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Abstract

Current trends in healthcare reveal that patient care is becoming more complex, particularly
pertaining to discharge planning from acute care hospitals. Prescribed methods, in response to
meeting the rise in patient care needs, have emerged and require increased engagements between
interprofessional team members and patients alike. A culture of collaboration has become
prevalent at global, national, and local levels. However, the world is still learning and
discovering what collaboration looks like and what this means to the people involved within its
practices and experiences. This Action Research initiative aimed to clarify, at a local level, how
one interdisciplinary team defined collaboration and how they might choose to enhance their
collaborative practices for quality patient care. One-to-one, Narrative Inquiry interviews
cultivated abundant insight and shaped a future vision for practice. Inclusion and connection
elevate Interprofessional Collaboration. This team discovered that mindful approaches to patientfocused care, their communication with emphasis to clarifying roles and goals, how they
establish and maintain their relationships, while promoting democratic approaches to generating
change were the ways to refine their collaborative practices moving forward. When we connect
the dots between our individual and collective practice, we create pathways to brighter days.
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Chapter One: Focus and Framing

Collaboration is a social phenomenon which holds a power strong enough to change the
world. Social change can only occur when people unite with a common purpose, when a
collective harmony of people “all want to change the world” (The Beatles, 1968). However, a
desire for change will not in and of itself lead to social change. Connecting individual and
collective endeavors is needed. Shifting culture, and the social structures within, requires a
shared understanding of both a current reality and a future vision, along with an explicit
commitment to bridging the gap between (Stroh, 2015).
Throughout my career, I have noticed a correlation between increased workplace
pressures and decreased team collaboration. Increased patient care needs, constant and rapid
changes to patient flow, information overload, with limitations in time and resources all
contribute to poorer team functioning and collaborative efforts. Demands for an aging population
in conjunction with advances in technology and pharmaceuticals that raise the cost for services
warrant innovative care strategies to maintain and improve health system structures for effective
and efficient use of its services (Interior Health Authority, 2018). In addition, research reveals
that high levels of teamwork are linked to greater job satisfaction and quality patient care
(Bendaly & Bendaly, 2012). However, while good teamwork and communication is vital to
improved discharge planning and quality patient care, the topic is rarely investigated
(Pethybridge, 2004). Consequently, increasing resources to improve understanding of team
collaboration is vital. Experience with, and awareness of, the rising needs for innovation and
increased understanding about collaborative practices ignited a curiosity about how we, an
interprofessional team, might understand and improve our collaborative practices for quality
patient care. This curiosity became the inception of the following research initiative.
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Interior Health Authority (IHA) is the all-embracing health organization responsible for
the delivery of health service to approximately 750,000 citizens within British Columbia’s (BC)
southern interior region (Interior Health Authority, 2018). IHA is home to many hospitals that
reside within BC’s interior cities and rural/remote communities. One regional hospital, within
IHA, became the setting for this research project and included members of an interdisciplinary
team who huddle daily to coordinate the flow of patient discharges from their acute care medical
unit. The Acute Health Services and Site Director at our regional hospital partnered to support
this inquiry. We both recognized the merit for ongoing shared dialogue regarding
Interprofessional Collaboration (IPC) toward quality team practices and patient outcomes.
Miscommunication, conflict, and decreased team functioning were identified as risks to
any team with diverse professional backgrounds. Engagement processes incorporating reflective,
shared dialogue were viewed as ways to open to possibility, leading to team empowerment and
improved patient care. The overarching inquiry to this research project became, “how might we,
the interdisciplinary team, improve our collaborative practice in support of quality patient care?”
To foster shared learning for deeper understanding, a list of sub-questions was needed to refine
this inquiry process, and included:
1. How might we, the interdisciplinary team, define quality patient care?
2. How might we, the interdisciplinary team, understand interprofessional collaborative
practice?
3. What elements do we value as essential for interprofessional collaborative practices?
4. What are the elements at which we excel, and what are the elements upon which we
could we improve?
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5. How might we continue to maintain our identified strengths while strengthening those
elements needing improvement?
Significance of the Inquiry
Improving Interprofessional Collaboration (IPC) practices makes the most effective use
of healthcare services, strengthens organizational systems, and improves patient health care
outcomes by decreasing patient complications and mortality rates, decreasing admissions and
length of hospital stays, while decreasing staff turnover rates and conflict between caregivers
(World Health Organization, 2010). Extensive research on IPC is raising awareness of what it
entails. Elements of highly effective and functioning teams include healthy climates,
cohesiveness, open communication, change compatibility, member contribution, shared
leadership, and learning (Bendaly & Bendaly, 2012) in combination with trust, conflict
resolution, commitment to plans of action, accountability, and attention to collective results
(Lencioni, 2002).
Identifying how one interdisciplinary team, the participatory group within this project,
viewed their IPC practices preluded their system’s story. Systems stories are created through
engagement processes of shared inquiry to help identify a current reality and a future vision as a
way to leverage co-created change (Stroh, 2015). This research inquiry intended to discover a
system’s story through an engagement process in search of a current state and future vision to
identify ways to transform collaborative practices for championing quality patient care.
Opportunity to reflect on collaborative practices within time domains of past, present, and
future was proposed to promote learning and to help make meaning of the team’s experience
(Mann, Gordon, & MacLeod, 2009). Inviting the interdisciplinary team to reflect upon their
collaborative practices and to engage in dialogue for shared learning integrated first-, second-,
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and third-person voices needed to shape our system’s story and to share it with the greater world
(Stroh, 2015; Chandler & Torbert, 2003). The inquiry questions were designed to establish the
system’s current reality and future vision, aiming to culminate a new, transformational system’s
story. At the local level, this project held a potential to enhance the collaborative practices of the
interdisciplinary team leading to improved patient care. At the societal level, small scale research
and the sharing of a system’s journey to new ways of practice could influence other healthcare
systems and contribute to the growing field of Action Research (AR) within the social sciences
arena.
Organizational Context and Systems Analysis
Government funding for research programs, regarding Interprofessional Collaboration
(IPC) practices and its influence toward improved health outcomes, has positioned Canada as a
world leader (Green and Johnson, 2015). The Canadian Interprofessional Health Collaborative
(2010) established a National Interprofessional Competency Framework to guide IPC practices
for the delivery of quality patient care. Subsequently, British Columbia established a provincial
Competency Framework for Interprofessional Collaboration to guide the collaborative practices
of health professionals, educators, and decision-makers throughout the province
(Interprofessional Network of BC & College of Health Disciplines, 2008). IHA plans their
services to align with BC’s strategic priorities and with the Ministry of Health (IHA service plan,
December 2018), all of which are influenced by federal and provincial IPC frameworks.
The interprofessional team, who valiantly work together in planning discharges for
medically acute care patients within one of IHA’s regional hospitals, is considered a whole
system as defined by Oshry (2016). Human systems are comprised of patterns between systemic
relationships and processes, whereby top, middle, bottom, and customer members are in constant
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relationship with one another and shaped by their processes (Oshry, 2016). Each patient admitted
to an acute medical unit requires the collaborative efforts of the interdisciplinary team to support
their discharge planning and care. The interdisciplinary team identified for this project consisted
of bottom, middle, and top members and represented Acute Care, Allied Health, and Home
Health Services (HHS). Together, the participatory group for this initiative included physicians,
registered nurses, physiotherapists, occupational therapists, speech language pathologists,
dieticians, social workers, and management because they were the members who contribute to
collaborative practices during daily discharge planning huddles. Patients, also known as
customers in Oshry’s (2016) terms, do not attend daily discharge planning huddles due to time
limitations and ethical considerations of confidentiality. However, each member of the
interdisciplinary team includes the patient’s voice; therefore, patients are indirectly involved and
not excluded from decision-making processes regarding their discharges. Due to the nature of the
inquiry, which pertained to Interprofessional Collaborative (IPC) practices, patients were not
directly involved within this project.
As a Registered Nurse (RN), in the role of Transition Liaison (TL), I relate to feeling
what Oshry (2016) termed as an “oppressed bottom” member. Asking questions to gain a better
understanding and to challenge assumptions (Senge, 2006), or sharing my ideas with the team to
support decision-making processes, felt unwelcomed. As a result, this left me feeling
misunderstood and scared to speak up for fear of being negatively viewed by others. Confusion,
about how to show up and how to coordinate our practices, further contributed to feelings of
powerlessness and oppression. Intentions for this project, on an individual level, were to
transform fear and oppression toward a confidence that motivated shared learning and
connection. My hope was to learn about my team, and to learn how to contribute to IPC
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practices, as a way to enhance my competencies for better team functioning and patient care.
Engaging self within systems calls for an awareness of its members with the context for how it
functions.
Systems are known as either simple, complicated, complex, or chaotic (Snowden &
Boone, 2007). Complex systems are dynamic, emerging, based upon historical and present
experiences through which elements, or parts, evolve with one another and their environment,
and whereby only in retrospect can the system appear to be ordered and predictable because of
the constantly changing external conditions (Snowden & Boone, 2007). Because we can only
understand why things happen in retrospect, it is recommended that “instead of attempting to
impose a course of action, leaders must patiently allow the path forward to reveal itself. They
need to probe first, then sense, and then respond” (Snowden & Boone, 2007, p. 74). Probing
makes patterns more visible, while sensing refers to paying attention to the identified patterns
before responding into action to help stabilize or destabilize the desirable patterns identified
(Kurtz & Snowden, 2003). Zimmerman, et al., (2013) strengthened this understanding, that
context matters and “importing solutions from ‘outside’ runs the risk of missing key nuances in
the local context that could change the intended outcomes of the prescribed solutions” (p. 11).
Cardinal features of this initiative included both engagement and process. Engaging key
members who influence and affect the desired outcomes through a process of probing for coidentified strengths and challenges before sensing for themes of findings in order to respond with
co-desired change spearheaded this project. Inquiring into our organizational way of life and
sensing for emergent themes was thought to help create our current system’s story to elevate the
possibility for transforming collaborative practices that would then lead to quality patient care.
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Appreciation for the shaping and telling of system’s stories continue to unfold within the
literature. Stroh (2015) detailed, that shaping and telling a system’s story includes an ability to
see, not just parts of the system, but the larger system in whole. This increases self-awareness
and personal responsibility rather than hoping for others to change. Furthermore, there is gained
understanding of not only individual events, but the deeper structures within systems. Complex
situations demand increased interconnectivity, which, in turn, improves attentiveness and
resilience needed for concentrated networks of relationships within complex organizations
(Zimmerman et al., 2013, p. 13). Due to the concentration of networks within complex
organizations, structures and events within these systems warrant the view of leadership as
practice and knowledge as flow between its interconnected parts (MacGillivray, 2018). A
wierarchy versus hierarchy approach to engagement (See Appendix A) was considered valuable
to nurturing respect for participants throughout the project because it promoted shared learning
with self-governing and democratic processes. Recognizing members as equal while integrating
their knowledge and experiences through shared dialogue was intended to shape a system’s story
toward meaningful, co-created change.
Overview of Thesis
The inquiry topic and research process, proposed within this project, aligned with IHA’s
organizational values of quality, integrity, trust, and respect (IHA service plan, December 2018).
This capstone for thesis also reflected the leadership competencies as set by Royal Roads
University (RRU). The chosen methodology and methods, later to be discussed, were selected
with the intention to engage members of an organization, augmented with an awareness of
systems thinking, to discover how they might enhance their Interprofessional Collaboration
(IPC) practices for quality patient care.
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Action Research (AR), precisely Participatory Action Research (PAR), was the integral
methodology underpinning this undertaking. Narrative Inquiry (NI) combined with Design
Meeting methods of data collection and analysis were selected to compliment the self-governing
and democratic characteristics that form PAR. A literature review was conducted to deepen
understanding of the investigated topic, and to help refine the conclusions and future
recommendations. This research endeavor had the capacity to create a current system story, a
story for motivating transformation to the collaborative practices of one interprofessional team.
We were given a chance to connect the dots between our individual and collective practices, to
see the fuller picture of where we were and where we wanted to go, with a possibility of
changing our ways and our world, both at the local level and in society at large. The power was
ours, the possibilities were endless, and our future was bright.
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Chapter Two: Literature Review

Social interaction is rooted in human nature. Theories, including the cultural intelligence
hypothesis, posit that humans evolved specialized social-cognitive skills (i.e., communication,
learning, participation, exchanging of knowledge, etc.) for living within complex cultural groups
and in support of conditions such as hunting and gathering (Herrmann, Call, Hernández-Lloreda,
Hare, & Tomasello, 2007). Today, complex social systems like governments, health
organizations, professional associations, and academic fields are keen to understand and harness
collaborative skills for practice (World Health Organization, 2010; Regan, Laschinger, & Wong,
2016; Driskell, Salas, & Driskell, 2018). Reasons for ongoing and growing enthusiasm
concerning collaboration are seemingly endless, ranging from organizational development and
quality improvement initiatives (Renedo, Marston, Spyridonidis, & Barlow, 2015; D’Amour,
Ferrada-Videla, San Martin Rodriguez, & Beaulieu, 2005) to ethical and safe professional health
practices for quality patient care (World Health Organization, 2010; Regan et al., 2016; Sims,
Hewitt, & Harris, 2015; Karam, Brault, Van Durme, & Macq, 2018; Valentine, Nembhard, &
Edmonson, 2015; Vogt & Vogt, 2017). Moreover, there is proof that interprofessional
collaborative practice optimizes healthcare services, strengthens health systems, and improves
patient health outcomes by decreasing patient complications, length of hospital stays, conflict
among caregivers, staff turnover, hospital admissions, clinical errors, and mortality rates (World
Health Organization, 2010).
Over the past four decades, “there has been much discussion in Canada of the health care
team concept and of the need to have ‘the right health professional doing the right job in the right
place’, if we are to sustain our health care system” (Herbert, 2005, p. 1). While this substantiates
the magnitude of collaborative practices to improved health outcomes, further examination
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regarding the components of collaboration along with a review of the current concepts and
literary discourse surrounding the topic was needed. Numerous points of view facilitated an
analysis of this impressive and abstract phenomenon. Specifically, six distinct viewpoints helped
to decipher collaboration in its entirety. These viewpoints were categorized to include the
definitions, elements, processes, factors, practical applications, and issues of interprofessional
collaboration (IPC) within the context of healthcare settings.
Collaboration Definitions
Bearing in mind that definitions of collaboration are determined by the circumstances for
which they are applied (Elliot, 2016), the following definitions pertained to collaboration within
healthcare settings. There are numerous terms used interchangeably to describe collaborative
practices, some of which include teamwork, team-based, interdisciplinary, multidisciplinary,
multiprofessional, and interprofessional collaboration (Vogt & Vogt, 2017; D’amour et al.,
2005). Regardless of the term used, themes of understanding made it easier to distinguish this
complex phenomenon.
Internationally, the World Health Organization (2010) defined collaborative practice as
occurring “when multiple health workers from different professional backgrounds work together
with patients, families, carers and communities to deliver the highest quality of care. It allows
health workers to engage any individual whose skills can help achieve local health goals” (p. 7).
Nationally, Interprofessional Collaboration (IPC) has become the predominant term utilized by
health leaders, researchers, and educators to describe its occurrence within healthcare (Canadian
Interprofessional Health Collaborative, 2010; Reeves, Pelone, Harrison, Goldman, &
Zwarenstein, 2017; Newton et al., 2015). Following this particular definition of and nationally
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identified term for IPC, it was important to review the literature regarding the elements of IPC to
strengthen the overall understanding of this complex topic.
Elements of Collaboration
Learning about Interprofessional Collaboration (IPC) requires identifying and
differentiating all its parts. Each team member is at the heart of IPC, and individual members
contribute to, and influence, collaborative practices. The basic elements of collaboration include
influences at the individual level. Members’ perceptions, attitudes, values, skills, abilities, and
experiences all affect team functioning (Chung et al., 2012). Their individual beliefs regarding
their profession, the professions of others, and the topic of IPC impact their ability to work
together collaboratively (Regan et al., 2016). Individual attitudes and behaviours influence
others’ attitudes and behaviours leading to distinctly unique ways of being from one group to
another, creating what Hall (2005) defined as “the social heritage of a community” (p. 188);
moreover, their culture. Better understanding and self-awareness of the influential impact that
our beliefs, attitudes, and behaviours have toward the shaping of culture within groups can lead
to enhanced collaborative practice. Such understanding and self-awareness require reflection.
Reflecting on the beliefs, attitudes, and behaviours of both self and other can help to identify
cultural norms that either contribute to, or hinder, Interprofessional Collaboration (IPC).
Trust, respect, and confidence are three important and interconnected elements of
Collaboration. These elements have been identified as core principles and/or values within the
literature. Mutual trust and respect between team members can cultivate effective
Interprofessional Collaboration (IPC), though it does require time for members to better
understand each other’s knowledge and skills (Vogt & Vogt, 2017). Bosch and Mansell (2015)
added, trust is “one of the most important elements of a successful team, [and] is difficult to gain
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yet easy to lose. Developing trust takes time and a lot of personal contact” (p. 176). Rotating
staff schedules and/or high staff turnover rates make it more challenging to promote the personal
contact needed within healthcare teams (Bosch & Mansell, 2015; Lawn, Lloyd, King, Sweet, &
Gum, 2014). However, if teams are able to work together daily, confidence within the team can
strengthen naturally (Bosch & Mansell, 2015).
In the context of team functioning, Lencioni (2002) defined trust as, “the confidence
among team members that their peers’ intentions are good, and that there is no reason to be
protective or careful around the group. In essence, teammates must get comfortable being
vulnerable with one another” (p. 195). Trust leads to confidence and distrust leads to suspicion
(Covey, 2006), making it relatively easy to assess either its presence or absence. The
combination of literature reveals that trust and respect are fluid experiences, influenced mostly
by team member behaviours and some environmental factors. Following this review, regarding
the behaviours that promote and maintain trust (i.e., demonstrating respect, etc.), it is better
understood that behaviours of individual members hold greater impact to Interprofessional
Collaboration (IPC) than do environmental factors (i.e., high staff turnover rates or rotation of
shifts, etc.). Therefore, responsibility to enhance IPC practices belongs to each member.
Exercising trust and respect can develop a confidence within teams, which in turn boosts their
overall IPC trajectory.
Support and value are well known elements of Interprofessional Collaboration (IPC).
Members feel supported and valued when their contributions (e.g., knowledge, skills,
experience) are recognized and perceived as important by other members of the team (Harris et
al., 2013; Hewitt et al., 2015). A team member who values other members shows an interest in
their opinions and encourages collaboration, which enhances team motivation, commitment, and

