their stories.  

Along with planning for focus groups, Morgan (1997) also offered helpful insight in 

designing the approach.  He emphasized considering degrees of structure and levels of moderator 

involvement.  A compromise between them was referred to as the “funnel strategy”, which both 

of my focus groups followed (p. 41).  The funnel strategy allows for low structure and low 

moderator involvement at the beginning of the group session, and narrows to become more 

structured and moderator involved by the end .  For example, the first session opened with big 

open questions about what each participant liked about working among the NICU team.  And 

near the end of the session, I, the moderator, read out the emergent themes from the interviews 
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and asked participants to respond to these particular topics.  The structure of the second focus 

group was similar where I began by asking how their time between meetings was and if they had 

any big ideas.  This second session evolved to focus on specific recommendations for actions 

moving forward.  Questions for the focus groups (Appendix H) were merely a gentle guide in 

starting the conversation.  Copies of these questions along with the emergent themes  were 

provided to all group participants prior to each meeting.  

Both Morgan (1997) and Glesne (2011) recommended six to ten participants per focus 

group to ease the flow of dialogue.  As mentioned, I was fortunate to recruit six participants with 

various clinical backgrounds, including a veteran parent.  The two focus groups, each involving 

the same individuals were held two weeks apart in an effort to see if change in practice, thought 

process, or informal dialogue with colleagues ensued.    

Data collected and shared through this method offered opportunities to build on insight 

from experiences, while modeling collaborative practice.  Also, this process offered an avenue 

for individuals within a potentially segregated hierarchical system, to come together as equally 

valued voices, to explore mutually relevant topics.  Morgan (1997) offered support for this 

intention by stating,  

Perspectives and personal contexts may be based on the social roles and categories that 

the participants occupy; they may also be rooted in more individual experiences.  Either 

way, the point of doing a group interview is to bring a number of different perspectives 

into contact.  Until they interact with others on a topic, individuals are often simply 

unaware of their own implicit perspectives (p. 46).  

As mentioned, the themes from the interviews were presented during the first focus group 

and the themes from the first focus group were presented during the second focus group.  This 
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allowed a recurrent check-in of my analysis process as well as a deepening of the dialogue.  

Given that I was the sole researcher, this was important to me to maintain credibility and to 

check my bias.  I believe it also shared the ownership of this research with participants; modeling 

its intended outcome.  This notion was supported by Kamberelis and Dimitriadis (2005) who 

emphasized, “focus groups can facilitate the democratization of the research process, providing 

participants with more ownership over it, promoting more dialogic interactions and the joint 

construction of more polyvocal texts” (p. 904).   

Member-checking 

Ensuring that each participant felt justly represented was an important priority for me, 

especially since I had no inquiry team.  I felt compelled to uphold this expectation, not only for 

my own integrity as a researcher, but also in accordance with recommendations in the literature 

for insider action researchers (Asselin, 2003; Coghlan, 2007; Glesne, 2011).  Personal actions 

included taking notes regarding salient words or topics, along with non-verbal expressions made 

by participants.  I also made field notes following each session, to capture any subjective 

impression I had on the experience and energy in the room.  I frequently wrote entries in my 

thesis journal as part of my reflective practice throughout this process.  As well, while reading 

each transcript I wrote musings in the margins to help check my bias.  Collective actions for 

member-checking included reading out my “take-home messages” to participants following each 

session to ensure they felt their voices had been heard and well represented.  At the beginning of 

each session I offered to send participants an email to confirm their points had been addressed, 

but after reviewing my “take-home messages” at the end of each session, all participants 

expressed that they felt I had captured their main points.  Not one participant requested the email 

confirmation.  During the first focus group I shared the themes that I had identified during my 
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data analysis, to check if the participants agreed that these themes fit the topics of inquiry, and to 

see if they could identify any gaps.  There was only one gap noted – the importance of the 

physical environment – which I included as part of the focus group findings in chapter four.  This 

rigorous check-in process reaffirmed my analysis findings, and was invaluable to the credibility 

of this research and to me personally as a neophyte researcher.     

Study Conduct 

Once internal and external ethics reviews were successfully completed, the letter of 

invitation (Appendix D) was emailed to all designated stakeholders.  A neutral third party 

graciously sent the invitations to reduce the risk of coercion as requested by the Island Health 

ethics board.  Hard copies of the invitation, which included my contact information, were also 

available on the unit for convenience.  Potential participants were asked to contact me with 

questions or interest in participating in the initiative.  Purposive sampling enabled recruitment of 

representatives from six disciplines, including a veteran parent.  Eleven private interviews were 

conducted, followed by two focus groups with six participants.  

Once participants for the interviews and focus groups were confirmed, I emailed out 

informed consent forms (ICFs) prior to the sessions so that participants could peruse the lengthy 

document at their convenience.  Copies of these forms are provided as appendices E and F 

respectively.   

Prior to the interviews, I pilot tested the interview questions (Appendix G) with two 

classmates and a neutral previous nursing colleague in an effort to ensure clarity and authenticity 

in eliciting responses that appropriately addressed the primary and secondary research questions.  

A valuable contribution to the project occurred during this process; one comment from the pilot 

test was that I needed to adjust the questions for the VP participant.  However, this was one of 
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the very points the project was emphasizing; the parent is, and is seen as, an equally valuable 

member of the team!  Participants further supported this assertion, as described in chapter four.  I 

shared this revelation with the VP participant who immediately shared that she did feel part of 

the team, and that was one reason why she had agreed to participate in the study.  I asked the 

same questions to her that I asked every other interviewee, and the session went remarkably 

smoothly.   

Once the questions were pilot tested and confirmed, I carried out the logistical planning, 

such as arranging convenient settings for the interviews and focus groups that met ethical 

requirements to protect the confidentiality of my participants.   I also brought non-alcoholic 

drinks and treats for my participants in an effort to create a hospitable space where they felt 

comfortable to share their stories.   

I printed out a copy of the consent forms.  At the beginning of each interview and first 

focus group I reviewed them with participants prior to obtaining their signatures.  At the 

beginning of the second focus group I had participants initial their first focus group consent form 

to provide ongoing consent.  I emphasized how I would protect their confidentiality and 

reassured them that their participation was voluntary and that they were able to withdraw at any 

time, free from judgement.  For the focus group participants I could only implore them to 

maintain one another’s confidentiality.  I gave examples for how they could informally share 

discussion topics with others while protecting the identification of their fellow participants.  Such 

examples included, refraining from sharing individuals’ names and specific responses.  

Alternatives included sharing general concepts with colleagues.  At the beginning of each focus 

group I also reviewed rules of engagement.  These included respecting all participants as equally 

valuable, regardless of their formal title, for the purposes of this research.  I also reassured all 
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participants that any identifying information would be obscured in the written document.  For 

example; the two neonatologists and one paediatrician were all classified under “physician”, all 

registered nurses whether clinic or bedside were all referred to as “nurse”, and the pharmacist 

and occupational therapist were both referred to as Allied Health Professional (AHP).  These 

umbrella titles were accepted by the participants.  To further protect the privacy of participants, 

all comments in chapters four and five are attributed to the feminine (she said) to avoid any 

identification by gender.  Also, demographics such as age and professional seniority were not 

collected as there appeared little relevancy in generalizing their individual changes.  In fact, 

given that the study was intended to bring equal value to each team member, focusing on such 

demographics might potentially have detracted from the study.  This omission also aided in 

protecting the identification of participants within this specific team.  Given the nature of audio 

recording and transcriptions, group participants were unable to be definitively identified by 

discipline, rather they are all referred to as “group participant” and differentiated by words such 

as “another” group participant, and so on.  

I am counted amongst the frontline team of this unit and have no power over any of the 

other members of the team.  Since I have no power-over issues with participants I was unaware 

of any conflict preventing my ability to facilitate the interviews and focus groups.   

Each interview and focus group was audio recorded, using two devices as recommended 

by Glesne (2011).  Thankfully, the “back up” device was a saving grace on a few occasions.  

Having the sessions audio recorded allowed me to make notes during each interview and focus 

group.  I then reviewed my “take-home messages” at the end of each session with the 

participant(s).  This recap was used to ensure participants felt heard and justly represented.  Once 

alone, I would write a field note of how the session went, emotions it elicited, and other 



COLLABORATION AND SHARED LEADERSHIP     59 
	

	

observations.  I also kept a regular thesis journal throughout the process to continually check my 

bias and reflect on the experience. 

Once all eleven interviews were completed I then transcribed their audio recordings and 

analyzed the transcripts, as will be described in the data analysis section.  The themes that 

emerged from the interviews were presented during the initial focus group.  Following this first 

focus group I again transcribed the audio recording and analyzed the transcript.  The themes that 

emerged from the first focus group were then presented during the second focus group.   

At the end of the final focus group I offered the option to engage with me privately in a 

minimally structured interview should anyone wish to debrief following the group discussions.  

No one requested a private debriefing session.  

As described in the informed consent forms (Appendices E & F) the data will be kept for 

five years to allow for the possibility of contributing to a future research article, book, or 

presentation. Despite the anonymous nature of the transcripts, the data are stored on an Island 

Health approved exclusive password protected and encrypted USB drive called Kingston 

DataTraveler 4000.  Anonymized hard copies of the transcripts that were made to assist with 

analysis are stored in a locked cabinet in my home office.  In May 2020 all electronic data will 

be securely deleted and hard copies of data will be shredded.  The audio recordings were deleted 

immediately following transcription.   

My recurring process of checking in with participants regarding my perceived “take-

home messages” and the emergent themes, was in an effort to strive for authenticity and 

trustworthiness.  This rigorous process was paramount for the credibility of the research as well 

as my ability to represent the voices of my participants as faithfully as possible.  As Charmaz 

(2005) noted, “a strong combination of originality and credibility increases resonance, 
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usefulness, and subsequent value of the contribution” (p. 528).  Although she was associating 

these qualities with grounded theory initiatives, I believe the overall concept also applies to this 

present research study.  This action research initiative is specific to this team.  Outcomes may 

merely provide guidance for other teams; they are not meant to provide a reproducible recipe.  

Therefore generalizability was not a goal of this research.  In terms of validity, my role as 

researcher was to represent my participants and their individual truths.  Again, these are 

subjective stories, where the purpose of sharing them is for appreciation, insight, and learning.  

As a student of the postmodern movement, I rarely use absolutes and had no intention of labeling 

the belief of a participant as valid or invalid.  They are valid to them, and it was an honour for 

me to share space and hear their truths pertaining to the topic of inquiry.  As an insider action 

researcher I strove to represent the voices of my participants as appropriately as possible.  

Through rigorous reflection and member-checking, I focused on providing authentic, trustworthy 

research that ultimately answered the research question.   

Data Analysis 

Data analysis began with data collection.  Every interview and focus group connected me 

more closely to the research question.  Themes began to emerge.  Some were anticipated and 

some were a surprise.  I dove deeper into the analysis with each field note and journal entry.  

Although transcribing 11 interviews and two focus groups was at times a daunting task, it 

allowed me a richer connection with the data.  By the time I was reading the transcriptions and 

writing musings in the margins, I was so familiar with the data that themes became undeniable; 

an experience Ryan and Bernard (2003) referred to as, “interocular percussion” (p. 94).  It was 

validating and at the same time exhilarating to see the same topics, often even the same wording, 
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emerge from various voices.  Participants came to similar conclusions in their own way on their 

own time.        

Ryan and Bernard (2003) outlined 12 techniques to analyze qualitative data, which I 

found invaluable during the initial perusal of the transcripts.  I used methods such as “pawing”, 

“word repetitions”, “key-indigenous terms”, and “key-words-in-context” by underlining frequent 

topics or phrases with corresponding colours (Ryan & Bernard, 2003, p. 94).   

Themes were gathered and classified, revealing remarkable consistency between both 

methods of data collection.  I used field notes, reflective journal entries, and musings in the 

margins of my transcripts and analysis notes to continually check my bias and entertain insights 

as recommended by scholars in the field of analysis (Coghlan & Brannick, 2012; Charmaz, 2006; 

Glaser & Strauss, 1999; Glesne, 2011; Saldaña, 2013; Senge, 2006).   

Among the benefits of reviewing and building on emerging themes with participants 

throughout the process of the study, was the opportunity to rigorously strive for authenticity and 

trustworthiness by ensuring that experiences justly represented the vulnerable voices that offered 

them (Schwandt, 2001).  Even though participants significantly influenced the course of this 

initiative, they were not involved to the extent of a participatory action research initiative; for 

example they did not formally commit thoughts to paper.  As the research evolved, particularly 

my analysis process, I unexpectedly found solace in guidance from Grounded Theory (GT) 

methodology.  My curiosity to continually revisit the data and develop deeper connections and 

meanings by repeatedly consulting with my participants seemed a comparable process to 

Charmaz’s (2006) description of coding; “the strength of grounded theory coding derives from 

this concentrated active involvement in the process.  You act upon your data rather than 

passively read them.  Through your actions, new threads for analysis become apparent” (p. 59).  
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In an earlier publication, Charmaz (2005) described grounded theory as, “a comparative method 

in which the researcher compares data with data, data with categories, and category with 

category” (p. 517).  Dick (2003) supported this notion that methodologies can complement each 

other.  Specifically, he wrote about the synergistic relationship between AR and GT that often 

surface together in research initiatives.  Academic experts in GT such as Charmaz (2005; 2006), 

Glaser and Strauss (1999), and Saldaña (2013) then began to enrich my analysis journey further, 

particularly my second and third cycles of analysis.   

My data analysis process consisted of three relatively distinct cycles, consistent with 

recommendations from Charmaz (2005; 2006) and Saldaña (2013).  These three cycles included: 

initial, focused, and theoretical.  Charmaz (2006) described these three cycles.  

During initial coding, the goal is to remain open to all possible theoretical directions 

indicated by your readings of the data.  Later, you use focused coding to pinpoint and 

develop the most salient categories…theoretical integration begins with focused coding 

and proceeds through all your subsequent analytic steps. (p. 46)   

The initial cycle included, in vivo and descriptive coding.  This process pertained to 

highlighting salient verbatim words spoken by participants (in vivo) and summarized concepts 

that I labeled with a descriptive word or short phrase (Saldaña, 2013).  Examples are found in 

chapter four under findings, where I discuss themes and subthemes.  Metaphorically, outcomes 

from this first cycle could represent pieces of a puzzle.   During the second cycle of coding, 

focused coding, the intention aimed at organizing themes from the initial cycle into “thematic or 

conceptual similarity” (Saldaña p. 209).  In this cycle of analysis I discovered a reinforcing 

relationship between the initial themes; a process comparable to fitting puzzle pieces together.  I 

presented the possibility of a reinforcing relationship among themes during the second focus 
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group and received further validation from participants that this too resonated with them.  My 

third and final cycle of analysis, theoretical coding, further informed the reinforcing relationships 

between themes from my focused coding and influenced a theoretical model.  This theoretical 

analysis also led to a core category, where a uniting central theme emerged; as in the image on a 

puzzle.  In addition to the theoretical model and the core category, my third cycle of coding led 

to what I refer to as a core conclusion, or deeper meaning behind the puzzle picture.  This core 

conclusion is comparable but not equal to, the ultimate outcome of a GT project, such as a 

Substantive Theory, as discussed by Glaser and Strauss (1999).   Given that this project was not 

a formal GT initiative, these authors merely guided my analysis; my process emerged naturally, 

it did not strictly follow, or meet GT expectations.  My cycles of analysis will be further 

explored in chapter four.  

Ethical Issues 

One main focus throughout this research process was the respectful treatment of 

participants and their perspectives.  As a researcher, my role was to provide adequate 

information for the participants to make free and informed consent, and ensure that their consent 

was ongoing throughout the process and that they felt free to withdraw at any time.  Faithfully 

representing the participants’ perspectives was also considered when checking for authenticity 

with pilot testing the interview and focus group questions, reviewing “take-home messages”, and 

building on themes during the focus groups.  In an effort to clarify the role of the researcher in 

considering the dignity and respect for participants in research projects, the Tri-Council of 

Canada (2010) has created a policy statement. Within this guideline, three core principles exist: 

respect for persons, concern for welfare, and justice (p. 8). I will now describe how each of these 

three principles were addressed in this research initiative. 
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In an effort to ensure respect for persons, I provided detailed consent forms (Appendices 

E & F) to ensure the individual participant gave their clear and informed consent to participate in 

the research study. I also reiterated important points of the consent form prior to each interview 

and focus group before obtaining participant signatures.  During the second focus group, 

participants initialed their consent forms from the first focus group to demonstrate their ongoing 

consent.  Focus group participants were informed that even though they may withdraw at any 

time, once audio recording had commenced it was not possible to withdraw recorded comments 

due to anonymity of voices and the nature of group discussion.  

Concern for welfare of my participants was acknowledged through the balance between 

risk and benefit.  Fortunately given the nature of this study there was minimal risk placed on my 

participants compared to the potential for benefit.  Efforts to acknowledge potential hierarchical 

influences were taken such as including a private interview as a research method in addition to, 

or instead of, more public discussions with colleagues.  Also, given the nature of an appreciative 

stance, discussions were directed to build on successes, rather than blame others for problems.  

Feelings of vulnerability were possible during the group discussions.  In light of this potential, 

rules of engagement were discussed prior to each group meeting, including an emphasis on 

respecting all participants as equally valued contributors, regardless of their title and any weight 

that might otherwise be attributed to it, for the purposes of this research.  There was no risk to 

the health or welfare of the participants from engaging in this research study.  

Justice was ensured by mindfully recruiting all relevant stakeholders with the assistance 

of the sponsor and manager to represent the various disciplines of this frontline team.  As well, 

despite my efforts to remove hierarchical limitations by gathering varied professionals in one 

room to discuss a neutral topic, the reality remained that hierarchy existed and may still have 
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influenced individuals’ comfort in speaking freely.  This was addressed by including the option 

for a private interview. I personally held no power-over relationships with any of the 

participants.  

As previously discussed in the data analysis section, my humanistic and ethical obligation 

was to create space that felt as safe as possible for participants to share their experiences.  By 

rigorously striving for authenticity and trustworthiness, unveiling and discussing emerging 

themes was a continual process.  This process also reduced my personal researcher bias, as did 

reflective journaling and continual correspondence with my sponsor and supervisor.  
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Chapter Four: Inquiry Project Findings and Conclusions 

‘My friends!’ cried the elephant.  ‘Tell me!  Do tell! 
Are you safe?  Are you sound?  Are you whole?  Are you well?’ 

 (Dr. Seuss, 1982) 
 

This research initiative set out to explore the primary question, “how can a series of 

facilitated dialogues focused on collaboration, shared leadership, and empowerment at the 

frontline, enhance working relationships and experiences amongst an interdisciplinary team in a 

Victoria NICU”?  The sub-questions used to deepen this inquiry included: 

1. What are exemplary experiences of collaboration within this interdisciplinary team? 

2. What does shared leadership mean to members of this team and how can it be 

practiced? 

3. What does empowerment look like at the frontline and how can it be enhanced? 

4. How can dialogue on collaboration, shared leadership, and empowerment at the 

frontline effect change in practice or thought process? 

5. What are future opportunities to enhance working relationships and experiences 

within this interdisciplinary team? 

Using an appreciative stance, these questions guided the dialogue in the semi-structured 

interviews and two focus groups.  The tangents then taken by participants were welcome and 

enlightening.  This chapter will examine the salient themes that emerged from the data and their 

reinforcing relationship.  The first half of this chapter is devoted to representing the voices of the 

participants, presented in quotes and organized by themes and subthemes.  As described in 

chapter three, the participants influenced the deciphering of these main themes.  The latter half of 

this chapter is primarily dominated by my voice interpreting these findings in an effort to reach 
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conclusions that make sense from my insider action researcher perspective and with reference to 

academic experts in related fields.   

