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Abstract

Palliative care is the physical, social, emotional, and spiritual care of people with a life-
limiting illness (Palliative Care Subcommittee, 2007). As a health care service,
palliative care advocates for a holistic multidisciplinary approach. While service
delivery is certainly multidisciplinary, whether health professionals working in New
Zealand palliative care services practice collaboratively, and in what form that
collaboration takes, is unknown. Collaborative practice can be difficult to achieve, as
traditionally trained health professionals are more accustomed to working alongside
each other, rather than together (Herbert, 2005; Herbert et al., 2007). Gaining further
knowledge about what is occurring in practice is important when, driven by
international workforce shortages and an increasing complexity of health care, the
World Health Organisation (WHO) (WHO & Health Professions Network Nursing and
Midwifery Office: Department of Human Resources for Health, 2010) has called for

interprofessional education and collaborative practice across all areas of health care.

Glaserian grounded theory methodology has been used to examine the area of interest
which is, “What is the main concern of health professionals working collaboratively in
palliative care (with colleagues and patients) and how do they manage that?’ A total of
25 interviews were undertaken with 23 participants, across professional disciplines,
working in palliative care services within the North Island of New Zealand. Through an
iterative process of constant comparative analysis and conceptualisation, using
memoing, key concepts, and abstracting categories, a theory emerged. The theory of
Sharing Time explained the social process of how health professionals working
collaboratively in palliative care facilitated collaboration, while managing their main

concern. Sharing Time is both an interactive participatory process and an outcome.
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The main concern of possessorship, is defined as having possession of a tangible
commodity or having a need to have possession of an intangible commodity, that has
the potential to impact patient care when not shared. Sharing Time occurs when health
professionals purposefully make time, take time, find time, and spend time in their
workday for and with each other, to share further, and facilitate collaboration. Sharing
Time occurs through purposeful connecting and finding common ground. Integrated by
reciprocity this theory is mutually beneficial to all involved as there is an exchange of a

commodity, such as equipment or information, which improves patient care.

This research also discovered that health professionals Sharing Time are facilitating
collaboration by situating this strategy in a middle ground. Moving outside of this
middle ground, where there is too much or too little Sharing Time, continues the main
concern of possessorship rather than manages it, which adds barriers to collaboration.
The theory of Sharing Time has potential value for all health professionals working in
palliative care, as it facilitates collaboration and promotes further sharing.

Collaboration and managing possessorship promotes a safer work environment.

Keywords: Sharing Time, Possessorship, Hospice, Palliative care, Collaboration,
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Chapter One: Introduction

Beginning Interest

Working in clinical practice as a Registered Nurse (RN) for many years, both in New
Zealand and internationally, in the specialty area of paediatric oncology, eventually led
this researcher to develop an interest in palliative care. Returning to New Zealand, this
interest in palliative care subsequently led the researcher to accepting a nursing position
at a community hospice when the opportunity arose. Working for an organisation that
specialises in palliative care meant the researcher’s interest grew into a passion for
providing patients with the best palliative care possible. That passion remains today.
Palliative care is the physical, social, emotional, and spiritual care of people with a life-
limiting illness from diagnosis to death, which includes care for the family caregivers

(Palliative Care Subcommittee, 2007).

For some time, prior to the development of this research study, the researcher began
listening to stories from staff, patients, and patients’ families; stories of the times when
the care provided by health professionals went well, and stories of when it did not.
While it was important to recognise what worked well, to be able to emulate that
behaviour, the researcher, believing that as much, or more, can be learned from what
does not work well, began to take note of the stories where care provision was more
challenging. One recurring theme, in both the positive and challenging stories related to
how health professionals worked together, within and between organisations. The
researcher began to question whether these stories, if accurate, were relevant only to the

individual hospice where the researcher was employed or were more widespread. This
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led to further inquiry about what exactly was occurring when health professionals were

working together and whether delivery of care could be improved.

The literature indicates that one way of improving care delivery is through collaborative
practice, as recommended by the World Health Organisation (WHO) (WHO & Health
Professions Network Nursing and Midwifery Office: Department of Human Resources
for Health, 2010). What this recommendation meant to health professionals currently
working in palliative care in New Zealand was unknown. Neither was it known if this
recommendation differed from how health professionals currently worked together.
The WHO defined collaborative practice as occurring “when multiple health workers
from different professional backgrounds provide comprehensive services by working
with patients, their families, carers and communities to deliver the highest quality of
care across settings. Practice includes both clinical and non-clinical health-related
work” (WHO & Health Professions Network Nursing and Midwifery Office:
Department of Human Resources for Health, 2010, p. 13). Following the WHO
recommendations for collaborative practice is a laudable goal for palliative care
providers. However, before embarking on this challenge, further investigation to
examine what was occurring in the work place was considered beneficial, including
examining why working together appeared to be effortless at times, but very
challenging at other times. What were the basic social processes, both positive and

negative, that impacted health professionals working collaboratively?

The researcher began to consider why the definitions of hospice and palliative care
include a multidisciplinary, interdisciplinary, or team approach, and what that meant to

health professionals working directly with patients, as opposed to asking for a
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collaborative approach (Palliative Care Subcommittee, 2007; WHO, 2014; Wittenberg-
Lyles & Parker-Oliver, 2007). What is meant by multidisciplinary, interdisciplinary, or
team is not further defined in these definitions of palliative care, although these terms
have been defined by others. For example, Ovreveit (2009), when discussing parallel
working, identified five ways of describing a multidisciplinary team in terms of degree
of integration, extent of responsibility, membership, management structures, and patient
pathway and decision making. The various definitions and descriptions of teams can be
challenging, as health care professionals’ interpretation of these terms may not match
the intended meaning of the author requesting this type of team, for example, the
WHO’s definition and expectations. An assumption can be made that this challenge
will continue until health care organisations agree on and use the same definition for
each term. Adding to the perplexity of multiple terms for describing teams, the term
collaboration brings yet another layer of confusion as it describes how teams function.
With differing definitions of collaboration, including interprofessional collaboration, it
would be surprising if health professionals working in palliative care, while aware of

the need to work together, clearly understand the expectations.

Prior to commencing this study, the researcher’s informal dialogue with colleagues
indicated that few understood what the differences were in relation to the various terms
used to describe teams and ways of working together. As these terms appeared to be
used interchangeably, the researcher wondered how the influence of these different
terminologies impacted on practice and care delivery. This curiosity narrowed the
researcher’s area of interest to palliative care delivery in New Zealand. These
observations and informal questioning inspired the researcher to investigate more

formally through research; believing it was important to uncover whether the words
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used to describe collaboration influence the basic social processes of health

professionals’ working together in palliative care and, if so, how.

Refining the Substantive Area of Interest

Palliative care is imbedded in New Zealand’s health care system (Ministry of Health,
2001). However, the connection between the practice of palliative care and
collaboration was unclear. Collaboration of some description occurred, but this seemed
to be assumed rather than stated. Interestingly, when comparing New Zealand palliative
care to international palliative care provision, some providers, for example Canada,
have clearly stated the need for the hospice and palliative care teams to work
collaboratively (Canadian Hospice Palliative Care Association, 2006). In New Zealand,
although a multidisciplinary team is asked for, no written requirement for collaboration
between health professionals working in palliative care was found (Hospice New
Zealand, 2012). Perhaps, to date, it has been assumed that a multidisciplinary team will
collaborate and, therefore, this does not need to be stated. Moreover, any lack of clarity
around expectations for health professional behaviours, to provide quality palliative care

delivery in New Zealand, may influence how collaboration is practiced.

Collaboration is an established term that has been defined by Gray (1989) as “a process
through which parties who see different aspects of a problem can constructively explore
their differences and search for solutions that go well beyond their own vision of what is
possible” (p. 5). Collaboration occurs between health professionals as needed in a
moment of time to solve a problem. In contrast, the Canadian Interprofessional Health
Collaborative (CIHC, 2010) defined collaborative practice as “a partnership between a
team of health professionals and a patient or patient in a participatory, collaborative and

coordinated approach to shared decision-making around health issues” (p. 24), thereby
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emphasising an interprofessional focus. Interprofessional collaboration requires a
change in philosophy, as it is a way of practice that shares decision making and includes
the patient in the partnership of care. For the purposes of this research, Gray’s (1989)
definition was used when discussing moment-in-time collaboration; whereas, the CIHC

(2010) definition was used when discussing interprofessional collaborative practice.