CONNECTING THE DOTS

22

relationships (Harris et al., 2013; Hewitt et al., 2015). For instance, Glaser and Suter (2016)
discovered that a lack of literature pertaining to the experiences of social workers within health
care “undermines the significance of their unique role and contributions on interprofessional
teams” (p. 396). Incorporating diverse perspectives that lead to members feeling valued is
essential to IPC practices. If one team member, or specific professional grouping, feels
undervalued it may negatively impact the effectiveness of collaboration. Literature verifies that
knowledge and awareness of each other’s contributions validates and values members’ expertise,
and when members feel valued by their teammates it results in positive experiences that generate
reciprocity (Wilson, Palmer, Levett-Jones, Gilligan, & Outram, 2016). Team member
contributions and individual learning are other essential IPC elements associated with those
previously noted.
Individual learning is strengthened with ongoing communication between team members,
and requires “members to have both respect for the skills and knowledge of their colleagues and
a willingness to learn from them” (Sims, Hewitt, & Harris, 2015, p. 23). There is a notable
positive feedback loop regarding the previously identified elements to individual learning.
Respect, trust, and the valuing of others’ contributions can foster individual learning. In turn, this
promotes further respect, trust, and validation within teams. Furthermore, individual learning
improves patient care because individuals who learn about their colleagues’ skills, abilities, and
roles can learn how to better align their practices (Sims, Hewitt, & Harris, 2015). Individual
learning augments the next element of team member contributions. Bendaly and Bendaly (2012)
articulated that sharing information, ideas, concerns, and workload while actively looking for
opportunities to improve team functioning are ways that each member can contribute to overall
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collaborative practice. Such contributions to collaboration cannot transpire without the
dedication and responsibility of its members, guiding discussion to the following elements.
Commitment and accountability are additional elements that supplement
Interprofessional Collaboration (IPC). Clarity and buy-in are two components of commitment. It
is known that effective teams make clear and timely decisions and are able to move forward with
complete endorsement by every member even if there had been previous disagreements
(Lencioni, 2002). In addition, individual commitment to professions, to team identity, to shared
team goals, and to collaborative efforts all contribute to improved collaborative practices and
patient outcomes (Hesjedal, Hetland, & Iversen, 2015; Caricati et al., 2016). Lencioni (2002)
posited a desire for consensus and a need for certainty are two significant factors that contribute
to a lack of commitment. Complete agreement, or consensus, within teams is impossible.
Awareness of this can stimulate member contributions leading to greater team success.
Members’ abilities to support a decision, whether or not they disagree, is directly related
elements of respect and value. Lencioni (2002) stated that members “only need to know that their
opinions have been heard and considered” to rally around a decision (Lencioni, 2002, p. 207).
This helps to better understand the impact that trust, respect, and value have to other
collaborative elements, like commitment.
Accountability is “the willingness of team members to call their peers on performance or
behaviours that might hurt the team” (Lencioni, 2002, p. 212). If team members cannot tolerate
interpersonal discomfort, they risk dysfunction within the team. Team members who are
particularly close to one another might hesitate to hold one another accountable for fear of
jeopardizing their personal relationship, consequently eroding team functioning (Lencioni,
2002). Clavelle, O’Grady, Weston, and Verran (2016) defined accountability as an assurance for
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professional standardized decisions and actions that positively impact client, staff, and
organizational outcomes. Aligning individual behaviours with those of the team, engaging in
decision-making processes to improve outcomes, and speaking up to share knowledge and to ask
questions for clarity are all ways that each member can contribute to their individual and
collective accountability for improved IPC (Clavelle, O’Grady, Weston, & Verran, 2016).
The last two elements discovered in the review of literature regarding Interprofessional
Collaboration (IPC) involved change compatibility and fear of conflict. Bendaly and Bendaly
(2012) stated, change “of any kind is the process of moving to a new state of things” (p. 75), and
that change compatibility requires a “receptivity and adaptability to change” (p. 16).
Furthermore, change compatibility can be demonstrated with an openness to new ideas, taking a
positive attitude toward change, looking for change opportunities, and taking time to process and
evaluate the effectiveness of changes made (Bendaly & Bendaly, 2012). Negative historical
experiences, fear of change, and habitual daily routines were shown to influence members’
attitudes about change, requiring corrective means of individual involvement throughout
decision-making processes (van Boekholt, Duits, & Busari, 2019). Fear of change and conflict
can stagnate problem-solving abilities within teams and prevent the best possible and efficient
outcomes from occurring (Lencioni, 2002). Because IPC is a melting pot of professional
diversity, conflict is to be expected (Green & Johnson, 2015). There are many recommendations
for conflict management, some of which include acknowledging that conflict can be productive,
involving objective members to coach real time conflict, addressing conflict when it arises, and
having agreed-upon methods for conflict resolution created at the individual level (Green &
Johnson, 2015; Bainbridge, Nasmith, Orchard, & Wood, 2010). The elements above emerged as
key collaborative components within the literature regarding IPC. Further exploration into the
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processes that shape collaborative practices helped to better comprehend this extensive
phenomenon.
Collaborative Processes
Collaborative health care processes are an arrangement of activities, performed by teams
of people, with an overall goal of improving patient health outcomes (Rojas, Munoz-Gama,
Sepúlveda, & Capurro, 2016). Interprofessional Collaboration (IPC) is first and foremost a
process, not a single event (Petri, 2010; Clark & Greenawald, 2013). Collaborative processes are
well defined and include communication, role clarity, cohesiveness, coordination, sharing, and
relationships. Communication was the first process that emerged within the literature.
Communication. Open communication “is reflected by the team’s ability to
communicate clearly, accurately, and respectfully, with the freedom to express opinions and to
ask questions” (Bendaly & Bendaly, 2012, p. 16). Evidence is growing that errors in health care
are attributed to poor communication, and it is suggested to increase the free flow of information
within teams to avert such errors (Chung et al., 2012; Hewitt, Sims, & Harris, 2015). Effective
communication is an essential requirement for Interprofessional Collaboration (IPC), while poor
communication is considered a barrier to it (Ambrose-Miller & Ashcroft, 2016). Because
members from “different professions use their telling of the patient’s story, framed in the
narrative structure of their own discipline, as a way to pass on information to their colleagues”
(Foronda, MacWilliams, & McArthur, 2016, p. 37), the variations in training and styles of
communication can contribute to frustrations and lead to poorer communication within teams.
For instance, Clark and Greenawald (2013) discovered that physicians and nurses value time and
honesty when it comes to communicating within their teams. In addition, Hogg, Hanley, and
Smith (2018) found that numerous patient complaints involved patients feeling rushed during
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their healthcare encounters leading to increased confusion, lack of opportunity to share their
opinions, or the time needed to ask questions. Lastly, controlling the amount or type of
information shared, what Hewitt et al., (2015) described as tactical communication, can help
teams to focus their attention, prevent disagreements, and nurture problem-solving capabilities.
Co-location and timing of communication can influence collaborative outcomes and
patient care. One response to improving interprofessional communication and patient care has
been to implement structured communication methods, like daily huddles (Martin & Ciurzynski,
2015; Provost, Lanham, Leykum, McDaniel Jr, & Pugh, 2015; Deng, Chen, Pang, & Lin, 2019).
Stapley, Sharples, Lachman, Lakhanpaul, Wolpert, and Deighton (2017) reported health care
huddles evolved to increase situational awareness between staff, a process where information is
shared in real time to promote team learning and the breaking down of silos between different
professional groups needed to implement safe care within the site. Teams reported that engaging
in huddles at the start of their shift helped to prioritize patient needs and effectively organize the
ward accordingly. While huddles contribute to improved interprofessional communication and
patient care, they do require time, appropriate strategies, and training programs to implement
effectively which can add to perceived pressure from the interprofessional team to schedule the
time and workload required of them to attend (Foronda, MacWilliams, & McArthur, 2016;
Stapley et al., 2017). Creating time and space to implement structured communication strategies
is essential to collaborative practice and can improve clarity of roles.
Role clarity. Overlapping of interprofessional roles creates challenges in providing care
to patients, requiring a growing need for boundaries and role clarity (Hewitt et al., 2015; Reeves,
Xyrichis, & Zwarentein, 2018; Bainbridge et al., 2010; Green & Johnson, 2014; Chung et al.,
2012; Petri, 2010; Bosch & Mansell, 2015). Overlapping roles and scopes of practice can lead to
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“turf wars” obstructing effective collaboration, leading to confusion for team members and
patients alike (Chung et al., 2012; Green & Johnson, 2014). Also, Interprofessional
Collaboration (IPC) can be negatively affected when teams have limited understanding of the
roles and responsibilities of one another (Reeves et al., 2017, p. 6). Increasing role awareness
requires recognizing, understanding, and valuing the knowledge, skills, and perspectives of other
members within the team and it enables members to better coordinate their work (Petri, 2010;
Hewitt et al., 2015). Unnecessary disputes and confusion arise when teams lack awareness of the
roles of each member, which can have a detrimental effect on IPC. When time, space, and
structured communication strategies are provided, teams have the opportunity to clarify their
roles which can further unite and coordinate their efforts.
Cohesiveness and coordination. Cohesive teams require an “agreement and
commitment to what the team is in place to achieve (mandate, goals, and objectives), as well as
how it will achieve them (values, priorities, and procedures)” (Bendaly & Bendaly, 2012, p. 16).
These teams trust one another, engage in conflict about ideas, commit to co-created decisions
and action plans, hold one another accountable for meeting their collective goals, and focus on
their collective achievements (Lencioni, 2002). Bronstein (2003) added there is also a level of
interdependence, or a reliance on the interactions between professionals, whereby members
depend on one another to accomplish their goals. This requires the interprofessional team to
clearly distinguish between their professional roles and to use their roles appropriately
(Bronstein, 2003). This literature is noteworthy for the correlation between role clarity and team
cohesion on the processes within Interprofessional Collaboration (IPC). Lastly, interdependence
within teams is relevant when tasks are considered either unpredictable, urgent, or complex
(Reeves, 2018). Simply put, the more complex the task the more that interdependent teams need
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to be. Additionally, increasing team awareness about the benefits of interdependence enhances
entire team functioning (D’Amour, 2005). This is a process whereby the whole becomes larger
than the sum of its parts. Cohesion leads to sharing within teams, and the process of sharing
within teams can alternatively increase cohesion needed to optimize IPC practices.
Sharing. Concepts of team sharing for Interprofessional Collaboration (IPC) include the
sharing of values, vision, purpose, responsibilities, learning, and leadership. Identifying shared
values, vision, and purpose helps to clarify what the team wants (Senge, 2006; Stroh, 2015).
Without establishing shared values, vision, or purpose, teams waste energy because they cannot
align their actions towards reaching their goals (Senge, 2006). Also, when teams have a clearer
understanding of their shared values, vision, and purpose, it leads to “a consistent approach to
care and enhances team member motivation and commitment” (Hewitt et al., 2015). Through this
review, it has become apparent that shared values, vision, purpose, and role clarity all lead to
greater coordination and cohesiveness within teams. This is salient because it reiterates the
understanding that all of the elements and processes discussed thus far correlate and impact IPC.
Shared responsibility is known as a collective ownership of a team’s goals and refers to
the entire process of reaching co-identified goals through joint design, definition, development,
and achievement (Bronstein, 2003). Shared responsibility is crucial for teamwork, shared
learning, strengthening commitments to team decisions, and distributing support throughout
interprofessional teams (Hewitt et al., 2015; McMurtry, Rohse, & Kilgour, 2016). In addition,
fostering shared responsibility and accountability increases team morale, leaving members to feel
more empowered (Hepp et al., 2015). Poorly defined goals can limit shared responsibility (Clark
& Greenawald, 2013), emphasizing the importance for teams to identify their shared values,
vision, and purpose in order to identify what they want.
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Shared learning and knowing is the fabric of social engagement (McMurtry, Rohse, &
Kilgour, 2016). Team learning is “the degree to which the team actively reflects on experiences,
shares knowledge, and provides feedback in a blame-free, ‘what can we learn from this’ manner,
so that learning becomes part of the team’s regular day-to-day practice” (Bendaly & Bendaly,
2012, p. 16). In addition, team learning involves mastery of dialogue and discussion, with
awareness of, and emphasis toward, team intelligence over individual intelligence, diverse and
integrated contributions, innovative and coordinated actions, social interactions and
relationships, systems thinking, and systems engagement (Senge, 2006; McMurtry, Rohse, &
Kilgour, 2016). Senge (2006) asserted team learning is not “groupthink” whereby individuals
give up their personal interests for the larger team vision, or surrender to pressures for group
conformity. Instead, team learning is the extension of each member’s values, vision, and purpose
that align with those of the group, and can be facilitated through divergent and convergent
thinking modes for decision-making processes (Senge, 2006; Kaner, Lind, Toldi, Fisk, & Berger,
2014). Reeves (2012) argued, while individual learning is highly important, there is a need for
greater emphasis on shared learning experiences to enhance Interprofessional Collaboration
(IPC), and that currently there is a lack of understanding about how to assess and intervene in
support of shared learning experiences to improve IPC. Making distinctions between dialogue
and discussion during collaborative practices could help to assess and/or support shared learning
experiences.
Shared leadership is a process of rotating responsibility among its members and is
determined by the needs of the given situation, the skills within the team, and the resources
required of that moment (Jackson & Parry, 2011). Members need to be self-directed and
involved in the decision-making processes, and included as equal members of the team whereby
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their input is valued and respected (Bendaly & Bendaly, 2012). Shared leadership nurtures
innovation, shared responsibility, inclusive decision-making processes, and interdependency
between members of the interprofessional team (Lingard et al., 2012; McCallin, 2003; Anonson
et al., 2009; Long, Forsyth, Iedema, & Carroll, 2006). All IPC processes of sharing can
influence, and be influenced by, one another. When combined, they can harness the power to
elevate IPC practice and experience.
Relationships. The last process identified during the review of literature regarding
Interprofessional Collaboration (IPC) was relationships. D’Amour (2005) specified that
partnerships, or relationships, consist of two or more persons collegially joining together for
constructive and common purposes. Lack of time and interest with increased rates of staff
turnover are key limiting factors to establishing interpersonal relationships critical to effective
IPC (Clark & Greenawald, 2015). Moreover, mutual influence and power dynamics are essential
ingredients to relationships designed for collaborative practice and learning at the social level
(McMurty, Rohse, & Kilgour, 2016). MacGillivray (2018) depicted a Social Network Analysis
(SNA) figure which illuminates the differences between the influence and power of complicated,
prescribed networks and complex, emergent networks (see Appendix A). Processes of shared
leadership support complex networks, whereby relationships cross the hierarchical network
structure to share knowledge needed to help solve complex problems. Improving
interprofessional relationships “entails nurturing confidential, reciprocal, trusting personal ties”
between its members (Wahab et al., 2016, p. 7). This combined literature reinforces the notion
that relationship processes are interlinked and influenced by elements of trust and processes of
shared vision and leadership. The individual/relational elements and processual components of
collaborative practices are further influenced by many contextual and environmental factors.
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Factors that Influence Collaborative Practice
Historical factors have greatly impacted current IPC practices. Reeves et al., (2011)
informed that while the concept of interprofessional collaboration has been discussed for more
than 40 years, it wasn’t until early 1990s that the Canadian government began implementing
collaborative initiatives, like the Collaboration for Prevention initiative. In 2000, Health Canada
began distributing funds throughout the provinces and territories to help foster collaborative
practices. In response to the Romanow Report of 2002 and the First Ministers’ Accord of 2003,
Health Canada launched the Pan-Canadian Health Human Resources Strategy which included
the Interprofessional Education (IPE) for Collaborative Patient-Centred Practice initiatives as a
way to reform the health and education systems to enhance collaborative efforts and improve
patient care (Reeves, Lewin, Espin, & Zwarenstein, 2011). Advancements to IPC could not have
been made without these historical events and government involvement.
Power is both an influential factor and complex phenomenon concerning collaborative
practices. Sharing and distributing power among groups and systems is essential for
Interprofessional Collaboration (IPC) to thrive (Reeves et al., 2011; Ambrose-Miller & Ashcroft,
2016; Hart, 2015; McMurty et al., 2016; Lingard et al., 2012; McCallin, 2003; Anonson et al.,
2009; Long et al., 2006; Bendaly & Bendaly, 2012; Jackson & Parry, 2011; MacGillivray, 2018).
Perceptions of power and status greatly affect overall collaboration (Hart, 2015). Professional
hierarchy can inhibit teamwork “because both high-status and low status individuals may avoid
open conversation for fear of embarrassment or disrupting the hierarchy” (Valentine, Nembhard,
& Edmonson, 2015, p. 16). Issues of power determine the extent to which collaboration occurs,
and the aim of IPC is to shift the dynamic of interactions toward a system of equal, cooperating
professionals (Ambrose-Miller & Ashcroft, 2016). Paying greater attention to issues of status and
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power can elevate collaborative experience (Hart, 2015). Specifically, paying closer attention to
interprofessional perceptions about power within the context of their working dynamics could
help to identify limitations and areas of needed improvement (Hart, 2015). Apathy toward others
and work, the sabotaging of projects, and a lack of attendance all exhibit behaviours in resistance
to power (Hart, 2015). In addition, it is understood that when members of the interprofessional
team feel undervalued, they stop sharing insights and withdraw from collaborative practices,
which in turn perpetuates a perceived lack of power that can compound actual powerlessness
(Hart, 2015).
Perceptions of power significantly influence and impact Interprofessional Collaboration
(IPC). Other power problems include territorialism (Green & Johnson, 2015). Territoriality is a
possessiveness, a need for control, and an authority over a setting (Lawn et al., 2015). There are
different forms of territorial behaviour, some of which can include professional members taking
territory over working spaces or managers taking territory over units (Axelsson & Axelsson,
2009). Guidelines for shared clinical spaces with ongoing support and practices in collaborative
care planning have helped to offset behaviours of territorialism. The more a team understands the
importance of collaborative practices, the less territorial behaviour is experienced (Lawn et al.,
2015). Lastly, Axelsson and Axelsson (2009) suggested that concepts of altruism have been used
to counter territorial behaviours to improve IPC practices. In order “to collaborate across
professional boundaries, the professional groups must be able to see beyond their own interests
and even be willing to give up parts of their territories if necessary” (Axelsson & Axelsson,
2009, p. 324). It has been learned that challenging the orientations of power and territorialism
can advance collaborative practices within healthcare settings.
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Organizational context is another factor that greatly impacts Interprofessional
Collaboration (IPC), and includes the structures of place (i.e., hierarchical, clinical and/or
administrative systems that guide practices), available resources, supports, routines, and spaces
(Reeves et al., 2011; Ambrose-Miller & Ashcroft, 2016; Goldman et al., 2016; Lawn et al.,
2014). Each unit within an organizational site has routines, referral processes, and informal
interactions that both support and challenge opportunities and effectiveness of IPC (Goldman et
al., 2016). For instance, Goldman et al., (2016) informed that morning rounds, or huddles, are
beneficial to teams because they offer co-location and the time required for decision-making
processes. However, these rounds also have time-limiting restraints that impact the
meaningfulness of discharge planning. In addition, referral processes vary in perspective to their
appropriateness and timeliness. Lastly, there is concern about a lack of opportunity for ongoing
negotiations within teams when changes in care occur too frequently (Goldman et al., 2016).
Lawn et al., (2014) informed barriers to IPC occur within all facets of organizational life from
governance to physical and technical infrastructures. Because each service within one building
possesses its own operational processes and culture, encouraging shared governance can
augment collaboration and lead to better support within. Also, open plan workspaces help to
foster collaborative practices, while the use of shared tools, such as information management
system software, contribute to fractured collaborative communications (Lawn et al., 2014).
Frequent transitions, such as shift changes and patient transfers, make coordination and
teamwork more complicated (Valentine et al., 2015). Furthermore, studies revealed
interprofessional team members reported perceived limitation in opportunities for meaningful
interactions when there was a strong emphasis toward overly efficient or overly structured
meetings (Goleman et al., 2015). Increasing awareness of organizational contexts to
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Interprofessional Collaboration (IPC) is essential for members who seek to positively influence
its practices. Members, systems, and structures merge to design the practices that shape IPC.
Without such awareness, systematic impacts and meaningful change cannot manifest.
Practical Applications
The World Health Organization (2010) developed a Framework for Action on
Interprofessional Education and Collaborative Practice as an innovative strategy to help mitigate
the global health workforce crisis and to deliver the highest quality of care to the public. This
framework aimed to influence and guide policymakers. Tables are used to guide the actions of
professionals, leaders, governance, communities, and researchers to strengthen education and
collaborative practices at the individual and systems level. Internationally, Canada has been
recognized as a world leader for more than fifteen years because of its government funding to
support research programs that aim to improve Interprofessional Collaboration (IPC) for quality
healthcare outcomes (Green & Johnson, 2015). Independent of, yet complimentary to, the WHO
framework, the Canadian Interprofessional Health Collaborative (2010) established a National
Interprofessional Competency Framework as a competency guide for interprofessional education
and collaborative practices of all healthcare professions within their myriad contexts and
throughout the delivery of client-centered care. It was stated, the “ability of learners and
practitioners to collaborate is developmental—each of the competencies develops over the
individual’s professional lifespan” (Canadian Interprofessional Health Collaborative, 2010, p. 9).
At the provincial level, British Columbia established their own Competency Framework
for Interprofessional Collaboration which mirrored the intention of guiding educators,
practitioners, and policymakers toward improved IPC (Interprofessional Network of BC &
College of Health Disciplines, 2008). This provincial framework contains three domains of (a)
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interpersonal and communication skills, (b) patient-centred care, and (c) collaborative practice.
Within the collaborative practice domain are four subsections that include collaborative decisionmaking, roles and responsibilities, team functioning, and continuous quality improvement
(Interprofessional Network of BC & College of Health Disciplines, 2008). These domains and
subsections are pillars of interprofessional practice known to promote the IPC needed for quality
patient care.
While many frameworks and tools have been created to enhance the competencies of
Interprofessional Collaboration (IPC), one framework is particularly worthy of attention. The
Continuum of Interprofessional Collaborative Practice in Health and Social Care is a
comprehensive and contextualized framework useful for healthcare professionals and
management who seek to optimize their collaborative practices within their organizations
(Careau et al., 2014). This framework is based on a continuum of interrelated components and
five types of collaborative practices aimed at modifying interprofessional collaborative practices
to meet the complexity of identified patient needs. What distinguishes this framework from other
frameworks is its focus towards the complexity of patient needs to the suitable levels of
collaborative practice for optimizing healthcare outcomes.
Other frameworks are indeed beneficial to Interprofessional Collaboration (IPC). Petri
(2010) stated, the “Model for Interdisciplinary Collaboration, developed by Bronstein (2003), is
the most extensively cited perspective on interdisciplinary collaboration in the social work
literature” (p. 74). Bronstein’s (2003) model guides professionals by defining IPC components
(e.g., interdependence and flexibility) and through identifying the influences that shape its
practices (e.g., personal and structural characteristics). This provides healthcare professionals
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with greater understanding of IPC practices, leading to better assessments and interventions
needed to positively impact collaboration and patient care outcomes.
Orchard, Pederson, Read, Mahler, and Laschinger (2018) stressed the usefulness of
assessment and measurement tools to enhance collaborative practices. They suggested the
internationally recognized, and widely used, Assessment of Interprofessional Team
Collaboration Scale (AITCS). Prentice, Jung, Taplay, Stobbe, and Hildebrand (2016) stated,
taking the pulse of a team “was done through the AITCS tool and was critical in gauging the
team’s collaborative state” (p. 825). Recently, studies have been conducted with use of this tool
in helping to obtain baseline information of staff perceptions regarding interprofessional
collaboration (Prentice et al., 2016). Studies have also been conducted regarding the efficacy of
the tool, leading to the newly created AITCS-II known for producing highly reliable results in
the measurement of collaboration within practice-based teams (Orchard et al., 2018). Lastly,
Green and Johnson (2015) informed several experts constructed a checklist for assessing the
readiness for collaboration based upon key aspects of IPC. This checklist includes assessing who
needs to be included in collaborative practice, what environment and/or resources are needed,
and identifying any benefits and barriers with an emphasis on creating plans in support of
identified barriers to collaboration. There are plenty more frameworks and tools available to
professionals seeking to improve collaborative practices. The combination of frameworks and
tools provided involve the many elements, processes, and factors previously discussed. Not only
do these frameworks and tools help to differentiate the many aspects of IPC to better understand
the greater phenomenon, they also lend ways of wielding influence in harnessing and developing
its practices.
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Issues to Collaboration
The first of the issues identified, regarding Interprofessional Collaboration (IPC),
includes the use of frameworks just discussed. Reeves (2012) announced there is little data as to
whether or not any interprofessional frameworks are being implemented and how effective they
might be. As a result, interprofessional groups create and disseminate notions of
interprofessional competence. More research and data are needed to better understand the use of
interprofessional competency and frameworks that aim to consolidate its key aspects of IPC
(Reeves, 2012). Following review of the concepts and frameworks pertaining to IPC, D’Amour
et al. (2005) concluded that another important drawback to collaborative practice was “the
absence of the patient’s perspective, reflecting a poor conceptualization of the role of the
patient/client/family in the collaborative process” (p. 126). Ironically, the intention for enhancing
IPC is to improve the quality of patient care outcomes, yet it appears there is still a need to
involve patient engagement within research to better understand this phenomenon and the
impacts to patient care. D’Amour et al. (2005) added, of the many frameworks proposed to
support IPC few address collaborative processes while the majority emphasize the structure,
composition, and settings of teams and activities. However, those frameworks directing
collaborative processes do offer guidance for future research and practices which can lead to
better learning and improved practices (D’Amour et al., 2005). Lastly, initiating and measuring
progress within collaborative practice has been difficult to obtain (Hepp et al., 2015). While
more data is needed to clarify the validity of certain competencies and frameworks, it is also
challenging to identify how to actually research this phenomenon. In conclusion, further research
into the processes and efficacy of IPC frameworks is needed, along with research that increases
patient involvement to better align evidence with practice.
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Chapter Summary
This discussion, regarding the examination of Interprofessional Collaboration (IPC)
within healthcare settings, included multiple perspectives and synthesized the current literary
discourse surrounding the topic. Substantial evidence proves that strengthening IPC enhances
overall healthcare outcomes. Distinguishing its many components helped to grasp IPC in its
entirety, which led to the discovery of the myriad possibilities for elevated IPC practices.
There are numerous definitions of collaboration within healthcare literature, and this
research project aimed to identify one healthcare team’s perspective and story within their own
experience as a way to leverage positive changes. This study into the topic of IPC built a
foundation of knowledge and understanding that was essential for analyzing with the project
findings in order to generate valid conclusions and meaningful recommendations. Before the
deep exploration into the findings of the project, a discussion of the methodological
underpinnings and the methods used for obtaining and analyzing data is warranted. The
following chapter will detail the planned and implemented engagement strategies that led to the
discoveries throughout this initiative.
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Chapter Three: Methodology