Study Findings 

As described in chapter three, my preliminary analysis of the data classified by Charmaz 

(2006) and Saldaña (2013) as “initial coding”, focused on descriptive and in vivo codes since 

there was such consistency in language used by participants.  This process started during my data 

collection, deepened while transcribing, and continued with each focused perusal of the data.  

The following four main themes emerged: 

1. Shared dialogue and diversity 

2. A safe and supportive environment 

3. Feedback 

4. Empowerment 

Each theme appeared to show up at two levels; individual and collective.  For this reason, 

each theme will be explored on these two levels using quotations from the data.  Again, 

participants represented by their discipline are interview participants.  Focus group participants 

are merely distinguished by first or second group discussion to allow a timeline of evolving 

thoughts.  

Theme 1: Shared Dialogue and Diversity 

Value found from sharing one’s authentic voice was associated with both sharing of 

information and relationship building.  In addition to the individual and collective levels of 

influence, there were seven subthemes including: value from authentic self-expression, value 

from feeling heard, individual paradigm shifts, venues for shared dialogue, parents as part of the 
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team, diversity, shared leadership, and collaboration.  The umbrella theme of shared dialogue 

and diversity will now be discussed.   

Individual focus.  Value from self-expression.  Participants unanimously associated a 

sense of value with an opportunity to express their voices in shared dialogue, provided they felt 

safe and supported.  Interestingly, most participants reported valuing not only being able to 

express their own voices with colleagues and families, but also appreciated hearing the voices of 

others in both formal and informal settings as an opportunity to contribute and connect.  As one 

nurse said, “I feel valued when other team members ask for my input.  I feel like they think my 

opinion is valued”.  Another nurse added, “for me, to be able to hear other peoples’ experiences 

would be so valuable”.  This second nurse was referring to the holistic benefit of hearing 

diversified perspectives and wished there was more opportunity for it on the unit.  An AHP 

appreciated having different venues to share her voice, “I’m involved with different committees, 

so I have my input there”.  Alternatively, another AHP reminisced about one such committee 

that frequently gets canceled, “I think that brings a feeling of being devalued if you don’t have a 

venue to bring forward different ideas or things you’re working on collaboratively, or being 

asked to be involved”.  This contrary experience further supports the original theme of value 

being found from sharing voices.   

Value from feeling heard.  One nurse spoke of feeling valued by not only sharing her 

voice, but also considering how it is received, “I really feel like I am heard…when I have ideas 

and I share them with management that they’re heard and they’re acted on”.  The value, and 

almost a sense of privilege, from feeling heard also came up with the Veteran Parent, “I had the 

smartest people in the world asking me about my child…I felt like a celebrity!  Just being in 

communication with me made a difference…it felt so nice to be included, just because I was his 
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mom”.  One nurse reinforced this subtheme with, “I feel privileged that I’m in a position where I 

can be the voice of parents, to tell what they’re experiencing because I think that needs to be 

heard”.  This topic also came up during the second focus group, “to have that parent voice of 

what that experience is, is going to give us so much more information so that we can do a better 

job”.   

Individual paradigm shifts.  When I asked participants if our shared dialogue had 

influenced their perspectives, one nurse responded, “this discussion makes me more aware to 

take advantage of those opportunities to participate, even when I might feel intimidated.  I think 

that would be a thing to challenge myself on” another nurse offered, “this conversation was very 

cathartic, almost therapeutic!  I don’t think we talk about our practice very much.  It’s nice to 

talk about what we do, how we do it and why we do it.  I think it’s helpful!”   

Collective focus.  These individual paradigm shifts related to diversity and shared 

dialogue were accompanied with discussion related to the broader culture, both current practices 

as well as opportunities for change.  One physician noted,  

When you have persons from different disciplines, each person is going to bring their 

own perspective and I think that would enrich the others too and the team and at the end 

it would be the unit, and all the patients would benefit.   

Venues for shared dialogue.  Particular avenues to share voices frequently came up, 

including interdisciplinary rounds and family meetings where again, benefit extended beyond the 

individual and permeated to the broader system.  As one nurse said, “family meetings that 

include everybody involved in a baby’s care can be so great.  Families have the chance to see all 

of these different perspectives and ask their questions and have input from all the different team 

members”.  This same nurse spoke of the value she attributed to bedside rounds, “I like formal 
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multidisciplinary rounds, everyone gets to have their voice and be clear on the plan…I think my 

favourite thing is that dialogue and the support we get from our other team members”.  One 

nurse felt the current practice of bedside rounds could be better, “on rounds we don’t often have 

those kinds of discussions, and I think that’s what we need…because everybody brings their own 

knowledge and experience, everybody’s got something to offer and that needs to be heard”.   A 

physician highlighted the benefit of clarity these discussions may bring to all, including the 

patient’s family and staff; “having frequent meetings sometimes helps the family to try to put 

things into perspective and it also helps the team to get everyone on the same page”.  During the 

first focus group, one member felt rounds “can help people see the bigger picture and identify 

things they could learn or be interested in”.   

Informal opportunities to connect outside the walls of the unit was brought up by a 

physician, “I think what would be helpful, and doesn’t happen now, is having more opportunity 

to listen to other people’s perspectives…to get people out of the unit because when you’re 

working it’s sometimes difficult to have these conversations”.  On the topic of informal 

opportunities to connect outside the unit, one nurse reminisced about a previous place of work 

where, “there were a lot more social things than what I see here.  It was nice and light and it took 

away from the stress and you were able to connect with one another.  My work people were my 

friends!”  Another mentioned opportunity to share voices included debriefing sessions, 

particularly following a stressful situation such as a patient resuscitation.  One physician 

reported,  

I think most people feel better to debrief because I think it helps to see the other things 

that have been done well…it gives them the opportunity to say what they think and how 
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they feel, and also to listen to others and hear what they think.  You have to do it right 

away because it’s very difficult to gather a team again because of shifts.   

This latter point is worth highlighting because it poses a relevant challenge to this team.  

This frontline interdisciplinary team is comprised of a variety of professionals, each on different 

shifts and different rotations.  This inconsistency is another reason why a parent being counted as 

part of the frontline team is paramount for continuity.    

Parents as part of the team.  Including parents as equal members of the team was an 

important priority in this research initiative.  This recognition and inclusion of parents as valued 

team members was validated by the data.  As one nurse pointed out, “I feel having the parents 

more involved is absolutely a good thing…just having carried your child for months, there’s an 

intuition there, there’s a knowing of your child…parents know their babies and they have so 

much of value to say”.  One focus group participant in the first meeting exclaimed, “parents are 

an integral part of the team!”   

Diversity.  The holistic benefit of diverse perspectives was noted by a nurse, “I like that 

every person on the team is a unique individual.  Everybody brings different capacities and 

strengths… different levels of experience, and I think that’s kind of a key piece”.  One physician 

added, “I think first we have to be respectful of each other and recognize the value each team 

member brings to the team, it’s a different knowledge and skill set so you’re going to enrich each 

other with these kinds of discussions”.  

This same AHP used an interesting metaphor to describe the benefit of diverse expertise, 

“different spices in the creative stirring pot…I see that richness of what they bring from places 

where they’ve worked”.  An analogy offered by one nurse was, “it’s a big cauldron of sharing”.   
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Shared leadership and collaboration.  This theme also encompassed collaboration and 

shared leadership.  One nurse commented, “when there’s enough team members there and 

everybody’s talking and communicating and the parent feels included, and the baby’s supported, 

I think that’s when you get into a really good kind of collaborative guidance”.  She added, 

“there’s no intensive care unit without collaboration”.  This last point was shared almost 

verbatim between two of the three physicians.  Another nurse, whether intentional or not, 

validated the main theme of this initiative, “with collaboration and shared leadership we can be a 

powerful unit, if we’re unified and talking the same talk”.  Further discussion around shared 

leadership and collaboration led a third nurse to say “there’s definitely the potential for more 

shared leadership…there’s room for more collaboration”.  A fourth nurse described shared 

leadership as, “everybody’s almost like a leader in their own right but it’s shared”.  When asked 

if she thought shared leadership had a role on the unit she replied, “Oh absolutely, I really do!  I 

think it’s so important and I don’t think we do enough of it”.  One physician associated shared 

leadership with, “shared excellence.  You can’t function without leadership and shared 

responsibility.  Everybody’s responsibilities are different!  It’s not a hierarchical thing, if things 

go badly then everybody kind of shares in that too!  We’re all in this together!”  

 During her interview a nurse nicely summed up this theme of sharing dialogue and 

diversity; “We need more multidisciplinary discussions whether that’s rounds, family meetings, 

or debriefing sessions.  We also need to promote a safe learning environment where questions 

are encouraged”.  This point leads into the second salient theme, A Safe and Supportive 

Environment”.   
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Theme 2: Safe and Supportive Environment 

 While all participants in their own way expressed a sense of value from participating in 

shared dialogue, this was contingent on feeling safe and supported to participate.  A safe and 

supportive environment therefore emerged as an additional significant theme, again with 

individual and collective implications, and with seven subthemes.  These subthemes included: a 

hostile environment, requiring an invitation to participate, discrepancies related to hierarchy, 

unsafe environments associated with isolation, shared ownership and team culture, the physical 

environment, and respectful communication for a safe and supportive environment.  The second 

main theme of safe and supportive environment will now be examined.   

Individual focus.  During the interview process, I was reminded of Brown’s (2011) 

claim, “when you ask people about love they’ll tell you about heartbreak”.  The first subtheme of 

hostile environment seemingly validates this assertion.   

Hostile environment.  Although I attempted to word questions so they aligned with an 

appreciative stance I was not always met with this same tone in response.  For example, when 

asking about the environment and how it could ideally feel on the unit, responses suggested the 

presence of a hostile environment.  From my perspective as an insider action researcher, this was 

an unexpected subtheme.  Various participants broached this subtheme using words or phrases 

such as “horizontal violence”, “bullying”, and “victim mentality”.  One physician and an AHP 

both used the term “toxic” to describe their feelings on the unit.  As mentioned, all participants in 

their own way said they felt valued in their roles when they had the opportunity to express 

themselves authentically.  It was therefore disheartening to learn how many felt unsafe to do so.  

One nurse ascribed this state to historical cultural influences, “in our unit, for such a long time, it 

has been almost like a dictatorship…there’s probably been some bullying”.  Participants spoke of 
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previous leadership styles that were less visible and possibly condoned bullying, which they 

attributed to the present victim-like mentality and oppressed voices.  One nurse painfully 

recounted, “I’ve asked questions and the response from the physician has been, “what does the 

doctor’s order say?”  While this exchange suggests a relationship that could be understood in a 

variety of ways, it highlights the importance of a safe and supportive environment for clear 

communication.  Another nurse divulged a similar experience and added, “you think, ‘oh that 

was a stupid idea, I shouldn’t have said that out loud’, so that’s going to stop you the next time!  

So who shares?  Nobody’s going to share!”  One nurse thought this was related to a “power-

difference” and warned,  

When it’s not a discussion, but rather a quiz or being drilled with questions that you 

know there’s a right or a wrong answer, that’s really intimidating; particularly when that 

happens in front of parents or other team members…you don’t want their confidence in 

you to be shaken…so sometimes I just opt to say nothing.   

Requiring an invitation to participate.  Possibly due to this referenced oppressive state, 

some teammates have become disengaged from activities involving the unit, appearing to wait 

for a formal invitation.  One physician spoke of a multidisciplinary meeting she wished to be a 

part of; however added, “it hasn’t been spelled out, ‘hey, we’d really like you there’”.  One AHP 

complained, “it’s very hard [to get invited] to the NICU leadership meeting”.  When talking 

about a formal multidisciplinary meeting, I asked a nurse if she participated and her response 

was, “no, I’d like to…I guess maybe I’m waiting for someone to say, hey, why don’t you 

come?”  By the end of the interview she had a new perspective.  When I asked if our discussion 

had led to any potential changes she replied, “maybe I’m waiting for a formal invitation, maybe I 

need to be more proactive on that, thank you!”   
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Discrepant perceptions of hierarchy.  A recurrent topic that surfaced in both interviews 

and focus groups was hierarchy.  One AHP offered, “I think organizations generally work better 

when there’s an even playing field, where different points of view are valued and it’s not a real 

hierarchical thing”.  One nurse reported, on a broader organizational level, there is a “top-down 

hierarchy…in VIHA there needs to be more collaboration with the people who are in the 

frontline”.  Another nurse said, “Island Health has hierarchy after hierarchy”.  There was an 

interesting mismatch between different disciplinary backgrounds and perceived hierarchies.  

During the initial focus group when I mentioned the differences that were voiced between nurses 

and physicians, one participant added, “and therapists!”  In an interview, one nurse said, “there’s 

hierarchy between management, the clinical nurse leader, and the bedside nurse.  I also think 

some doctors have more of an attitude that, ‘I’m the doctor and I should get what I want’”.  One 

physician seemed to suggest a self-imposed hierarchy with, “I’m on top of it and I expect my 

staff to be on top of it too”.  Alternatively, the other two physicians did not feel that there was an 

interdisciplinary hierarchy, one physician emphatically said, “there isn’t a hierarchy except in 

your own discipline, I don’t think people realize that!  There’s not a hierarchy, there isn’t!  I am 

not the boss of people and I don’t want to be!  I’ve got enough responsibilities!”  The third 

physician expressed, “I feel like hierarchy is not coming from me or ‘the physician’ but in 

nursing…if you say, ‘what do you think?’ they’ll say, ‘that’s not my job’”.  This same physician 

went on to say, “I think in intensive care areas, you need the whole team.  There’s no way that 

you can actually function and provide care without having all team members at kind of the same 

level”.  The frequency that hierarchy was broached as well as the discrepancy between 

disciplines was another unexpected subtheme from my perspective as an insider action 

researcher.    
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Unsafe environments associated with isolation.  Perceived unsafe learning environments 

were affiliated with responses of isolation, self-doubt, disconnection and disempowerment.  One 

nurse vulnerably confessed, “I can get stuck in the hierarchy thing and feel alone…it’s the ‘I’m 

just a nurse’ thing”.  She went on to say, “I do fear judgement for making mistakes and not 

getting things done in time and that’s a drive for me”.  Alternatively, another nurse envisioned 

her ideal situation as, “feeling supported, feeling like you’re not alone with the responsibility, 

that it’s shared.  It’s okay to ask for help…there’s a better outcome of patient care if you’re able 

to seek guidance and support”.  A third nurse offered, “if we see someone struggling, I think it’s 

completely okay if you could create that environment where it’s okay to say, is there a different 

way we could do this?”  I noticed that there seemed to be a correlation between the language 

used by participants, their sense of isolation, and expressed tone as documented in my field 

notes.  Specifically, language focused on “me” tended to have a negative tone and was associated 

with expressions of defensiveness, blaming, judgement, disempowerment, disconnection and 

isolation.  In contrast, language that focused on “we” had a consistently positive tone and was 

found in experiences focused on connection, collaboration, ownership, supportive relationships, 

and inclusion with a desire for more inclusivity.  For example, “I need to be the one in charge, I 

need to be in control, I love being in control, so when things don’t happen accordingly, it doesn’t 

quite work that way!” compared to, “it worked well because we all had a shared goal that we 

were working towards… we all knew what we were doing and we all felt good about what we 

were doing”.  One nurse declared, I’m going to focus on appreciating the positive things that 

other people say and try to be really mindful of the negative things that I say…because it does 

contribute to the atmosphere and culture of the unit”.  Here we see the transition of individual 

influence to the collective.   
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Collective focus.  Shared ownership and team culture.  As the nurse above suggested, 

recognizing one’s role in the system and opportunity for influence, may be the first step to 

transforming individual paradigms into cultural shifts.  This extension of influence will be 

addressed in the Conclusions section.  

One physician declared, “you’d have to work with all groups.  I don’t think one person’s 

at fault or one group to blame.  It’s a system.  It’s actually the culture of the place made by all the 

team members”.  This same physician suggested, “one thing would be to have an open 

discussion and not feel threatened”.  One nurse recommended, “more team and collaboration 

thinking as opposed to feeling like you’re dropping the ball because that’s really isolating, ‘cause 

that’s just saying, I messed up and people are going to judge me, as opposed to the team owning 

the responsibility”.  During the second focus group, one participant spoke of reviewing an 

educational video that suggested, “child mental health is a collective responsibility”.  She went 

on to offer, “I think anybody’s mental health is a collective responsibility” which was met with 

resounding support.  One nurse during her interview simply suggested that as a collective, “we 

should make a point to make the nursery a more positive place by just trying to be more 

positive”.   

Changing the physical environment.  This brings up a topic that was solely broached in 

the focus groups, yet resides within A Safe and Supportive Environment and that is, the physical 

environment.  Comments suggesting this theme included; “Having bedsides that are comfortable 

for families and that are welcoming”, “not trying to beg and borrow for a comfortable chair to sit 

in and hold your baby, but to have every bedside become their own for that time”, and a plea to 

make the unit, “not so sterile, maybe even incorporate some of kind of nursery theme…you’d be 

reminded this is where babies live”.   
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Respectful communication for a safe and supportive environment.  During the first 

focus group, one participant offered, “for the most part we have a good unit.  We just need to 

increase our communication with each other and provide education and support in a respectful 

way”.  Another group participant added, “a safe place to ask questions and have conversations, 

that’s where a lot of learning happens”, she added, “questions should be encouraged and you 

should feel safe to ask them, whether you are the janitor, a new staff member or an old staff 

member.  I think safety in a community is important”.  In the second focus group this collective 

sense of support resurfaced; “to have that community of support across the program, not in all 

these silos”.  This supportive sense of community extended to the power of presence of a veteran 

parent.  In the second focus group, one participant affirmed, “you’re talking to someone who’s 

made it through, is able to take that deep breath, and maybe just say to that mom who’s still in 

the unit, ‘it’s going to be okay’ and just be that sounding board”.  The subtheme of respectful 

communication for a safe and supportive environment flows directly into the third theme of 

feedback.   

Theme 3:  Feedback 

Individual focus.  The third theme of Feedback seemed to transition smoothly from A 

Safe and Supportive Environment.  The term “feedback” has many meanings for different 

audiences.  Pertaining to the findings from this team, the term is associated with verbal 

comments and responding to the unique needs of families.  Feedback as a theme emerged from 

many participants expressing their desire to positively support each other, primarily through 

verbal validation; again, both providing it and hearing it.  This theme has six subthemes 

including: constructive feedback requires a sense of safety in order to be heard, positive verbal 

feedback was often affiliated with feeling supported, positive verbal feedback was sometimes 
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affiliated with weakness, individual paradigm shifts were affiliated with feedback, family-

centred care has potential for lasting impact, and finally, appreciating the bigger picture and 

one’s potential to positively influence the collective.  Feedback, the third theme, will now be 

explored.  

Constructive feedback requires a sense of safety in order to be heard.  Along with 

hierarchy, there appeared to be a discrepancy between team members of the value associated 

with positive feedback.  Some participants believed it was an imperative action to support each 

other while others discredited its practice.  Despite the disparity in its value, many people do not 

seem to know how to give feedback in a constructive way.  As one physician expressed,  

I prefer to hear that directly, in a respectful way…having an open and honest discussion 

is valuable...nobody should feel threatened.  Instead, nurses go to their manager or nurse 

leader who then communicates with us…it would be better to have that forum where 

people can talk.   