Clearly, health professionals working in palliative care do not work in solitude, but how
they work collaboratively with colleagues was uncertain. There are multiple palliative
care providers in New Zealand, offering the potential for varying influences on how
health professionals within those organisations work, such as location, management
structure, organisational culture, and professional role mix. Identification of the way of
working in one organisation, by some health professionals, does not necessarily
translate to other organisations and health professionals. This was considered when
choosing the research methodology, as the abstraction that occurs with Glaserian

grounded theory removes the spatial and site differences.

Determining how some health professionals work together within and across palliative
care organisations identifies a baseline. This becomes a potentially useful beginning for
transitioning to increased collaboration, or to the WHO recommended interprofessional
collaborative practice (WHO & Health Professions Network Nursing and Midwifery
Office: Department of Human Resources for Health, 2010), if this is not already
occurring. Therefore, lack of clarity around collaboration in palliative care delivery in
New Zealand helped to refine this research topic. A decision was made to ask palliative
care health professionals about working collaboratively. Using a grounded theory

approach allowed participants to define what that term meant for them in their
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workplace, as they are considered the experts in the field and have an intimate
knowledge of the basic social processes in collaborative practice. While framing the
area of interest in the form of a question is uncommon in grounded theory, Glaser
accepts that it is more comfortable for some researchers to enter the field with some
combination of a clear question, or problem area, in mind. This gives the researcher “a
general perspective and a supply of beginning concepts and field research strategies.
This is less than being completely open, but still quite receptive to the emergent”
(Glaser, 1978, p. 45). Hence, the research area of substantive interest became, ‘what is
the main concern of health professionals working collaboratively, with colleagues and

patients, in palliative care and how do they manage that?’

Aim and Purpose of this Study

The aim of this study was to generate a substantive theory that explained how health

professionals working in palliative care collaborate.

The main purpose of this study was to find a theoretical explanation of the behaviours
health professionals use when working collaboratively to manage their main concern,
which will also be identified. A second purpose was to provide practical knowledge
about how collaboration occurs in palliative care in New Zealand that has application
for the professional arena. The proposed explanations contribute to the current
knowledge base as original research. In addition, the discussion may also stimulate

further research and be transferable to other areas of health care through dissemination.

Methodology

Glaserian grounded theory is a research method that generates theory from data

gathered through theoretical sampling. This data is organised and analysed using
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constant comparative analysis, coding, and conceptualising through memoing (Glaser &
Strauss, 1967). A useful research approach for investigating the social process of
collaboration, when the actual research problem is unknown at the beginning of the
study, Glaserian grounded theory gives an opportunity to explore how a sample group
behaves in a substantive area. Glaserian grounded theory was chosen to support the
emergence of a theoretical explanation of how health professionals working in palliative
care manage a self-identified concern, rather than the researcher identifying the problem
(Glaser, 1992, 1998; Glaser & Strauss, 1967). This participant viewpoint decreases the
potential for preconceived assumptions about the problem and resolution, adding
another perspective to the knowledge base. According to Glaser (1978, 1998) the

participant’s main concern motivates the resolution process.

Significance of the Research

While there is no doubt some collaboration is occurring, discovering how palliative care
health professionals are currently working collaboratively, along with determining their
main concern with collaboration, is significant for the future of palliative care service
delivery. As the call for palliative care is increasing, services and organisations
providing palliative care are required to plan for future growth, while using finite
resources wisely (Palliative Care Council of New Zealand, 2011; WHO & Health
Professions Network Nursing and Midwifery Office: Department of Human Resources
for Health, 2010; Worldwide Hospice Palliative Care Alliance, WHO, & United
Nations, 2014). Understanding how health professionals practice, through uncovering
and supporting any social processes related to collaboration, can strengthen practice
where appropriate, or lead to needed change. Such knowledge can be used to improve
and support current forms of collaboration, or preferably the information may be used as

a baseline for introducing interprofessional collaborative practice in palliative care.
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Recommended as a way of working for all areas of health care, interprofessional
collaborative practice is widening (Australian Interprofessional Practice & Education
Network, 2015; CIHC, 2015; Centre For The Advancement Of Interprofessional
Education, 2014; Ministry of Health, 2001; Ministry of Health New Zealand, 2008;
WHO & Health Professions Network Nursing and Midwifery Office: Department of
Human Resources for Health, 2010). However, interprofessional collaborative practice
is not the same as collaboration. It is unclear what form of collaboration is happening in
the practice of palliative care in New Zealand. In turn, interprofessional collaborative
practice in palliative care, were it to occur, has the potential to role model and facilitate

the introduction of collaborative practice into other areas of health care in New Zealand.

Thesis Structure

This thesis is presented in seven chapters. Chapter one has introduced an overview of
the research by detailing the beginning interest in the research topic. It described how
the research topic was refined, the aim and purpose of the study, the methodology, and
significance of the research. Finally, this chapter gave an overview of the thesis

structure.

Chapter two presents the literature review. The review begins with the place of literature
in Glaserian grounded theory study, and is followed by the literature search process.
The literature review is then presented in two parts: part one addresses hospice and
palliative care including historical aspects, definitions of palliative care, and an
overview of contemporary palliative care. Part two follows a similar format but focuses
on collaborative practice. Beginning with the background of working collaboratively,

this chapter then reviews definitions before continuing with an overview of
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contemporary collaborative practice. The chapter finishes by examining the social
context of working collaboratively. These two sections were separated due to the large
amount of literature available, and have purposefully been kept broad. At the time of
the literature review, only a general area of interest was defined, as the problem itself
was not formulated. Therefore, what literature would have specific relevance to this

study was unknown.

Chapter three presents Glaserian grounded theory from the researcher’s interpretation of
the methodology and its underpinnings. Beginning with the historical developments of
Glaserian grounded theory, this section reviews where Glaserian grounded theory is
situated as a research methodology and includes a discussion on the epistemological and
methodological positioning. Methodological processes and procedures, alongside the
core methods of Glaserian grounded theory, are included, followed by how rigour is
maintained. The chapter is completed with the rationale for using Glaserian grounded

theory.

Chapter four presents the method; how the research was undertaken, and the choices
and decisions made by the researcher. Starting with ethical approvals and data
collection, the process of this research will then be shown through the core methods of
grounded theory. These methods of constant comparative analysis, sorting, memoing,
generating concepts, theoretical sampling, and theoretical coding, show how the main

concern and theory of Sharing Time emerged.

Chapter five presents the proposed explanations. The theoretical explanation of the

proposed resolution strategy that participants use to manage their main concern of
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possessorship is Sharing Time. Integrated by reciprocity, Sharing Time is defined

through purposeful connecting and finding common ground. Purposeful connecting is
defined through communicating and relating, while finding common ground is defined
through participating and negotiating. The relationship between Sharing Time and the

mid-ground continuum of categories and concepts is introduced.

Chapter six presents a discussion on the theory of Sharing Time situated in the literature
on palliative care and collaborative practice. The main concern, possessorship, is
briefly discussed relative to the extant literature. The chapter concludes with a
presentation on how the theory and clinical practice interface. This is followed by

recommendations for practice.

Chapter seven, the final chapter, begins by discussing methodological considerations,
both positive and challenging. This is followed by opportunities for further research

and a final summary.
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Chapter Two: Literature Review

Introduction

Literature gives a received view of the world, informing readers about what is already
known (Glaser, 1992). Literature reviews in research are undertaken for three reasons:
to provide the researcher with current theoretical and scientific knowledge about a
problem; to identify and refine the research question by finding the gap in knowledge;
and to compare research results with current literature (Burns & Grove, 2007).
Regardless of these reasons, the requirement for a literature review prior to beginning a
research study is traditionally at odds with Glaserian grounded theory, which has

instigated much debate (Glaser, 1992).