Before reviewing the engaged methods chosen for this project, a brief review of the
philosophical underpinnings is essential. What we know today rests upon an evolution of inquiry
and examination, and many approaches to answering questions have emanated within the social
sciences arena. All approaches to inquiry and examination follow a systematic review of
research, beginning with the elements of ontology, epistemology, and methodology. Tuli (2010)
stated, these elements are the foundations of all research because they include the “beliefs about
the nature of reality and humanity (ontology), the theory of knowledge that informs the research
(epistemology), and how that knowledge may be gained (methodology)” (p. 106). Additionally,
these elements follow a logical sequence whereby ontological worldviews lead toward
epistemological positions which then lead to the methodological approaches of study (Hay,
2002). Researchers are required to clarify their assumptions of reality to identify their ontological
and epistemological positions, which directs them toward their methodological approach and
defined research conduct (Grix, 2002). It is apparent, one cannot move forward in action before
knowing where one currently stands.
Ontology
There are numerous philosophical perspectives leading researchers down paths of inquiry
toward knowledge and understanding. Tuli (2010) informed that ontological worldviews are
separated between objectivism and constructivism. Objectivist worldviews assume there is an
independent reality between researchers and the researched while constructivist worldviews
assume that reality is a product of co-constructed social processes. Human systems are complex;
they are fluid, emerging, dynamic systems influenced by experiences, others, and their
environment (Snowden & Boone, 2007). This research project’s path of inquiry will follow a
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constructivist worldview due to the nature of engaging complex human systems. Also, given that
it will be impossible for myself, as researcher and participant, to remain wholly objective
throughout the research process, this further supports the need to incorporate a constructivist
worldview throughout this project.
Epistemology
Once a researcher has identified their ontological worldview on the nature of reality, the
next step is to gain clarity about “how we come to know what we know” (Grix, 2002, p. 177).
Epistemology focuses on the process of how we acquire knowledge and is defined by two
contrasting positions: positivism and interpretivism (Grix, 2002). A positivist position is based
on scientific explanation to inform in “quantitative terms how variables interact, shape events,
and cause outcomes” (Tuli, 2010, pp. 99-100). Interpretivist positions evolved from positivism;
these positions constitute most of the qualitative research based on the constructivist worldview
that reality is socially constructed and interpreted by people in their interactions with each other
and the greater world (Tuli, 2002). Due to the social nature of this project’s inquiry with intent
for improved collaborative practices, and for the reason this project followed a constructivist
worldview, it was imperative to maintain an interpretivist position within this research endeavor.
Excluding opportunities for shared learning in support of co-constructed change would have
compromised meaningful and relevant outcomes for the very people it aimed to involve.
Methodology
Methodologies comprise myriad ways of viewing the world by way of observing and
measuring reality, while also embracing scientific inquiry into the possibilities and restrictions
that specific techniques or procedures possess (Tuli, 2010; Grix, 2002). There are two forms of
research methodologies: quantitative and qualitative. Tuli (2010) differentiated, quantitative
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methodology is based upon positivist paradigms and qualitative methodology is based upon
interpretivist paradigms. Qualitative methodologies guide most researchers within the social
sciences (Tuli, 2010). A shift in qualitative perspectives, from researcher as observer of others
(as is found in ethnography) to researcher as participant (as is found in autoethnography,
participatory action research, collaborative action research, etc.), has emerged over the past 6070 years (Erickson, 2011). This paradigm shift, with emphasis toward researcher as participant,
has consequently led to greater discoveries and better understanding of our social world.
Action-oriented approaches to research are valuable for professionals who work in
organizational settings because they offer self-governing and autonomous processes toward selfdirected change. Participatory Action Research (PAR) is one approach to action research that
exemplifies shared leadership and autonomous processes, which “is usually initiated by local
citizens who are affected by an urgent problem in their community” (Beaulieu, 2013, p. 34). The
local citizens in this initiative included the interdisciplinary team members of one acute care
medical unit, me as an organizational member and researcher, and patients impacted by the
results of either a high or low-functioning team.
Action inquiry aims to “increase one’s own and others’ capacity to appreciate and
cultivate transformation, integrity, mutuality, justice, and sustainability for ourselves, for our
groups, and for our institutions” (Torbert & Taylor, 2008, p. 240). Additionally, it is “a form of
research that is conducted simultaneously on oneself, the first-person action inquirer, on the
second-person relationships in which one engages, and on the third-person institutions of which
one is an observant participant” (Torbert & Taylor, 2008, p. 239). This research project utilized a
PAR methodology with emphasis on the second-person relationships between members of one
interprofessional team. Second-person action inquiry includes inquiring, illustrating, advocating,
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and framing (Torbert & Taylor, 2008). The action of inquiring into the experiences of this
interprofessional team helped to illustrate their narratives, creating an opportunity to advocate
and re-frame a story that now holds a power toward co-created, meaningful changes in their
collaborative practices. PAR was the methodology chosen to guide this research initiative due to
the complexion of the inquiry, along with the advocacy of one team member to positively
influence co-created change to collective practice. The self-governing and autonomous
characteristics of this approach were essential to cultivating integrity and mutuality throughout
this research experience. Engaging an interdisciplinary team to share their experiences and ideas
about collaborative practices prospected the unity and connection vital to co-created and co-led
change.
Project Participants
The interprofessional team of the medical unit, who huddle daily for discharge planning,
were the identified participants within this research project. Daily huddles are a point of contact
between members of an interprofessional team and pivotal to collaborative practices. The
interprofessional team identified within this project consisted of Social Workers, Occupational
Therapists, Physical Therapists, Dieticians, Speech Language Pathologists, Physicians,
Registered Nurses, and Managers, and together they represented Acute, Allied, and Home Health
Services. This interprofessional team collaborates daily to support patient discharge planning,
and this team was identified as a group who might benefit from shared dialogue regarding their
collaborative practices as a way to leverage co-created, meaningful change to improve the
quality of patient discharges and care.
All members of the identified participatory group were invited to engage in the project. A
total of 39 invitations were sent via email to the full participatory group, welcoming engagement
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to both the one-to-one Narrative Inquiry (NI) interviews and Design Meeting methods of inquiry.
It was decided to exclude professionals on long term leaves or in other temporary positions
because it was thought that they would not be able to engage in any immediate changes that
emerged from the inquiry process.
Careful thought to confidentiality and the aversion of “power-over” dynamics prompted
the decision to hire a third-party member to conduct the one-to-one NI interviews. It was
important to exclude myself from conducting the NI interviews to preserve participatory
confidentiality and to inhibit any potential “power-over” dynamics between members of the
team. Each NI interview was planned and conducted in a thirty-minute time period. This
provided enough time for deep reflection and shared dialogue essential to team learning (Senge,
2006). For practical reasons, it was necessary to cap the quantity of NI interviews to a total of
ten. The time and funding required to conduct and analyze the data of more than ten interviews
was considered excessive and unattainable. If more than ten participants volunteered, the plan
was to use maximum variation purposeful sampling technique to narrow down the number of
interviews (Palinkas et al., 2015). The purpose of this technique was also to help maximize the
variety of perspectives from the interprofessional group identified within the project, helping to
improve the validity of the project outcomes (Palinkas et al., 2015). The plan was for the hired
third-party member to separate the volunteers into distinct professional groups and pick equal
amounts of volunteers from each grouping to optimize diversity.
The two differing methods of inquiry were chosen to provide various opportunities for
engagement, a strategy used to motivate voluntary participation. The Design Meeting method of
inquiry intended to engage the whole participatory group, providing the space for members to
collectively share their experiences and ideas and to co-create solutions to any identified areas of
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needed improvement regarding their collaborative practices. Inclusion of the full
interdisciplinary team was imperative given they were the ones who held the power to influence
their own collective practices. All participants were invited to engage in the Design Meeting,
with a plan for myself and the hired third-party member to facilitate. Missing in the proposal of
this project was consideration to what the minimum participatory total would need to be to
optimize project outcomes. Chapter Four discusses the findings regarding low voluntary
engagement, which influenced the end results of this initiative.
Patients of the medical unit, impacted by the collaborative practices of the
interprofessional team, were not directly involved in the project’s study. Daily discharge
planning huddles are opportunities for interprofessional teams to collaborate for quality patient
care. Patients do not attend these daily huddles because all patients on the unit are discussed and
this would compromise patient confidentiality. Also, interprofessional collaboration is a
particular phenomenon regarding the engagements of interprofessional teams in the delivery of
healthcare services. As a result, it was decided to focus solely on the engagements between the
interprofessional team and not to directly involve patients.
Throughout the data collection and analysis phases of this project, an inquiry team was
utilized to assure accuracy of interpreted findings. One RRU supervisor, one RRU second
reviewer, and one hired third-party interviewer joined with me in this exploration. The hired
third-party interviewer was selected particularly because she was not associated with the
organization, which helped to minimize any perceived “power-over” dynamics. Together, we
learned how to conduct Narrative Inquiry (NI) interviews through literature on the topic. The
RRU supervisor oversaw the planning and implementation phases of the proposed methods, and
supported throughout the data analysis process. Once the de-identified data was sent to me from
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the hired third-party interviewer, the RRU supervisor evaluated my interpretations and analysis
of the data. This optimized the quality of the interpreted findings, leading to more accurate
conclusions and relevant recommendations. The RRU second reviewer critiqued the findings and
offered salient perspectives for improved understanding which strengthened the outcomes of the
project. While the Organizational Partner was not involved during the data collection or analysis
phases of the project, her support was needed to implement identified and recommended
changes, as later discussed in Chapter Five.
Data Collection Methods
In the world of research, observing and measuring reality requires gathering and
analyzing data. Two unique methods of inquiry, Narrative Inquiry and Design Meetings, were
considered most suitable for both the chosen participatory group and methodology, and these
methods were selected as ways to engage participants at the individual and collective levels.
Prior to conducting this research initiative, a comprehensive review of literature was needed to
justify this selection.
Narrative inquiry. The first engaged data collection and analysis method, proposed
within this study, involved one-to-one Narrative Inquiry (NI) interviews. Riesmann (1993)
enlightened individuals “construct past events and actions in personal narratives to claim
identities and construct lives” (p. 2). Narrative inquiry is a research method utilized in the search
for understanding of lived experience through the telling of stories, and is described as a
collaboration between researchers and participants through processes of “telling, reliving and
retelling, the stories of the experiences that make up people’s lives, both individual and social”
(Clandinin & Connelly, 2000, p. 20). It is clear this method manifests engagement for
emancipation and is relevant to the philosophical underpinnings backing this project’s approach
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regarding co-constructed, action research. Narrative inquiry helps to configure data into stories to
cultivate deeper learning by orientating, summarizing, describing, evaluating, and resolving the
plots of stories told (Leavy, 2015; Riessman, 2008). This initial review of literature also
reinforced the value that this method had toward shaping a system’s story, and one that could
lead to a newer, co-constructed reality for the participatory group.
Characteristically, fully formed narratives include six elements that consist of an abstract
(i.e., the summary or main idea behind the story), an orientation (i.e., to time, place, characters,
and situations), a complicated action (i.e., a sequence of events, plot, and/or turning points), an
evaluation (i.e., the narrators reflection of the actions and meaning of the story), a resolution
(outcome of the story), and a coda (integrated learnings into present action), and each of these
elements are not always covered within each narrative and require no order of sequence
(Riessman, 2008). Understanding narratives, or stories told, entails identifying tensions at
boundaries of experience, which often include orientations to time and people involved,
identified actions, and/or the certainties and contexts of stories shared (Clandinin & Connelly,
2000). This method is widely used within qualitative research. Ospina and Dodge (2005)
elaborated the following:
As a form of interpretive research, narrative inquiry provides an appropriate method for
tapping into ‘local knowledges’, multiple voices, and experiences in context. Second, it
has the potential to make strides toward healing the divide between theory and practice,
which in turn helps to cultivate a more meaningful connection between academicians and
practitioners in the field. This is especially the case when researchers combine narrative
inquiry with an action orientation. When this happens, practitioners become involved