One nurse attributed this to the “victim-mentality” that was previously discussed.  She 

claimed, “the way people are reacting, it’s like they’re feeling hurt and they’re defensive, and 

you can’t have a constructive conversation when someone is coming from that angle”.  Again, in 

light of the importance of language, blaming and defensive responses related to victim-mentality 

appeared to negatively influence a person’s ability to hear the feedback let alone engage in 

meaningful dialogue.  This same nurse posited, “you always wonder when you have those off 

conversations with people; is there something else going on in their personal life that’s making it 

hard for them to be a good communicator right now?”  During the second focus group, one 

participant offered, “there are always opportunities to be mindful of each person’s impact on one 

another.  Understanding is not something that can be measured”.    
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Positive feedback was often affiliated with feeling supported.  One physician suggested, 

“helping people realize their strengths…it’s just a matter of changing to the good things, putting 

the emphasis on the positive things, I think that’s the way to go”.  Supporting teammates through 

positive feedback brought up a recurring sense of value, as a few nurses pointed out, “I think we 

need to honour and acknowledge each other and give feedback and point out our strengths and 

capacities…it’s about personal value…I think that’s really empowering”, “positive feedback I 

think is very important for all of us to do for the entire team, and I don’t think we do enough of 

that…I think it’s huge, to make everybody feel valued” and, “I think we need to acknowledge 

each other’s good work and talk to parents about what’s working well”.  Another nurse felt this 

team already practices this, “most people, for the most part, reinforce the good things that you do 

and if there’s something you don’t know, they help you through it”.  Another nurse credited 

feeling validated with personal feedback; “it feels so good, and it’s so motivating and it’s so 

inspiring and reaffirming that, yes, I do love it here, this is where I need to be, I do have 

something to offer!”.  

Positive feedback was sometimes affiliated with weakness.  The demonstration of 

positive support through verbal validation was inconsistently appreciated.  As mentioned, some 

participants felt this positive support was paramount, while others seemed to suggest it was a 

sign of weakness.  One nurse said, “I feel that some colleagues would prefer me coming and 

patting them on the back every day telling them how great they are, instead of finding that in 

themselves”; although during that same interview, when feedback was identified as a 

requirement of a formal performance review, this peer feedback appeared invaluable for a 

reflective practice.  One physician said, “I always feel I need to be the one to say, ‘good job’…I 
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feel I need to give them that, more than I need a pat on the back.  I can go home and pat myself 

on the back or have a glass of wine”.   

Individual paradigm shifts affiliated with feedback.  In alignment with my fourth sub-

question in this inquiry, I asked participants if our shared dialogue had led to any changes in their 

perspective and one nurse spoke of verbal feedback,  

Now that I’ve talked so much about giving positive feedback and how important it is and 

how much I appreciate it; I think when I go back to work I’m going to be way more into 

doing that for other people!...we set a tone and an energy!  We gotta show up with a good 

attitude, we need to make it feel good in there for each other, for those babies and their 

parents! 

Family-centred care has potential for lasting impact.  This subtheme ties in with another 

aspect of the term feedback; that feedback goes beyond verbal and nonverbal communication, it 

can also include broader awareness of the dynamics of a system.  Tailoring to specific needs of 

families led to lasting impact experiences that appeared mutually beneficial.  One focus group 

participant voiced, “I think there’s value in speaking to the unique experience of each baby”.   A 

nurse when talking about patient care spoke of, “making sure that they’re nested and loved and 

cared for and that the parent witnesses that”.     

When asked to share an experience of when she felt like a valuable member of the team, 

the VP recounted a precious moment of watching her husband participate in the care of their son.  

In the NICU, holding a baby skin-to-skin is termed “kangaroo care” and is solely provided by 

parents.   

One of the memories I have is of my husband getting to hold him…it was my husband 

who took off his shirt, the nurse placed him in my husband’s arms, and helped him up 
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against his bare chest, and wrapped him in a warm blanket.  I think it was me seeing my 

husband like that, the look on his face, him falling in love with our son.  

This memory will undoubtedly continue to have a lasting impact on this family.  It is 

such special moments that team members in the NICU are uniquely privy to.  When participants 

spoke of meaningful experiences, they almost all involved family-centred care (FCC) and they 

were often collaborative endeavors with teammates.  In such cases the health and happiness of 

the family provides necessary feedback.  Sometimes the balance between time-consuming, 

meaningful, family-centred care practices and completing quantified time-sensitive tasks can 

cause moral distress for practitioners.  One nurse shared,  

I feel like I have all of these temporal constraints that doesn’t leave much room for 

family-centred care…it brings up the question, what is my value as a nurse? That I can 

get everything done and the bedside’s clean by 7:30 or is it that I was able to facilitate a 

bond or connection with the baby that a parent hadn’t had yet? 

 Collective focus.  Appreciating the bigger picture and one’s potential to positively 

influence the collective.  Stories from this research suggest that by appreciating the opportunity 

for lasting impact, individual choices can influence the greater system.  By becoming more 

aware of the bigger picture and one’s role within it, opportunities for positive influence can be 

shared.  One nurse talked about including the whole family as being under her umbrella of 

patient care, “the baby’s never cared for in exclusion of the family.  It’s not just about meeting 

the baby’s needs; it’s about meeting the needs of the parents, siblings, even the grandma!”  One 

physician maintained, “I usually try to read the parents’ cues…I think it’s better to see what the 

family needs”.   Another nurse expressed her appreciation for FCC experiences with, “I feel most 

valued when I’m with the families.  I think the value comes when you see that they’ve had a 
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good experience”.  The VP participant appreciated a nurse prioritizing FCC with, “it felt like it 

was important to her, that was a big thing…just taking the time to do the little things that feel 

normal, that aren’t medical, like getting to bathe him”.   A second physician offered a beautiful 

story about tailoring to the specific needs of a family, which included sharing varied voices in a 

supportive environment,  

There was a baby who was not going to make it and what happened was a series of 

situations, a series of meetings, allowing the parent to bring in herbal remedies, with 

consultation from everybody.  I don’t think there was a single discipline left out of this 

kid’s care…when the baby’s death was approaching the mom wanted the babe, who had 

never been outside, to be outside.  So on a quiet day, we paraded out the backdoor, the 

baby took her first fresh air breaths, and the family went and sat peacefully by 

themselves.  To get to that point, from beginning to end, and have so many people 

collaborating and then to step back and let the parents collaborate…I think that was a 

turning point in the nursery for parent empowerment.   

Theme 4:  Empowerment 

Individual focus.  “Okay, let’s do this!”  These were powerful words from a nurse, 

recalled by an appreciative parent, who years later went on to assume the role of veteran parent 

and now interview participant.  Although Empowerment was one of the main intentional topics 

that guided the shared dialogues in this research, it also became abundantly clear that this was a 

priority shared by members of the team.  It emerged in unrelated streams of conversation.  It 

emerged through salient words such as, “privilege”, “purpose” and, “presence”.  It emerged as a 

possible antidote to disconnection, disengagement, and oppression.  The overarching theme of 

empowerment had nine subthemes; participation in lasting impact experiences was empowering, 
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giving your time back to the unit can be an empowering experience, a mundane job versus a 

privileged profession, individual paradigm shifts affiliated with empowerment and presence, 

inconsistent value affiliated with empowerment between disciplines, demonstrating ownership 

can be an expression of empowerment, “we’re all in this together”, shared ownership in 

professional development, and lastly, “it’s just a total privilege”. 

Participation in lasting impact experiences was empowering.  As the previous three 

themes have shown, participants felt valued when they could share their voice, when they seek 

opportunities to support each other through their environment and feedback, and when they 

recognize the opportunity for lasting impact that FCC can provide. This opportunity for lasting 

impact was further highlighted by an AHP; “what we do and say stays with that family for the 

rest of their life”.  In the interview with the VP, she reminisced about feeling empowered as part 

of her son’s healthcare team, “I always felt included…it gave me a purpose”.  A nurse 

emphatically expressed the importance of empowerment at the frontline,  

Empowerment is essential for any kind of decision making that we’re going to do, for any 

kind of autonomy that we’re going to have within our own practice…I think to be able to 

have a voice and contribute to team discussions and to participate in any kind of 

collaboration that you need to be empowered!   

This mention of autonomy was no anomaly.  Throughout the data a sense of autonomy 

coupled with inclusion led to a reaffirming place of empowerment.  Comments from two nurses 

referenced autonomy with, “you need to feel empowered to be autonomous and be able to make 

decisions…empowerment is pretty key in all aspects of life” and, “I feel kind of like a leader in 

that I’m interacting with parents, I’m educating; I put leadership and autonomy together”.  The 

VP spoke of the impact from this type of education; “of all the things I learned about being a 
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parent, so many of those things I learned in the NICU”.  She went on to say, “I felt so confident!  

I was like, if I can get through this NICU and come out to be the strong mom for him, then 

there’s no end, there’s nothing I can’t do.  I definitely felt empowered!”  One nurse commented 

on this opportunity for lasting impact; “I think we are really good at arming them [parents] with 

great skills and information.  The key is promoting parent participation.  I mean, talk about 

empowerment; a sense of control in a situation that is so out of control!”  

Giving your time back to the unit can be an empowering experience.  Power from 

lasting impact experiences can be seen with the VP returning to the NICU; “you don’t wish for 

that experience, but you can look at it as a really positive thing, so much so that I’ve come back”.  

There appears to be value associated with being able to give back, in this case returning to the 

care team in a different role, providing hope and support to families.  One nurse reminisced 

about a previous unit where she worked where staff were engaged with extra-curricular 

activities; “people would come in on their own time because it was for the betterment of the unit 

and changing things…giving your time back to the unit, and then of course, you have a voice”.  

She went on to suggest, “little opportunities could change things in big ways.  There’s 

opportunities when we talk about some of the needs of our families…by participating in those 

extra-curricular activities, I think that’s what provides inspiration”.   

A mundane job versus a privileged profession.  One challenge to this apparent desire to 

give back is the varied motivational states of employees.  A few participants spoke of two such 

camps; those practicing in a privileged profession, and those working in a mundane job.  One 

nurse differentiated the two as, “it’s a profession, there are the extra things you do that inspire 

you to keep going” compared to,  “this is just a job, I’m just coming in to do what I need to do to 

get my paycheck”.  She went on to say, “when you’re trying to work together, that can be 
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difficult”.  She was not alone in acknowledging the challenge of this dichotomy.  A second nurse 

simply said, “when we feel empowered we’re inspired to do good work!  I think if you don’t feel 

empowered, you just show up, do your work and you go home.  It can’t work that way”.  

Another nurse shared, “if you feel you’re a leader, that gives you the empowerment to be an 

advocate for the babies.  I think empowerment is critical, [without it] I think that makes for an 

unhappy job.  So, how do you empower someone who doesn’t want to be empowered?”  This is 

a relevant challenge in harmonizing group dynamics.  One physician shared her inspiring 

approach;  

I started wondering, how can you get these people engaged?  I think it comes back to 

people feeling valued and being a valuable member of the team…I’m trying to take more 

courses on self-awareness, engaging others, strength-based leadership type things…it 

helps to read people and learn how to engage them because sometimes what I find most 

challenging is just trying to engage people.   

This quote revealed an empowered action.  The participant demonstrated initiative and 

ownership in an effort to connect more effectively with teammates.   

Individual paradigm shifts affiliated with empowerment and presence.  I am reminded 

of the original goal of this project; opening up the opportunity for individual paradigm shifts.  As 

one nurse declared, “I recognize that a big part of changing my role within this team rests with 

me.  I have a choice to decide what role I’m going to play”.  An AHP hit on empowerment and 

ownership at the frontline when she spoke of leadership as irrespective of title, rather, “it’s when 

you step up and you model, it’s a verb”.  This suggests a power behind physical presence.  One 

physician attributed feeling valued with, “when I’m there.  I think that presence is pretty 

important”.  This physician went on to offer the following seed of thought to focus group 
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participants as one of her written comments to my intended questions; I read her comments aloud 

during the second meeting as she could not be present in person but still wanted her voice 

represented at the table, “no wondrous thoughts or words can replace being present and 

engaged…that means being there physically as well as intellectually with as much current and 

ancient knowledge as you can pick up and carry”.  At the end of the interview with one of the 

AHPs, I asked if our shared dialogue may lead to any shifts in thought, and her response was, 

“I’m going to show up.  I believe I have something to contribute”.   

Inconsistent value affiliated with empowerment between disciplines.  Although there 

appears to be an undeniable relationship between presence and empowerment, there was a 

surprising inconsistency between disciplines when exploring the importance of empowerment. 

When I asked participants if they thought empowerment was important to them at the frontline, a 

resounding “yes” vote was received from nursing and AHP alike.  They used phrases such as, 

“Oh absolutely!”, “it’s huge, yeah” and, “it is, totally yes!  It’s about being valued!”  However 

two out of the three physicians, a discipline presumed to exude empowerment as suggested by 

the literature and data related to hierarchy, did not appear to put much emphasis on the subject.  

One physician replied, “I don’t think I’ve given that much relevance”, while another did not 

seem to understand the essence of the question and needed a few reframes before replying, “I 

just use respect and that’s all there is to it.  Do I go out of my way to make them [colleagues] feel 

empowered? No!  No because I have too much respect for them!  They’re pros!”  This last point 

seems to suggest an assumption that team members already possess a sufficient sense of 

empowerment.  The parent voiced a similar assumption,  

I think it’s important for the parents to feel empowered because you really do lose that in 

the NICU.  People are essentially taking over your child…I would assume that doctors 
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and nurses already feel that [empowerment], that’s their job, but for the parents I can see 

them feeling sort of lost, like they don’t have a voice.   

This comment shows the symbiotic relationship of the emergent themes: voice, support and 

empowerment.   

Demonstrating ownership can be an expression of empowerment.  One nurse described 

her correlation of leadership with empowerment; “you’ve got leadership as a bedside nurse and 

that’s the empowerment thing…ultimately leadership is a personal thing but everyone should be 

able to be a leader in their own capabilities”.  This ownership was supported by a claim from an 

AHP, “the only person I can change is myself”.  This same AHP went on to say, “when you have 

staff that are empowered, that feel good about their job and their contribution, and that they have 

the ability to make changes, that is a ripple effect on the parents and the end goal for everybody 

on the unit is to have babies that are doing well and for parents to feel confident…that to me is 

empowerment and that’s what it’s about”.  This ripple effect of empowerment is the ultimate 

goal of this current initiative, catalyzed by individual paradigm shifts.  However, one nurse 

wisely noted a challenge;  

It’s really up to each individual to have that attitude change and it’s easier to do if there is 

a group attitude…it’s a balance between the two, the group won’t change until the 

individual does, the individual has a hard time changing unless the group does.   

Collective focus.  The data suggested that value is found from engaging in shared 

dialogue.  For this to occur, a safe and supportive environment needs to be felt in order to hear 

feedback in a way that meaning can be made, ultimately influencing a sense of empowerment at 

the frontline.  When one feels more empowered, they may be more inclined to share their voice 

and seek the voices of others, they may be more likely to influence their environment to feel safe 
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and supportive to others and provide feedback from which teammates can make meaning, 

ultimately shifting the culture of this “community” towards one that values empowerment at the 

frontline.   

 ‘We’re all in this together’.  As one AHP offered,  

We’re in a situation where sometimes things turn out really unhappily and it’s really 

stressful.  I think in view of that we just have to recognize that everyone has to be really 

supportive of everyone else…with emotional supports of, ‘we’re all in this together’, and 

‘we’re all doing the best we can’ that support each other to be there, to show up, to do our 

best and not give up.  

This quote encompasses many salient points such as opportunity for lasting impact, 

supportive team, emotional supports, presence, and perseverance.  As one nurse proclaimed, “I 

think there’s personal empowerment and then there’s an opportunity to build empowerment”.  

This ownership in influencing the bigger culture was broached in the second focus group; “if you 

want to talk about leadership we kind of have to lead this among ourselves and say, ‘this is really 

important’”.   

Shared ownership in professional development.  During the second focus group the 

topic of ownership and education surfaced; “I think as professionals there needs to be some of 

that investment in your education that has to come from you, but it also needs to be valued by the 

organization”.  Another participant added, 

If you’re making that investment to learn the bigger picture ideas, that needs to be 

ingrained in the culture of the unit…there needs to be some sort of paying homage to the 

idea that this is important, because that’s not part of the current culture that I see.   
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Many suggestions on what this could look like were offered, and are further described in 

the recommendations section in chapter five.  

It’s just a total privilege.  Powerful salient words from the data included: “privilege”, 

“purpose”, and “presence”.  Shifting from a focus on “me” to a focus on “we” seemed to lead to 

a sense of value, connection, and a lasting impact.  One nurse beautifully captured the honour of 

being a part of this team and recognizing each role within the greater system; “here are people 

that are so vulnerable and specifically in the NICU, families who are experiencing birth and 

sometimes death, and we get to walk this journey with them, it’s just a total privilege”.   

Conclusions 

The beginning of this chapter restated the primary and secondary research questions that 

guided this inquiry.  Initial coding revealed four main themes; value from shared dialogue and 

diversity, a safe and supportive environment, feedback, and empowerment.  These themes had 

both individual and collective implications.  Through reflection I began to see the potential for a 

cyclical, reinforcing relationship between these four themes.  As mentioned in chapter three, this 

second cycle of coding, associated with Charmaz (2006) and Saldaña’s (2013) “focused coding”, 

revealed a level of interdependency between the four main themes, suggesting the potential to 

establish a theoretical model.  This next phase of understanding the data can be referred to as 

“theoretical coding” as described by Charmaz (2006) and Saldaña’s (2013).  Through attention to 

this more theoretical, conceptual, level of analysis a reinforcing feedback loop with two cycles of 

influence; individual and collective, emerged.  Figure 2 graphically depicts these relationships 

with shared voices (SV), safe environment (SE), feedback (F), and empowerment (E). 
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Figure 2: Reinforcing Feedback Loop Representing Paradigm Shifts With Individual and 
Collective Levels of Influence 

Reinforcing feedback loop, first cycle: Individual paradigm shifts.  Value is found 

from sharing one’s voice and hearing the diversified voices of others.  In order to share one’s 

voice with vulnerability, a safe and supportive environment is required.  If a safe environment is 

perceived and voices are shared, one might hear feedback in a way that creates meaning.  If one 

is able to share their voice, in a safe and supportive environment, where meaning is made from 

feedback, this may lead to an enhanced sense of empowerment.   

I began to appreciate that this reinforcing feedback loop does not stop there.  This 

individual paradigm shift may influence a second loop; a cultural shift.  

Reinforcing feedback loop, second cycle: Cultural shift.  If one feels more 

empowered, they may likely share their voice more freely and seek the voices of others.  They 

may partake in creating a safe and supportive environment.  They may offer feedback in a way 

that can help create meaning for others, and ultimately influence a sense of community where 

empowerment is culturally driven.   
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Meadows (2008) described this type of relationship as, “self-reinforcing.  The more it 

works, the more it gains power to work some more, driving the system in one direction” (p. 155).  

This discovery might initially seem ominous, as a reinforcing loop will eventually become 

unsustainable, unless a balancing loop can offer grounding (Meadows, 2008; Senge, 2006).  

However, by acknowledging the potential for this reinforcing activity, as well as one’s role 

within the system, a harmonious balance may be established.  From seeds of thought, shared 

dialogue, and paradigm shifts, the trajectory of this reinforcing activity may strengthen a positive 

path.  Thoughts might lead to talks, which could change our walk. 