This chapter begins by reviewing the place of literature in Glaserian grounded theory,
followed by an explanation of the literature search process. The received view of what
is known about collaborative care in palliative and hospice care has been presented in
two parts. Part one examines literature related to hospice and palliative care. Covering
historical beginnings, definitions, and contemporary hospice and palliative care today,
examining both the international and New Zealand perspective, gives a general
understanding of this specialty health service. Part two explores literature on
collaboration, reviewing the background, definitions, contemporary collaborative
practice, and collaboration in the social context. As this research study involved
exploring participants’ interpretations of working collaboratively, the term
‘collaboratively’ was purposefully not defined by the researcher. Rather, it was left
open for participants to define, as either collaboration, interprofessional collaborative

practice, or something yet to be named. Although the participants’ definition of
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working collaboratively was unknown, to begin, the researcher believed it was

necessary to review both collaboration and interprofessional collaborative practice.

Literature in Glaserian Grounded Theory

The purpose of literature in Glaserian grounded theory is to assess and place the
research outcome within the main body of relevant literature (Glaser, 1998; Glaser &
Strauss, 1967). When documenting the grounded theory method, Glaser initially
discouraged researchers undertaking a literature review prior to data collection and
analysis; writing that this could contaminate the researcher’s effort to generate concepts
from the data with preconceived concepts that may not fit, work, or were irrelevant to
the participants (Glaser, 1998). In addition, during those early years, Glaser felt the
researcher misused time by frequently studying the wrong literature, as what was
relevant remained unknown until the main concern and core category emerged (Glaser,
1998). Therefore, traditionally in Glaserian grounded theory, the literature review
occurs after data collection and analysis, during the sorting and writing phases, when

the grounded theory is nearing completion (Glaser, 1998).

Over time, Glaser’s stance on the place of the literature review has softened, although
not completely reversed. Glaser (1998) acknowledged that most researchers already
have substantive knowledge of the literature in their areas before beginning the study.
Glaser has also recognised that many researchers undertaking grounded theory studies
face grant applications and institutional research requirements that include the need for
a literature review prior to data collection. As such, he has recommended that
researchers not waste time debating the place of literature reviews in Glaserian
grounded theory, but rather do what is required, as the constant comparative process

will correct any inaccuracies or preconceptions arising from the literature (Glaser,
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1998). Glaser wrote further recommendations to help students overcome the difficulty
of meeting institutional requirements, for example, to write the proposal with stated
flexibility to allow the unanticipated to emerge (Glaser, 2001). This acknowledgement
by Glaser of the need for literature reviews has not resolved the debate of when a
literature search should be undertaken in the Glaserian grounded theory research

process. Rather than being a clear methodological instruction, it allows for variances.

Variances bring uncertainty, and researchers using Glaserian grounded theory
methodology continue to grapple with the literature review issue (Andrew, 2006;
Christiansen, 2011; Giles, King, & Lacey, 2013; McCallin, 2006; Nathaniel, 2006; Xie,
2009). Further direction from Glaser (1998) to the researcher, when faced with the
necessity of doing a literature review prior to data collection, was to turn the literature
review “into data collection to be constantly compared as the review is done” (p. 72).
This prevents any preconceiving and grabbing effects the literature may have on the
researcher. Whether this constant comparison of the literature being reviewed is vital to
the Glaserian grounded theory process or not is unclear. When Glaser noted that the
constant comparative process will correct any inaccuracies arising from the literature, he
may have been discussing the constant comparison of literature, the constant
comparison of participant data, or both. Regardless, a pre-data collection literature
review also introduces the researcher to theoretical sensitivity, as reading and previous
knowledge sensitises the researcher to what is and is not known (Glaser, 1978). This is
a necessary ingredient for finding the gap in knowledge required for doctoral study. In
the spirit of Glaser’s “do what the people want” (p. 72), to meet the requirements for

student researchers and, importantly, to understand what is already known about the



Page 114

topic, the literature review was undertaken at the beginning of the research process, but

in a purposefully broad manner in line with grounded theory.

Literature Search

For the literature review, search words and terms used included: hospice; palliative care;
hospice history; collaboration, collaborative practice, interprofessional collaboration,
and team. The library search engines used were Scopus, ProQuest, and EbscoHost. In
addition, Google and Google Scholar were employed. To assist with tracking newly
published journal articles and research findings, content feed via email was set up for
specific peer reviewed journals in both palliative care and interprofessional
collaboration. Some journals were searched at the publisher’s website using the
available table of contents when the journal was not available through the university
library. Literature chosen for review fitted into the broad areas of historical aspects, the
contemporary situation particularly as it pertains to New Zealand, team work in
palliative care, health care delivery recommendations, definitions, and word usage.
While many journal articles or book chapters overlapped, covering more than one broad
area, literature was sorted manually into categories as part of the search strategy,
according to the researcher’s view of best fit. As this research study was situated in
New Zealand, and due to the sheer volume of literature available, only a general world

overview is given.

Starting with literature relating to hospice and palliative care, the review will begin with
the historical beginnings. As words may be used interchangeably in health care
practice, definitions and terminology will be examined for both hospice and palliative

care, and working collaboratively.
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Hospice and Palliative Care

Historical beginnings

While the concept of hospice is long-standing, palliative care is, by comparison, a new
specialty within healthcare (Allen, Chapman, O’Connor, & Francis, 2008). The word
hospice is medieval and originates from the Latin ‘hospes’ meaning guest (Post,
Underwood, Schloss, & Hurlburt, 2002). The documented history of caring for the
dying reaches back to ancient and medieval times, when hospices were sanctuaries for
the sick and dying, as well as for travellers and religious pilgrims. During these
medieval times, hospices were primarily religious centres found along trading routes
and the military roads of Europe and the Middle East (Allen et al., 2008; Buck, 2007;
Doyle, 2005). Lewis (2007) noted that the Church of Antioch established hospices to
house the poor as early as the 340sAD. The aim of people working in these hospices
was to comfort those in need whether travelling from one land to another or from one

life to another (Post, Underwood, Schloss, & Hurlburt, 2002).

Since those early times, care of the dying has additionally been influenced by two
competing models of care that have developed from two different philosophies. The
biomedical model, it can be argued, is the science model of care that remains the
dominant discourse within health care throughout New Zealand. The second is the
Asklepios tradition of care, holding a closer relationship to the original religious or

spiritual influences (Davidson, 2004; Randall & Downie, 2006).

The biomedical model has its initial beginnings with Hippocrates (460BC), a Greek
physician and teacher, who dedicated himself to investigating the rational scientific

basis of medicine (Kaba & Sooriakumaran, 2007; Randall & Downie, 2006). The
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rational scientific basis ignored the individuality of patients, while concentrating on
what diseases have in common; as every disease or ailment had a cause that could be
discovered, treated, and generalised from one patient to another (Randall & Downie,
2006). The scientific belief was supported and expanded during the Cartesian period
when René Descartes (1596-1650) introduced the concept of mind-body dualism where

the body and mind were independent entities (Robb, 2001).

Major change came again in the 20" century with advances in biology by scientists such
as Claude Bernard, Rudolf Virchow, Louis Pasteur, and Robert Koch (Capra, 1982;
Wade & Halligan, 2004). Virchow believed that illness and disease involved structural
changes at the cellular level; therefore, disease resulted from cellular abnormalities.
Pasteur (Capra, 1982) associated specific microbes with specific diseases; while Koch
suggested a set of criteria needed to prove conclusively that a microbe caused a specific
disease known as Koch’s postulates (Capra, 1982). The philosophies of Hippocrates
and Descartes merged with the advances of biology, medical technology, and the
development of drugs and vaccines has become the basis for the biomedical model of
illness and health care as it is practiced today. Therefore, an assumption can be made
that this biomedical model of health care is the primary philosophy underlying illness
and health care in New Zealand, influencing the design of health and illness care

services, structures, and associated government funding (Ministry of Health, 2016).