CONNECTING THE DOTS

47

with researchers as producers of valid theoretical knowledge, and research products and
processes are designed to give back to practitioners. (p. 153)
This method was believed to give rise to the voices of one interprofessional team, the
identified participatory group within this study, as a way to clarify their current reality and areas
of needed improvement to co-construct meaningful and autonomously led changes to
collaborative practice. Weaving myself, as researcher and participant at the local level, within
this study led to more meaningful and relevant discoveries about how to enhance collaborative
practice and how to engage with others through processes of inquiry for shared learning.
Design meetings. The second proposed engagement method for this project included one
Design Meeting. Essential to design thinking, the underlying process attributed to the method, is
the practice of storytelling (Brown, 2009). This augmented the growing awareness of obtaining
system’s stories to leverage co-created change (Stroh, 2015). Design-centric organizations
empower “employees to observe behavior and draw conclusions about what people want”
(Kolko, 2015, p. 4). Design methods offer participants the chance “to deeply understand the
people they’re looking to serve, to dream up scores of ideas, and to create innovative new
solutions rooted in people’s actual needs” (IDEO, 2015, p. 8).
Much like Narrative Inquiry, this method is known to liberate participants through
inclusive, engaging processes that seek to clarify shared visions and/or changes relevant to those
impacted by their co-created outcomes. The specific design thinking model outlined for this
research project was the “How Might We…” Define Success design meeting provided by IDEO
(2018). The primary motive to using this method was to engage the full participatory group
through a process of shared dialogue regarding their current, collective experiences to help
generate creative new ways forward in their collaborative practices. Combined, the one Design
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Meeting and multiple one-to-one Narrative inquiry interviews helped to broaden the inquiry and
analysis approaches to help validate and refine the outcomes of this study. The literature, as
above, substantiated the selection of the proposed methods for this project. Next is a discussion
pertaining to the direction of how the study was planned and conducted.
Study Conduct
Essential to conducting this research project was obtaining ethical approval from both
Royal Roads University’s (RRU) and Interior Health Authority’s (IHA) Research Ethics Boards
(REB). Alongside the ethical approval process, a literature review on the topic of
Interprofessional Collaboration (IPC) was underway and continued through to May 2019. The
REB approvals were granted in April 2019, and an email, with attached invitation (See Appendix
B), was sent this same month following approval. Carbon copy (cc) was enacted with the sent
email, and the contact information for both me and the hired third-party interviewer was
included. It was articulated in the invitation email that any and all participants wishing to engage
in the anonymous one-to-one Narrative Inquiry interviews were to directly contact the hired
third-party interviewer and not to reply to me in order to assure their anonymity. For participants
wishing to engage in the Design Meeting, my contact information with encouragement to contact
me directly was provided. A verbal check with one of the participants was done to assure the
email was sent successfully. A second email invitation, again with a verbal check to ensure it
was successfully received, was sent in May 2019. The only difference to this second email was
that it included the designated date for the Design Meeting.
Anticipated volunteer rate for the Design Meeting was ten, one quarter of the total
invitations sent. Again, there was a maximum purposeful sampling technique (Palinkas et al.,
2015) planned in case more than ten participants volunteered for the interviews. One-to-one
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narrative inquiry interviews were held in May 2019, and located in one of the educational rooms,
situated on a separate wing of the hospital, to ensure participant confidentiality. The hired
interviewer facilitated these interviews and ensured to read aloud the introduction to interview
questions form before seeking participant consent (See Appendix D). Consent forms (See
Appendix C) were then signed and one copy was given to the participant and one copy remained
with the interviewer and safely stored in a locked space within her home office. It was planned
for the interviewer to store the signed consent forms until I confirmed with her that the project
was completed and approved, upon which she would shred the signed consent forms leaving no
trace of identifiable information.
Interviews were structured upon the inquiry sub-questions and additional open-ended
questions were used to foster free-flowing, divergent thinking processes for deeper reflection
(Kaner et al., 2014). If, during the narrative interview, a participant shared their input about any
one of Bendaly and Bendaly’s (2012) elements of high-performing teams (See Appendix D), it
was planned that the interviewer would share the definitions with the participant to deepen the
inquiry process. This was simply a back up tool to support the interviewer with techniques to
initiate ongoing inquiry if she felt she needed it throughout the engagement.
Audio recordings from the Narrative Inquiry interviews were stored on a USB and
uploaded on the interviewer’s password protected laptop and emailed to Rev.com, a computerbased electronic software, for transcription services. The de-identified transcriptions were then
sent back from Rev.com to the interviewer where she assessed again to assure that no errors or
identifying information was contained before sending them to me. With respect to
confidentiality, the interviewer erased all audio recordings and emails contained with the
transcripts after having sent them to me. The interviews and de-identified transcripts were
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completed by the end of May 2019. The data analysis phase of this project was then initiated and
lasted until the end of July 2019. Alongside the data analysis phase for the Narrative Inquiry
interviews, it was decided to refrain from facilitating the Design Meeting method for reason that
only two participants, representing one profession, contacted me about wishing to engage. The
lack of volunteer success rate prompted me to send a third email invitation, which did not
improve volunteer engagement.
Throughout the data analysis phase, I was in contact with the inquiry team to assure that
my interpretations were as accurate as possible, clarifying with the interviewer about particular
statements and ensuring that what was stated didn’t have additional body language or that pauses
in the transcripts were not the result of emotional upset or other. The RRU supervisor extended
his knowledge and support regarding the myriad questions I had about Narrative Analysis,
helping to refine and polish the findings. The RRU second reviewer augmented the analysis
phase with insights of the written material, which strengthened the overall outcomes.
Chapters Four and Five were drafted by September 2019, and based upon the findings and
attempts for engagement, it was decided to cancel the proposed “Make it Happen” meeting. This
meeting was intended to provide the space to share with the full participatory group the findings,
conclusions, and recommendations from the study. However, due to low volunteer engagement
for the Design Meeting, it was thought that disseminating the information through email and
engaging in a pre-existing bi-monthly team meeting to share the outcomes would be more
suitable for engagement.
A copy of the seven-page report of findings, conclusions, and recommendations (See
Appendix F), which contained the two-page list of recommendations (See Appendix E), was
included in the email to the full participatory group. It was also informed that I planned to attend
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an upcoming bi-monthly meeting to discuss the outcomes. Also, within the email, I encouraged
any and all participants to contact me directly if any questions, comments, concerns, or other
arose for them. My willingness for ongoing engagement was extended.
In September 2019, I met with my Organizational Partner to share the outcomes of the
project. We discussed that while commitment to ongoing engagement regarding the
recommendations of this project lies solely within the participatory group, her support would be
essential for any future needs that the group identified. Because the outcomes of the project
emphasized need for democratic approaches to change, ongoing dialogue and engagement within
the team was fundamental to champion any changes moving forward.
By October 2019, reviews and edits to the drafted chapters commenced. Alongside, the
RRU supervisor and second reviewer helped me to polish the final draft of the thesis for the
November 2019 submission date. An editor was not chosen for the thesis due to limitations in
time and finances. The success of this study was directly linked to the reliability and validity of
its outcomes. Reliable literature was strategically used to structure the data analysis process,
helping to strengthen the trustworthiness of results.
Data Analysis and Validity
The strategy utilized throughout the data analysis phase of this study involved obtaining
global impressions, and was done by way of seeking out the six elements of narration along with
any identified tensions at the boundaries of those elements (Lieblich, Tuval-Mashiach, & Zilber,
1998; Riessman, 2008; Clandinin & Connelly, 2000). Comparing and contrasting the identified
variables was also included within this analysis phase (Ryan & Bernard, 2003). Variables were
considered as the “who”, “when”, “why” (Dialogic/Performance Analysis) and the “what”
(Thematic Analysis) of the narratives (Riessman, 2008). Lastly, seeking out metaphors and
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analogies (Ryan & Bernard, 2003) was also considered to benefit this process. Combined, these
techniques designed a strategy to data analysis that helped to illuminate a system’s story and
produce trustworthy results. As Nowell, Norris, White, and Moules (2017) explained, in order
for research to be “accepted as trustworthy, qualitative researchers must demonstrate that data
analysis has been conducted in a precise, consistent, and exhaustive manner” (p. 1). The
following discussion demonstrates the rigorous data analysis process that was conducted to
elevate the trustworthiness of this study.
Each narrative was read from start to finish without interruption to gain the main idea,
what Riessman (2008) defined as the abstract. It was decided to use a holistic-content approach
of reading the narratives several times until patterns started to emerge (Lieblich et al., 1998).
Notes were written at the end of each narrative regarding my understanding of the patterns and
overall abstract. Once patterns were no longer emerging and my notes contained all the content
that I considered salient, it was time to seek out elements and variables within the narratives.
Codes were created as to the who, what, when, where, and why of the narratives which
helped to capture and identify elements and variables within. It became relatively easy to start
identifying tensions at the boundaries of these variables once they were initially identified. For
instance, after reading the narratives multiple times, an overall pattern of communication
emerged. After this abstract was initially identified, communication was then coded as a what
within the narratives. It consisted of further sub-codes of who, with more what, along with
elements of actions that were further categorized into additional sub-codes of what, when, where,
and why, etc. Once communication was coded and sub-coded, discovery of identified tensions at
the boundaries between them became obvious. Specifically, one sub-code of communication
became the act of “clarifying”, also identified as another what code. Within this code of
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“clarifying” existed three further sub-codes of “roles”, “goals”, and “intentions”, more what,
who, and why codes. From here, tensions at the boundaries between persons, the who, and further
actions, the what, emerged a second theme of findings, the “relationships” amongst the
interprofessional team.
The final analysis process included a last review of the narratives to ensure the
sequencing, structuring, and meaning of the narratives (i.e., actions, actors, places, times, plot,
and twists) was not lost (Riessman, 2008). This thorough and exhaustive analysis process, as
influenced and designed by the literature, created themes of findings that led to meaningful
results within.
Before discussing the ethical considerations within this study, one key aspect of the
inquiry and analysis process warrants attention. The list of inquiry sub-questions was structured
in a way that proved to deepen contemplation and reflection, providing ample data that
contained, what Riessman (2008) coined as, the narrative elements of orientation, evaluation, and
resolution. The inquiry sub-questions orientated to person, place, and time, while exploring the
narrator’s evaluation of events which led to clearly identified resolutions. The rich data generated
by the inquiry sub-questions augmented the discovery of a system’s story and strengthened the
relevancy of the study’s outcomes.
Ethical Issues
As per the Canadian Institutes of Health Research, Natural Sciences and Engineering
Research Council of Canada, and Social Sciences and Humanities Research Council of Canada
(2014), all research with human involvement requires ethical consideration and planning to
ensure respect for persons, concern for the welfare of, and justice for all persons involved. In
response to this, the following ethical considerations were integrated throughout this study. In
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order to maintain ethical engagement throughout this project, opportunity for anonymous one-toone interviews was offered. These interviews were located in private settings away from the
workplace to offset any perceived or potential “power-over” dynamics and to protect participant
anonymity. Lastly, a hired third-party interviewer conducted the one-to-one interviews with
respect for participants who wished to anonymously engage.
To safeguard the privacy and confidentiality of participants throughout this project, data
were analyzed to extract themes from the narratives provided, excluding any use of names or
titles. All written material of the findings was provided in the third-person point of view to
further safeguard participant anonymity, and which also helped to capture the collective system’s
story. Audio recordings of the interviews were transcribed onto Word Document files, saved to a
USB and stored in locked spaces. The hired third-party interviewer ensured that once the
transcribed data was obtained, she would review it to erase any identifiable information before
sending to myself for analysis. After sending me the de-identified files, she also deleted all
documents from her password protected laptop and USB that held the recordings.
Disclosure of the purpose for the project and how the information was to be used and
protected was explicitly communicated within the Invitation/Information Letter (See Appendix
B). Full disclosure of intent and risks respects the rights of participants to be informed with
opportunity provided to consent to engagement. Providing information about the purpose and
risks and obtaining written consent (See Appendix B and C) ensured the respect to the rights of
participants throughout this project. This process occurred before each interview engagement.
Lastly, to assure anonymity of voluntary participants, the hired third-party interviewer kept the
signed consent forms in a locked area within her home office, and will shred these forms once I
confirm with her that the project has been completed and thesis approved.
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New knowledge and understanding materialized from this project as a result of the
systematic review of research, the methodology, and methods of data collection and analysis
chosen for this project. Preserving ethical standards of practice throughout this study nurtured
safe engagement that leveraged shared learning opportunities and likelihood for improved
outcomes. In addition, the learnings from this study can contribute to the greater academic
discourse within the social sciences arena, evolving upon our current understanding of the
phenomenal world of collaboration. The next chapter thoroughly discusses the findings and
conclusions that emerged as a result of this initiative.
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Chapter Four: Inquiry Project Findings and Conclusions
Intention for this Participatory Action Research (PAR) project was to engage in dialogue
based on a recognized need to learn how we, the interdisciplinary team, might improve our
collaborative practice in support of quality patient care. In order to explore this topic, a list of
sub-questions was needed to better define the inquiry and to deepen reflection for cultivating
emergent learnings. These sub-questions included:
1. How might we, the interdisciplinary team, define quality patient care?
2. How might we, the interdisciplinary team, understand interprofessional collaborative
practice?
3. What elements do we value as essential for interprofessional collaborative practices?
4. What are the elements at which we excel, and what are the elements upon which we
could we improve?
5. How might we continue to maintain our identified strengths while strengthening those
elements needing improvement?
The proposed methods for obtaining and analyzing data included Narrative Inquiry, one-to-one
interviews, and a Design Meeting. In total, four participants (each with differing professional
identities) volunteered to engage in the Narrative Inquiry interviews and two participants (both
within similar professional identities) volunteered to engage in the Design Meeting. Invitations
for engagement were sent to the full participant group on three separate occasions and I checked
in verbally with participants to ensure the invitation e-mails had been received. Unfortunately,
the volunteer rate for the Design Meeting was insufficient; two participants representing one
professional group made it impractical to obtain a system’s story reflecting the diversity of the
group, so it was decided to withdraw this method from the study. Reasons for low engagement in
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the Design Meeting could be innumerable, and any presumed reasons at this point would be
speculative given I had not inquired further. Despite low engagement with the Design Meeting,
there was still plenty of data that emerged from the one-to-one interviews. To refine the data,
multiple data analysis approaches were used to materialize the following findings.
Study Findings
The data analysis process included the use of thematic and dialogic/performance analysis
approaches to help identify key aspects of the narratives, such as the “who”, “what”, “when”,
“where”, and “why” (Riessman, 2008). This technique augmented Lieblich el al.’s (1998)
wholistic content perspective, or the global impression, of the narrative by narrowing in on the
elements and variables of the overall story. For example, while reading through the narratives to
the question “how might you define quality patient care?”, thematic and dialogic/performance
analysis helped to identify the who, what, when, where, and why, specifying the special foci of
content to support a greater global impression (Riessman, 2008; Lieblich et al., 1998). This led to
the discovery of one of the following themes, patient-focused care. Within this theme, there were
distinct persons identified within the terms’ “patient” and “care”, helping to better define the
theme as later described.
Narrative inquiry requires a “collaboration between researcher and participants, over
time, in a place or series of places, and in social interaction with milieus” (Clandinin &
Connelly, 2000, p. 20). Throughout the engagement processes of this study, it was prudent to be
mindful of the fact that, as researcher and participant, my past and current experiences,
perspectives, knowledge, and motivations would have an impact on the data analysis process and
the telling of the system’s story. Additionally, awareness of the increased risk for
misinterpretation was at the forefront given that the narratives had been de-identified to preserve
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participant confidentiality. For instance, while reading through the transcribed interviews, a
tension at one boundary of experience (Clandinin & Connelly, 2000) between two participant
narratives emerged. Both narratives appeared to be speaking to one conversation, or possibly a
series of similar conversations, that occurred during their daily huddle. A distinct tension at the
boundary of experience was identified as an interaction between people. Specifically, the people
involved included me, as researcher interpreting the narratives, and two participants, with their
shared narratives. The actions within the narratives included statements made and questions
asked during daily huddles. One participant shared within their narrative that statements like “the
patient can’t go home” led them to question, “how do we get the rest of the information…
without having to try and pull it?” This participant seemed curious to know more about “what are
our barriers?” to the reasons why “the patient can’t go home”. Because I have historical
experience in working with this participatory group, I recognized that I could relate to the
curiosity and need for better understanding about the barriers to why patients might not be able
to go home. This is where the blended role of researcher and participant, along with an inability
to member check the meaning of a narrative for confidentiality reasons, exemplifies the
interpretive nature behind these findings.
The combination of multiple analysis techniques with the interpretations of these
narratives did lead to a discovery that specific statements made during daily huddles can ignite
curiosities and need for better understanding within the team. In addition to this finding, one
participant mentioned that statements like “the patient can’t go home” was perceived as “short
and snappy”. It is possible that statements like this could be perceived by others as definitive
statements and risk closing down communication or the dialogue needed for divergent thinking
modes within complex decision-making processes (Kaner et al., 2014). Members of the
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interprofessional team making statements like this might not be aware that other members are
curious to learn more for better understanding. Within the narratives, there appeared a second
position to this conversation. It was voiced that when questions were asked, such as “why can’t
the patient go home?” or “what are the barriers to discharge?” by management or charge nurses,
it was perceived by some members as “accusatory” or “judgemental”. How questions are being
delivered could lead some members to think there might be deeper meaning behind the
questions. It appears that how we, the interprofessional team, communicate with one another
during the daily huddle greatly impacts how we perceive the meaning behind what is being said.
These participant narratives, combined with my own interpretations and perspectives on the
topic, led to the discovery of communication as a distinct theme within the findings, later to be
discussed. This specific finding revealed that there are curiosities and needs for better
understanding, with needs for improving how the team communicates to improve collective
clarity and understanding.
The different approaches used to analyze the data, as discussed briefly here and more
thoroughly in Chapter Three, helped to gain a deeper understanding of how this team views
themselves within their collaborative practices for quality patient care. In total, four themes
emerged from this analysis. These themes include:
1. Patient-focused care
2. Communication
3. Relationships
4. Democratic approaches to decision-making
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Each theme includes statements and quotations that reinforces the participant voice. The
following discussion will detail these findings, and later lead to the conclusions that these
findings, along with the review of literature, created.
Theme one: patient-focused care. A distinct collective voice emerged, revealing that
patients’ “care” required an integration of the perspectives, experiences, and relationships of all
members involved to providing quality patient care. Members were differentiated into two
groups, the “professional people and the patient”. Each group included members that were both
directly and indirectly involved in the patient’s care, and a noticeable sub-theme of the
interrelationships and interdependencies between all members surfaced. The professional people
included “physio, OT, nursing, physicians, unit clerk, like, housekeeper, everybody working
together” that was needed, directly or indirectly, to provide quality patient care. The “patient”
was described as the person who was admitted to the facility along with their “family or friends,
or whoever their personal circle” included.
One participant provided an example of “patient-focused care”, which included a mindful
presence that professionals bring with them to their interactions with patients. In this description,
an example of stopping at the “doorway” of the patient’s room to remind oneself to pause and to
“shake off” any “baggage from the day” appeared to symbolize a mindful approach to providing
patient-focused, or selfless service, type of care. Another participant described quality patient
care to include the patient’s being “happy” and feeling that their goals are being heard and met to
the best of the organization’s ability. These two distinct examples from two differing participants