This third and final cycle of analysis, or “theoretical coding” evolved beyond the model 

(Figure 2) to inform conceptual relationships.  Charmaz (2006) described this approach to coding 

as integrating focused codes to reveal an “analytic story that has coherence” (p.  63).  A step that 

allows a researcher to “leap from concrete events and descriptions…to theoretical insight and 

possibilities” (p. 71).  From theoretical coding, an over-arching core category of connection 

emerged as well as a conceptual statement that I labeled a “core conclusion”, which will be 

revealed as a summary to the study conclusions.      

Core category.  Rigorous analysis enabled reducing the data to four salient themes.  

Ironically one of the primary points of reference was to pull awareness to the bigger picture, 

whether that be through sharing diversified perspectives, engaging in collaborative, family-

centred care experiences, or appreciating the potential for individual influence on the bigger 

culture.  Broadening one’s lens to recognize self within the system is paramount to sustaining 

reinforcing feedback loops (Meadows, 2008; Nasmyth, 2011; Senge, 2007; Wheatley, 2007).  

Although the process of coding requires a reductionist approach, insight can also be found from 

blurring one’s focus; striving to see the forest through the trees.  By zooming out, I was able to 
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see a common thread woven throughout this hermeneutic tapestry: connection.  Sharing voices, 

supportive environments, collaboration, empowerment through autonomy coupled with 

inclusion, using language focused on “we” rather than “me”; all demonstrated a longing for 

connection.  As a few participants expressed, “we’re all in this together”, or one nurse in 

particular said, “oh man, just that feeling of connection!  Connection with parents, the babies, 

and our teammates!”  Focus group participants spoke of, “just having someone to talk to about it, 

to not feel alone” as valuable.  As Wheatley (2007) wrote, “if we are willing to listen for diverse 

interpretations, we discover that our differing perceptions most often share a unifying centre” (p. 

80).  In this initiative, connection crystalized as the uniting, core category.  

Specific Study Conclusions 

From the four main themes and their dual levels of influence, four conclusions emerged 

that collectively answered the primary research question and sub-questions: 

1. Shared dialogue on collaboration, shared leadership, and empowerment at the 

frontline led to empowering individual paradigm shifts. 

2. Individual paradigm shifts can influence the collective. 

3. Fulfillment was associated with connection. 

4. Ideal working relationships resembled a community.  

These four conclusions will now be described with support from the data and relevant literature.  

Conclusion 1: Shared dialogue on collaboration, shared leadership, and 

empowerment at the frontline led to empowering individual paradigm shifts.  There 

currently exists very little opportunity for members of this interdisciplinary healthcare team to 

share perceptions on topics that might enhance working relationships.  This initiative offered 

such an opportunity.   
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Throughout the data, participants expressed a sense of value when they were able to share 

their voice in an environment where they felt safe to do so with vulnerability and authenticity.  In 

retrospect, the methods chosen for this inquiry provided this very space.  At the end of the 

interviews and focus groups I asked each participant whether they noticed any shift in the way 

they considered their role at the frontline or any changes they may make following our 

discussion on the specific topics.  Validating evidence from this research revealed that pausing to 

talk about intentional topics led to paradigm shifts regarding these very topics.  Shared dialogue 

and empowerment emerged as recurrent themes, both literally and inferred, from all participants.  

When we engaged in shared dialogue to see what would bring a sense of equal value we learned 

that shared dialogue is what is sought.  When we explored what empowerment could look like at 

the frontline and whether or not it is valued, I was met with a theme of the importance of 

empowerment.  From opportunities to share in dialogue, we learned that the overarching priority 

in effective working relationships and feeling a sense of value is connection through dialogue. 

Boal and Schultz (2007) supported the role of stories in organizational development when 

they wrote, “through dialogue and storytelling, strategic leaders shape the evolution of agent 

interactions and construct the shared meanings that provide the rationale by which the past, the 

present, and the future of the organization coalesce” (p. 411).  The mention of “strategic leaders” 

sounds mildly manipulative, however the notion of mindfully choosing positive tangents of 

dialogue can be an initiative universally owned.  As mentioned, one interview participant plans 

to “focus on appreciating the positive things that other people say and trying to be really mindful 

of the negative things that I say…because it does contribute to the atmosphere and culture of the 

unit”.  From our shared dialogue, she attributed a new level of awareness of her individual role in 

positively affecting the collective.   During the second focus group another participant supported 
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this infectious influence by saying, “if you’re positive, that feeds off of each other…it’s just 

changing your mindset”.  This shift of mind, what Senge (2006) referred to as metanoia, offers 

an empowering choice.   

By offering seeds of thought through shared dialogue, individuals have the choice to 

entertain ideas and establish their own convictions.  I believe intrinsic resonance is the birthplace 

for sustainable change.  Not only does Meadows (2008) prioritize paradigm shifts as the most 

influential leverage points for change in human systems, so too does Pink (2009) emphasize the 

power behind intrinsic motivation.  Pink (2009) built on foundational work by Hertzberg (2003) 

regarding intrinsic motivation and engaging employees.  Hertzberg wrote of “hygiene factors” 

such as salary and benefits that interestingly, in their absence bring demotivation; however their 

presence does not lead to motivation.  Moving beyond the basics for inspiration, Pink (2009) 

referred to Type I Behaviour as being driven by intrinsic motivation, fueled by autonomy, 

mastery and purpose.  He also associated this behaviour with “higher self-esteem, better 

interpersonal relationships and a greater wellbeing” compared to those who seek extrinsic 

motivators such as rewards (p. 79).  In Zimmerman et al.’s (2013) distinction between ownership 

and buy-in as mentioned, the main difference lies between intrinsic and extrinsic motivation.  In 

discussing motivation theory, Wheatley (1999) said, “attention is shifting from the use of 

external rewards to an appreciation for intrinsic motivators that give us great energy.  We are 

refocusing on the deep longings we have for community, meaning, dignity, purpose, and love in 

our organizational lives” (p. 14).  

From tailoring the trajectory of dialogue towards positive topics, in this case using an 

appreciative approach to inquiry; empowering ownership regarding these topics resulted.  There 
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were no negative outcomes reported from this initiative.  All shifts seemed to draw awareness to 

the empowering effect one can have on themselves and the collective.    

Not only was the positive tone contagious, but particular words also seemed to hold 

power.  When I floated the idea of “community” in the focus group, the word was immediately 

mirrored back by participants with, “community of support”, and “safety in a community is 

pretty important”.  In the second focus group a participant noticed that relationships on the unit 

resembled “a little community”.   

Until our interview, one participant reported being unaware of how much she valued 

supportive feedback from others.  Following the interview, she now plans to offer this form of 

support to her colleagues.   Another empowering shift was associated with presence.  Three 

separate interview participants spoke of no longer waiting for an invitation to participate, instead 

they were going to “show up” because they believe they have “something to offer”.  

Influence from these empowering paradigm shifts can permeate outside the boundaries of 

the physical unit when they are grounded in personal awareness.  As mentioned, Pink (2006) 

referenced mastery as one of the three main drivers behind type I behaviour.  Both Pink (2006) 

and Senge (2006) referred to mastery, or personal mastery respectively, as an unending personal 

quest grounded in self-awareness, potential, and influence.  Goleman (1997) linked heightened 

personal and social awareness with the term emotional intelligence, which includes self-

awareness, self-management, social-awareness, and relationship-management.  Goleman, 

Boyatzis and McKee (2013) further developed Goleman’s (1997) framework, associating it with 

personal leadership that is grounded in intuition, and referred to it as Primal Leadership.   

Empowering paradigm shifts towards positive physical presence, metanoia, and connection to 
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others, can overflow from one sub-system to another.  We are all part of multiple, dynamic, 

complex systems, whether at work, at home, or in a dance class.  

By remaining open to shifts of mind and engaging in discussion focused on positive 

stories, we may look at our potential at the frontline, and beyond, from a place of empowerment 

grounded in intrinsic motivation.  We learned from this research that by sharing in these 

deliberate conversations, personal paradigms shifted towards enhanced empowerment and the 

desire to connect.  What is valued, needed, and yearned for, are more opportunities to connect 

and share in dialogue with various members of this interdisciplinary team.  Shared dialogues pull 

awareness to self and our role in influencing the system, and enhance our working relationships.  

Conclusion 2: Individual paradigm shifts can influence the collective.  As described 

in the outset of this section, and depicted in Figure 2, the emergent four themes not only landed 

in two levels, they also appeared related.  Each theme reinforced the next; value is found from 

sharing voices, however to share voices with vulnerability and authenticity, participants needed 

to feel they were in a safe and supportive environment, and so on.  So too did each level 

reinforce the other.  When participants described feeling empowered whether independently or 

as a result of our shared dialogue, they reported a shift in focus outward.  Empowering paradigm 

shifts may have started with “me”, but soon became about “we”.  For example, the nurse who 

had the paradigm shift regarding feedback had started by talking about when she felt valued, 

which was when she received feedback from families and colleagues.  By the end of our 

interview she expressed a new awareness of how deeply feedback affected her and that she was 

now going to make an effort to support her colleagues this way.  This suggests a shift from 

awareness to empowerment, to sharing her voice more often, and creating a safe and supportive 

environment for others in a way that may create meaning for them, possibly enhancing their own 
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sense of empowerment to share their voice, and so on.  This transition depicts the evolution from 

“me” to “we”. 

The transition from “me” to “we” may be comparable to “self” and “system”.  As 

described, reinforcing loops require awareness of one’s role and influence within a system to 

create balance (Meadows, 2008; Senge, 2006, Wheatley, 1999).  Organization-specific activities 

to encourage this awareness will be described in Recommendations.   

The data revealed that seeing self within a system can be challenging.  For example, there 

were varying impressions of hierarchical influence.  Senge (2006) labeled these deeply ingrained 

impressions that influence how we see and act in the world as mental models.  Areas of 

discrepancy between touted ideals compared to actual practice, are what Argyris (2003) referred 

to as espoused theories and theories-in-use respectively.  Theories-in-use are influenced by our 

mental models, sometimes without our awareness.  Hierarchy emerged as one such inconsistency 

when the topic of shared leadership was explored.  This topic was a new term for some, an ideal 

model for many, yet deemed an unrealistic practice by most.  Hierarchy surfaced as it related to 

the latter.  A few participants with varied backgrounds acknowledged vertical relationships 

within a discipline.  For example, there are bedside nurses, nurse clinicians, and a clinical nurse 

leader, all within the discipline of nursing.  Cotts (1995; 1997; 1998), as mentioned, reported 

similar hierarchical delineation, particularly amongst the discipline of nursing.  Some 

participants in my study reported there was no hierarchy between disciplines, however language 

and behaviour sometimes suggested otherwise, as Argyris (2003) predicted.  For example, a 

physician adamantly claimed there was no hierarchical influence between physicians and nurses, 

however later used lateral hand gestures to signal nurse clinicians “could be here” inline with 

physicians in terms of leadership influence.  One physician seemed unaware that defensive 
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responses from colleagues may have been influenced by her approach to feedback.  A few 

nursing participants described feeling intimidated during rounds when power-over was inferred 

by a physician’s tone or her manner of responding to questions.   Interestingly, the pharmacist 

holds a doctoral degree in pharmacy, yet no one referred to her as “Dr.” and there was no 

mention of hierarchical influence between the pharmacist and other disciplines.  Unfortunately 

these discrepancies in awareness seemed to lead to disconnection rather than clarity, which may 

only perpetuate these inconsistent preconceived notions and inhibit awareness of self within the 

system.   

Verbal feedback was another topic that involved contradictions.  Some seemed to 

consider requiring feedback as a source of weakness; for others it boosted strength.  

Significantly, in one interview the notion of needing a “pat on the back” seemed to insinuate 

weakness, yet when offered as a requirement of a formal performance review, peer feedback was 

invaluable for reflective practice.  Could there be pseudo-safety in offering and appreciating 

feedback when it is required, rather than being vulnerably sought or given?  Brown (2012) 

explored this very question, however instead of “pseudo-safety” used, “armored feedback” (p. 

205).  She claimed, “vulnerability is at the heart of the feedback process…whether we give, 

receive, or solicit feedback” (p. 201).  She suggested, “taking off the armor, showing up, and 

engaging” along with, “giving and soliciting feedback is about learning and growth, and 

understanding who we are and how we respond to the people around us” (p. 206).  This is similar 

to enhancing awareness of self in the system.   

Moving from “pseudo-safety” to “psychological safety”, Nembhard and Edmondson 

(2006) carried out a significant study involving 23 NICUs, looking at communication and 

collaboration within “cross-disciplinary teams”.  These researchers introduced the term leader 
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inclusiveness, to represent words and behaviours leaders used to invite and appreciate 

contributions from those in “low status” roles as positively influencing their sense of 

psychological safety and team engagement.  In this research, physicians represented “leaders”, 

and all other disciplines fell under “low status roles”.  Similarly, Schein (2013) used the term, 

Humble Inquiry to encourage leaders to engage in “more asking and less telling” in order to 

develop trusting relationships that allow for shared learning within organizations.  These two 

leadership philosophies offer excellent insight and I believe they also apply to team members not 

labeled as “high-status”.  If solely relying on the “leaders” to express interest and appreciation in 

what others have to say, this may perpetuate a preconceived notion of hierarchy.  The data 

suggest there is wiggle room for ownership by all, and the responsibility of both speaking up and 

inviting contributions lies within every role at the frontline.    

The notion of psychological safety overlaps with a discovery of a victim-like behaviour 

from the data, which posed another barrier to seeing self within the system and positively 

influencing the collective.  A couple of participants referred to a historical unit culture that may 

have condoned bullying, leading to a current “victim-like” insecurity that some staff exhibit 

related to participating in unit events and meetings.  The data suggest that some people may be 

waiting for a formal invitation rather than asserting empowerment as equally valued team 

members.  This same victim-like behaviour was identified from language used to describe 

experiences that suggested blame, judgement, isolation, lack of trust, and were devoid of shared 

accountability.  They were more often found in scenarios about “me” rather than “we”.  In 

contrast, stories about “we” were not only affiliated with connection and collaboration as may be 

expected, they also exhibited an undertone of empowerment and fulfillment.  Blaming and 

defensive responses negatively influenced people’s ability to hear feedback, let alone engage in 
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constructive conversation.  Recognizing this historical culture may be an important balancing 

loop working to resist change.  Discovering it may offer significant leverage in shifting towards 

the new positive reinforcing loop (Meadows, 2008; Senge, 2006).   

One strategy to shift out of this limiting state is by pulling awareness to our role in the 

bigger system.  Harper (2004) referred to the drama triangle to illustrate the roles of victim, 

villain, and hero in conflict.  Harper described how victims relieve themselves of accountability 

by blaming, whereas heroes and villains reinforce the role of victim.  Harper suggested that the 

key to resolution is by recognizing the roles we so easily step into and “shift our judgement to 

curiosity, and our self-righteousness to openness” (p. 10).  This seems similar to looking at 

others through what Brown (2012) referred to as “the vulnerability lens”, where her example of 

the label “narcissism” becomes “shame-based fear of being ordinary” (p. 22).   

“An empowering awareness of the whole requires a fundamental shift in the relationship 

between the ‘seer’ and ‘seen’” (Senge et al., 2004, p. 41).   Individual paradigm shifts that 

positively influence the collective require seeing self within the system and engaging with others 

using vulnerability and curiosity in an effort to remove the isolating barrier of judgement.  

Scharmer (2008) addressed this relevant challenge; “shifting from reactive responses and quick 

fixes on a symptoms level to generative responses that address the systemic root issues is the 

single most important leadership challenge of our time” (p. 55).   

Senge (2006) and Meadows (2008) differed on which loop is more influential for system 

change.  Senge (2006) prioritized balancing loops whereas Meadows credited reinforcing loops.  

Either way, drawing awareness of self and the system will help to reveal patterns of behaviour 

that are resisting or influencing change.  Actions to enhance this awareness in an effort to 

positively influence the collective will be provided as recommendations in chapter five.   
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Conclusion 3: Fulfillment was associated with connection.  Steering away from an 

isolated perspective, whether from a place of power or victim role, empowerment seemed to rise 

when the focus shifted to the collective.  To revisit Pink’s (2006) type I behaviour, purpose was 

one of the three drivers.  When people’s desires are rooted in “causes larger than themselves”, 

this sense of purpose leads to the highest level of motivation, productivity, and satisfaction (p. 

131).  A validating sense of purpose surfaced throughout the data, primarily in relation to being a 

part of a collaborative, family–centred, care endeavor.  Aside from “purpose”, these stories were 

also often affiliated with “privilege”.  Wheatley (2007) poetically expressed “we are motivated 

by meaning.  We want to express our love through service.  And when we believe we are playing 

our part in something more purposeful than our small egos can ever explain, we become 

peaceful, courageous, and wise” (p. 133). 

There was a sense of satisfaction expressed from feeling part of a team.  This included 

appreciating diversity, sharing voices, engaging in teaching and learning opportunities and 

participating in collaborative, family-centred care initiatives.  There was a mismatch between 

perceived excellent care when motivated by “fear of judgement”, such as with getting tasks done, 

compared to “what brings meaning and value” which is prioritizing time for family-centred care.  

There was a level of moral distress expressed by nurse participants when balancing tasks with 

lasting-impact experiences with families, in their finite amount of time together.  One such 

example is bathing a baby.  This is a task that comes with an unwritten expectation that it will be 

completed every 48 hours.  Some nurses complete this task in the middle of the night when it is 

quick and convenient.  Others appreciate this “task” as an opportunity to engage the family in a 

“lasting-impact experience”; however doing so costs time.  In fact this was one such experience 

the parent participant referenced as one she cherished and vowed not to forget.    
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A few participants brought up the apparent dichotomy of nurses falling under the 

categories of job versus profession.  Nurses affiliated with “job” were focused on task efficiency, 

whereas those under “profession” took pride in tailoring to the needs of the family.  The 

referenced motivation from “fear of judgement” was affiliated with efficiency of tasks.  Also, 

there appeared to be a lack of appreciation among physicians for the nursing time constraint 

challenge associated with tasks.  One physician expressed frustration if by morning rounds the 

nurse is not thoroughly familiar with a patient’s history and course, stating, “I expect my team to 

be on top of it”.  Such behaviour can lead to “fear of judgement” as the motivator.  The data 

revealed that when focused on efficiency rather than relationships, preconceived expectations led 

to judgement rather than contributing to a safe and supportive environment that fosters 

connection.  As Wheatley (2007) eloquently noted, “it’s not differences that divide us.  It’s our 

judgments that do” (p. 212). 

Evidence-based medicine (EBM) is grounded in straightforward linear ideals, whereas 

evidence-informed practice (EIP) allows for a little gray by incorporating context.  We tend to 

seek comfort by relying on predetermined linear lists, however it is unrealistic to expect them to 

cover the curves of reality (Meadows, 2008; Schein, 2013; Senge, 2006; Wheatley, 1999, 2007; 

Zimmerman et al., 2013).  As Zimmerman et al. (2013) wrote, “if the world followed EBM, none 

of us would smoke, be overweight, use illicit drugs or drive motorcycles.  Clearly other social 

factors are at play in influencing human behaviour” (p. 21).   As mentioned in chapter two, 

comprehensive healthcare requires both scientific and social proofs, as if there is both an art and 

science to quality healthcare.   