The second philosophy that has an influence on contemporary hospice and palliative
care developed from the Asklepios tradition with the primary emphasis being on
internal healing (Randall & Downie, 2006). Within the Asklepios tradition, changes are

believed to come from within the patient rather than an external physician. Although
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external healing is not excluded, this is not the primary emphasis. Beginning with the
Greek physician Asklepios, this tradition spread throughout Greece and the Roman
Empire and was the major focus of ancient Greco-Roman medicine, perhaps as early as
1200BC until 500AD (Wilcox & Whitham, 2003). Asklepios, seen as a hero for his
gentle humane remedies and humane treatment of the mentally ill, was later deified and
worshipped. He became known as the god of medicine and the mythical son of Apollo
whose healing power he was thought to have inherited and expanded. During the peak
years, many Asklepion hospital-temples called Asklepieions were erected by his
followers and, while welcoming all, particularly catered for the poor and disregarded or
those considered incurable. Some Asklepieions were extensive and elaborate
resembling a cross between a sanatorium and a modern hospital (Wilcox & Whitham,
2003). Mention is made of Asklepios in the traditional Hippocratic oath (U.S. National

Library of Medicine, 2012).

Little is recorded about the actual care given; other than when patients entered the
fragrant temple they would first bathe for purity and then lay down to rest, encouraged
by the priest physicians to be silent and sleep. Patient dreams, either real or suggested
by the priests, told of what treatment the patient should receive from the priest (Indiana
University, 2000). The temple environment aided spiritual healing while the dreams
were a way of ensuring individualised patient care. Assumptions in this model of care
include the following: the patient is a whole person and must be treated as such as the
body and mind cannot be separated into parts; physical surroundings play a role in
healing; individualised patient care is necessary for the healing process; waiting,
listening, acceptance, and paying attention to the patient has positive effects on healing;

healing comes from within and occurs when the patient gets rid of false beliefs and
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accepts his or her state; and the healer’s role is to carefully apply his or her knowledge
in a way that is unobtrusive to the patient’s personality, privacy, integrity, and is not
manipulative (Randall & Downie, 2006). The Asklepios tradition stresses healing, but
in the context of acceptance of human mortality, and so fits well with palliative care
where the focus is on symptom management for physical relief and healing of the total
patient spiritually, socially, and psychologically. Healing, in this sense, does not equal

cure.

As with the assumption that health and illness care in New Zealand is chiefly influenced
by the biomedical model, there is an alternative view that palliative care is influenced
by the Asklepios tradition. The Asklepios tradition can be seen in current palliative care
delivery in the provision of holistic care for the person, in the provision of person-
centred care for each patient based on individual needs, in the belief that the
environment is important to healing and that healing can occur, even amid dying. The
use of aromatherapy, massage, and other alternative or complementary therapies, rest,
quiet space, listening to dreams, focusing on the patient rather than staff (patient centred
care), and treating physical symptoms are very much part of hospice care today
(Running, Shreffer-Grant, & Andrews, 2008). It is not surprising, therefore, if a clash
of competing models occurs when health organisations or health professionals, working
from the one philosophy, encounters or challenges another philosophy. If health
professionals are practicing from different underlying philosophies, this is likely to
affect how they work together. Moreover, the historical development of care

philosophies influences how terms are defined.
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Definitions

Palliative care is a modern term introduced by the Canadian surgeon, Balfour Mount in
1973; the word being derived from the Latin pallium, meaning to cloak or to cover
(Pastrana, Jiinger, Ostgathe, Elsner, & Radbruch, 2008). There have been various
changes to the definition since 1973 (Pastrana et al., 2008). Currently, palliative care is
defined by the WHO (2014) as:

An approach that improves the quality of life of patients and their
families facing the problems associated with life-threatening illness,
through the prevention and relief of suffering by means of early
identification and impeccable assessment and treatment of pain and
other problems, physical, psychosocial and spiritual. Palliative care:
provides relief from pain and other distressing symptoms; affirms life
and regards dying as a normal process; intends neither to hasten or
postpone death; integrates the psychological and spiritual aspects of
patient care; offers a support system to help patients live as actively as
possible until death; offers a support system to help the family cope
during the patients illness and in their own bereavement; uses a team
approach to address the needs of patients and their families, including
bereavement counselling, if indicated; will enhance quality of life, and
may also positively influence the course of illness; is applicable early
in the course of illness, in conjunction with other therapies that are
intended to prolong life, such as chemotherapy or radiation therapy,
and includes those investigations needed to better understand and
manage distressing clinical complications. (p. 1)

New Zealand uses the WHO definition as a template and defines palliative care in a
similar way, but with a New Zealand cultural flavour:

Care for people of all ages with a life-limiting illness which aims to: 1.
optimise an individual’s quality of life until death by addressing the
persons’ physical, psychosocial, spiritual and cultural needs. 2.
support the individual’s family, whanau, and other caregivers where
needed, through illness and after death. Palliative care is provided
according to an individual’s need, and may be suitable whether death
is days, weeks, months or occasionally even years away. It may be
suitable sometimes when treatments are being given aimed at
improving quantity of life. It should be available wherever the person
may be. It should be provided by all health care professionals,
supported where necessary, by specialised palliative care services.
Palliative care should be provided in such a way as to meet the unique
needs of individuals from particular communities or groups. These
include Maori, children and young people, immigrants, refugees, and



Page 120

those in isolated communities. (Palliative Care Subcommittee, 2007,
p-5)

Of interest, within the preamble of the New Zealand definition is the statement that
“Palliative care is best delivered through an integrated approach to care that recognises
the roles and responsibilities of both palliative care generalists and specialists in
meeting palliative care needs” (Palliative Care Subcommittee, 2007, p. 3). Absent from
both the WHO and New Zealand definitions of palliative care are the words
collaboration, team, interprofessional, or multidisciplinary. Interestingly, the word
integrated has been used. Without further definition, the term integrated could be
related to any of the terms previously mentioned, specifically collaboration, team,
interprofessional, and multidisciplinary, if these require some integration to occur.
Integration may, however, refer to something different altogether. Integrated is defined
as “combined to form a whole” (Pearsall, 2002 p. 735). Yet how that fits when health
professionals are asked to work collaboratively is equally unclear. For example, is it
expected that health professionals maintain their own professionalism within the team,
adding their expertise, or are health professionals expected to conform and become
homogenous with an overlapping of roles? Overall, having the term integrated in the
definition of palliative care has not clarified how health professionals are expected to
act when working together. Rather one could assume that this additional word adds to

the confusion of having multiple terms used.

The 2001 New Zealand Palliative Care Strategy noted that palliative care services are
generally provided by a multidisciplinary team and use a multidisciplinary approach
(Ministry of Health, 2001). Interestingly, a New Zealand Ministry of Health definition
for multidisciplinary team or multidisciplinary approach could not be found, although

these terms are used frequently in Ministry of Health documents. The Australian
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Northern Territory Ministry of Health states that “A multidisciplinary team (MDT) is
composed of members from different healthcare professions with specialised skills and
expertise. The members collaborate to make treatment recommendations that facilitate
quality patient care (Northern Territory Government of Australia Department of Health,
2016). The New Zealand Palliative Care Glossary also uses an Australian definition to
describe a multidisciplinary team as “a team that consists of a mix of health care
disciplines. Team members share common goals, collaborate, and work together in
planning and delivery of care” (Palliative Care Council, Hospice New Zealand, &
Ministry of Health, 2012b, p. 12). While the definitions of multidisciplinary team agree
that team members collaborate, these definitions do not include the patient as part of the
team. Rather the definitions infer that the multidisciplinary team makes decisions of
care for the patient. Oliver, Wittenberg-Lyles and Day (2007) suggested that those
providing palliative care need to, and in fact do, work together, which matches palliative
care with the definition of a multidisciplinary team. Working together as a
multidisciplinary team however, as will be shown further in the literature search, is not
the same as working collaboratively. Finding out what kind of collaboration is

occurring in palliative care in New Zealand is worthy of further exploration.

Palliative care can be provided by any health professional and should not be confused
with palliative medicine, which refers to the work and professional discipline of medical
doctors (Doyle, 2005). “Palliative Medicine is the study and management of patients
with active, progressive, far-advanced disease for whom the prognosis is limited and the
focus of care is the quality of life” (The Australia and New Zealand Society of Palliative
Medicine, 2015, p. 1). The term hospice is not used in any definition of palliative care.

Internationally, hospice is defined as both a place of care for those who are dying or a
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philosophy of care (Doyle, 2005; Hospice New Zealand, 2014c; Lum, 2004; Randall &
Downie, 2006). In the French language, hospice is used to describe a nursing home for
the poor and destitute, which is why Balfour Mount introduced the term palliative care.
Mount needed a different term to be clear for French speaking Canadians (Pastrana et
al., 2008). The hospice definition has changed over time and there is now more focus

on managing rather than controlling symptoms (Hospice New Zealand, 2014c).