reveal that patient-focused care includes both processes and outcomes. A third participant
recognized that providing “timely” care in the “best” or “right” place were important
components of quality patient care. However, there were no specific examples or descriptors to
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what “timely” meant, or what the “best” or “right” places could be. A different participant
described the patient care “journey” beginning on admission and ending on discharge which
speaks to both the time frame and location of care. However, this does not confirm that these
participants agree as to whether or not this “journey” within acute care was the “best” or “right”
place for patient care. Therefore, it cannot be concluded what constitutes the “best” or “right”
places for quality patient care, leading to greater need for inquiry on the topic.
Theme two: communication. Communication included safe, timely, and clear
exchanges between the interprofessional team. Safe communication was the first important
component identified within the narratives and was expressed as members feeling safe to share
their opinions and to ask questions. There was mention that the team excels when members
“chirp up”, “make themselves heard”, and “share their lens and what they think is important in
terms of quality patient care”. There was acknowledgement that questions asked during the daily
huddles can result in some members feeling “attacked” followed with an expressed desire for
questions to be welcomed and not taken personally.
The team exceled in communicating promptly and concisely, especially when they “stick
to the five questions” which allow them to stay focused. Without structured questions, “really
lengthy conversations that… don’t have a real intent” can consume more time leaving some
members feeling disrespected as a result. Also, if members of the team “don’t feel like what
they’re saying is being respected” it can lead to lengthier conversations that in turn requires more
time, further compounding feelings of disrespect for inefficient use of members’ time.
Clarifying roles, goals, and intentions were other important components of
communication. Patient care was better synchronized when the team clarified their roles. Each
member knowing their own role, the roles of others, and communicating “whose role is what”
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ensured that “nothing gets dropped” and/or that members were not “stepping on each other’s
toes”. Clarifying goals included a direct inquiry with patients to ensure that the discharge goals
identified during the daily huddles were patient focused. Clarifying the intent of what was
communicated and how it was communicated during daily huddles was understood to help
prevent misunderstandings between members. For example, definitive statements such as “this
patient can’t go home” could be perceived as “short and snappy”, which risks closing dialogue
necessary for divergent thinking modes within complex decision-making processes.
Clarifying the intent behind definitive statements, along with how they are perceived by
other members of the team, might improve shared understanding amongst the team. Also,
clarifying that questions asked during daily huddles are asked with the intent to improve
understanding might also help to prevent misunderstandings between members. Lastly, clarifying
the intentions for communication styles might also help to prevent members from taking certain
styles of communication personally. For example, member’s responding “quickly and sharply”
in communication with one another was stated as the result of “time restraints” and “high stress”
environments, and not because of personal reasons. Safe, timely, and clear understanding of
roles, goals and intent for communication was voiced as ways to improve collaborative practice.
Communication and relationships between members of the interprofessional team appear to be
correlated between how well the team communicates to how well their relationships are
maintained.
Theme three: relationships. Respect, honesty, trust, and personal connections were the
predominant identified components to establishing and maintaining relationships within the
interprofessional team. Respect included listening to, and having an appreciation for, the diverse
perspectives of all members within the team. Having members of the team “feel like they’re
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heard” was valued. Furthermore, respect was identified as understanding the perspectives of
others, by way of suspending judgement about others, and being curious about others’
perspectives, contributions, and generally about “why things are the way they are”. It was
cautioned that judging others can damage relationships between members of the team. Respect
also included speaking directly to members of the team to clarify misunderstandings instead of
talking with other colleagues, preventing conversations outside of conversations (i.e.,
“backtalk”). Noted was a correlation between respect and honesty. Respectful honesty was
defined as being honest with others and respectful in the delivery of that honesty, especially
when it came to providing feedback. Interchangeably, providing honest (i.e., “good, bad or
ugly”) feedback was expressed as a form of respect. Awareness “that we’re all coming from
different lenses”, appreciation for “what the other person is trying to bring to the table”, and
giving honest “feedback, good bad or ugly” were all ways of expressing respect within the team.
Trust was noted to leverage improved collaborative practice when environmental factors
(e.g., increased workplace pressures and stress) negatively impacted team functioning. High trust
within the team was understood to build team resiliency to meet such challenges. While trust was
not explicitly defined within the narratives, it was expressed as respecting others’ perspectives
and assuming positive intent when questions were asked. Further inquiry into how this team
defines trust might augment collaborative practices.
Personal connections consisted of incorporating friendly exchange with one another to
offset the seriousness of work. There was mention about establishing “appropriate” connections
with members of the team, though no distinction to what constituted “appropriateness” was
made. There was, however, mention that some members “hang out all the time, outside of work
as well” which was valued as an element of IPC. The relational components of respect, honesty,
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trust, and personal connections interrelate with the previously identified components of
communication along with the following identified components of democratic approaches to
decision-making.
Theme four: democratic approaches to decision-making. A democratic approach to
decision-making was emphasized within the narratives. Specifically, there was indication of a
lack of shared agreement to the vision or purpose of the daily huddle. It was raised that the
purpose of the daily huddle was chosen with sole focus toward patient discharges. Some
members feel that speaking only to discharges during the daily huddle “detracts from a lot of
things that some of the team members might consider more important… [such as] how we work
together to provide quality of care” and that “discharge is just one piece of providing good
quality care”. A strong inclination for the full team to be included in decision-making regarding
all aspects (e.g., purpose and process) of the daily huddle was noted.
Reference was made regarding cultural norms preventing some members from feeling
heard in their perspectives toward creating meaningful change. For example, it was shared that
statements, such as “well, this is the way we do it” or “yeah, we could do that” with no follow
through, left some members feeling bewildered about how to influence changes needed.
Identified within the narratives was a lack of either a designated person or process to coordinate
a democratic approach to decision-making regarding how the team engages and/or
communicates (e.g., where and how information is documented and shared). Members would
like to be included and supported in making changes that impact how the team collaborates and
communicates together.
For the most part, there is adequate representation and attendance from diverse
professions at the daily huddle. However, it was noted that occasional lack of attendance from
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some professional groups did occur. Two separate examples emerged from the narratives. First,
it was noted that “sometimes not everybody from each profession is able to be there”, with
specific reference to nursing. A PCC attends the daily huddle on behalf of all front-line nurses,
though it was dependent upon how well the information was transferred between the front-line
nurses to the PCC and how well the PCC articulated this information that impacted the quality of
information shared. Second, there are occasions when members are unable to attend, or arrive
late to the huddle and they have no “point person who can clearly explain their point of view or
[give] their report”, meaning that important information gets missed during huddles. As a result,
the combination of a lack of attendance and/or a lack of adequate shared information greatly
impacts the quality of decision-making outcomes during the daily huddle.
These four identified themes of findings corresponded well with the literature on the
topic of collaboration, as provided in Chapter Two. The following conclusions emerged from the
process of comparing and contrasting the literature to the findings from the narratives within this
project. This helped to obtain a collective and shared understanding about what constitutes IPC
and how to improve upon the collective collaborative practices for quality patient care. The
following section of this chapter will provide the details and depth of this collective, shared
understanding.
Study Conclusions
Utilizing different approaches to analyzing the data improved both the accuracy of the
previous findings and validity of the following conclusions. Also, the research inquiry subquestions helped to deepen reflective engagement, producing ample data within the narratives.
These narratives were weaved into themes of findings that shaped a system’s story and led to the
following conclusions:
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1. Mindful, patient-focused approach to care
2. Communication, styles, and intentions
3. Goals and roles clarity
4. Establishing and maintaining relationships
5. Democratic approaches to generating change
These conclusions strengthen an overall understanding of how the interprofessional team can
enhance collaborative practice for quality patient care. The following section of this chapter will
detail these conclusions for deeper understanding.
Conclusion one: mindful, patient-focused approach to care. Quality patient care was
understood to require a “patient-focused” approach. Inquiring with patients, including their
family, friends, and/or identified social circle, about their goals to assure accuracy of the
collective goals identified during daily huddles demonstrated this approach. Additionally,
inquiring with patients about their goals involved a mindful approach to being present with
patients, helping to prevent the pressures and stresses faced by the professional team from
negatively impacting their interactions with patients. This awareness to being fully present with
patients, while inquiring about their goals, could establish and maintain relationships between
patients and the professional team throughout the patient’s journey to assure that professionals
and patients are satisfied about the care provided and received.
Literature, introduced in Chapter Two, emphasized the significance toward patientcentred, or patient-focused, approaches to care. One of the three domains within British
Columbia’s Competency Framework for Interprofessional Collaboration is patient-centred care.
This framework promotes environments “of respect for the patient/client and family, fostering a
feeling of comfort within the team”, encourages “non-judgemental and inclusive attitudes by the
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team towards patient/ clients and families”, and shares “options and healthcare information based
upon team discussions with patient/clients and families to foster informed choice”
(Interprofessional Network of BC & College of Health Disciplines, 2008, p. 5). There is a shared
understanding of the value toward patient-centred, or patient-focused care that includes a
mindful approach to the intentions and interactions between all members throughout the patient
care journey.
Within the narratives, a significance to providing “timely” care in the “best” or “right”
places as key components of quality patient care was noted. However, there was a lack of
explicit definitions to better understand what participants meant by “timely”, or “best”.
Literature, provided in Chapter Two, informed that boosting IPC improves patient health
outcomes while also decreasing hospital admissions and length of stays (World Health
Organization, 2010). However, it is still unclear if participants agreed that “timely” care meant a
decrease in hospital admissions or length of stays, or if the “right” place of care included other
areas of care such as community services or home. Therefore, it would benefit the
interdisciplinary team to clarify as to when and where patient-focused care is best provided.
Conclusion two: communication, styles, and intentions. The participatory group
understood that IPC required timely communication between all members of the team, with a
need for better understanding of their styles and intentions. Timely communication was
identified as contextual, requiring prompt responses based on urgency of situations. Also, staying
focused to topics and communicating succinctly were examples of efficient uses of time, leading
members to feel respected. For instance, it was identified within the narratives that the
interprofessional team excelled in communicating promptly and concisely, particularly when
they stuck to the designated “five questions”. As evident within the literature, discussed in
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Chapter Two, controlling the amount and type of information shared during conversations can
focus attention, prevent disagreements, and nurture problem-solving capabilities (Hewitt et al.,
2015), which improves overall efficiency of interactions. This combination of literature and
findings deepens an understanding that communication formats and structures, like the “five
questions” used during daily huddles, can optimize interactions and nurture respect within the
team.
Styles of communication, with need for clarity of intent, was further identified within the
narratives. Specifically, “quick” or “sharp” styles of communication resulted with members
“taking things personally”. It was noted that these styles of communication were purely based on
environmental factors (e.g., time pressures, high workloads, increased stress) and not for
personal reasons. There was an emphasis toward a need for members to assume positive intent
and to clarify their intent behind communication styles if taken offensively. Also,
misunderstandings between members about the intentions for questions asked and statements
made during daily huddles was further acknowledged.
Literature, from Chapter Two, reinforces the need for clear communication. Foronda,
MacWilliams, and McArthur (2016) explained that mixing different professionals with their
variations in training and styles of communication can contribute to frustrations and lead to
poorer communication within teams. Open communication is needed, whereby team members
extend the freedom to ask questions and express their opinions in respectful ways to clarify and
resolve misunderstandings (Bendaly & Bendaly, 2012). Open communication can increase the
team’s confidence in knowing that each member’s intentions are good while increasing the
team’s comfort with being vulnerable with one another, cultivating trust within the team
(Lencioni, 2002). There is a shared understanding that clarifying the intentions behind statements
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made, questions asked, and/or the style of communication used could prevent misunderstandings
between the team, and that clarifying intentions can only occur if there are open forms of
communication established.
Conclusion three: goals and roles clarity. The participatory group understood IPC as a
process of clarifying goals and roles. All “working toward the same goal” prevents siloed
perspectives and their “own agendas” from getting in the way of decision-making processes and
collaboration. Literature from Chapter Two augments this concept. Establishing direction or
shared vision within teams requires clarifying what the team will achieve and how they plan to
achieve them (Bendaly & Bendaly, 2012). Without establishing direction, teams cannot align
their actions or roles which leads to wasted energy (Senge, 2006). Because “we all overlap”, the
participant group identified a risk of things “getting dropped” or a risk of “stepping on each
other’s toes”, which articulated the understanding that role clarity was a significant component of
IPC.
Poorly defined goals limit shared responsibility within teams and increase confusion for
both team members and patients (Clark & Greenawald, 2013; Green & Johnson, 2014).
Additionally, due to the level of dependence on one another for achieving overall goals, it is
essential that interprofessional teams clarify their members’ roles to improve coordination of
their collective actions (Bronstein, 2003). Clarifying what the team wants, how they plan to
achieve it, and who will be responsible for what coordinates teamwork and promotes shared
responsibility critical for boosting team morale and collective empowerment (Hewitt et al., 2015;
Hepp et al., 2015). However, complete agreement within teams is not always possible, and as
Lencioni (2002) advised, the best way for decisions to be made when consensus cannot be
reached is to assure that all “opinions have been heard and considered” (p. 207). The
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communication and decision-making process toward clarifying shared understanding of goals
and roles is best supported with open communication. All identified components within
communication are interrelated. For example, open forms of communication, as previously
mentioned, can aid in clarifying goals and roles within the team leading to enhanced IPC and
quality patient care.
Conclusion four: establish and maintain relationships. The participatory group
identified many key elements of IPC along with how they, the interprofessional team, excelled
and/or could improve. These key elements construct the fourth conclusion, defining
relationships. The identified elements included suspending judgements, listening, staying
curious, appreciating and respecting diverse perspectives, assuming positive intent, trusting,
providing honest feedback, talking directly with one another when misunderstandings arise, and
cultivating friendly exchanges and “appropriate” connections.
Literature from Chapter Two supplements the relational qualities identified within the
narratives. Improving relationships between team members requires valuing each other’s
contributions (i.e., their knowledge, skills, experiences, assessments, etc.), and is evidenced by
showing an interest in others’ opinions (Harris et al., 2013). This results in members feeling
valued, generating reciprocity between members, and leading to increased motivations and
commitments to team goals (Hewitt et al., 2015; Wilson et al., 2016). The participatory group
defined specific ways of valuing and showing interest in others. They voiced that suspending
judgments and staying curious about “what others can contribute” offers respect essential to IPC
practices. Specifically, it was understood that telling others “who they are, or what they are, or
what they should do” were examples of judgement that damaged their relationships. In addition,
staying curious and listening to what others had to say averted judgement. Lastly, valuing and
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showing interest in others was expressed as appreciating “what the other person is trying to bring
to the table”, the diverse perspectives of the team, and having everyone “feel like they’re heard
and what they’re saying is respected”. Worthy of notice is the parallel between mindful
approaches to patient-focused care and staying curious about the perspectives of others within
the team. The analogy of stopping at the “doorway” to remind oneself to pause and to “shake
off” any “baggage from the day” represents a selfless practice of working with others. Being
aware to pause oneself and to remain curious about others can thwart off judgements harmful to
relationships.
Assuming positive intent and trust is also correlated in the literature. In Chapter Two, it
was informed that trust is the confidence that others’ motives are good (Lencioni, 2002). While it
was neither defined within the narratives or literature regarding how to assume positive intent,
the previous discussion about extending curiosity toward others to prevent harmful judgements
or suspicions about others’ motives are considered. Assuming positive intent regarding the
actions of others could be one significant contribution to building “up that tank of trust”, as
mentioned within the narratives, to help improve overall IPC.
Providing honest feedback, including the “good, bad, or ugly, about what you’re saying
or what you’re doing”, exemplified respect for others. Talking directly with members of the team
to clarify misunderstandings or offenses also demonstrated respect. Not being honest with one
another, or speaking with others indirectly involved, were illustrated as examples of disrespect
within the team. It was not explicitly clear why members might not be honest or talk directly
with one another to clarify misunderstandings. However, after a review of the literature provided
in Chapter Two, fear of conflict might be a contributing factor.
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Due to the fact that IPC requires the fusion of professional diversity, it is understood that
conflict is to be expected within teams (Green & Johnson, 2015). Acknowledging that conflict
within teams is productive, agreeing to methods for conflict resolution within the team, and
integrating objective members to support real time conflict when conflict occurs can support
teams that fear conflict (Green & Johnson, 2015; Bainbridge, Nasmith, Orchard, & Wood, 2010).
Helping to offset fears of conflict can be achieved with blame free cultures, whereby reflection
and feedback is provided in a “what can we learn from this” type of manner, further leading to
improved shared learning within teams (Bendaly & Bendaly, 2012). If members are afraid to
provide honest feedback or talk directly with one another due to fear of conflict, respect within
teams is most likely to be jeopardized. Thus, promoting blame-free environments for honest
reflection and feedback, increasing the team’s awareness to the usefulness of conflict, and
clarifying methods for conflict management can all support teams experiencing a fear of conflict.
Lastly, cultivating friendly exchanges and “appropriate” connections with all members of
the team can offset the seriousness of work. Hanging out with the team, outside of work as well,
fosters personal connection that “goes a long way” to optimizing IPC. No distinct definition of
“appropriate” connection was provided in the findings. However, it did appear that having
relationships outside of working dynamics was valued. There is caution referenced in the
literature. In Chapter Two, it was advised that team members who are particularly close with one
another might refrain from holding one another accountable for fear of damaging their personal
relationships leading to an erosion of team functioning (Lencioni, 2002). Shared inquiry about
what constitutes “appropriate” connections and how the team might work to enhance their
connections while mitigating the risks identified could improve understanding for improved
practices.
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Conclusion five: democratic approaches to generating change. The participatory
group identified the element of inclusivity as pivotal to improving their IPC practices. Inclusivity
was identified as involving all members in decision-making processes. For example, there was
mention that the purpose of the huddle included a sole focus toward patient discharges, and the
decision for the purpose of the huddle had been decided without inclusion of the full
interprofessional team (e.g., their ideas or agreement). Literature from Chapter Two informed
that Interprofessional Collaboration (IPC) requires democratic approaches to nurture innovation,
shared responsibility, interdependency, and improved decision-making processes within teams
(Lingard et al., 2012; McCallin, 2003; Anonson et al., 2009; Long et al., 2006). Furthermore,
shared responsibility was described as a process of reaching goals through joint definition,
design, development, and achievement, and led to members being more committed to their
decisions while boosting overall team morale and empowerment (Bronstein, 2003; Hewitt et al.,
2015; Hepp et al., 2015).
Another example of inclusivity involved an acknowledgment that how the team works
together in providing quality patient care is essential, and was considered missing within
discussions during daily huddles. It was suggested to include how the team would work together,
along with the pre-existing topic of discharge planning, to enhance IPC and the quality of patient
care. As provided in Chapter Two, there is literature to support this understanding. Cohesive
teams require shared agreement and commitment about how they plan to achieve what they set
out to (Bendaly & Bendaly, 2012). This concludes that how teams work together is as necessary
to IPC and patient care as what they set out to achieve. A third example of inclusivity was a
recognized need to improve adequate coverage for missing members to assure that imperative
assessments and information be delivered to optimize shared learning and decision-making