As discussed, these social factors encompass the gray, unpredictable, curvaceous side of 

reality.  These two approaches to healthcare put simply, represent the two camps of independent 
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“tasks” versus collective “lasting impact experiences”.  EIP allows a systems lens to appreciate 

unique lived experiences and trumps a reductionist approach focused on tasks, scripts and 

checklists when it comes to human relations.  From the data, tailoring caregiving to the dynamic 

needs of each family led to a sense of value, connection, purpose, and privilege; as opposed to 

the drive fueled by a fear of judgement related to task completion in the race against time.  In the 

data, an implied fear of judgement was associated with disconnected, oppressed voices.  One 

such example was in response to intimidating multidiscipline discussions.  Here I use the term 

“multidiscipline” mindfully as it reflects a division between disciplines rather than a 

collaborative relationship.  Here motivation was questioned as being judgement-based and 

power-over was insinuated.  When conversations felt safe, participants reported appreciating the 

opportunity for learning and openness to ask questions that led to bigger picture awareness.  

Participants reminisced about dialogues that reviewed the “why” behind a plan of care, which 

allowed for learning, transparency, and a sense of value. Transparency influenced a bigger 

picture understanding rather than dangerous, confabulated assumptions that might result from 

gaps in communication.  

Senge (2006) spoke of the organization learning disability, “I am my position” (p. 18).  

Under this assumption, people generally feel isolated and powerless; “they do their job, put in 

their time…and see their responsibilities as limited to the boundaries of their position” (Senge, 

2006, p. 18).  As mentioned, one participant claimed, “I can get stuck in the hierarchy thing and 

feel alone…it’s the, ‘I’m just a nurse’ thing”.  As noted in the data, perceived hierarchy 

negatively influenced connection and empowerment.  Another participant expressed powerless 

frustration from conversations with people in “upper level” positions when they make decisions 

without transparency.  Without transparency and open communication, silos may segregate 
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dialogue and lead to disempowerment and disconnection.  Wheatley offered a powerful question 

to routinely consider, “am I turning toward or away?” (2007, p. 132).  

As described in chapter one, the interdisciplinary team in the NICU has a privileged role 

to play.  By sharing in dialogues and experiences that foster connection, a sense of purpose has 

an incredible influence on fulfillment and lasting impact for all. 

Conclusion 4: Ideal working relationships resembled a community.  As described in 

chapter two, the term “team”, aside from its familiarity, seemed to be insufficient in describing 

the stakeholders in this inquiry.  From the data, an undeniable calling for deeper connection 

emerged.  “Teams” seem to bond through tasks, goals and meeting a shared deadline (Bushe, 

2004; Choi & Pak, 2006; Lemieux-Charles & McGuire, 2006; Lencioni, 2005).  Although 

participants valued and wanted more opportunities for shared learning, the descriptions of 

Senge’s (2006) “learning organization” and Wenger’s (2000) “communities of practices” also 

seemed insufficient.   

By shifting the culture to one of “community”, opportunities for connection could extend 

beyond clinical learning conversations and task completion.  By being adaptive and self-

organizing, as Wheatley (2007) recommended, supportive relationships may meet unanticipated 

needs as they emerge; sharing stories, food, supportive space, and so on.  Sharing stories in a 

safe place not only encompasses two out of the four themes, it is also supported by experts in the 

field of community as being a path to deepening relationships (Block, 2009; Rappaport, 1995; 

Maton & Salem, 1995; Wheatley, 2007).  Not only did the term “community” fit with my 

interpretation of the data, it also resonated with group participants even to the extent of 

immediately incorporating it into their dialogue.   
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In stories shared by some participants of past work experiences, there was a commonality 

of deeper relationships and opportunities for engagement.  Some of these nostalgic stories 

involved informal gatherings on or off the unit that involved the old community tradition of 

breaking bread together. 

  The veteran parent spoke of a few instances where she felt “part of a club”.  One such 

experience was when her family received their “quilt”.  Families of long-term babies in the 

NICU receive a quilt, generously donated by a nearby volunteer quilting organization.  The 

veteran parent spoke of how touched she still feels that strangers would make such an effort to 

make sure her family felt cared for.  This gesture was one of the many experiences she credited 

with influencing her desire to return to the unit as a VP.  Once she received her quilt she could 

look around the unit and see the other quilts, talk to the parents of those babies, and connect 

about their shared experience.  Some of these families still remain within her close network of 

support.   

“Lasting impact experiences” have been discussed throughout these conclusions; for 

instance, tailoring care to meet the unique needs of the family.  One example was turning the 

task of bathing a baby into a teaching and learning opportunity for the family.  Just as I am 

arguing that the shared goal of our “team” extends beyond quality patient care, to include 

excellent shared experiences for family and staff, so too am I suggesting that “lasting impact 

experiences” extend beyond clinical practice.  By creating space to support each other, hear each 

other, and see each other, the resulting deepening of our personal relationships may enhance our 

working relationships.  As Block (2009) wrote, “individual transformation is not the point; 

weaving and strengthening the fabric of community is a collective effort that starts from a shift in 

our mindset about our connectedness” (p. 10).  Many researchers encourage shifting towards a 



COLLABORATION AND SHARED LEADERSHIP     107 
	

	

culture of safe dialogue (Block, 2009; Brown & Isaac, 2005; Bushe & Marshak, 2009; 

Nembhard & Edmondson, 2006; Munro & Savel, 2013; Schein, 2013; Senge, et al., 2004; Senge, 

2006; Wheatley, 2007), one that may be grounded in a sense of community.  

Both the first and third conclusions explored the significant value of purpose.  Both 

Wheatley (1999) and Pink (2009) discussed the monumental power behind intrinsic motivation 

and the sense of being a part of something bigger than ourselves.  Eight years later, Wheatley 

(2007) again explored this significant concept when she wrote,  

In certain professions, such as health care, or whenever we feel ‘called’ to our work, it is 

easier to remember the meaning of it.  But we seldom have time to pause for a moment 

and remember the initial idealism and desire to serve that led us into our profession.  

However, our energy and rededication are only found there, in our ideals. (p. 128)  

This quote reminded me of gratitude shared by a participant; when I asked her if she had found 

our conversation helpful.  She said, 

 It was very, almost therapeutic, cathartic!  I don’t think we talk about our practice very 

much.  I don’t have a lot of opportunity to discuss work and so I think it’s nice to talk 

about what we do, how we do it and why we do it!  I think it’s helpful! 

Shifting towards a culture of community may create future opportunity to pause and 

reconnect with each other and our deep sense of purpose, ultimately enhancing our relationships 

and create lasting impact experiences.  

Core conclusion.  These four conclusions informed an overarching, summary sentence.  

I refer to it as a core conclusion: by shifting the focus from individual to collective and engaging 

in experiences that foster inclusion, individual paradigm shifts grounded in empowerment can 
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positively influence the culture of an organization towards a sense of community, where 

connection is the uniting priority.  

As mentioned in chapter three and given the influence of GT in this initiative, it felt like a 

logical step to summarize the conclusions into an applicable core conclusion.  GT, a research 

methodology pioneered by Glaser and Strauss (1999), involves repeatedly oscillating between 

data collection and analysis with the goal of creating a theory that is grounded in saturated 

findings from participants and is applicable to their context; one such example is a “substantive 

theory”.  My core conclusion differs from a substantive theory since the data were not saturated 

from a “comparative analysis between or among groups within the same substantive area” 

(Glaser & Straus, 1999, p. 32).  Even though consistencies were found among both methods of 

data collection and various disciplines within this team, the proposed core conclusion remains 

limited to a small subset of one interdisciplinary team, in one specific healthcare area.  Future 

endeavours to compare these findings with an alternative multiple discipline team using a 

grounded theory approach may lead to a substantive theory. 

Since the formal methodology of this inquiry was action research and not grounded 

theory, it seems appropriate to link this core conclusion with Torbert and Taylor’s (2008) 

description of “third-person inquiry and developmental theory” as it relates to action inquiry (p. 

246).  These authors explored first-, second- and third-person inquiry levels as they pertained to 

action inquiry initiatives.  These “levels” of inquiry appear to represent a ripple effect of 

influence.  First-person pertains to individual reflection regarding the initiative on a 

philosophical or epistemological level.  Second-person level of inquiry ripples out to consider 

influence of oneself on fellow stakeholders.  And finally, third-person extends further to 

influence the institution or greater academic community.   The conclusions and 
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recommendations presented in this initiative primarily pertain to the first- and second-person 

levels of action inquiry by engaging in dialogue, reflecting on seeds of thought, and re-evaluating 

individual paradigms as they relate to collective action.  The core conclusion however, provides 

a summation that could contribute to the greater body of knowledge as a symbol of one possible 

direction for organizational change.  Using the outcomes from this initiative as a guidepost may 

help other teams permeate limiting silos and deepen their connections, while providing enough 

flexibility to accommodate unique context. 

Scope and Limitations of the Inquiry 

As mentioned, this action research study examined members of one specific 

interdisciplinary team.  Also, the sample size was small compared to the total number of staff 

and veteran parents involved in this NICU.  Nevertheless, findings from these few demonstrated 

consistency between the six represented disciplines and both methods of data collection: 

interviews and focus groups.  Although these findings may not resonate with all members of the 

team, it will hopefully connect with many.   

In addition to the limited sample size, not all disciplines were recruited.  This was 

primarily due to ethical constraints regarding potential coercion that prevented me from reaching 

out to all disciplines.  For example, I was unable to email potential participants directly, I 

required a third party as specified by Island Health Research Ethics Board.  This process not only 

resulted in disrupted communication, it also prevented questions from being addressed.  

Sometimes this process was twice confounded, as it required contacting gatekeepers of a couple 

of disciplines, requesting that they then pass on the letter of invitation when they received it from 

my third party representative.  I received no reply to suggest concern; however I later learned 

that one discipline never received their forwarded invitation at all.  Members from another 
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discipline received theirs the day following recruitment completion.  As reported, this led to an 

assumption that they would not be accepted and refrained from asking me about it until much 

later in the project.  This was disappointing as these disciplines subsequently had no voice 

representing them in the data.  This limitation is mitigated throughout the conclusions and 

recommendations, where open invitations for dialogue with diverse perspectives are encouraged.  

As well, some might consider the subjective nature of this social science, qualitative 

action research study limiting in nature.  I do not propose these conclusions will directly apply to 

other multiple discipline teams other than as a guidepost.  As Wheatley (2007) wrote, “the 

moment they leave home, where they were created, they become inspiration, not solutions” (p. 

68).  

As outlined in chapter one, this research was tailored specifically to influence members 

of this particular NICU frontline team.  While some recommendations from participants involved 

broader suggestions for Island Health, that was beyond the scope of this study as it focused on 

frontline team members.  Therefore, no formal recommendations for structural change were 

addressed in this study.  However, this research may be a catalyst, perhaps a conversation starter 

that reaches into the white space of hierarchy and influences surrounding colleagues within 

Island Health.       

My hope is that despite these limitations, outcomes from this study will plant seeds of 

thought in anyone who enters into relationship with this research, whether reading, listening or 

sharing in dialogue pertaining to it.  Possibly paradigms will shift and action will be owned.   

Chapter Summary 

This chapter reviewed the findings and conclusions from 11 interviews and two focus 

groups.  The findings were organized into four main themes: shared dialogue and diversity, safe 
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and supportive environment, feedback, and empowerment.  Each theme had two levels of 

influence including individual and collective.  The findings shared a core category of connection.   

Through a multi-level analysis, these findings led to four conclusions that addressed the 

topic of inquiry. These conclusions included: shared dialogue led to empowering paradigm 

shifts, individual paradigm shifts can influence the collective, fulfillment was associated with 

connection, and ideal working relationships resembled a community.  Together, these 

conclusions composed an overarching core conclusion: by shifting the focus from individual to 

collective and engaging in experiences that foster inclusion, individual paradigm shifts grounded 

in empowerment can positively influence the culture of an organization towards a sense of 

community, where connection is the uniting priority.  

Although these conclusions pertain to findings collected from a small subset of this 

interdisciplinary team, I believe the recommendations presented in chapter five will benefit the 

working relationships and experiences of the greater community in the NICU.  
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Chapter Five: Inquiry Recommendations and Implications 

Don’t give up!  I believe in you all! 
A person’s a person, no matter how small! 

(Dr. Seuss, 1982) 
 

Chapters one and two reviewed the contextual significance and scientific support for this 

initiative, respectively.  Chapter three outlined the research approach taken, while chapter four 

explored the analysis of the data, presented as findings, conclusions, and limitations.  It is this 

analysis, along with explicit requests from participants that will inform the recommendations 

described in the majority of this fifth and final chapter.  This chapter will explore three primary 

recommendations, organizational implications, and opportunities for future research.  Chapter 

five will close with a holistic summation of this inquiry.  

For a convenient review, the primary research question guiding this initiative was: how 

can a series of facilitated dialogues focused on collaboration, shared leadership, and 

empowerment at the frontline, enhance working relationships and experiences amongst an 

interdisciplinary team in a Victoria NICU?  To facilitate a deeper understanding of this question, 

I was guided by the following five sub-questions, 

1. What are exemplary experiences of collaboration within this interdisciplinary team? 

2. What does shared leadership mean to members of this team and how can it be 

practiced? 

3. What does empowerment look like at the frontline and how can it be enhanced? 

4. How can dialogue on collaboration, shared leadership, and empowerment at the 

frontline effect change in practice or thought process? 

5. What are future opportunities to enhance working relationships and experiences 

within this interdisciplinary team? 
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These questions influenced discussions with participants in the form of interviews and 

focus groups.  Data collected from these shared dialogues resulted in a multilevel analysis, where 

four themes were deduced: value from sharing voices, safe and supportive environment, 

feedback, and empowerment.  A core category of connection pervaded the data and a core 

conclusion was proposed: by shifting the focus from individual to collective and engaging in 

experiences that foster inclusion, individual paradigm shifts grounded in empowerment can 

positively influence the culture of an organization towards a sense of community, where 

connection is the uniting priority.  

This core conclusion concisely captured the following four conclusions: 

1. Shared dialogues on collaboration, shared leadership and empowerment at the 

frontline led to empowering individual paradigm shifts.  

2. Individual paradigm shifts influenced the collective.  

3. Fulfillment was associated with connection.  

4. Ideal team relationships resembled a community. 

Collectively, the fruits of this analysis informed the following three categories of 

recommendations: 

1. Create opportunity for shared dialogue that is safe and supportive. 

2. Prioritize individual and group practices that enhance awareness of how one 

influences the greater system. 

3. Celebrate the community! 

These recommendations will now be described with examples of explicit support from 

participants, along with relevant literature.  
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Recommendation Category 1: Create Opportunity for Shared Dialogue that is Safe and 

Supportive  

As discussed in chapter four, it was abundantly clear from the data that most participants 

gained a sense of value when they engaged in shared dialogue with others in a safe and 

supportive environment.  Gaining diverse perspectives and sharing learning opportunities were 

particularly appreciated.   

The majority of recommendations expressed by participants pertained to opportunities for 

inclusive interdisciplinary (including the family) communication that felt safe and supportive.  

Shifting towards a culture grounded in safe dialogue is also reinforced by experts in the fields of 

organizational development, healthcare team effectiveness, and leadership (Block, 2009; Brown 

& Isaac, 2005; Bushe & Marshak, 2009; Nembhard & Edmondson, 2006; Lindstrom, 2013; 

Munro & Savel, 2013; Scharmer, 2008; Scharmer & Kaufer, 2013; Schein, 2013; Senge et al., 

2004; Senge, 2006; Surowiecki, 2005; Wheatley, 2007; Zimmerman et al. 2013).   

This first recommendation category will offer five specific approaches that may create 

opportunity for shared dialogue that is safe and supportive, including: find opportunities for more 

interdisciplinary dialogue, enhance clarity in communication, during interdisciplinary dialogue 

emphasize a safe and supportive environment, strive to support a culture grounded in dialogue, 

and provide support for NICU families transitioning home.  These five approaches will now be 

explored.  

Find opportunities for more interdisciplinary dialogue.  Interdisciplinary bedside 

rounds were a popular topic that surfaced in the data as being valuable experiences that can be 

enhanced.  Bedside rounds occur every day in the NICU and offer a verbal review of the clinical 

course of each patient.  Ideally, bedside rounds are an interdisciplinary affair (Vogwill & Reeves, 
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2008) including the family, and encourages diverse perspectives to be safely shared (Nembhard 

& Edmondson, 2006; Schein, 2013), in order to appreciate the big picture of the patient’s 

experience and co-creation of a holistic plan of care (Kirsch, 2009).       

One recommendation from this research is to enhance the priority and structure of 

bedside rounds as an opportunity for interdisciplinary dialogue.  This can enrich connection, 

support, clarity, whole-picture understanding, learning, empowerment, and ownership.   

Many participants, including the VP, appreciated rounds as a venue to engage in 

dialogue, learn together, share a sense of a bigger purpose and bigger picture, and ultimately feel 

valued as team members.  There were also frequent requests for more disciplines in rounds 

including social work, physiotherapy, occupational therapy, a registered dietitian, and a 

discharge coordinator.  As well, there currently exists a lack of consistency in nurse clinician 

participation in rounds.  This was one area noted by participants that negatively affected 

continuity of communication, particularly when patients are close to transitioning home.   It is 

therefore recommended that the nurse clinician partake in all bedside rounds, not solely the 

neonatologist’s patients, but also the paediatrician’s.   

In addition to bedside rounds, there are other forms of clinical “meetings” that warrant 

mentioning within this first category of recommendations. These include: family meetings, 

debriefing sessions, developmental care rounds, complex nutrition rounds, journal club, 

discharge rounds, grand rounds, planning meetings, “morning huddles”, shift handover, and 

“morning census rounds”.   These gatherings all surfaced in the data as being valuable yet 

underutilized opportunities for diverse dialogue, mutual learning, and potential for lasting impact 

experiences.   
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The ideal method of sharing one’s voice is in person, a secondary alternative is in 

writing.  If it is logistically unfeasible to open up planning meetings to every team member, 

perhaps an invitation may be extended to express one’s voice in writing, which could then be 

represented in the meeting.   

Enhance clarity in communication.  In alignment with valuing diverse voices, one 

physician expressed frustration that nursing breaks trumped participation in bedside rounds.  

This physician sought suggestions for accommodating nursing breaks while valuing nurses’ 

input.  Optimally, all relevant team members providing direct patient care, including the family, 

would attend rounds.  At the very least, the most responsible physician (MRP) and nurse (MRN) 

should prioritize a verbal exchange whether in person or over the phone, and one of them should 

follow up with the family.  If however this is not possible, perhaps an open-ended, written 

document for questions and concerns may be used as a secondary clinical communication tool.    

On the note of sharing written voices, an idea transpired during the second focus group to 

ease the dissemination of information to all NICU practitioners as one “team” rather than having 

discipline-related silos of email lists with corresponding gatekeepers.  As Meadows (2008) 

stated, “many of the interconnections in systems operate through the flow of information” (p. 

14).  Avenues to ease the flow of information, whether in person or in writing, would only 

deepen understanding among members of this team.  As one AHP exclaimed, “I have all this 

information [on empowerment], I want to look at how to share it, either through emails or a 

newsletter or mini teaching sessions!” 

During interdisciplinary dialogue, emphasize a safe and supportive environment.  A 

safe and supportive environment during rounds is another important consideration.  A few 

participants spoke of feeling “tested” during rounds, which was affiliated with disengagement, 
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discomfort, misunderstanding, disconnection and feeling devalued.  Multidisciplinary 

miscommunication, whether from perceived status imbalance or judgment could have significant 

safety implications on patient care (Edmondson, 2003; Nembhard & Edmondson, 2006; Schein, 

2013; Zimmerman et al., 2013).  As discussed in chapter four, recommendations to combat this 

dangerous impediment include appreciating and inviting contributions from colleagues, termed 

“leader inclusiveness” (Nembhard & Edmondson, 2006), creating a culture where curiosity is 

safe and we do more asking than telling, referred to as “Humble Inquiry” (Schein, 2013), and 

encouraging an equal sense of ownership amongst frontline team members (Zimmerman et al., 

2013).  As Block (2009) claimed, “leadership that engages citizens is a capacity that exists in all 

human beings.  It is infinitely and universally available” (p. 179).  We all have the capacity to 

support our teammates at the frontline, from the frontline.     