The New Zealand hospice philosophy of care is presented as having a unique whole
person approach provided by a multidisciplinary team (Hospice New Zealand, 2014c).
This holistic approach and use of a multidisciplinary team in hospice is the same as the
definition of palliative care and may explain why these terms are often used
interchangeably. Currently, New Zealand has 37 individual hospices throughout the
country, each with an associated physical building from which a variety of services are
offered or coordinated. Services include inpatient care; but nationally, the majority of
hospice care is given in a person’s home (Hospice New Zealand, 2014c). Despite many
hospices providing inpatient beds at the hospice’s physical location, Hospice New
Zealand, the national body supporting hospices, is clear that hospice is a philosophy of
care and not merely a place (Hospice New Zealand, 2014c). Before investigating the
modern hospice movement and palliative care it is important to examine the historical

beginnings as history often shapes what is occurring today.

Contemporary hospice and palliative care

As noted previously, apart from the presence of some early institutions, people
primarily died at home with family, the community, and clergy providing for the needs
of the dying person. This continued despite hospitals becoming more common and

offering a range of services. The mid-18" century saw 16 public hospitals in provincial
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England, which grew to 38 by 1800 (Lewis 2007). The religious influence in care
continued with religious orders, particularly nursing nuns, providing much of the care
for the poor, destitute, and dying (Lewis, 2007). The 19" century saw religious orders,
such as the Daughters of Charity and St. Vincent de Paul’s Ladies of Charity, open
hospices. The term hospice continued to be deliberately used, as, while providing food
and lodging and care for the body, it also depicted a stopping place for the soul on its
journey to God (Lewis 2007). The late 19" century also saw journals, such as the
Lancet and British Medical Journal, begin to publish literature on the needs of
terminally ill patients; specifically, well-ventilated rooms, nutritious meals and
experienced nurses (Lewis 2007). Despite growing attention on care for the dying, at
the same time, in the late 19" century, there was an increasing occurrence of people
seeking hospital care, looking for cure, in the United Kingdom (UK). This change
occurred for several reasons, one reason being socioeconomic change, where increased
income gave more people the opportunity to seek hospital care. Another reason was the
rise in modern science and healthcare’s commitment to curing, led by advances in
surgical progress and the growth of research (Lewis, 2007). By mid-20™ century the
common location for dying changed, moving from the home to a hospital setting
(Randall & Downie, 2006). It was felt that health professionals could offer the dying
person more than the family including, for some, the possibility of delaying death. At
that time, the community were removed from providing care, while physicians became

the central decision makers of the care provided (Allen et al., 2008; Dupere, 2006).

Although concern about improving care for the dying began to re-surface in the 1950s
(Clark, 2002), the development of the modern hospice movement is commonly credited

to Dame Cicely Saunders who volunteered as a nurse at St. Luke’s Hospice in
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Middlesex, England, where she developed many of her initial ideas (Saunders, 2015);
including, in the 1960s, returning to some of the Asklepios traditions as a reaction to the
biomedical model, and opening St. Christopher’s Hospice in London, 1967 (Randall &
Downie, 2006; Susan & Vincent, 2006). This development was in response to her (and
the public’s) recognition that people who were dying in hospitals were largely ignored
and not cared for well. While Saunders focused on the perceived medical neglect of
dying people in the UK, others in the United States of America (USA) began to give
attention to futile treatments in the face of suffering and inevitable death (Clark, 2002).
At that time, as noted in the previous definitions, the term palliative had not come into
use and care of the dying was commonly referred to as terminal care (Charles-Edwards,
1983; Doyle, 1987; Gray & Elder, 1987; Saunders & Baines, 1983). Prior to the
opening of St. Christopher’s, institutions that committed solely to the care of the dying,
offering comfort measures and spiritual care, were in existence in the UK and several
countries worldwide, such as Australia, USA, and South Korea (Buck, 2007; Lewis
2007). While these earlier institutions are not typically considered part of the modern
movement of hospice care, started by Saunders, they helped to formulate the philosophy

of hospice care (Susan & Vincent, 2006).

Favourable to Saunders at that time and helping to put her vision for change in the care
of the dying into practice, was that western society in the 1960s was undergoing another
change in the perception of death. Clark (2002) noted four innovations that were
occurring during this time. These were a shift in literature related to care of the dying
from anecdote to observation and research; increased openness about the terminal
condition of the patient alongside the need for dignity for the dying; an active approach

to finding new ways to continue caring up to death; and growing recognition of the
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interdependency of mind and body leading to concepts such as total suffering and total
pain. An example of the shift in literature was Elizabeth Kubler-Ross’ research on
death and dying, published in 1969, which gave people permission to start talking about
the subject again. As Saunders and Kubler-Ross were both physicians, this gave them
credence within the field that they may not have received if from another profession
(Allen et al., 2008). From Saunders and St. Christopher’s the modern hospice
movement with its ideas on best care of the dying spread internationally to existing
hospices, while encouraging the opening of more institutions, including in New

Zealand.

Hospice and palliative care in New Zealand is now well established. The first hospice
opened in 1979 at Calvary Hospital, Wellington (Mary Potter Hospice, 2014). This was
closely followed by the establishment of two other hospices in that same year
(MacLeod, 2001; St. Joseph’s Mercy Hospice, 2014; Te Omanga Hospice, 2014).
Growth continued in the 1980s with several hospices opening around the country; each
managed and supported by separate individual community groups and volunteers with
local community funding (Hospice New Zealand, 2014a). Hospice growth was driven
by staff, volunteers, and community supporters, who believed in the need to provide
quality care for people who were dying that the healthcare service at the time could not
provide (Davidson et al., 1981; Phillips, Ingham, & MacLeod, 2013). It is reasonable to
hypothesise that the grassroots beginnings of hospices by community groups and
volunteers had a strong influence on how, and what, palliative care services were
delivered. That influence continues today; although it can also be argued that influence
is waning, as health care regulations and funding models change. To grow the hospice

movement nationally, and to enable hospices to support each other, a committee was
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formed to investigate setting up a national hospice body. The outcome was Hospice
New Zealand, which officially began in 1986 with the help of funding from the Cancer
Society New Zealand (Hospice New Zealand, 2014a). Hospice New Zealand provided
a voice for community hospices and a place to gather but did not have input into
individual hospice management. This supportive role continues today with Hospice
New Zealand providing individual independent hospices with overall guidance, training
programmes, fundraising activities, advertising, and political lobbying, while
independent hospices continue to self-manage (Davidson et al., 1981; Hospice New

Zealand, 2014a, 2014c, 2015; Phillips et al., 2013).

Hospices in New Zealand were developed at the community level offering a mix of
home care and inpatient hospice care. The original staffing typically consisted of
volunteers and nurses. Today, hospice staff commonly includes nurses, physicians,
social workers, counsellors, chaplains, and volunteers (Hospice New Zealand, 2012,
2014c), with other health professionals joining on an as needed basis. While this
professional staff mix may be the ideal, hospices of different sizes with different
incomes may not be able to employ such a range of professional staff. The literature did
not address how hospices choose which professionals to employ when there is not an
option to employ all. Alongside the growth of hospices, other palliative care services
have arisen, such as palliative care teams within hospitals (MacLeod, 2001). Despite
palliative medicine being recognised by the Royal College of Physicians in the UK as a
medical specialty in 1987 it was not until 2001, 22 years after the first New Zealand
hospice opened, that palliative medicine was recognised by the New Zealand Medical
Council as a medical specialty (Doyle, 2005; Yamaguchi et al., 2014). In 2008, the

Palliative Care Nurses New Zealand group developed a framework of the competencies
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required of all registered nurses providing palliative care. This was revised and updated
in 2014 (Palliative Care Nurses New Zealand, 2014); although whether this competency
framework is well known and utilised by nurses is yet to be determined. Regardless, in
recent times nurses have taken on an advanced practice role of palliative care nurse

practitioners (Health Improvement and Innovation Resource Centre, 2012).