CONNECTING THE DOTS

74

processes for quality patient outcomes. Specifically, it was expressed that including all members
in the daily huddles (e.g., front-line nurses and any members directly involved in patient care)
would improve accuracy of information provided. Also, there was a recognized need to replace
absent members with alternate members during daily huddles to assure that all essential
information was provided to support the decision-making processes for quality patient outcomes.
There is a shared understanding that including all members (e.g., their ideas, their presence, and
their attendance) within decision-making processes promotes democratic approaches needed to
improve IPC practice and patient outcomes.
Utilizing different narrative analysis approaches, and comparing the narratives to the
literature, produced the conclusions above. While this process helped to improve the accuracy
and validity of the outcomes, there were also limitations to this study worthy of discussion.
Scope and Limitations of the Inquiry
One significant observation with respect to the narratives was the use of subjective terms
such as “to me” or “to my understanding”. This showed an awareness that phenomenological
topics like Interprofessional Collaboration (IPC) are interpretive in nature. In addition,
participants often repeated questions aloud and took contemplative pauses suggesting their need
for reflection before answering. It seems that the pausing of time is essential for mindful
reflection within dialogue and offers an opportunity for deeper learning to occur. It is a mystery
what the results of this project might have been had there not been inquiry sub-questions
promoting reflection or the time and space provided to allow for individual contemplative pauses
and mindful reflection. Would a Design Meeting method alone have produced such depth to
these findings given the risk of interruptions that can occur within group settings and/or the
influential factors associated within social dynamics? This inquiry study developed greater
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appreciation for how Narrative Inquiry methods offer reflective spaces to liberate individual and
collective voices within research and practice.
Due to low participatory engagement for the Design Meeting, this method was not
conducted within the study. Again, it is likely there are various reasons as to why a lack of
engagement for this method occurred. However, regardless of the reasons for low engagement,
the fact that only one method of engagement was conducted throughout this study limited the
overall authenticity of the outcomes. Design meetings offer the opportunity for groups of
individuals to generate ideas and obtain consensus for implementing created plans regarding
future change. Without this process, the results provided were solely based upon interpretive
findings and not approved by the participatory group before establishing the list of
recommendations.
As mentioned in the introduction of this chapter, a third-party interviewer was hired to
safeguard participant confidentiality. Preserving the anonymity of participants presented a
unique challenge to validating the narratives provided, leading to more interpretive findings as a
result. While member checking was used during the one-to-one interviews, there was not enough
time in the project for me to continually member check the interpretations of findings between
myself, the hired interviewer, and participant during the data analysis phase of this study.
Every approach or technique used for data analysis has its strengths and limitations. The
choice to use Thematic Narrative Analysis was to compliment the anonymous inquiry method,
emphasizing the content as the exclusive focus, whereby the “primary attention is on ‘what’ is
said, rather than ‘how’, ‘to whom’, or ‘for what purposes’” (Riessman, 2008, pp. 53-54). This
approach to analysis was significant because there was greater need to identify the content, as
opposed to how the content was expressed, given that I, as the researcher, did not directly engage

CONNECTING THE DOTS

76

in the interviews. However, there is a primary limitation to using this method. This includes the
risk of assuming that themed clusters of data will mean the same thing from one participant to
another, obscuring the findings and conclusions as a result (Riessman, 2008). Without having the
ability to assess how narratives were communicated, or having the opportunity of clarifying
directly with participants to assure accuracy, the validity of the outcomes is more likely to be
compromised.
Lastly, it should not be assumed that the recommendations identified within this initiative
are relevant or meaningful to other interprofessional teams beyond this local setting. Each team
has their own cultural practices and interpretations of what collaboration means to them. Each
team is unique to their people, settings, and situations, and careful consideration to those people,
places, and situations is imperative for any meaningful changes in practice to occur. The
outcomes of this study do not provide a blueprint for all collaborative practices, but instead
contain knowledge and experience that might motivate others to engage more at the local level.
Chapter Summary
This chapter revealed the collective learnings and understandings originating from four,
one-to-one, Narrative Inquiry interviews regarding the overall research inquiry into how the
interprofessional team could improve their collaborative practices for quality patient care. These
findings were themed into patient-focused care, communication, relationships, and democratic
approaches to decision-making, which founded the following conclusions of mindful, patientfocused care, communication styles and intentions, goals and roles clarity, establishing and
maintaining relationships, and democratic approaches to generating change.
All conclusions incorporated a cross reference of literature, provided from Chapter Two,
to discern a broader understanding of Interprofessional Collaboration (IPC). The participatory
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group, the hired interviewer, the researchers and scholars on the topic, the RRU supervisor, the
RRU second reviewer, and myself comprised the collective “we” throughout this study.
Together, we understand that IPC is an inclusive engagement of all members toward seeking
connection and clarity about how we, interprofessional teams, attempt to provide patient-focused
care that leads to improved patient outcomes. Despite the lack of participatory engagement for
the Design Meeting, which aimed to optimize self-governing qualities, the findings and
conclusions provided by the Narrative Inquiry method alone surpass any expectation for this
project. Those participants who volunteered their time to share their voices contributed to rich
and substantial learnings about IPC and how their team, and others, can improve upon their
practices. The following recommendations, provided in Chapter Five, contain the results of this
collective understanding.
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Chapter 5: Inquiry Implications