Strive to support a culture grounded in dialogue.  Engaging frontline team members in 

new initiatives was another topic that emerged from the data.  Two participants criticized the 

limiting role hierarchy plays in Island Health that distances frontline teams from participating in 

decision-making that influences staff and families.  This engaged approach supports shifting 

towards a dialogic culture.  Regarding change initiatives, Bushe and Marshak (2009) suggested 

engaging members of an organization at various levels to partake in dialogic Organizational 

Development (OD) practices such as World Café, Open Space, and Appreciative Inquiry.  These 

authors argued that change initiatives grounded in inquiry aim to pull awareness to various 

experiences within the system and are more effective than approaches focused on problem-

solving.  Regarding dialogic OD practices, these authors attributed their success to, “changing 

intersubjective reality and cognitive maps with the assumption that this will lead to new 

behaviour” (p. 361).  Their claims support the intent and findings of this research; that shared 
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dialogue leads to empowering paradigm shifts.  These paradigm shifts, although empowering for 

the individual when grounded in ownership as discussed, depend on conviction and can be 

fragile without surrounding system supports.  Opportunities to reinforce the culture of 

community that is grounded in safe and supportive dialogue may strengthen one’s commitment 

to change.  Therefore another recommendation from this initiative is to engage frontline staff 

regularly in conversations that honour experiences, both owning change initiatives and 

influencing the culture towards one grounded in dialogue.   

Provide support for NICU families transitioning home.  During the second focus 

group, a gap in supporting NICU families surfaced.  The transition between NICU, home, and 

follow-up appointments appears to be missing the web of community supports.  Instead of 

delaying discussions pertaining to community supports to the three-month follow-up 

appointment, it is recommended that these conversations commence in the NICU.  Ideally, a 

NICU team member would offer such support as a discharge coordinator.   

Summary.  This first recommendation prioritizes opportunities for shared dialogue, 

particularly focused on diverse experiences, conversations and feedback that may lead to mutual 

learning and meaningful connections amongst this interdisciplinary team. 

Recommendation Category 2: Prioritize Individual and Group Practices that Enhance 

Awareness of How One Influences the Greater System 

 Through shared dialogue, this research aimed to enhance awareness of each team 

member’s valuable role in contributing to a bigger system.  This led to empowering paradigm 

shifts, as illustrated in the data.  By pausing to explore patterns of practice and behaviour, some 

participants acknowledged individual potential to positively influence the collective.  Getting 

caught in the day-to-day grind is a behaviour pattern familiar to most.  Regular routines 
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organized by time constraining tasks pose a challenge in recognizing bigger system influences.  

As demonstrated by this initiative, it is through reflective practices that one can see one’s role in 

the bigger system.  As Wheatley (2007) acknowledged, “to find solutions, the system needs to 

connect to more of itself” (p. 106).  This second category of recommendations offers three 

practices to highlight the mutual influence between self and the system: the power of a pause: 

engaging in individual and group reflective practices, interrelationship development, and “the art 

and science of my role”.   

This research sought to empower members of the frontline team; it was not contingent on 

support or buy-in from higher authority.  While participants did occasionally share suggestions 

for broader system changes, the focus remained on what was possible without hierarchical 

intervention.   The three practices from the second category of recommendations will now be 

explored. 

The power of a pause: Engaging in individual and group reflective practices.  

Wheatley (2007) stated,  

the system reveals itself to us all the time.  The problem is we seldom stop to notice what 

just happened.  Without such reflection, we go blindly on our way, ignoring the learnings, 

creating more unintended consequences, and failing to achieve anything useful. (p. 208)   

Reflective practices can be quiet and personal, such as journaling, or shared with others 

through dialogue.  They merely require intentional thought about one’s behaviour in relation to 

circumstance.  Pausing to consider what we did and why we did it allows meaning to be made.  

“Debriefing sessions” was one such example from the data as discussed.  These conversations 

reviewed collaborative action in an effort to engage in shared learning while providing big 

picture awareness.   
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Reflective practice deepens self-awareness.  One physician-participant thought this could 

be an important first step for enhancing working relationships within this team and suggested we, 

“help people realize what their strengths are and choose to work on that”.  Nasmyth (2011) also 

suggested, “self-awareness allows us to understand ourselves in the context of a greater system” 

(p. 17).  One important element in recognizing our influence in the system is by recognizing 

patterns of behaviour, as in reinforcing and balancing loops (Meadows, 2008; Senge, 2006; 

Short, 1998; Wheatley, 1999, 2007), as discussed in chapters two and four.  Short (1998) 

claimed, “one of the most empowering interpersonal skills is the ability to look inside and gain 

awareness of the origins of your reactions” (p. 83).  One example that evolved through this 

research was pulling awareness to the previous balancing pattern of leadership.  Participants 

talked about engagement being discouraged and bullying was condoned.  This recognition led to 

an acknowledgment that voices may now be oppressed and there is a need to shift paradigms 

towards empowering team members to share their voices and “show up”.  By deepening our 

awareness of ourselves within the greater system, we are able to see our role as empowered 

contributor rather than powerless victim (Block, 2009; Harper, 2004; Meadows, 2008; Senge, 

2006; Senge et al., 2004; Short, 1998; Wheatley, 2007).  An epiphany shared by a few 

participants involved seeing what we’re looking for, or as Senge (2006) wrote, “what we see 

depends on what we are prepared to see” (p. 73).  By deepening our sense of self-awareness, 

recognizing our role within the system, and pausing to see patterns of behaviour, we can 

significantly influence change.  The additional benefit of deepened self-awareness from personal 

reflective practices extends beyond the borders of work and can positively influence all aspects 

of life.  
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Formal reflective practice was also brought up in the data.  This regulated, discipline-

specific process requires peer evaluation and management appraisal.  Ideally management would 

engage each employee in a formal review; however this has posed logistically unrealistic given 

the magnitude of staff.  Therefore one recommendation from this research is to offer personal 

and shared reflective practice options to all members of this interdisciplinary team.  Suggested 

opportunities include, an educational session on reflective practice for staff and families, regular 

debriefing sessions following resuscitations, and informal opportunities for shared dialogue 

between colleagues such as “Tea on Tuesdays”.  

Interrelationship development.  Another educational session that was requested by 

participants involved interrelationship development strategies to enhance working relationships.  

By deepening our self-awareness through reflective practice we are able to see our role within 

the greater system; this encompasses our interaction with team members.  As highlighted in the 

core conclusion; by shifting the focus from individual to collective and engaging in experiences 

that foster inclusion, we can co-create a supportive environment.   

Scharmer and Kaufer (2013) offered a systems thinking approach to this shift, “the next 

revolution has to be a relational one…instead of just seeing others, we need to learn to see 

ourselves through the eyes of others and of the whole” (p. 174).  Here we are again shifting from 

the individual to the collective.  Many researchers have discussed the necessary empowering 

shift from seeing self as separate from the system, to one’s role within the system, as well as 

between the agents of the system (Lindstrom, 2013; Meadows, 2008; Nasmyth, 2011; Scharmer, 

2008; Scharmer & Kaufer, 2013; Senge, 2006; Senge et al., 2004; Wheatley, 1999, 2007; 

Zimmerman et al., 2013).  As described in chapter one, transitioning from a segregated 

multidisciplinary team towards an integrated interdisciplinary team enhances relationships and 
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effectiveness.  Bainbridge (2014) advocated for interprofessional education in curricula as 

invaluable for collaborative practice.  Opportunities for shared learning was a frequent request 

from participants.  An example of one such learning opportunity is simulated resuscitation 

scenarios to encourage interdisciplinary collaboration, and is a recommendation from this 

research.      

Participants also recommended professional development opportunities be created 

specifically about enhancing relationship capacity in the team. This might include workshops on 

relationship building or leadership development, workshops that participants specifically 

requested.  Although one participant offered a stipulation with her request,  

Recognizing the difficulty that leaders have at all levels, even bedside nurses and their 

leadership skills and trying to reinforce good leadership techniques…so leadership 

education but I don’t know if you’d want to call it leadership ‘cause it may put people off 

but some kind of support for people.    

As the participant pointed out, the opportunity for leadership is distributed throughout 

this team, irrespective of title.  By engaging in conversations that support this practice, 

empowerment at the frontline may be enhanced.  This notion was also supported by Nasmyth 

(2011) when he wrote, “whole-system implications in which each person in the system, simply 

through focusing on unique and positive contribution, is in a very real and tangible way 

contributing to meaningful leadership” (p. 16).  

 “The art and science of my role”.  A third practice to enhance awareness of one’s role 

in relation to the greater system is a recommended initiative referred to as, “The Art and Science 

of My Role”.   Similar to Zimmerman et al.’s (2013) creative tension between social and 

scientific proofs, this initiative would provide awareness of the various components of one’s role 
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and in so doing, may demystify preconceived judgments that restrict connection and 

collaboration.  Descriptions would include scientific or “regulated” components of one’s formal 

role such as expected tasks and “a day in the life of”.  Whereas the “artistic flare” side would 

reflect what brings personalized value to one’s practice.  These descriptions could be orally 

presented as part of an education session, or in a written format depending on one’s comfort 

level.  Either way, it could be fun and informative.    

The idea for “The Art and Science of My Role” has evolved through this study.  Thinking 

back to chapter four and the physician who expressed frustration when nurses are not as prepared 

for bedside rounds as she would expect, I wondered if this could be attributed to a lack of 

awareness regarding time sensitive tasks at that time of day?  In an interview with a 

paediatrician, I was astounded to hear of the plethora of responsibilities they attend to when on-

call.  I have also heard judgmental assumptions on the unit about what people in offices, such as 

the formal leadership team, do when they are behind closed doors.  From the data and experience 

I believe there is a gap in awareness here that could positively impact our working relationships.  

This concept circles us back to chapter one with Oshry’s (1996) distinction of “oppressed 

bottoms” and “burdened tops” in hierarchical organizations and addresses his recommendation 

of creating partnerships between hierarchical levels through clarifying communication.  As well, 

the “artistic” component could help the team get to know each other as individuals rather than 

limit people to their titles and our preconceived expectations.  It became clear that the individuals 

on the team had only vague understandings of the roles and tasks of other members on the team. 

Beyond the initial circle of this NICU community, it also becomes apparent that breaking down 

these silos will also involve members of the extended community, such as the manager and 

director.  Again, this would offer an opportunity to appreciate the different agents of the system 
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and how we each contribute to the greater whole.  As discussed in chapter four, there are many 

researchers who have encouraged transparency and awareness of individual contributions in 

order to appreciate the greater system and one’s scope of influence within it (Block, 2009; 

Senge, 2006; Scharmer, 2008; Meadows, 2008; Nasmyth, 2011; Wheatley, 1999, 2007; 

Zimmerman et al., 2013).   

By engaging in practices that foster reflection and enhance awareness of how we 

individually relate to the bigger system, our ability to influence change, particularly towards a 

culture grounded in connection, may significantly enhance our working relationships.   

Recommendation Category 3: Celebrate the Community! 

As discovered through this research, this team craves a deeper sense of connection and 

support.  Enhancing our working relationships rests in activities that engage teammates in shared 

dialogues, where diverse, individual contributions are appreciated.  Shifting work-life 

experiences away from an efficiency focus and towards relationship fostering, may lead to 

fulfilling connections and an enriching atmosphere.  Academics have suggested that shifting the 

culture of an organization towards a sense of community leads to harmonious working 

relationships (Bolman & Deal, 2013; Block, 2009; Rappaport, 1995; Maton & Salem, 1995; 

Wheatley, 2007).  This third category of recommendations will provide three strategies to 

facilitate such a shift, including: co-create space to support our ideals, modeling our ideals of a 

family unit, and informal activities with hierarchical hats aside. 

Co-create space to support our ideals.  When the analyzed themes from the interviews 

were presented to participants during the first focus group, the only suggested addition was to 

include changes to the physical environment.  Block (2009) also acknowledged that there is 

significant power in co-creating changes to the physical environment of a community and that 



COLLABORATION AND SHARED LEADERSHIP     125 
	

	

this dimension is often underappreciated.  He went on to describe ideal environments; 

“community is built when we sit in circles, when there are windows and the walls have signs of 

life, when every voice can be equally heard and amplified, when we are all on one level” (Block, 

2009, p. 185).   

For co-creating environmental changes, specific suggestions from this research include 

legible nametags for all team members.  Perhaps blank nametags can be extended to families 

with their admission packages so they can choose to write a personalized title such as, “Susan – 

Grayson’s Mom”.  Also, there could be a unit whiteboard with names of all staff working that 

day including healthcare, administrative, and auxiliary staff.  There could also be a large picture 

board that matches staff pictures with their names.  As well, the team could work together to 

change the staff room into a cozy living room.  In terms of the larger unit, one participant 

suggested making changes that remind people, “this is where babies live”.  No specific examples 

were provided; however this could be a co-creative, evolving effort shared by the team.   

Block (2009) highlighted that community engagement needs to be by choice rather than a 

requirement.  The value of intrinsic motivation is consistent with the discussion in chapter four 

regarding “purpose”, which referred to discussions by Herzberg (2003), Pink (2009), and 

Wheatley (1999), where being a part of something bigger than ourselves is highly motivating.  

Wheatley (2007) warned,  

If we deny people’s great need for relationships, for systems of support, for work that 

connects to a larger purpose, they push back…in organizations that try to substitute 

monetary rewards for a true purpose, people respond with apathy and disaffection. (p. 29) 

Block (2009) also spoke of voluntary engagement when he wrote, “community will be 

created the moment we decide to act as creators of what it can become.  This is the stance of 
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ownership…confusion, blame, and waiting for someone else to change are defenses against 

ownership and personal power” (Block, 2009, p. 127).  By choosing to co-create our space to fit 

the inclusive nature of “community” we may own the positive changes that ensue.   

Modeling our ideals of a family unit.  We need to walk our talk.  Nasmyth (2011) 

suggested that actions are most beneficial if they model the ideal that the action is trying to 

achieve.  Even though his suggestion pertained to the process of conducting research, I believe 

this philosophy extends to the present study.  Family-centred care is undeniably our shared ideal 

in the NICU.  I believe we could further support this ideal with our behaviour.  If we want to 

create space that is hospitable for families, we would ideally model a family.  This ideal of 

modeling a family is also supported by the “Human Resource Frame” as described by Bolman 

and Deal (2013).  These authors count this frame as one of four helpful perspectives to consider 

when striving to perceive the system more comprehensively.  We could create space to support 

family bonding and we could care for each other as an ideal family would.  One recommendation 

from the veteran parent was to have laminated signs for families such as, “Family Bonding 

Time” to signal their wish for privacy.  A few separate interview participants declared in their 

own words, “we’re all in this together!”  The NICU currently has a Family Care Committee that 

plans social events and unit initiatives to support families in the unit.  As a recommendation, the 

Family Care Committee could extend the considerations of the committee to include staff, or 

perhaps create a separate “Community Care Committee”.  

Informal activities with hierarchical hats aside.  The first recommendation category 

provided formal opportunities for engagement such as interdisciplinary rounds.  This third 

category of recommendation identifies the need to also include informal opportunities for 

engagement.  In chapter four I explored nostalgic stories some participants shared about past 
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work experiences they miss.  These involved informal get-togethers where team members could 

get to know each other as individuals. Wheatley’s (2007) “the promise and the paradox” reflects 

the apparent conundrum of communities gathering like-minded people, and yet thriving on 

diversity.  Diversity allows individual contribution to be celebrated rather than seeking 

conformity.  Invitation to community initiatives needs to be open, in this case to all employed 

NICU team members.  Invitation also needs to extend outside the frontline to include people who 

do not often engage in conversation, such as those in different “levels” of the team.  Perhaps 

colleagues may find unexpected shared interests that would have otherwise remained hidden 

behind the veil of one’s formal title.  Researchers with expertise in community support this 

mixing of hierarchy in informal conversations in an effort to enhance relationships (Block, 2009; 

Brown, & Isaac, 2007; Wheatley, 2007).   

As mentioned in the second recommendation category, “Tea on Tuesday” was one such 

opportunity for informal connection; another could be a casual book club.  Other ideas could be 

emergent and self-organized by the team.  We could hang a large laminated calendar on the wall 

of the unit with a marker and dry eraser for any team member to write ideas such as, “purple shirt 

day” on an upcoming Thursday, or “potluck lunch” on a Saturday, or “John’s birthday on the 5th” 

and so on.   

By creating opportunities to acknowledge our connection through informal activities, 

members of this team may deepen relationships and appreciate individual gifts that enrich the 

greater whole.    

Recommendation Summary 

These three categories of recommendations involve informal and formal opportunities for 

shared dialogue as well as strategies to enhance our individual awareness of ourselves in relation 
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to the greater system.  These recommendations are offered in response to the desire to connect 

our team on a deeper level, to feel seen and supported.   

A Race for Relevancy 

During the second focus group, it came to my attention that actions related to this 

research were already being initiated by the team.  One group participant excitedly shared, 

“They’re already doing rounds in each room…the nurse clinician is going to come into each 

room and have a morning huddle so information can be shared.  Yeah, so, word’s got out 

Glenys!”  Another encouraged participant offered,  

Some really positive gains that I’ve seen, and I don’t know if it’s because I’m more 

aware of it, because we’re talking about it, or just that maybe having the opportunity to 

talk about it is shifting my focus and you’re not stuck in that, ‘oh this is happening to me’ 

and ‘why’ and ‘this sucks’.  I’m noticing a lot more that collaboration does happen, not 

only on the unit, but even outside the unit! 

Other responses included, “people willing to chip in for the betterment for the family”, 

“little community” and, “I think most of us are having the thoughts, I don’t think we always talk 

about it”.  Further evidence of individual paradigm shifts included; “just talking here changes 

your perspective.  Certain information or acknowledgement, and you recognize it more, so it’s 

just a mindset!” Another participant in the second focus group proclaimed,  

You see what you’re looking for.  If you’re just looking for these things then you realize 

you are getting acknowledged every day, you are getting feedback, rather than looking 

for the negative.  If you change your mindset, you may not necessarily change the 

environment, but I think it does.  If you’re positive that feeds off each other.  I 
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acknowledged that I was acknowledged and somebody else heard me and said, ‘oh wow, 

yeah!’  I think it’s just changing your mindset.  

The paradigm shifts and ownership of change reminded me of Lao Tsu’s (trans. 1989) 

wise words, “When his [sic] task is accomplished and his work done, The people all say, ‘It 

happened to us naturally’” (p. 21). 

More change has since ensued.  The newly appointed Clinical Nurse Educator, who was a 

participant and has agreed to be identified here, started a new practice; sending out an electronic 

NICU Update.  This newsletter included welcoming introductions of new staff, educational 

opportunities, upcoming social events, and celebrations.  Another email sent out to all staff from 

another participant, who again agreed to be identified here, invited staff to participate in an 

initiative called, “Change Day BC”, which encouraged team members to imagine a way they 

want to influence positive change and commit to acting on it by making a pledge.   

Timing of these changes could all be coincidental, however this seems doubtful, given 

the variety of individual and cultural shifts revealed by the data.  Also, it would be unrealistic to 

rule out the power of seeds of thought that may have been planted during shared dialogue from 

this study, considering the consistent involvement of participants in these changes.  