With the advancement of health professional roles in palliative care, the New Zealand
Government, under the auspices of the Ministry of Health and Palliative Care Council,
have become more interested and involved in the planning, provision, and funding of
palliative care (Ministry of Health, 2001; Palliative Care Council, Hospice New
Zealand, & Ministry of Health, 2012). Hospices are changing from their foundation
model of being independent, locally managed, and locally financed services, to being
nationally directed through contracts with District Health Boards (DHBs). While
increased funding is positive to help maintain and expand services, and perhaps bring
some consistency to palliative care services throughout New Zealand, it can also be
argued that this comes at a cost. Hospices with contracts take direction from the DHBs
and Ministry of Health on what services they must provide to receive funding, so
complete independence is lost (Palliative Care Council of New Zealand et al., 2012a).
This loss of independence can be viewed as having both positive and negative aspects,
but the implications are not addressed in the literature. For example, this shift in control
and independence may mean that hospices in New Zealand are able to improve service
from a holistic Asklepion perspective due to this additional support. Alternatively, it
can be argued that hospices are becoming, or have become, biomedical health services
like other health services and are, therefore, at risk of losing their individual identity.

Another option to consider is that hospices may have simply grown without an
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associated improvement or change in services. Regardless, hospice and palliative care
is recognised through an annual World Hospice and Palliative Care Day on the 9th
October (Worldwide Palliative Care Alliance, 2015). The call to include palliative care
as a human right has grown (FBX Centre for Health and Human Rights & Open
Society Foundations, 2013) while an increasing number of countries are signing
declarations to support the provision of palliative care (National Hospice and Palliative
Care Associations, 2005; United Nations Department of Economic and Social Affairs,
n.d.). The United Nations has shown interest in palliative care (United Nations, 2014)
and worked with the WHO and the Worldwide Palliative Care Alliance to publish a
report evaluating the availability of and need for palliative care globally (Worldwide

Hospice Palliative Care Alliance et al., 2014).

In New Zealand, a series of reports from the New Zealand Palliative Care Council have
been recently published (Palliative Care Council of New Zealand, 2013, 2014). An aim
of these reports and recommendations is to develop consistency of service throughout
the country. Data collected for these reports show that most palliative patients receive
care through primary health care services and only a small percentage require specialist
palliative care (Palliative Care Council of New Zealand, 2013). While it is believed that
supporting primary health care services, including aged residential care services, to
provide good palliative care will save the need for many palliative patients to be
hospitalised (Palliative Care Council of New Zealand, 2013), this remains to be seen, as
data is collected in the future. Regardless, it is not difficult to imagine that any support
for primary health care services providing palliative care would be beneficial for the

patient.
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While the assumption can be made that health professionals working in palliative care
strive to provide optimal care, defining optimal care is important. In New Zealand, this
has been achieved through the Hospice New Zealand Standards for Palliative Care
(Hospice New Zealand, 2014b). Initially developed by Hospice New Zealand in 1987,
the standards were updated in 2001, prior to a major revision in 2012 to include an
associated quality review programme (Hospice New Zealand, 2014b). However, these
are not the only standards to guide health professionals in the delivery of palliative care
in the western world. The Hospice New Zealand standards were derived from the
Australian palliative care national standards. First published in 1994, these Australian
national palliative care standards were most recently updated in 2014 as the 5™ edition
(Palliative Care Australia, 2015). A different type of standard from those written by,
and for, specialist palliative care providers, the Gold Standards Framework (GSF) for
palliative care grew from ‘grass roots’ general medical practice in the UK (National

Gold Standards Framework Centre, 2014b).

Originating in 2000, the Gold Standards were developed for community-based primary
care providers and use an evidence-based approach to optimise end-of-life care delivery
(National Gold Standards Framework Centre, 2014a). Like the Hospice New Zealand
Standards for Palliative Care (2012), the Gold Standards have been further developed
and expanded since their inception (National Gold Standards Framework Centre,
2014a). A notable difference is that the Hospice New Zealand Standards for Palliative
Care have been developed with and for hospices as specialist palliative care providers.
However, this excludes non-hospice primary palliative care providers in New Zealand
for whom there are no specific standards. The Gold Standards, in contrast, having been

developed for all community palliative care providers, have a wider use. The Gold
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Standards framework includes a coordination role and improved communication within
the multidisciplinary team but does not specifically require collaboration (Mahmood-
Yousuf, Munday, King, & Dale, 2008; Melvin, 2003; National Gold Standards
Framework Centre, 2014a). That collaboration will occur seems to be assumed rather
than stated. Interestingly, when adopted by Canada, the Gold Standards were modified
to suit the Canadian situation and have clearly stated the need for the hospice and
palliative care team to work collaboratively (Canadian Hospice Palliative Care
Association, 2006). The New Zealand standards for palliative care provide guidelines
for individual health professionals working in palliative care; yet is most strongly
weighted toward organisations providing palliative care and is used as the guide for

quality review (Hospice New Zealand, 2014b).

Summary of palliative care

Palliative care services have grown worldwide since the 1960s with the birth of the
modern hospice movement. However, there are countries that remain without palliative
services or the service is in its early stages (Lynch, Connor, & Clark, 2013; Worldwide
Hospice Palliative Care Alliance et al., 2014; Wright, Wood, Lynch, & Clark, 2008).
The literature indicates that the provision of palliative care will continue to grow and
change, as it will in New Zealand. Alongside this growth, the number of people
requiring palliative care is increasing as the population ages (Palliative Care Council of
New Zealand, 2011); and the ageing health workforce is also a concern as expressed by
the WHO and the New Zealand Palliative Care Council (2011). However, in contrast to
the WHO (2010), neither the New Zealand Palliative Care Council nor hospices through
Hospice New Zealand have called for collaboration as a means of providing the care

that is, and will be, needed.
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Working Collaboratively

Background

Collaborative practice in health care is not a new idea. There are reports of
collaborative practice occurring in mission hospitals in India as far back as the early
1900s (Solomon, 2010) during the time of the British Indian Empire and colonial rule.
Solomon (2010) observed that these early examples of collaboration occurred in teams,
a description that appears to fit with Gray’s (1989) definition of collaboration which is
“a process through which parties who see different aspects of a problem can
constructively explore their differences and search for solutions that go well beyond
their own vision of what is possible” (p. 5). Teamwork may have been viewed as a
mechanism to balance the needs of those requiring care with the limited resources
available at the time. However, developments beginning in the 1970s indicate that
some believed that team work, as practiced at the time, was not sufficient to meet new

challenges arising in the provision of health care.

In the 1970s, the WHO began hosting meetings, producing documents, and supporting
research for collaboration. This was an interesting development as it indicated that the
WHO believed health professionals either did not collaborate or did not collaborate
well. Whether health professionals had a differing opinion as to whether they
collaborated is unknown. In the clinical arena, mental health took the lead in calling for
collaboration through publications and research (Gottlieb & Schroter, 1978; Leathard,
2003; Pattison, Hackenberg, Ellis Wayne, & Wood, 1976). The September 1978
Declaration of Alma-Ata, signed as part of the International Conference on Primary
Health Care, called on participants to collaborate in introducing, developing, and

maintaining primary health care (International Conference on Primary Health Care,
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1978). A report on working relationships in community health care was released in
October 1978 (WHO, 1978). That same year, a study examined communication and
collaboration between health professionals. The emphasis was on physicians and nurses
working in teams (WHO, 1978). Despite all this attention there was no clear definition
of collaborative practice that all agreed on. What seemed clear was that there was a
beginning move in health care toward having a planned for, and recognised,
collaborative culture in practice and care delivery. The underpinning assumption was

that a collaborative culture did not exist.