This research project paved the way to discovering how one interprofessional team could
strengthen their collaborative practices for quality patient care. The interdisciplinary team of the
acute medical unit, who huddle daily for discharge planning, was the identified group for this
study. Both literature and professional experience, regarding the significance of Interprofessional
Collaboration (IPC) toward job satisfaction and quality patient outcomes along with the
recognized need for additional investigations into the topic, motivated this overall initiative.
Calling attention to IPC and embracing action-oriented engagement methods of research
produced the findings and conclusions that constructed the overall recommendations and
outcomes within this study. The overarching inquiry to this project was, how we, the
interdisciplinary team, might improve our collaborative practice for quality patient care. For
deeper exploration, the following list of sub-questions were included:
1. How might we, the interdisciplinary team, define quality patient care?
2. How might we, the interdisciplinary team, understand interprofessional collaborative
practice?
3. What elements do we value as essential for interprofessional collaborative practices?
4. What are the elements at which we excel, and what are the elements upon which we
could we improve?
5. How might we, the interdisciplinary team, continue to maintain our identified
strengths while strengthening those elements needing improvement?
One-to-one narrative inquiry interviews were held for dialogue to generate collective findings
and shared understanding on the topic. Literature, provided in Chapter two, along with multiple
approaches to data analysis refined the following themes of findings and conclusions:
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1. Mindful, patient-focused approach to care
2. Communication: styles and intentions
3. Goals and roles clarity
4. Establishing and maintaining relationships
5. Democratic approaches to generating change
This chapter will reveal in detail the recommendations constructed from this initiative, along
with the implications to the practicing organization and future inquiry regarding the topic of
action research and IPC.
Study Recommendations
Based on the literature provided in Chapter Two along with the findings and conclusions
of this project, three themes of recommendations for improved Interprofessional Collaboration
(IPC) emerged. There are myriad recommendations provided within each of the following
themes, and they provide ample opportunity for both individual and collective future praxis. It is
important to clarify that these recommendations do not insinuate that the team is not already
engaging in such ways. Findings within this project verify that the team is already engaging in
many beneficial practices that support IPC. These recommendations exclusively serve to
motivate the current, supportive practices of IPC and to influence individual and collective
reflection toward aspects of IPC that could improve. The three themes of recommendations
within this study include:
1. Embrace the findings and recommendations: align individual and collective
behaviours to improve collaborative practice for quality patient care.
2. Continue to inquire: create time and space for ongoing dialogue about collaborative
practices.
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3. Utilizing approaches to decision-making: both within daily huddles and beyond.
Several recommendations discussed within this chapter invite ongoing shared inquiry and
dialogue for the purposes of generating ideas, collective learning, and promoting democratic
changes to practice.
It is recommended to use the team’s pre-existing bi-monthly meeting as the arena for this
future inquiry and dialogue rather than creating a separate meeting for engagement. Reason for
this recommendation stems from both the results of the study and the awareness of complexity
theories for leadership approaches, particularly the Cynefin Framework, where probing, sensing,
and responding to practice can best support highly complex systems (Kurtz & Snowden, 2003).
Within this research project, a Design Meeting method of inquiry was proposed. Due to
insufficient engagement for this method, it was learned that introducing new meetings might not
be the best way to engage this participatory group. In response, it is recommended for this team
to utilize a pre-existing meeting, such as the bi-monthly meeting, to engage in future dialogue
instead of re-creating a separate one. Additionally, changes were made to how the findings and
recommendations were disseminated to the participatory group. There was a proposed plan to
share the findings and recommendations during a Make It Happen meeting. In response to the
project findings, a decision was made instead to send the findings via email and to invite
participants to engage in one-to-one dialogue with myself if any questions or curiosities
transpired. Also, it made sense for me to attend a bi-monthly meeting to briefly speak to the
findings and recommendations of the project and to provide a laminated copy of a two-page list
of recommendations (see Appendix E) based upon the findings of the project. As evident, the
combined literature pertaining to complexity theories and findings of the project adjusted the
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approach and strategy for encouraging future engagement. Following is a deeper look into the
themes of recommendations that emerged from this project.
Recommendation One: Embrace the Findings and Recommendations
Opportunities for improved collaborative practices are highly unlikely to manifest
without the team embracing the findings and recommendations of this project. Harnessing the
power of collaboration will require the team to welcome the information provided and to
continuously reflect on their individual and collective practices. The following recommendations
consist of ways that some participants perceive how the team could individually and collectively
show up to impact collaborative practices for quality patient care. This overall theme consists of
four sub-themes, and includes patient-focused care, communication, goals and roles clarity, and
relationships.
Patient-focused care. Suggestions for mindful, patient-focused approaches to care were
evident in the findings of this project. Literature introduced in Chapter Two compounded this
shared understanding and helped to create the following list of recommendations for future
practices:
1. Pause before interactions with others to refocus attention, nurturing a mindful
presence.
2. Continue to share options and healthcare information with patients to foster informed
choice.
3. Continue to inquire with patients to identify their goals.
4. Collectively identify what timely, best or right places of patient care might be.
Recommendations for patient-focused care consist of opportunities to reinforce current practice
and/or shift individual and collective behaviours that align toward a shared vision of patient-
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focused care. There was confirmation of a need for clarity about certain aspects of patientfocused care, requiring future collective inquiry.
Communication. Communication was discovered as a distinct component of
Interprofessional Collaboration (IPC), needing structure, clarity, intent, and openness. As with
patient-focused care, there are opportunities here to reinforce and hone communication skills at
the individual and collective levels. The recommendations for improved communication, as
found within the findings and literature provided in Chapter Two, include:
1. Continue to use a structured communication format during daily huddles, such as the
designated five questions.
2. Assume positive intent with styles of communication, questions asked, and statements
made.
3. Clarify directly with members if there are misunderstandings or offenses.
4. Encourage open communication environments that include the freedom to ask
questions and express opinions.
These recommendations explicitly define how the team can reinforce and improve upon their
communication skills to enhance their collaborative praxis for quality patient care. There was a
strong emphasis toward clarity of communication noted. Providing the space and freedom for
questions that help to clarify communication is paramount for enhanced communication and
alignment within this team. This ongoing process of communication for enhanced collaborative
practice can only occur at the collective level, requiring individual and collective commitment to
engaging in the ways identified and recommended.
Goals and roles clarity. The participatory group identified Interprofessional
Collaboration (IPC) as a process toward clarifying goals and roles that impact the quality of
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patient care. With such diverse professional roles, expertise, and experience there was an
identified greater need to clarify who, what, when, where, why, and how the team will function
to provide collaborative care. Defining the goals of patient care and aligning the team’s actions
toward meeting those goals were crucial aspects of IPC practices identified, eliciting the
following list of specific recommendations:
1. During huddles, include how the team will achieve the identified goals. For example,
identify who will do what and by when to clarify roles and improve synchronicity
between members of the team.
2. Engage in dialogue during bi-monthly meetings about how the team can integrate role
clarity during daily huddles. Is there an option to include a sixth question to the preexisting five questions during daily huddles, such as “who will be performing the
identified tasks and by when?”
Future inquiry and collective dialogue are requested for better understanding of how the team
wishes to clarify their goals and roles for improved collaborative practices. Clarifying goals and
roles within the team could also spark connections that help to establish and maintain
relationships.
Relationships. Various elements of Interprofessional Collaboration (IPC) were identified
by the participatory group, and many of them included ways of establishing and maintaining
relationships within the team. Specific individual and collective behaviours have been
recommended by the participatory group, and include:
1. Suspend judgements. Do not tell members who they are, what they are, or what they
should do.
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2. Listen to others. Members want to feel that they are being heard and that what they are
saying is respected. It does not mean you have to agree, but that you have been heard
and your opinions and perspectives have been respected. Show interest in others’
opinions, even if they differ from your own.
3. Stay curious. Ask questions to improve clarity and foster shared learning.
4. Provide direct, honest, and respectful feedback about members’ actions and
communication.
5. Talk directly with one another when misunderstandings arise. Avoid talking with
members not involved.
6. Collectively identify and cultivate friendly exchanges. Further inquiry is needed to
identify what appropriate connections look like for this team. Consider devoting a bimonthly meeting to engage in conversation on this topic for shared learning and
clarity.
7. Consider devoting one or more bi-monthly meetings to dialogue about what methods
of conflict resolution this team wishes to use. Also, how could this team create a blame
free culture, whereby reflection and feedback are welcomed in a what can we learn
from this type of manner?
Participants reported that trust and respect were exemplified when the above behaviours were
practiced. Enhancing the relationship dynamics within the team, based upon the findings and
reflective suggestions that emerged from this project, can create a powerful synergy necessary to
tackle the challenges faced by the interdisciplinary team in providing highly complex patient
care. Again, embracing the first theme of findings, with a commitment to incorporating the
recommendations into practice, can align this team toward enhancing patient-centred care,
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communication, goals/roles clarity, and relationships necessary to enhance their IPC practices
and patient care.
Recommendation Two: Continue to Inquire
Time and space are needed for continuous shared inquiry, dialogue, learning, and
innovation, particularly regarding how the team chooses to engage in Interprofessional
Collaboration (IPC) practices. Senge (2006) articulated, learning organizations require members
to open themselves to see and to hear what is in front of them, to foster more inquiry-oriented
conversations that lead to deeper understanding, to challenge their assumptions, to let go of their
agendas and pre-established goals, and to be willing to be shaped by forces greater than their
own wills. In addition, Kaner et al. (2014) posited that shared learning, understanding, decisionmaking, and agreements occur when all members’ points of views have been heard and
incorporated. This requires patience and persistence, an effort to work to understand one
another’s goals, needs, fears, and aspirations while exploring possibilities, seeking imaginative
solutions, and sharing the responsibilities towards achieving the co-identified solutions. At the
heart of this is time. In order for a team to work together to improve collaborative efforts, time is
needed to leverage co-created and meaningful change. As a result, it is recommended for the
interprofessional team to consider whether or not they will benefit from increasing the frequency
of their bi-monthly meetings to monthly in support of the time and space needed for improving
their collaborative practices. It is recommended that this decision be based solely upon whether
the team feels it would benefit their collaborative practices and not dependent upon whether or
not they have the time to engage. If the team feels that they would benefit from increasing the
frequency of the bi-monthly meeting to monthly, but cannot carve out the time needed because
of their patient care needs and workloads, it is requested that Management and Administration
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support with back-up workload options, such as providing workload coverage so that members
can attend monthly meetings without getting behind in their workloads.
Lastly, whether or not there is an approved increase to the frequency of the bi-monthly
meeting, it is recommended to engage in dialogue on the recommended list of inquiry topics,
provided in the second page of the two-page list of recommendations (see Appendix E), during
these meetings to increase shared understanding of how the team chooses to move forward in
their collaborative praxis. This recommendation is not to replace the purpose, design, or content
of the pre-existing bi-monthly meeting. Instead, this recommendation intends to augment the
current reflective practices that exist within this meeting.
Recommendation Three: Utilizing Democratic Approaches to Generating Change
Literature provided in Chapter Two illustrated the value of democratic approaches within
Interprofessional Collaboration (IPC) practices, specifying that it helped to nurture relationships
and innovation along with improving decision-making processes and shared responsibility
(Lingard et al., 2012; McCallin, 2003; Anonson et al., 2009; Long, Forsyth, Iedema, & Carroll,
2006). IPC seeks to shift the dynamic of interactions between the interprofessional team toward a
system of cooperating and equal independents (Ambrose-Miller & Ashcroft, 2016). Issues of
power can determine the degree of collaboration within teams and it is recommended to pay
attention to behaviours of apathy, non-attendance, and/or sabotaging of projects and
collaborative work as symptoms of resistance to power (Ambrose-Miller & Ashcroft, 2016; Hart,
2015). Within the findings of this project, participants valued inclusion of all members’
attendance, ideas, and opinions in support of IPC practices. Increasing attendance and creating
space for members’ opinions to be heard and valued can enhance democratic approaches to
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generating meaningful changes to IPC. The following is a list of recommendations, based upon
the literature and findings of this project:
1. Continue to engage in bi-monthly meetings to reflect on collaborative practices.
Utilize the following list of inquiry topics generated from this project to initiate
dialogue during the bi-monthly meetings to improve shared learning necessary for
creating meaningful changes.
2. During bi-monthly meetings, delegate members to obtain and email minutes to
unattended members of the team, which will improve requested engagement for shared
decision-making.
3. Consider increasing the frequency of bi-monthly meetings to monthly.
4. Improve member attendance to daily huddles. Management engagement, along with
team dialogue, will be needed to establish how to improve member attendance for
optimizing shared information essential to decision-making processes during daily
huddles.
There is a recognized need for management and administrative support to provide resources
(e.g., workload for members to attend daily huddles or bi-monthly meetings, or access to any
identified communication tools) to help maintain and enhance the team’s Interprofessional
Collaboration (IPC) practices. These specific resources have not explicitly been determined by
the team, though it is anticipated there will be need for management and administrative support
in the future.
Lastly, it is important to note that this participatory group had greater participatory
success with one-to-one engagements. This method of engagement nurtures reflective practice
for emergent learning. While this type of engagement might be time consuming for
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organizational leaders and stakeholders alike, if it increases participatory engagement then it
improves the autonomy and responsibility of individual contributions needed for relevant and
meaningful changes. Therefore, it suggested that organization leaders and stakeholders increase
opportunities and spaces for one-to-one dialogue regarding the group’s collaborative practices,
and to then follow with group engagement where the emergent insights can be shared with the
rest of the team. Again, all decisions regarding future engagement will need to be decided by the
full group given their value to democratic approaches to decision-making and the suggestion for
ongoing one-to-one dialogue will be something the team will need to discuss and decide upon. It
is in all likelihood that this method of engagement already exists, though it is worthy of future
discussion amongst the team to clarify its relevancy.
Organizational Implications
Throughout this research endeavor, the organizational Partner met with me on numerous
occasions to listen and to share information and resources. She extended trust in my abilities to
lead the project and offered her time and support when needed. This nurtured the empowerment
essential for Action Research (AR) engagements. Our last meeting included a review of the
findings and proposed recommendations provided by this initiative. I informed there was little
clarity about how she might help to champion change moving forward given that most of the
recommendations within this project involved ongoing individual and collective team
engagements (e.g., behavioural modifications and ongoing shared dialogue). It will be up to the
participatory group, the interprofessional team, to continue to dialogue for deeper understanding
and clarity as to whether or not any other changes are desired, and to communicate with the
organizational Partner if any identified supports are needed. As recommended, there is a
possibility that the interprofessional team might choose to increase the frequency of their bi-
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monthly meeting to monthly, requiring back up staff to support workloads while they increase
the regularity of such engagements. If this should occur, the team might request back up staff
which will require approval from management and possibly from herself as the Director of Acute
Care Services. She both appreciated and welcomed the project’s findings and recommendations,
recognizing the relevancy of autonomously led changes that these recommendations request.
After meeting with the organizational Partner, the full participatory group was emailed a
PDF copy of the findings with the two-page list of recommendations (see Appendices E and F).
Included in the e-mail was the reason for choosing to cancel the Make It Happen meeting, which
entailed my response from learning that one-to-one engagements proved to be more successful
for voluntary participation. The email also invited participants to contact myself for ongoing
dialogue regarding the project’s findings and/or recommendations. Lastly, I invited myself to one
of the next bi-monthly meetings to offer a brief verbal report about the project’s findings and
recommendations, and to provide a laminated copy of the two-page recommendation list.
Choosing these informal opportunities for engagement was a necessary shift in action based
upon the findings of this project. There is hope that this team will reach out and contact me for
ongoing dialogue. There is also hope that they will welcome me to the bi-monthly meeting,
giving me permission to share the findings of the project. Lastly, there is hope that this team will
reflect on the recommendations provided, and engage with one another in the dialogue needed to
positively impact their collaborative practices moving forward.
The stakeholders involved within this project included myself, as researcher and
participant, the participatory group, which included the interdisciplinary team members who
engage in daily huddles, the organizational Partner, who is the Acute Care Services Director, and
the patients of the medical unit, who are directly impacted by Interprofessional Collaborative
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(IPC) practices and highly functioning teams. Also, because improved IPC practices have been
known to decrease length of hospital stays while improving the quality of patient care, tax paying
citizens and government combined are also considered as stakeholders within this study.
Championing desired changes for improved IPC requires the team to embrace the findings of this
project; specifically, by making changes to individual practices as reflected within the
recommendations, by continuing to collectively engage for shared inquiry and learning, and to
utilize democratic approaches for decision-making processes moving forward. The responsibility
and control to implement any recommendations are owned by individual members and the
collective group combined. Support, beyond the individual and collective team, might be needed.
The team will be responsible for clarifying if support is needed, what types of support to ask for,
and to communicate their needs to those who can support.
Complex systems are dynamic, emerging, and evolving, thus we can only “understand
why things happen in retrospect” (Snowden & Boone, 2007, p. 74), consequently requiring
teams to reflect on practices through processes of shared inquiry to help identify patterns that
lead to responses reflective of democratic approaches to decision-making. Without these
inclusive engagement processes, it is too difficult to obtain a clear understanding of the team’s
current reality and shared vision. Without shared vision, teams risk establishing and/or
maintaining cohesiveness, learning, aspiration, responsibility, power, freedom, courage, and
innovation (Bendaly & Bendaly, 2012; Senge, 2006). In addition, if this participatory group
chooses to ignore the findings and recommendations contributed by this project it could result in
some members feeling disrespected, particularly those who volunteered their time to engage in
this study as a way to leverage and champion change. Those who volunteered their time are
valuable members within the interprofessional team and their voices are worthy of recognition.
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Therefore, it is requested for the full participatory group to welcome these findings and
recommendations into their practices as a way of honouring the courageous efforts of those who
showed up.
Given the fact there is no shared, or agreed upon understanding of what constitutes
collaboration within the literature (Reeves & Lewin, 2004), this project aimed to define
Interprofessional Collaboration (IPC) at a local level through engaged inquiry. How this team
identified and understands IPC practices is valuable and can be leveraged toward meaningful
changes moving forward. Systemic impacts from this project can be identified at the individual,
team, organizational, and societal levels. Members of the interprofessional team, the
participatory group, and patients alike can positively benefit from the IPC practices discovered
within this research project. Improved interactions and enjoyment of engagements can result at
the individual level. Teams benefit when they align their actions and behaviours, involve one
another in shared inquiry, value diversity, and co-construct meaningful changes based upon their
shared vision for improved IPC. Teams become more cohesive and synchronized, they
experience respect, belonging, and connection as was found within this project. When teams
have an awareness of their strengths, needs, and possibilities of their collaborative practices,
organizations benefit because autonomously led and self-managed teams can help to free up time
and energy needed for other challenges, as was evident within the findings of this initiative.
Society benefits when interprofessional teams are capable of harnessing the power of
collaboration to leverage patient care outcomes. Society also benefits when teams share their
stories with one another about how they discovered and made changes to their collaborative
practices.

CONNECTING THE DOTS

92

While there is ongoing discourse within the social sciences arena pertaining to
ontological and epistemological positions of reality and the constructs of understanding, it is
important to glean the value of combining the myriad positions, methods, strategies, and tools
within our research endeavors if we are to strengthen the validity of our knowledge. Torbert and
Taylor (2008) posited that it is not only important to “distinguish between valid and illusory
patterns in data” from past experience, present performance, and future goals or visions, but to
establish awareness and engage in research practice that encompasses first, second, and thirdperson triangulation techniques.
This project included my individual reflection to past and present experiences, along with
my future vision regarding our Interprofessional Collaborative (IPC) practices. It also included
my engagements throughout this project with my planned actions for moving forward as shaped
by the findings of the inquiry. Engagements with the participatory group through processes of
shared dialogue regarding their past practices, present experiences, and future visions for
improved collaborative practices was evident. Lastly, this action research initiative resulted in
conclusions that will contribute to the ongoing discourse regarding IPC and Action Research
(AR) within healthcare and the social sciences. From this experience, we have learned how one
interprofessional healthcare team viewed their collaborative practice, which strengthened and
supported the pre-existing literature on the topic of IPC. Also, it has been learned that utilizing
AR methods to engage participants at both the individual and group level, while weaving an
awareness of systems frameworks, can leverage engagement and help to refine the adaptation
skills needed to function within systems during action research endeavors. For instance, a
researcher cannot discern which method of engagement will promote greater participation
without first inquiring and engaging. Thus, incorporating more than one method of engagement
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during AR endeavors will likely result in greater participation. Also, it is prudent to incorporate
systems frameworks to help align researchers with participants and the systems within which
they are functioning.
The Cynefin Framework (Snowden & Boone, 2007) helped to respond to the emerging
trends throughout the research process, which led to the restructuring of the engagement
approach to disseminating the findings and recommendations to this participatory group. This
proves that while researchers are engaged within complex systems, adaptation skills are
fundamental to working with the dynamic and changing influences throughout research
processes. It is better understood that within AR studies, it is valuable to integrate more than one
method of engaged inquiry and accompany them with systems strategies that suit to respond to
emerging, dynamic forces if we are to nurture engagement, encourage empowerment, learn, and
grow.
At this point in time, this system’s story includes the personal and professional
transformation of one team member, along with an enlightenment to what IPC looks like for this
participatory team and how they see themselves moving forward toward building a brighter
future together. As a member of the interdisciplinary team, I felt like an oppressed bottom
member within the organization (Oshry, 2016), feeling misunderstood by my team and uncertain
how to collaborate effectively toward improving our collective practices for patient care. Now I
see how the team views IPC and how they wish for me to show up in our practices together. I
understand better the processes of shared inquiry, dialogue, and decision-making that promote
democratic approaches for learning and growth. I have confidence within myself, my practices,
and my team. Voluntary participants showed up with the courage and willingness to share their
thoughts and ideas. Their insights created a clarity we needed to learn where we were and where
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we wanted to go. It is with the recommendations provided within this project that the team can
mobilize the power that is theirs. Together, this team can co-create their reality to transform their
collaborative practices. Lastly, patients receiving care from this collective team might already be
benefiting from this project if the recommendations for individual and collective reflective
engagements have begun. Even though the research inquiry process is complete, this system’s
story continues to radiate with possibility.
Implications for Future Inquiry
Blending Action Research (AR) methodologies with complex systems frameworks create
a new order of exploration within social systems. Engaging numerous, relevant participants
through processes of nurturing curiosity and connections while adapting approaches to support
emergent trends produces an insight, appreciation, and compassion for those involved. Processes
that reflect the qualities of AR and complex systems thinking can be valuable to any social
system (e.g., working teams, organizations, academia, or government) because they invite
engagement of stakeholders through autonomously led processes and tailor their action to
support arising needs. It is difficult to imagine processes of engagement without these features,
especially having experienced their effects first-hand. Cabrera and Colosi (2008) summarized,
we all have distinct entities and perspectives that differentiate ourselves from others. When we
interrelate with others, and in the world around us, we form systems that become new entities
beyond the self and the other.
By increasing our self-awareness and taking personal responsibility to leverage change
within a system, by seeing the bigger picture that includes the perspectives of all stakeholders,
and by distinguishing the trends that underlie the system’s structure, we can create newer, more
productive stories toward meaningful social change (Stroh, 2015). As evident in this project, it
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took one member of an interprofessional team to instigate engagement for shared inquiry, and to
leverage the shared learning to motivate changes to their collaborative practices. Themes of
learning emerged and complimented the literature on Participatory Action Research (PAR), the
methods of engagement, and the systems frameworks utilized within the research process.
Inclusion and connections are clearly valued. While one-to-one engagements were primarily
preferred within this project, there was still an understanding that connection and inclusion were
essential to Interprofessional Collaborative (IPC) practice.
Irrespective of the methods used for engagement, when we aim to connect the dots
between individual and collective practices, we create a whole that becomes greater than the sum
of its parts. I am optimistic and trust that positive change is on the horizon. It might take time to
see impacts to our collaborative practices as a result of this study; however, this journey started
with one willing member and turned into four willing members. It is only a matter of time until
we see where these reflections and learning can lead.
Thesis Summary
Engaging Interprofessional Collaboration (IPC) for quality patient care was the overall
initiative to this research endeavor. Establishing a clearer understanding about how we, the
interdisciplinary team, might improve our collaborative practice in support of quality patient care
was the underlying goal. Participatory Action Research (PAR) methodology, literature on the
topic of IPC, the chosen engagement methods and designed analysis processes, along with
awareness and integration of systems thinking and complexity theories comprised this study.
Outcomes were influenced and controlled by the project’s participatory group. Changes to
methods of engagement occurred in response to the findings, and helped to reaffirm the
understanding that probing, sensing, and responding within complex systems helps to further
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leverage change because it continues to incorporate factors, knowledge, and material into the
engagement process, distributing the power and control back into the hands of the participants.
Clarity followed, creating both a current reality and a future vision and for which an evolving
systems story was told.
The findings, conclusions, and recommendations from this deep inquiry were numerous.
We discovered, through one-to-one methods of engagement how we can champion change
moving forward. Many recommendations involved action at the individual level, while other
recommendations involved ongoing engagements for deeper inquiry to help refine the system’s
evolving story. Patient-focused care, communication, goals and roles clarity, relationships, and
democratic approaches to generating change were the themes of recommendations derived from
the study’s findings and conclusions. Literature and experience combined, it is clear that
inclusion and connection matters for social systems to thrive.
Connecting the dots between individual and collective collaborative practice can generate
a power to help untangle old patterns of cultural practice, leading to meaningful, transformative
changes that can elevate our societies. Creating a new social order, one that integrates and
connects the dots between individual and collective engagement, can cultivate new learning and
growth essential to our evolution. John Lennon of the Beatles sang in 1971 that if we wished to
change our world, we’d better get to it right away, get on our feet and enter the streets singing
power to the people. So, let’s go then, let’s move forward in creating a brighter future together.
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Appendix B: Invitation and Information Letter via MailChimp