Organizational Implications 

This initiative has received tremendous support from its conception.  Initial brainstorming 

sessions with the sponsor led to hopes for enhanced empowerment at the frontline, and her 

support has since been unwavering.  She latched onto this opportunity as a serendipitous chance 

to shift to a new approach to leadership, one that is shared with all team members and not limited 

to one dictator.  The patient care manager also recognized the positive change this research could 

bring.  She is a graduate of the Royal Roads University Master of Arts in Leadership and 
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Training degree program, so she had firsthand experience of the potential for impact this 

initiative could bring.  Stakeholders, being frontline team members, also appreciated the 

opportunity to share stories and seek strategies to enhance a sense of equal value amongst the 

team, regardless of what discipline or hierarchical “hat” they wore.  Since the commencement of 

this initiative, there has been numerous comments of interest regarding the outcomes of this 

research.  I have no doubt that the team in the NICU will eagerly embrace the recommendations; 

indeed they have already begun.  As mentioned, it has been a race for relevancy.  The 

momentum from the identified reinforcing pattern of behaviours has been tough to keep up with.  

This system is adaptive, self-organizing, and embracing the opportunity for change.  As the data 

demonstrated, action commenced following the shared dialogues.  As evidenced in the data, 

individual paradigms shifted, awareness was enhanced, empowered motivation resulted, and 

behaviour changed.  

This momentum has only continued.  While writing this manuscript, changes continued 

to take place, even in the absence of formal recommendations.  When I met with the sponsor and 

clinical nurse educator to talk about the recommendations and their implementation, I was again 

met with evidence of changes already underway.  Many of the recommendations were already in 

stride. 

As the recommendations suggest, it would be beneficial to engage various members of 

the NICU team at different “levels” of the organization to embrace this shift towards safe and 

supportive shared dialogue and a collective sense of community.  There will be an open 

invitation to attend the formal and informal opportunities for connection as recommended.  

I do not expect all members of this NICU team to embrace the recommendations offered.  

That is their right and as I have discussed, diverse perspectives play an important role in seeing 
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the system.  However as Block (2009), Meadows (2008), and Wheatley (2007) encouraged, 

energy directed at supporting the recommendations will be made to individuals who are 

intrinsically driven to engage in this change.  Ownership and engagement must remain voluntary. 

Organizational change from this initiative rests in demonstrations of shared leadership.  

As discussed, leadership potential is universally available and requires an empowered choice to 

show up with a sense of ownership.  By engaging members of this team in shared dialogues, 

empowering paradigm shifts resulted, as evidenced in the data.  These changes led to enhanced 

awareness of how individuals can positively influence the collective.  I believe each unique 

expression of this attitude will demonstrate inspiring shared leadership at the frontline.   

The resulting shift in behaviour from this research has already proven contagious.  Ripple 

effects from seeds of thought and shared dialogue may permeate outside the walls of the NICU 

and reach out to an unknown end, so is the awe-inspiring power of self-adapting systems 

(Wheatley, 2007).    

Knowledge dissemination.  I presented this research at the Nursing Education Day on 

November 24th, 2015.  Subsequent verbal and written feedback suggested the information 

presented was well received by staff members.  I will also create a written summary of the 

initiative and send it electronically to all participants and display it on the unit.  As well, I will 

follow up with my participants in a thank you email with this summary attached and an invitation 

to attend a wrap up thank you event at Janeece Place where I have been permitted to plant a fruit 

tree as a symbol of my appreciation for using their space to conduct the research, as well as 

represent the “seeds of thought” that were nurtured during this initiative.   
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Implications for Future Inquiry 

The portfolio for the patient care manager and clinical nurse leader extend beyond the 

borders of the NICU and include Antepartum and Postpartum family care units.  I believe 

engaging these units with the findings from this research may enhance their working 

relationships and ultimately our shared working relationships by widening the circle of 

collaborative care.  This may also positively influence the experience of continuity of care for all 

families welcoming newborn babies in the Victoria General Hospital.  Taking one step further is 

to acknowledge that the Director’s portfolio includes all departments under the umbrella “Child, 

Youth, and Family”.  By including these additional healthcare teams in research, we can enhance 

our awareness of others’ contribution to the greater system and positively influence the 

continuity of care experienced by families.  As Block (2009) suggested, the first step in creating 

a shared sense of community is to acknowledge our connection, and as my participants 

emphasized, “we’re all in this together”.  Consistent with the core conclusion of this study; by 

shifting the focus from individual to collective and engaging in experiences that foster inclusion, 

individual paradigm shifts grounded in empowerment can positively influence the culture of an 

organization towards a sense of community, where connection is the uniting priority.   

Through sharing in dialogue and appreciating individual contributions to the system, 

interdisciplinary teams, including families, may enhance their relationships and co-create 

experiences for lasting impact.  This may facilitate a beneficial shift from segregated 

multidisciplinary team work towards interdisciplinary collaboration.  

Thesis Summary 

This research initiative set out to answer the question: how can a series of facilitated 

dialogues focused on collaboration, shared leadership, and empowerment at the frontline, 
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enhance working relationships and experiences amongst an interdisciplinary team in a Victoria 

NICU?  Through interviews and focus groups, we discovered that members of this team gain a 

sense of value when they can share their voice and hear the voices of others, provided their 

environment is perceived as safe and supportive.  Together we found that through these focused 

conversations, individual paradigms shifted towards an enhanced sense of empowerment, and 

overflowed to inspire a positive shift in the collective.  A desire for deeper connection emerged.  

The ideal image of this team resembled a community.  To get there, three categories of 

recommendations emerged from the data analysis: create space and opportunity for shared 

dialogue that is safe and supportive, engage in intentional individual and group practices to 

enhance awareness of how one influences the greater system, and finally, celebrate the 

community.   

Chapter five has brought this inquiry full circle.  However, I believe this loop is only the 

beginning of a new, reinforcing relationship that is already gaining positive momentum.  From 

seeds of thought planted through shared dialogue, paradigms are shifting, conversations are 

happening, and positive action is rippling through this organization.  This is the power of action 

research, when it resonates with stakeholders eager to own change and empowered to challenge 

old balancing behaviours.   

The conceptions from this research will continue to be reinforced by shared dialogue, 

implementing the recommendations described in this chapter and shifting the culture to one 

grounded in empowerment where we model our ideals.  Ownership in sustaining the change 

from this reinforcing relationship is open to anyone who is touched by these seeds of thought, 

including my sponsor, the collective community, and myself.   
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Healthcare teams have historically been perceived as hierarchical pyramids with frontline 

staff being at the bottom.  Some leadership philosophies and grass-roots initiatives strive to flip 

that pyramid upside down, claiming to give power to the people.  Perhaps this attempt to invert 

the pyramid merely perpetuates the linear ladder of influence.  It may paradoxically highlight the 

disparity of power between leader and led by rearranging it.  This research has supported the 

significance of appreciating equal value and unique contributions we each bring to the system.  

By pulling up a chair at a proverbial roundtable to talk as equals, share stories, support each 

other, and understand our varied roles and perspectives, it appears this will positively shift 

individual paradigms towards empowerment and permeate out to the collective.  This research 

suggests that with transparency and vulnerability, the power and potential of the whole can be 

realized, and enhance the working capacity within a team.    

This call for equality may sound over-simplified, yet it seems rarely exemplified.  As 

suggested by renowned academics, people seem to find comfort in finding their place in line, 

deferring decisions to others or exerting power over them (Meadows, 2008; Senge, 2006; 

Wheatley, 2007).  This research provides support for the importance of finding ways to 

appreciate each other’s unique gifts as equally valuable contributions to a greater system, where 

we can communicate and care for each other in ways that bring out our best, on both individual 

and collective levels.    

Finally, at last!  From that speck on that clover 
Their voices were heard!  They rang out clear and clean.  

And the elephant smiled.  ‘Do you see what I mean? 
They proved they ARE persons, no matter how small 

And their whole world was saved by the Smallest of All!’  
(Dr. Seuss, 1982) 
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Appendix A: Geographical Representation Of VIHA Jurisdiction  

 

 

Island Health (2013b).1 

 

																																																								
1	Reprinted	with	permission.		
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Appendix B: VIHA Vision, Values, and Purpose Statements 

 
Vision, Purpose, and Values: 
Created from the shared core beliefs of our staff, physicians, volunteers, and Board of Directors, 
Island Health's vision, purpose and values are the guiding principles we use to provide the 
highest quality health care services to the populations we serve. 
 
Our Vision 
Excellent care for everyone, everywhere, every time. 
Our Purpose  
To provide superior health care through innovation, teaching and research and a commitment to 
quality and safety — creating healthier, stronger communities and a better quality of life for 
those we touch. 
Our Values 
CARE will guide everything we do:   
Courage: To do the right thing —  to change, innovate and grow.  
Aspire: To the highest degree of quality and safety.  
Respect: To value each individual and bring trust to every relationship.  
Empathy: To give the kind of care we would want for our loved ones 
 
Island Health (2013c).2 

 

  

																																																								
2	Reprinted	with	permission.		
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Appendix C: Action Research Engagement Model 

 

 
Rowe, W. E. A., Graf, M., Agger-Gupta, N., Piggot-Irvine, E., & Harris, B. (2013). Action 
research engagement: Creating the foundations for organizational change. ALARA Monograph 
Series (Action Learning Association Inc.), (Monograph No. 5). Retrieved from https://sup-
estore.sydney.edu.au/jspcart/cart/Product.jsp?nID=902&nCategoryID=26   [Graphic on page 
20]3 
 
 
 
 
 
  

																																																								
3	Reprinted	with	permission.		
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Appendix D: Letter of Invitation 

 
Letter of Invitation to Participate in a Research Study on Collaboration, Shared 

Leadership, and Empowerment at the Frontline4  
  
April 13th, 2015 
 
Title of Study: Walking the Talk: Discovering Benefits of Dialogue on Collaboration, Shared 
Leadership and Empowerment at the Frontline Among Members of a NICU Multidisciplinary 
Team 
 
 Principal Researcher: Glenys Jenkyns, RN, BN, BSc, Researcher/Graduate Student, School of 
Leadership Studies, at Royal Roads University 
 
Project Sponsor: Gillian Kozinka RN, BScN, Clinical Nurse Leader, Perinatal Services and 
NICU, VGH 
 
My name is Theresa Aldred and I am sending you this invitation on behalf of Glenys Jenkyns.  I 
am acting as a neutral third party so that you do not feel (unintentional) coercion by a 
recruitment email sent directly from the Principal Investigator.  If you are interested in taking 
part in this research study please contact Glenys directly using the contact information below.  
 
Glenys Jenkyns is a Registered Nurse practicing in the NICU at VGH.  She is also a graduate 
student with Royal Roads University, working towards a Master of Arts in Leadership from the 
School of Leadership Studies. Her credentials with Royal Roads University can be confirmed by 
contacting the Director of the School of Leadership Studies, Dr. Brigitte Harris at 
xxxx.xxxxx@xxxx.xx. This is her invitation to you: 
 
Welcome! 
I, Glenys Jenkyns, would like to invite you to participate in a research study.  Your participation 
must be entirely free and voluntary.  In the study we will reconsider how we collaborate together 
and discover what empowerment could look like at the frontline.  Critical care requires effective 
collaboration.   By fostering our ability to work together, we may enhance the cohesive care 
received by our precious patients, felt by our families and experienced by each of us.  Recently, 
collaboration and empowerment has been a voiced priority within this NICU team.  This is an 
opportunity to make it even better.  Research has shown that by improving a sense of value and 
ownership at the frontline, the ability to work effectively as a multidisciplinary healthcare team 
is enhanced.  One such initiative was a Canadian study by Zimmerman and colleagues, where 
they used the term Frontline Ownership to represent the positive shift in paradigm experienced 
by multidisciplinary healthcare teams.  One goal of this research is to explore new ways to 
recognize our shared value and potential within our exemplary NICU team. 

																																																								
4	All	documents	distributed	to	participants	and	potential	participants	included	the	Island	
Health	logo,	reprinted	with	permission.		This	logo	was	omitted	from	the	appendices	to	
accommodate	formatting.		
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What will this involve? 
You can choose to partake in a private thirty-minute interview, and, or join your 
multidisciplinary team members to engage in dialogue and learn together during a one-hour 
focus group session.  Those of you interested in the group discussion will be invited to return for 
a second one-hour focus group where we’ll build on the previous discussion and explore ways to 
apply our talk to our walk in a way that’s relevant to us all. 
 
 
 
Why you? 
You were selected as a possible participant in this study because you are a current member of the 
NICU frontline multidisciplinary team or a Veteran Parent of a NICU graduate from VGH. 
There are no known risks if you decide to participate in this research study. There are no costs to 
you for participating other than your time and you may withdraw at any time, without judgment.  
 
How do you sign up? 
If you are interested in participating, or have any questions pertaining to this research, 
please contact Glenys Jenkyns using the information below to receive further information! 
Please include your discipline and whether you are interested in an interview, focus group or 
both!  
 
Up to ten interviews will be conducted and up to ten participants can attend the focus group. If 
more than one person per discipline volunteers, a draw will be used to fairly choose at least one 
representative per discipline.  Participants will be determined one week from today, on 
Monday April 20th, 2015.  If you choose to volunteer by contacting Glenys, an email will be 
sent out to you to notify you whether or not your name was drawn. 
 
This research is intended to benefit all members of the multidisciplinary team practicing in the 
Neonatal Intensive Care Unit at Victoria General Hospital, as well as the cherished patients and 
their families.  
 
Thank you, 
Glenys Jenkyns RN 
xxx.xxxx@xxxx.xx 
(xxx)xxx-xxxx 
 
Zimmerman, B., Reason, P., Rykert, L., Gitterman, L., Christian, J. & Gardam, M. (2013). Front-

line ownership: Generating a cure mindset for patient safety.  Healthcare Papers: New 
Models for the New Healthcare, 13(1). pp. 6-22.  
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Appendix E: Interview Consent Form 

WALKING THE TALK: DISCOVERING BENEFITS OF DIALOGUE ON 
COLLABORATION, SHARED LEADERSHIP AND EMPOWERMENT AT THE 
FRONTLINE AMONG MEMBERS OF A NICU MULTIDISCIPLINARY TEAM5 

 
INTERVIEW PARTICIPANT INFORMATION & CONSENT FORM 

 
PRINCIPAL INVESTIGATOR AND STUDY TEAM: 
 
Principal Investigator: Glenys Jenkyns, RN Island Health, Researcher/Graduate Student, School of 
Leadership Studies, Royal Roads University 
Address: xxxxxx 
Phone Number: (xxx) xxx-xxxx 
Email: xxx.xxxxx@xxxx.xx 
Credentials with Royal Roads University can be confirmed by contacting the Director of the 
School of Leadership Studies, Dr. Brigitte Harris at xxxx.xxxxx@xxxxx.xx . 
 
Project Sponsor: Gillian Kozinka, RN BsN CNL Island Health 
Academic Supervisor: Niels Agger-Gupta, PhD 
Committee Member: Ronald Lindstrom, PhD 

___________________________________________________ 

Background and Purpose of the Study 

You are invited to participate in a research study.  Your participation must be entirely free and 
voluntary. The purpose of this study is to discover new and improved ways to work together to 
provide collaborative critical care to neonatal patients and their families.  Time in the Neonatal 
Intensive Care Unit (NICU), although undeniably necessary, is still time stolen from families.  
While patients and families depend on the NICU team, the team needs to depend on each other.  
Outcomes from this study could shift the way collaboration is prioritized, help teammates 
discover significant value in themselves and others, while offering cohesive care to patients and 
families.  By gathering members of this multidisciplinary team to talk about collaboration, 
shared leadership, and empowerment, the goal is to shift the way these terms are considered and 
practiced. This research study seeks to explore new ways to recognize shared value in each other 
and expand the potential within this exemplary team.  
 
You are being asked to participate in this study because you are a current member of the NICU 
multidisciplinary team at Victoria General Hospital or a Veteran Parent of a NICU graduate.  

Location of Research 

																																																								
5All	documents	distributed	to	participants	and	potential	participants	included	the	Island	
Health	logo,	reprinted	with	permission.		This	logo	was	omitted	from	the	appendices	to	
accommodate	formatting.		
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This research study will be conducted in a mutually agreed upon location away from the NICU to 
protect your confidentiality.  

Number of Participants 

You alone will engage in a private interview with the principal investigator, Glenys Jenkyns. 

What is Required if I Participate? 

A confidential, private interview will be carried out with you and the Principal Investigator.  The 
interview will be a maximum of thirty to sixty minutes in length.  
Information collected and discussed throughout this research study will focus on positive 
experiences of collaboration, perspectives about shared leadership and empowerment at the 
frontline within this multidisciplinary team.  
 
Example Interview questions include: 

1. 1. What do you like best about working with this team?  

2. After considering collaboration, empowerment and shared leadership from this 
conversation, is there any change you could make to how you show up at work or 
elsewhere?  

What are the Possible Risks or Inconveniences of Participating?  

You may be exposed to the following risks and inconveniences: 
• The inconvenience of donating your personal time. The interview will take thirty to sixty 

minutes.  
• No physical, psychological, emotional or social risks are likely.  

 
To reduce these risks, the following steps will be taken: 

• The location, date and time of the interview will be arranged to suit your schedule as 
conveniently as possible.  

• The Principal Investigator if needed will provide travel expenses such as cab or bus fare, 
along with parking passes.  

• Refreshments will be provided for the interview in lieu of your donated personal time.  
• Respect and confidentiality will be emphasized to address potential feelings of 

vulnerability.  
• At the end of the interview, you will be asked if you feel comfortable allowing your quotes 

to be shared during the focus group and written report with all identifiers removed. If you 
would prefer to read them prior to giving your approval, the PI will email them to you 
before presenting them at the initial focus group.   

• Following the interview, the PI will transcribe the audio recording into text.  The audio 
recording will then be destroyed.  The PI will then analyze the text in search of themes and 
significant quotes. It is these themes and quotes that will be combined with other findings 
from all of the interviews and together presented to the group participants with identifiers 
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removed.  Any contribution that you provide that influences the final report will have all 
identifiers removed. 

• You may withdraw from the interview at anytime, without judgement. You may wish to 
not have your (de-identified) quotes presented in the focus group or in the written report.  
However, once your quotes, or themes from your interview are presented to the group 
participants, they may not be withdrawn as they may influence spontaneous responses from 
the group participants.  

• You are free to opt out of the study at any time without judgement.   
• You are not obligated to answer any interview question, as they are all voluntary.  
• By consenting to participate in this study, you have not waived any rights to legal recourse 

in the event of research-related harm.  

What are the Possible Benefits of Participating? 

The possible benefits of your participation include: 
• An opportunity to share your voice as a valued member of the team. 
•  To share your experiences and perceptions around collaboration, shared leadership, and 

empowerment.   
• You may find new ways to recognize value and collaboration, ultimately expanding the 

potential of this exemplary team and your role within it. 
• You may find new ways to recognize opportunities for shared leadership and the power of 

empowerment at the frontline. 
• To be a part of a possible shift in the approach of collaboration, shared leadership and 

empowerment that may positively influence you and colleagues for the longer term.  

Do I Have to Take Part? 

You are free to participate or not. If you decide not to participate, employment status will not be 
affected in any way.  If you do decide to participate and then change your mind later, you can 
withdraw without any consequences or explanation. If you do withdraw from the study, you will 
be offered the option to delete any data you have contributed in the format of interview 
responses, provided your withdrawal occurs prior to their presentation during the initial focus 
group.  