Interestingly, discussion in the literature changed to define interprofessional
development as the term interprofessional was appearing in relation to collaboration. In
the UK, a new journal was published in 1986 titled the Journal of Interprofessional
Care. A year later, the Centre for the Advancement of Interprofessional Education
(CAIPE) was formed, which brought the idea of interprofessional education and
collaborative practice to the forefront in the western world. The CAIPE talked of
interprofessional education and interprofessional practice. Interprofessional education
was defined as occurring “when two or more professions learn with, from and about
each other to improve collaboration and the quality of care” (Barr, 2002 p. 5). Canada,
in comparison, talked about interprofessional education and collaborative practice,
defining interprofessional collaboration as ‘““a partnership between a team of health
professionals and a patient or patient in a participatory, collaborative and coordinated
approach to shared decision-making around health issues” (Canadian Interprofessional
Health Collaborative (CIHC) as cited in Bridges, Davidson, Odegard, Maki, &

Tomkowiak, 2011, p. 2).
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Not to be left behind, and following closely behind CAIPE, the WHO (1988) joined in
the discussion, issuing a technical report identifying interprofessional education as an
important component of primary health care. It appears that these organisations
believed that if interprofessional education occurred, then collaborative practice should
follow. Again, this assumed that collaborative practice was not already occurring in
health care and that health professionals needed to be further educated and educated
together rather than education separated by profession. Several years later the CIHC
was formed as a national hub for interprofessional education, collaboration in healthcare
practice, and patient-centred care. The goal of CIHC is to share knowledge with those
who make policy and plan health and education systems, health professionals, and
educators. Differing from CAIPE, the CIHC has a greater emphasis on collaborative
practice, alongside their interest in interprofessional education and research. For
example, there is now sufficient evidence to show that collaborative practice
interventions improve workplace quality by creating a collaborative culture (Suter et al.,
2012). This, in turn, increases provider satisfaction by improving provider roles and/or

quality of care.

In New Zealand, for the past several years, there has been an awareness of, and interest
in, interprofessional education and collaborative practice by some health care education
and practice providers. The National Centre for Interprofessional Education and
Collaborative Practice (NCIPECP) was opened in 2010 at Auckland University of
Technology within the Faculty of Health and Environmental Sciences (AUT University,
2014). This is the first centre of its kind in New Zealand. However, the Australasian
Interprofessional Practice and Education Network (AIPPEN), involving Australian and

New Zealand health professionals, institutions, and organisations was developed prior.
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Holding its inaugural conference in April 2006, AIPPEN aims to research, promote, and
support interprofessional education and practice across Australia and New Zealand

(Moran, Nisbet, & Thistlewaite, 2006).

Amongst these various countries and organisations subtle, but important, differences in
terminology and definitions have occurred that have the potential to confuse, as health
professionals struggle to understand what they are being asked to do. Therefore, the
researcher believes it is it is important to have a brief overview of the different words
used and definitions prior to beginning data collection. Gaining an understanding of
these differences will decrease the potential for any researcher confusion that may

occur, alongside recognising any possible participant confusion during data analysis.

Definitions

As with the definitions of palliative care, many terms are used to describe health
professionals working together and working alongside each other. While each term has
its own definition, the difference can at times be unclear. Different terms risk confusion
if health professionals delivering care at the bedside are uncertain of what is being asked
of them in policies, guidelines, and strategies. There may be confusion by the authors at
the point of writing these documents. It is important to examine the words used in the
literature that explain how health professionals work together collaboratively.

Clarifying these terms may have relevance to the research explanations proposed and

assist in understanding what health professionals are doing in practice.

Several authors have observed that many health professionals believe they are
practicing collaboratively when they may simply be working within a group, each

agreeing to use their skills individually to achieve a common goal (Barr, 1998; Bliss,
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Cowley, & While, 2000; Hall, 2005; Hermsen & Ten Have, 2005; Solomon, 2010;
WHO & Health Professions Network Nursing and Midwifery Office: Department of
Human Resources for Health, 2010). What is clear is that collaboration does not occur
simply because health professionals work together, or groups are merged (Eloranta,
Welch, Arve, & Routasalo, 2010; Goldsmith, Wittenberg-Lyles, Rodriguez, & Sanchez-
Reilly, 2010; Wittenberg-Lyles, Parker Oliver, Demiris, & Regehr, 2010; WHO &
Health Professions Network Nursing and Midwifery Office: Department of Human
Resources for Health, 2010). While significant effort has gone into defining the broad
term of collaboration, there are multiple definitions that cause confusion (Bridges et al.,
2011; CIHC, 2010; Gray, 1989; Petri, 2010; WHO & Health Professions Network

Nursing and Midwifery Office: Department of Human Resources for Health, 2010).

The two main definitions used in the literature reviewed, when discussing collaborative
practice, are the previously mentioned WHO definition of collaborative practice (WHO
& Health Professions Network Nursing and Midwifery Office: Department of Human
Resources for Health, 2010) and the CIHC (2015) definition of interprofessional
collaboration. Interestingly, when the term collaboration is used alone, without the
interprofessional, few define the term. It seems as if there is an expectation that health

care professionals will know what collaboration is without further clarification.

Other common terms used that describe health professionals working together are
interdisciplinary collaboration and multidisciplinary team. The Palliative Care Council
and Hospice New Zealand (2012b) define interdisciplinary collaboration as “a group of
individuals with diverse training and backgrounds who work together as an identified

unit or system” (p. 7). An earlier definition of interdisciplinary collaboration requires
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“team members collaborate to solve problems too complex to be solved by one
discipline alone, or several disciplines in sequence” (Drinka & Clark, 2000. p. 178).
The multidisciplinary team is defined as a team that consists of a mix of health care
disciplines where:

Team members share common goals, collaborate and work together in

planning and delivery of care. Members of a multidisciplinary team

might include GPs, surgeons, medical or radiation oncologists,

palliative care specialists, pastoral care workers, nurses, social

workers, occupational therapists, physiotherapists, dieticians,

volunteers, pharmacists or care assistants. (Palliative Care Australia
2008, para.l)

It can be difficult to see significant differences in these definitions, or even why these
differences are important, without further scrutiny. The WHO definition of
collaborative practice states that “Collaborative practice in health care occurs when
multiple health workers from different professional backgrounds provide
comprehensive services by working with patients, their families, carers and
communities to deliver the highest quality of care across settings” (WHO & Health
Professions Network Nursing and Midwifery Office: Department of Human Resources
for Health, 2010, p. 13). The WHO noted that collaborative practice includes both
clinical and non-clinical health related work (WHO & Health Professions Network
Nursing and Midwifery Office: Department of Human Resources for Health, 2010).
This is useful, as while this research study is investigating health professionals working
collaboratively at the bedside delivering palliative care, the explanations proposed may
transfer to other areas of health care. Nonetheless, it could be argued that one clear
term, with one definition, if used consistently in health care, would benefit all by its
clarity. Perhaps returning to simply talking about teamwork, regardless of the mix of
health professionals on the team, would suffice if health professionals were trusted to

work together. This is clearly not the current trend identified in the literature.
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As previously noted, the CIHC (2010) uses the term interprofessional collaboration.
When reading the above definitions, the WHO definition of collaborative practice
appears to require less of the health professional than interprofessional collaboration.
The WHO definition is outcome or goal oriented — simply health workers from different
professional backgrounds providing comprehensive care. The CIHC definition of
interprofessional collaboration, by comparison, is process oriented, requiring
partnership, coordination, and shared decision making by those involved. This takes

more work and is a different way to practice.

The WHO and CIHC definitions of collaboration and interprofessional collaboration
have appeared within the past decade. Therefore, these two definitions are relatively
new in the history of health professionals working together. Regardless of these two
definitions being available, terminology remains confusing and concepts are used
interchangeably with no common definition within health care today (Fallon & Smyth,
2008; Thannhauser, Russell-Mayhew, & Scott, 2010; Zwarenstein, Goldman, & Reeves,
2009). For example, Meier and Beresford (2008) used the terms palliative care team
and interdisciplinary team while discussing identified characteristics of collaborative
practice. The WHO and CIHC have taken a stand, making a concentrated effort to use
the same terminology within their individual organisation documents to support a
common understanding (CIHC, 2010; WHO & Health Professions Network Nursing
and Midwifery Office: Department of Human Resources for Health, 2010). However,
these two leaders in collaborative practice do not share the same definition so there is

not one universal understanding of interprofessional collaboration or simply
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collaboration. Whether this matters to health professionals working in direct patient

care at the bedside is unknown.