Connecting the Dots: Engaging Interprofessional
Collaboration for Quality Patient Care
Dear Participant,
I would like to invite you to be part of a research project that I am
conducting. This project is part of the requirement for my Master’s Degree in
Leadership, at Royal Roads University (RRU). The Director of Acute Care Services
at Kootenay Boundary Regional Hospital (KBRH) is in full support of this project.
Both RRU and Interior Health Authority (IHA) ethics boards have approved the
research project and permission has been granted to contact potential participants
for this purpose.
The aim of this research project is to engage the interprofessional team to improve
collaboration in support of quality patient care. The intention for this engagement
will be to provide safe spaces to share your thoughts and experiences. This
research project will be founded on the methodological approach of Participatory
Action Research (PAR). PAR supports democratic, engaging, and self-governing
characteristics. The interprofessional team, participating in this research project,
will benefit with a research approach that promotes collaborative and engaging
methods toward co-created solutions.
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There will be opportunity for voluntary participants to engage in one-to-one
Narrative Inquiry interviews alongside one small group Design Meeting.

Approximately 10 Narrative Inquiry interviews will be conducted, and each
interview will last approximately 30 minutes. This will provide confidential spaces
for participants who wish to preserve their anonymity. Data derived from these
interviews will be analyzed and de-identified data, themes, and findings might be
shared during a group Design Meeting held at a later date.
The Design Meeting will be structured by IDEO’s “How Might We…” define
success. It will engage participants in brainstorming ideas about collaborative
practices, and in co-creating solutions to any identified challenges for championing
change moving forward. The Design Meeting will last approximately two hours, and
the date and time of this meeting is yet to be determined. An invitation to this
meeting will be sent via e-mail once the date and time has been confirmed.
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As researcher, my role will be to engage in structuring initial questions, collecting
and analyzing data, conducting a literature review, and writing the findings. I will
complete a written thesis about this project along with a one-page document
composed of the findings and recommendations for championing change. You will
be invited to a "Make It Happen" meeting where I will share this one-page
document. Lastly, if the results of the project will benefit a broader audience, I will
also consider writing a journal article.
Your name was chosen as a prospective participant because you are a valuable
professional that engages in collaborative daily huddles. Your engagement in this
project holds the potential to improve collaboration for quality patient care. This is
an opportunity to build connections with your team, to share your ideas, to learn
with your team, and to create meaningful changes in collaborative practice so that
patients receive the benefits of a higher performing team.
Youtube video on Interprofessional Collaboration.

https://www.youtube.com/watch?v=qOV-5h0FpAo

The overall question to this project is, “How might we, the interdisciplinary team,
improve our collaborative practice in support of quality patient care?” In order to
answer this question, a list of sub-questions will support deeper inquiry and
learning. Types of sub-questions you can anticipate will include:
1. How might we, the interdisciplinary team, define quality patient care?
2. How might we, the interdisciplinary team, understand interprofessional
collaborative practice?
3. What elements do we value as essential for interprofessional collaborative
practices?
4. What are the elements at which we excel, and what are the elements upon
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which we could we improve?
5. How might we continue to maintain our identified strengths while
strengthening those elements needing improvement?

Benefits and risks to participation
The benefits to this project include an opportunity to connect with your team. We
are all busy in our roles and, as such, we risk not prioritizing time for collective
reflection regarding our collaborative practices. We cannot control the pressures of
acute care. However, we can control how we collaborate amidst these pressures.
By carving out a little time together, we can co-create changes that we wish to see.
It is well known, teams that collaborate and function well together offer higher
quality care for patients. We have an opportunity with this project to strengthen
collaboration and improve patient care. We all matter, colleagues and patients
alike. Our lives, our work, our societal health and well-being are at the forefront.
At any point in this project you can choose to withdraw from engagement. I realize
that due to our collegial relationship, you may feel compelled to participate in this
research project. Please be aware that you are not required to participate and,
should you choose to participate, your participation would be entirely voluntary. If
you do choose to participate, you are free to withdraw without prejudice. If you do
not wish to participate, simply do not reply to this request. Your decision to not
participate will also be respected, without prejudice. Your choice will not affect our
relationship or your employment status in any way.
If you do choose to engage in this project, please know this is not an opportunity to
point fingers, to blame, or to single out any individuals. How you speak and what
you say matters. This project is about providing safe space for openness,
vulnerability, honesty, and courageous engagement with each other. Respect for
others is mandatory. Behaviours that might compromise safe engagement will be
asked to re-align to the vision and goals of safe, respectful communication and
engagement.
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There are some risks identified to participating in this project. These include risk to
confidentiality, conflict of interest, privacy, “power-over” dynamics, and
vulnerability. To mitigate the confidentiality risk, I have hired a third-party, neutral
member to conduct one-to-one interviews in support of anonymous engagement.
The data derived from these confidential interviews will be de-identified prior to me
accessing the data for analysis. The de-identified data will then be analyzed with
the results of other interviews to extract themes that create a collective story. Your
name, working title, or identifiers will not be shared with other participants. All data
will be stored in password protected files, and on a USB locked in a safe and
secret place. Once data has been collectively analyzed, your data will be erased
from the USB and password protected files.
Inquiry team
There will be a neutral, third-party inquiry team engaging in this project. This team
consists of one Royal Roads University (RRU) Master of Arts in Leadership Health cohort member, one RRU Supervisor, and one hired member to conduct
the one-to-one interviews.
Real or Perceived Conflict of Interest
I disclose this information here so that you can make an informed decision whether
to participate in this study. One perceived conflict of interest includes the fact that I
am engaged in this research project as a means of obtaining a Master of Arts in
Leadership degree. Another perceived conflict of interest includes the fact that I
may benefit from working with a team that has been altered, hopefully improved,
as a result of the research project. Lastly, because I am engaging as a researcher
in this project, there is risk of a conflict of interest due to a perceived "power-over"
dynamic. How I have chosen to mitigate these risks is with full disclosure.
Confidentiality, security of data, and retention period
I will work to protect your privacy throughout this study. All information collected
(e.g., consent forms, recordings, interview notes, etc.) will be maintained in
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confidence and stored on a USB, then locked in a filing cabinet in the homes of my
inquiry team members. Electronic data (such as audio files from recorded
interviews) will be stored on a password protected computer, also in the personal
homes of my inquiry team members. Information will be recorded in Word
Document files, hand-written format, and audio recordings.
Data will only be stored for the time needed to analyze. Once data has been
analyzed and thesis completed, all data will be destroyed. Please know that your
information will not be withdrawn if you choose to withdraw at any point in this
project. The reason for this is because your data will be de-identified once it has
been obtained, making it impossible to extract once de-identified. Also, your data
will be analyzed with other participant data resulting in collective findings, themes,
and systems' stories making it impossible to extract once analyzed.
Within the small group design meeting, it will not be possible to maintain participant
anonymity. However, there will be a consent form that will request for all
participants in this group to respect one another's confidentiality, along with the
confidential nature of the research. It will be requested for participants to respect
the confidentiality of the group by not sharing names or identifying comments
outside of the group.
Sharing results
In addition to submitting my final thesis to Royal Roads University in partial
fulfillment for a Master of Arts in Leadership degree, I will also be sharing my
research findings with the participants and Interior Health Authority, through a
“Making It Happen” meeting. Any, and all, ideas, themes, solutions, and learning
will be shared through written and verbal recommendations for future practices at
this meeting. Lastly, if the findings of the project may benefit a wider audience, I
may choose to write them in a journal article.
Procedure for withdrawing from the study
You are not required to participate in this research project. If you choose to
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participate, please know that at any point within the project you can provide written
or verbal withdrawal statements. Withdrawals will be recorded, your name or title
will not be. You can contact myself or Inquiry Team member at any point
throughout this project.
Please keep a copy of this information letter for your records.
Feel free to contact me at any time should you have additional questions regarding
the project and its outcomes.
If you would like to participate in the Narrative Inquiry one-to-one interviews
for my research project, please contact:

Email: xxx
Telephone: xxx
If you would like to participate in the small group "How Might We... " Define
Success Design Meeting for this research project, please contact me at:
Email: xxx
Telephone: xxx
Lastly, for any questions regarding my educational credentials you can contact xxx

Thank you for reading this invitation and information email
through. This project is created with appreciation for our collaborative
practices and with the sincerest of interest to quality patient care.

Sincerely, Lara Neilson
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Appendix C: Consent Form

By signing this form, you agree that you are over the age of 19 and have read the e-mail
invitation and information letter sent to you for this study. Your signature states that you are
giving your voluntary and informed consent to participate in this project. Information you
provide will be written in a thesis, a final one-page report, and any other knowledge outputs (i.e.,
articles, conference presentations, newsletters, etc.).

I consent to the audio recording of the one-to-one interview.
I consent to quotations and excerpts expressed by me through the one-to-one interview
be included in this study, provided that my identity is not disclosed.
I consent to the material I have contributed to and/or generated [e.g., flipchart notes or
visuals from design meeting.
I commit to respect the confidential nature of the group design meeting by not sharing
identifying information about the other participants.

Name: (Please Print): __________________________________________________

Signed: _____________________________________________________________

Date: ______________________________________________

CONNECTING THE DOTS

126

Appendix D – The One-to-One Interview Questions
The purpose of this interview is to gain insight about your experiences with collaboration
and to learn of your thoughts and ideas about how the interdisciplinary team might improve
collaborative practice in support of quality patient care. Lara Neilson is engaging in a research
project for a Master of Arts in Leadership – Health specialty program at Royal Roads University
and has invited you to participate as a valuable member of the medical interdisciplinary team.
You meet daily with the interdisciplinary team at the discharge planning medical huddles. The
aim of this research project is to offer an opportunity for the interdisciplinary team to co-create
meaningful changes in collaborative practices for improved patient care.
This interview today is completely voluntary, and you have every right to withdraw from
engage at any point. The information you do provide will not be able to be withdrawn should you
choose to withdraw. The reason for this is that once your data has been analyzed with other
participant data, collective themes will emerge making it too difficult to extract your data from
the results. You can choose to withdraw, although your data will remain, and it is important for
you to know this ahead of time to ensure you wish to begin.
This conversation will be recorded and data from the interview will be analyzed to extract
themes of information. This recording and the information you provide in this session will
remain confidential and will be stored on a USB and secured in a locked safe. Once our
interview is complete, I will upload the information to a password protected folder. The folder of
recordings will then be sent to a computer-based electronic software for transcription to a Word
Document file. These files will get sent back to myself, the interviewer, and I will then edit them
to remove names, titles, or any identifiers before handing them to Lara Neilson for the Narrative
Analysis process. Once I send Lara the de-identified files, all recordings and Word files will be
erased from the USB and password protected folder, ensuring no further evidence of this
interview.
Your thoughts, ideas, and input provided in this session will be analyzed along with other
participant interviews to obtain collective themes and possibly a system’s story. The themes, or
stories, will then be shared in a written thesis and during the Design Meeting, held in June, and a
“Make It Happen” meeting, held in September, both of which you will be invited to. Lastly, if
the results of this project are valuable to a broader audience, it may be written into a journal
article.
Again, there will be every effort made to ensure you remain anonymous, such as sharing
your name, title, or the fact that you participated. Your information will be grouped with other
participants to extract a collective story. Do you have any questions about this interview, the data
storage, the analysis of data, your rights, and/or how we will ensure you remain anonymous
throughout? If there are any questions that I cannot answer immediately, I will reach out to Lara
to assist with answering. I can involve her without her knowledge of who is asking the questions
to protect your privacy and confidentiality. If you are willing to voluntarily participate, please
sign the Consent Form provided (See Appendix C).
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Questions for the Interview

Before we begin, I want to mention one last and very important aspect to this interview. It
will be important throughout this interview to “member check” with you to ensure that what you
are saying will not be misinterpreted. “Member checking” is a great way to assure validity of any
project. At times throughout this interview, I may repeat or paraphrase what you have said to
check that there is no misunderstanding. If, at any time, you think there might be the possibility
of misinterpretation or misunderstanding, please let me know and we can work toward
clarifying. Your perspectives are valuable, and we want to ensure you are being accurately
understood.

The overarching question for this research project is “How might we, the
interdisciplinary team, improve our collaborative practice in support of quality patient care?” To
better understand this, a list of sub-questions has been created to help identify participant
perspectives. There are no correct or incorrect answers to any of these questions. Please take
time to reflect, if needed, before answering. There is no rush.

1. How might you define quality patient care?
2. How might you understand interprofessional collaborative practice?
3. What elements do you value as essential for interprofessional collaborative practices?
4. What are the elements at which you feel the team excels, and what are the elements
upon which you feel the team could improve?
5. How might the team continue to maintain their strengths while supporting those
elements needing improvement?
6. Is there anything else you want to share about how the interprofessional team does, or
does not, collaborate that has not been expressed thus far?

[For the interviewer = If any of the elements of high-performing teams (Bendaly & Bendaly,
2012) are identified in the narrative, the interviewer could choose to read the definition and ask
the participant to share their thoughts or experiences in relation. This could deepen the inquiry
and prompt deeper reflections. Please reference to the table below if needed.]
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Bendaly and Bendaly’s (2012) Elements of High-Performing Teams
Healthy Climate
Healthy Climate refers to how members feel about the way the team
functions, including their level of comfort with the team norms of behaviour.
If the climate is not positive, honesty and openness are lacking, and team
members may not fully trust and respect one another.
Cohesiveness
Cohesiveness refers to the degree to which the team pulls together in the
same direction. Cohesiveness requires agreement and commitment to what
the team is in place to achieve (mandate, goals, and objectives), as well as
how it will achieve them (values, priorities, and procedures).
Open
Communication

Change
Compatibility
Team Members’
Contribution

Shared
Leadership

Poor communication within healthcare organizations is cited as a major
contributing factor in patient-safety incidents. The degree of open
communication is reflected by a team’s ability to communicate clearly,
accurately, and respectfully, with the freedom to express opinions and to ask
questions.
The team that thrives today must be able to maintain high performance in an
environment of accelerated and constant change. Change compatibility
requires receptivity and adaptability to change.
Team members’ contribution is determined by the degree to which team
members individually contribute to the team’s success by fulfilling their
team responsibilities. Examples include keeping one another informed,
sharing the load, and actively participating by looking for opportunities to
improve the team’s ability to provide quality patient care by sharing ideas
and concerns.
Shared leadership requires that each team member is appropriately self
directed, involved in the decision-making process and is an equal member of
the team in that their input is both valued and respected.

Shared Learning
Learning is at the heart of a culture focused on team performance and patient
safety. This element measures the degree to which the team actively reflects
on experiences, shares knowledge, and provides feedback in a blame-free,
“what can we learn from this” manner, so that learning becomes part of the
team’s regular day-to-day practice.

Bendaly, L., & Bendaly, N. (2012). Improving healthcare team performance: The 7
requirements for excellence in patient care. Mississauga, ON: John Wiley & Sons.
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