Will I be Paid for Taking Part? 

The Principal Investigator will reimburse any costs that you incur as a result of participating in this 
research study including travel and parking.  If you decide to withdraw early, you will still be 
reimbursed for the costs you incurred up until your withdrawal date.  
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Researcher’s Relationship with Participants 

As the Principal Investigator, I am a colleague of some participants. To help prevent my 
relationship from influencing your decision to participate, the following steps have been taken: 
Your participation is voluntary. 
You are free to withdraw from the research study at anytime without judgement or penalty.  
As a colleague, I, the Principal Investigator have no influence over you or your professional status.  
The sponsor, Gillian Kozinka, will not be aware of who participates in the study as any data 
collected will have identifiers removed  

Confidentiality & How my Personal Information will be Used 

• Data from the interview will be audio recorded and transcribed by the Principal 
Investigator.  

• Following transcription, the audio data will be destroyed. 
• Transcribed text will be coded and no identifiers will be used. 
• Information gathered during private interviews is guaranteed to be confidential.  
• Just as your identifiable information is confidential, I ask that you please refrain from 

divulging specific names of individuals, patients and their families when discussing 
examples.  

• Participants are free to withdraw at anytime during the research study.  
• No identifiable information will be used. De-identified quotes will be used.  
• The Principal Investigator will be the sole researcher that has access to the raw data.  
• If a hard copy of the raw data is made to assist with analysis, it will be in the form of de-

identified text and kept in a locked cabinet in the home office of the PI. Upon completion 
of the analysis, this hard copy will be shredded.  

• The Principal Investigator will keep the de-identified raw data for five years, as there is a 
chance it will apply to a publication or presentation.  During the five years, the data will 
be stored on a restricted access shared drive arranged by Island Health.  Following the 
five years, specifically May 2020, all raw data will be securely deleted.  

• Your consent to collect your information for the purpose of this research project will 
expire when you complete the study. 

Future Use of Data 

The data will be stored for five years following collection in a restricted access share drive as 
coded transcriptions with identifiers removed. This is in anticipation of a publication or 
presentation where this information may be applicable.  Data will remain de-identified.  

Disposal of Data 

Your data from this study will be disposed of in the following manner: The audio recording of the 
interview will be destroyed following transcription into digital de-identified text, and stored on a 
restricted access share drive on a secure Island Health server. If a hard copy of the transcription is 
printed to assist with analysis, it will be in the form of de-identified text.  This hard copy will be 
kept in a locked cabinet in the office of the PI until analysis is complete. Upon completion of the 
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analysis, the hard copy will be shredded. Following five years, in May 2020, any remaining 
electronic files of de-identifiable raw data will be securely deleted.   

Sharing of Study Results 

A summary of the study results will be emailed to you and all NICU staff following completion of 
the research study. A printed copy will also be available on the unit.  A copy of the full thesis 
document will be provided to the Sponsor, Gillian Kozinka. As well, the complete thesis, if 
accepted, will be published in the Thesis Canada Portal of National Archives Canada and on the 
ProQuest/UMI database, and will be publically available. I, the Principal Investigator, will also be 
available to formally present the findings to any interested party.  

Who Should I Contact if I Need More Information or Help? 

The contact information for the Principal Investigator is provided on the first page of this Informed 
Consent Form. 
  
For questions or concerns about your rights as a research participant, please contact the Island 
Health Research Ethics Office in Victoria at (xxx) xxx-xxxx or email: xxxxxx@xxxx.xx. 
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CONSENT 

Your signature below indicates that: 
1. All sections of this Consent form have been explained to your satisfaction. 
2. You understand the requirements, risks, potential and responsibilities of participating in the 

research project, and; 
3. You understand how your information will be accessed, collected and used. 
4. You consent to being audio recorded. 
5. All of your questions have been fully answered by the researchers. 

 
 
 
 

    

Name of Participant  Signature  Date 
                   (print) 

 
 
                Glenys Jenkyns 

    

Name of Person Administering 
Informed Consent 

 
Principal Investigator 

___________________________ 
Role of Person Administering 

Informed Consent 
 
 
 

___________________________ 
Name of Participant Providing 

Ongoing Consent 
 

 Signature 
 
 
 
 
 
 
 
 
 

_____________________________ 
Signature 

 Date 
 
 
 
 
 
 
 
 

 
_______________ 

Date 

 
A copy of this consent form will be given to you, and a copy will be kept by the researcher. 
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Appendix F: Focus Group Informed Consent Form 

WALKING THE TALK: DISCOVERING BENEFITS OF DIALOGUE ON 
COLLABORATION, SHARED LEADERSHIP AND EMPOWERMENT AT THE 
FROTNLINE AMONG MEMBERS OF A NICU MULTIDISCIPLINARY TEAM6 

 
FOCUS GROUP PARTICIPANT INFORMATION & CONSENT FORM 

 
PRINCIPAL INVESTIGATOR AND STUDY TEAM: 
 
Principal Investigator: Glenys Jenkyns, RN Island Health, Researcher/Graduate Student, School of 
Leadership Studies, Royal Roads University 
Address: xxxxx 
Phone Number: (xxx) xxx-xxxx 
Email: xxx.xxx@xxxx.xx 
Credentials with Royal Roads University can be confirmed by contacting the Director of the 
School of Leadership Studies, Dr. Brigitte Harris at xxxx.xxxxx@xxxxx.xx . 
 
Project Sponsor: Gillian Kozinka, RN CNE Island Health 
Academic Supervisor: Niels Agger-Gupta, PhD 
Committee Member: Ronald Lindstrom, PhD 

___________________________________________________ 

Background and Purpose of the Study 

You are invited to participate in a research study.  Your participation must be entirely free and 
voluntary. The purpose of this study is to discover new and improved ways to work together to 
provide collaborative critical care to neonatal patients and their families.  Time in the Neonatal 
Intensive Care Unit (NICU), although undeniably necessary, is still time stolen from families.  
While patients and families depend on the NICU team, the team needs to depend on each other.  
Outcomes from this study could shift the way collaboration is prioritized, help teammates 
discover significant value in themselves and others, while offering cohesive care to patients and 
families.  By gathering members of this multidisciplinary team to talk about collaboration, 
shared leadership, and empowerment, the goal is to shift the way these terms are considered and 
practiced. This research study seeks to explore new ways to recognize shared value in each other 
and expand the potential within this exemplary team.  
 
You are being asked to participate in this study because you are a current member of the NICU 
multidisciplinary team at Victoria General Hospital or a Veteran Parent of a NICU graduate.  

Location of Research 

																																																								
6	All	documents	distributed	to	participants	and	potential	participants	included	the	Island	
Health	logo,	reprinted	with	permission.		This	logo	was	omitted	from	the	appendices	to	
accommodate	formatting.		
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This research study will be conducted in a mutually agreed upon location away from the NICU to 
protect confidentiality of all participants.  I, Glenys Jenkyns, will personally contact all group 
participants to arrange an agreed upon date and time for the focus group session. Once dates have 
been determined, available venues will be sought and emailed out to you.  

Number of Participants 

• Optimally, ten participants from a variety of disciplines will engage in the focus group 
portion of this study.  

• If all less than ten participants volunteer, they will all be included in the group 
presentation, regardless of discipline. 

• If more than ten participants volunteer, they will be categorized based on discipline and a 
draw will determine at least one representative.  

What is Required if I Participate? 

If you decide to voluntarily participate in the focus group portion of this study, you will be asked 
to attend two focus groups with other members of this NICU multidisciplinary team. Each focus 
group will be one hour in length and scheduled three weeks apart.   
Information collected and discussed throughout this research study will focus on positive 
experiences of collaboration, perspectives about shared leadership, and empowerment at the 
frontline in an effort to enhance the potential of this team.  
 
Example Focus Group 1 questions include: 

1. What do you like best about working with the team in the NICU? 

2.  If you could envision an incredibly collaborative team, that you would like to be a part 

of, what would that look like?  

Example Focus Group 2 include: 
1.  Please share your experiences from the past two weeks that relate to new ways of 

experiencing empowerment at the frontline, valuing each other and collaborating 

together? 

2. What do you think about the identified themes from the last session? Do they resonate 

with you? Is there anything you’d change? 

3. Given our conversations over the past few weeks and the experiences you’ve had in 

relation, what are some future strategies we can use to practice these concepts on our unit 

in an even better way? 

Rules of engagement will be discussed at the beginning of each focus group. This will include 
emphasis on respecting each participant’s responses as equally valuable for the purpose of this 
research, and not weighted according to perceived-power that may be affiliated with title. Also, 
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confidentiality issues will be addressed. While focus group participants will be requested to 
maintain confidentiality related to all discussions, confidentiality cannot be guaranteed given the 
nature of group activities.  Strategies to maintain confidentiality will be given at the beginning of 
the focus group such as avoiding disclosure of specific responses from specific participants and 
instead share overall concepts. Please also protect the confidentiality of patients, their families or 
individual colleagues by not divulging identifiable information when describing experiences.  For 
example, instead of talking to a coworker the next time you’re on shift about how during the focus 
group discussion, Bert said he would feel more like a valued team member if Ernie would include 
him in bedside rounds.  Instead, you could say that we talked about how including different 
disciplines in bedside rounds might lead to an equal sense of value. 

What are the Possible Risks or Inconveniences of Participating?  

You may be exposed to the following risks and inconveniences: 
• The inconvenience of donating your personal time. The focus groups will each take 

approximately one hour in length. 
• The inconvenience of traveling to the site of the focus group.  
• Although one benefit of this research study is to engage in dialogue with colleagues, this 

comes with the potential for feeling vulnerable when sharing your stories and viewpoints.  
• No physical, psychological, emotional or social risks are likely.  

 
To reduce these risks, the following steps will be taken: 

• The focus group times and locations will be mutually agreed upon for convenience, 
through private communication with the Principal Investigator Glenys Jenkyns.  

• Parking passes will be provided by the Principal Investigator if needed.  As well, travel 
expenses such as cab or bus fare will be reimbursed. 

• Refreshments will be provided for the focus groups in lieu of your donated personal time.  
• Mutual respect and confidentiality will be emphasized to address potential feelings of 

vulnerability.  
• You are free to opt out of the study at any time, without judgement.   
• All questions are voluntary; none are mandatory. 
• By consenting to participate in this study, you have not waived any rights to legal recourse 

in the event of research-related harm.  

What are the Possible Benefits of Participating? 

The possible benefits of your participation include: 
• Engage with colleagues to talk about collaboration, shared leadership and empowerment at 

the frontline in an effort to make this team even better.  
• Have the opportunity to share time and positive experiences with team members.  
• To have the opportunity to share your voice in a respectful surrounding. 
• To participate in the research process of building on themes from the initial meeting. 
• You may find new ways to recognize shared value in each other and expand the potential 

of this exemplary team. 
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• To be a part of a possible shift in the approach of collaboration, shared leadership and 
empowerment at the frontline that may positively influence you and your colleagues.  

• To participate in planning for future events or strategies that may make a significant 
difference to all of us on the team. 

Do I Have to Take Part? 

You are free to participate or not. If you decide not to participate employment status will not be 
affected in any way.  If you do decide to participate and then change your mind later, you can 
withdraw without any consequences or explanation. Should you withdraw from the focus group, 
your comments will remain as part of the de-identified data of the study and have influenced the 
course of the group event and other comments. If you attend the initial focus group meeting, you 
may choose not to return for the second focus group meeting.  

Will I be Paid for Taking Part? 

The Principal Investigator will reimburse any costs that you incur as a result of participating in this 
research study including travel such as cab or bus fare and parking.  If you decide to withdraw 
early, you will still be reimbursed for the costs you incurred up until your withdrawal.  

Researcher’s Relationship with Participants 

As the Principal Investigator, I am a colleague of some participants. To help prevent my 
relationship from influencing your decision to participate, the following steps have been taken: 
Your participation is voluntary. 
You are free to withdraw from the research study at anytime without judgement or penalty.  
As a colleague, I, the Principal Investigator have no influence over you or your professional status.  
The sponsor, Gillian Kozinka, will not be aware of who participates in the study as any data 
collected will have identifiers removed 

Confidentiality & How my Personal Information will be Used 

• Data from the Focus Groups will be audio recorded and transcribed by the Principal 
Investigator into digital data that will be stored on an Island Health approved encrypted 
USB drive and kept in a locked cabinet in the home office of the PI.  The PI will be the 
only person with access to this raw data  

• Following transcription of the audio recording into de-identified text, the audio recording 
will be destroyed. 

• Given the nature of group activities, confidentiality can only be strongly encouraged and 
not guaranteed.  

• Please refrain from divulging specific names of individuals, patients and their families 
when discussing examples.  

• Participants are free to withdraw at anytime during the research study. However, if you 
choose to withdraw once a focus group has commenced, it is logistically impossible to 
identify and remove individual data from a group session. 

• No identifiable information will be used. De-identified quotes will be used.  
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• The Principal Investigator will be the sole person that has access to the raw data.  
• The Principal Investigator will keep the raw data for five years as there is a chance it will 

apply to a publication or presentation.  During the five years, the data will be stored as 
de-identified text on an encrypted USB stick and kept in a locked cabinet in the home 
office of the PI. 

• Following the five years, specifically May 2020, the electronic data will be securely 
deleted. 

• Your consent to collect your information for the purpose of this research project will 
expire when you complete the study. 

 

Future Use of Data 

De-identified raw data, in the form of electronic transcription of the audio recorded sessions, will 
be stored for five years following collection on an encrypted USB stick, and kept in a locked 
cabinet in the home office of the PI.. This is in anticipation of a publication or presentation 
where this information may be applicable.  Data will remain coded with no identifiable factors.  

Disposal of Data 

Your data from this study will be disposed of in the following manner: The PI will delete Audio 
recording immediately following transcription.  
If a hard copy is made to assist with analysis, it will be de-identified and kept in a locked cabinet in 
my home office, and later shredded once the analysis is complete. 
Following five years, in May 2020, any remaining electronic files of raw data, in the form of de-
identified text, will be securely deleted from the encrypted USB stick.   

Sharing of Study Results 

A brief summary of the research project will be emailed out to all NICU staff and Veteran Parents 
following completion and acceptance of the project. A printed copy will also be available on the 
unit.  A copy of the full thesis document will be provided to the Sponsor, Gillian Kozinka. As well, 
the complete thesis, if accepted, will be published in the Thesis Canada Portal of National 
Archives Canada and on the ProQuest/UMI database, and will be publically available. I, the 
Principal Investigator, will also offer to formally present the findings to any interested party.  

Who Should I Contact if I Need More Information or Help? 

The contact information for the Principal Investigator is provided on the first page of this Informed 
Consent Form. 
  
For questions or concerns about your rights as a research participant, please contact the Island 
Health Research Ethics Office in Victoria at (xxx) xxx-xxxx or email: xxxxxx@xxxx.xx. 
  



COLLABORATION AND SHARED LEADERSHIP     162 
	

	

CONSENT 

 
Your signature below indicates that: 
1. All sections of this Consent form have been explained to your satisfaction 
2. You understand the requirements, risks, potential and responsibilities of participating in the 
research project, and; 
3. You understand how your information will be accessed, collected and used. 
4. You consent to being audio recorded. 
5. All of your questions have been fully answered by the researchers. 
6. You will be asked to re-initial this consent form prior to the second focus group meeting to 
demonstrate your continued informed consent. 
 
 
 
 

    

Name of Participant  Signature  Date 
                   (print) 

 
 
 
                Glenys Jenkyns 

    

Name of Person Administering 
Informed Consent 

 
Principal Investigator 

___________________________ 
Role of Person Administering 

Informed Consent 
 
 
__________________________ 
    Name of Participant Giving                  
          Ongoing Consent 
 

 

 Signature 
 
 
 
 
 
 
 
 

____________________________ 
                        Signature 

 Date 
 
 
 
 
 
 
 
 

_______________ 
Date 

 
A copy of this consent form will be given to you, and a copy will be kept by the researcher. 
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Appendix G - Interview Questions 

“How can facilitated dialogues focused on collaboration, empowerment and shared leadership 

enhance working relationships and experiences amongst a multidisciplinary healthcare team”? 

1. What do you like best about working with this team?  

2. When do you feel valued as a member of this team? 

3. Please tell me about one of your best experiences of collaboration/working in a team 

setting! 

-what were the 3 things that made that experience so valuable? 

-have you had a similar experience in the NICU and if so, can you describe it? 

4. In the ideal situation what could collaboration look like in the NICU?   

5. Is feeling a sense of “empowerment at the frontline” important to you at work?  

6. What do you think of when you hear the term, shared leadership? 

7. Do you think shared leadership has a role within this NICU, and if so how? 

-YES = can you tell me about a time when this happened in the NICU? 

-NO= what type of leadership do you think has a role in the NICU? 

8. Can you tell me about a time when you’ve demonstrated leadership at the bedside, or 

you’ve seen a demonstration of shared leadership at the bedside? 

9. In the future, what can be done to make collaboration within this team even better and 
help all team members feel valued? 

 
10. *After considering collaboration, empowerment and shared leadership from this 

conversation, is there any change you could make to how you show up at work or 
elsewhere? Do you feel you could do anything personally to bring about positive change? 

 
11. Is there anything else regarding this research or these topics that you would like to talk 

about now? 
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Appendix H – Questions Guiding Focus Groups 

 
Focus Group 1 Agenda7 

 
Housekeeping 

Informed Consent - *confidentiality 

Plan for today and next FG 

Recording 

1. What do you like best about working with this team? What brings you value? What are 

we doing well? 

2. Dream big, ideal community 

3. Emerging themes: 

• Shared Dialogue 

-Bigger Picture, collaboration, FCC 

• Safe Communication  

• Validation (Feedback) 

• Ownership (& Empowerment) 

4. Seeds of Thought to make - our community even better 

 

 

 

																																																								
7	All	documents	distributed	to	participants	and	potential	participants	included	the	Island	
Health	logo,	reprinted	with	permission.		This	logo	was	omitted	from	the	appendices	to	
accommodate	formatting.		
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Focus Group 2 Agenda8  
 
1. Confidentiality, Consent Forms and Signatures 
 
2. Honouring voices and honouring the absent 
 
3. Review Themes 
 
 Interviews: 
 !Shared Dialogue, Big Picture, Collaboration, Inclusion, Connection 
 !Safe Communication & Supportive Environment 
 !Validation/Feedback 
 !Empowerment & Ownership 
  
 Focus Group 1: 
 ! Empowerment – Parents and Staff 
 !Safe Environment for Learning 
 !Inclusion – community, connection 
 !Exclusion – separate meetings w/ formal invitation as barrier 
 !Physical Unit – Noise Pollution, Comfort, Privacy 
 !Rounds: 1) small at bedside 2) mega, multidiscipline, away 3)Dev. Care 
 !Communication–collective, transparent, comprehensive, consistent 
 
4. Questions: 

• What do you think about the identified themes from the last session? Do they resonate 

with you? Is there anything you’d change? 

• Please share your experiences from the past two weeks that relate to new ways of 

experiencing empowerment at the frontline, valuing each other and collaborating 

together? 

• How can we transcend our thoughts, to our talk, to our walk? 

• New seeds of thought? 

5. Option for Debriefing Chat 

6. What now   

7. Feedback on Experience – anonymous (mailbox on unit), email, in person. 

 
																																																								
8	All	documents	distributed	to	participants	and	potential	participants	included	the	Island	
Health	logo,	reprinted	with	permission.		This	logo	was	omitted	from	the	appendices	to	
accommodate	formatting.		
	