The characteristics or components of collaborative practice have been identified.
Analysis suggests that collaborative practice occurs when there is a need; it is a means
of communicating effectively; it involves a shared language, shared purpose or goal,
cooperation, trust, respect, and a time frame (San Martin-Rodriguez, Beaulieu,
D'Amour, & Ferrada-Videla, 2005). In addition, collaborative practice seems to involve
balance, equality, choice, adaptability, flexibility, trust, respect, understanding, shared
decision making, partnership, power, and lack of professional jealousy (D'Amour,
Ferrada-Videla, San Martin Rodriguez, & Beaulieu, 2005; Molyneux, 2001; Sullivan,
1998; Suter et al., 2009). While this is interesting, it is unhelpful because the concepts

are broad and differ.

Collaborative practice has been associated with different models of practice, such as
patient-centred practice, family-centred practice, and relationship-centred care that
advocate for the participation of the patient and family in the collaborative process
(Beach, Inui, & Relationship-Centered Care Research Network, 2006; Herbert, 2005;
Solomon, 2010). The primary purpose of collaborative practice is to improve the
delivery of health care. There is an underlying assumption that improving the delivery
of health care using collaboration is beneficial for the recipient of care as well as for the
providers, which is evident in the WHO and CIHC definitions. Both include the patient
in the process (CIHC, 2010; WHO & Health Professions Network Nursing and
Midwifery Office: Department of Human Resources for Health, 2010). Moving past the

initial assumption, there is now increasing evidence that working collaboratively, due to
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the partnership with the patient/family, is beneficial to the patient as well as the health

professional (Petri, 2010; Schmitt, 2001).

Early documentation on collaboration focused on teams and teamwork, emphasising
attitudes, behaviour, and roles of individual team members within a group (Drinka,
Miller, & Goodman, 1996; Fleissig, Jenkins, Catt, & Fallowfield, 2006; Mackay, 1992;
Meyer, 1993; Thomas & Corney, 1993). From the mid-90s the terms interdisciplinary
and later interprofessional were introduced into the mix causing even more confusion to
health professionals. The introduction of interprofessional was due to the realisation
that health professionals were not behaving collaboratively; therefore, health
professionals needed to be educated differently with an interprofessional approach
(Barr, 1998, 2007; Fineberg, Wenger, & Lachlan, 2004; Hammick, 1998; Koffman,
2001). The 2010 WHO report Framework for Action on Interprofessional Education
and Collaborative Practice brought further awareness that professionals cannot be
expected to know how to collaborate if they are not taught how to do so (WHO &
Health Professions Network Nursing and Midwifery Office: Department of Human

Resources for Health, 2010).

Contemporary collaborative practice

Today, there is decreased literature about collaboration and collaborative practice alone,
as the trend has moved toward interprofessional collaboration. The literature indicates
that the need for interprofessional collaboration has become more predominant, driven
by international workforce shortages and an increasing complexity of care (Daly, 2004;
Elliott, 2004; Jansen, 2008; Kingdon, 1992; Lindhardt, Hallberg, & Poulsen, 2008;
Quality End-of-life Coalition of Canada, 2014; San Martin-Rodriguez et al., 2005;

Schmitt, 2001; WHO & Health Professions Network Nursing and Midwifery Office:
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Department of Human Resources for Health, 2010; Zwarenstein et al., 2009). As
interprofessional education and collaboration have been introduced into some areas of
health care provision, there has been an associated interest in the outcomes of
interprofessional collaboration, to provide evidence of whether it does improve the
working environment and associated patient care as predicted (Alberto & Herth, 2009;
Bliss et al., 2000; Dewar, 2000; Herbert, 2005). The results are positive as the evidence
to date is clear that interprofessional collaboration reduces the cost of patient care,
increases provider satisfaction, improves workplace quality, and leads to improvement

in patient care (Schmitt, 2001; Suter et al., 2012; Zwarenstein et al., 2009).

As interest in the outcomes of interprofessional collaboration has grown, so too has
curiosity about organisational issues and multi-sector, multi-institutional collaboration
(Johnson, Wistow, Schulz, & Hardy, 2003; Schmitt, 2001; WHO & Health Professions
Network Nursing and Midwifery Office: Department of Human Resources for Health,
2010; Zwarenstein et al., 2009). This change in emphasis has occurred due to health
care recognising that interprofessional collaborative practice is no longer solely the
responsibility of the individual. This is not surprising as the potential for
interprofessional collaboration to improve professional relationships, reduce clinical
error rates, and improve the quality of health care, benefits organisations by eliminating
problems before they occur (Reeves et al., 2009). Clearly, interprofessional
collaborative practice is affected by wider social, political, and economic issues (CIHC,
2015; Centre For The Advancement Of Interprofessional Education, 2014; Johnson et
al., 2003). How much these wider social, political, and economic issues of palliative
care affect interprofessional collaboration in New Zealand remains to be identified.

What has been identified is the need for interprofessional education.
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It is difficult to find literature on interprofessional collaborative practice without the
mention of interprofessional education, due to the belief that health professionals need
to learn to work together in a collaborative way. The WHO noted that interprofessional
education is a necessary step to prepare a collaborative practice-ready health workforce
better prepared to respond to local health needs (WHO & Health Professions Network
Nursing and Midwifery Office: Department of Human Resources for Health, 2010).
The assumption being that health professionals cannot collaborate well without being
educated together, and therefore have not been doing so up to this point in time. A
common definition of interprofessional education is that it “occurs when two or more
professions learn with, from and about each other to improve collaboration and the
quality of care” (Barr, 2002 p. 8). Regardless, the literature on providing
interprofessional education does not follow through to how this education translates into
practice (Barr, 2007; Centre For The Advancement Of Interprofessional Education,
2014; Cuff, 2013; Hammick, 1998; Thistlethwaite, 2012). Both the WHO and CIHC
include interprofessional education in discussions on collaborative practice and

interprofessional collaboration.

Health care organisations and training institutions also have a role to play in how
interprofessional education and collaborative practice develops, and how it can be
developed in conjunction with patients, caregivers, and communities in a variety of
settings (WHO & Health Professions Network Nursing and Midwifery Office:
Department of Human Resources for Health, 2010). The need for interprofessional
education, as well as some of the challenges of providing it, has been recognised in

palliative care due to the service being one that includes multiple health professionals
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(MacLeod & Egan, 2007). This is a strong start toward interprofessional collaborative
practice, as well as being practical. Educating health professionals together about
palliative care makes sense as the best use of education resources, including personnel,

while health professionals come to understand each other’s roles.

Despite some health professional education providers in New Zealand quietly moving
toward interprofessional education and the opening of the NCIPECP in 2010, the
overall impact this has on changing health professionals’ behaviour in the workplace
nationally is yet to be seen (AUT University, 2014). The New Zealand government has
yet to set aside specific funding to help with the establishment and growth of
interprofessional collaborative practice. This is despite asking for, or even mandating,
that collaboration happen in government health care strategies, planning documents, and
health professional competency frameworks (Ministry of Health, 2001; Nursing Council
New Zealand, 2014; Palliative Care Council of New Zealand, 2011; Palliative Care
Nurses New Zealand, 2014; Palliative Care Subcommittee, 2007; Workforce Taskforce,
2008). While it is easy to write something in policy, there is a disconnect in supporting
change to happen in practice. This disconnect could be due to several reasons. One
potential reason is a lack of understanding by health organisations and associated
management personnel that interprofessional collaboration is a complex process and,
therefore, requires the commitment of time, education, and often funding.
Interprofessional collaboration rarely happens randomly and may require a change in
many organisational structures. On a positive note the NCIPECP, as a national centre,
is working toward spreading the message of interprofessional education and
collaborative practice through offering conferences and publications (AUT University,

2014).
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New Zealand also has a unique and well-recognised framework in the Treaty of
Waitangi. The Treaty of Waitangi, signed in 1840, is an agreement between Maori, the
previous immigrants to New Zealand, and the British Crown. Today’s interpretation of
the intent of this document, considered a living document by Maori and government,
acknowledges the three principles of partnership, protection, and participation (Chapple,
2015). These principles have many commonalities and shared characteristics with
collaborative practice (Kingi, 2007; Ministry of Health New Zealand, 2000, 2002;
Palliative Care Subcommittee, 2007). Commonalities and characteristics include trust,
respect, cooperation, understanding, partnership, shared decision making, shared power,
a shared purpose or goal, equality, and choice (D'Amour et al., 2005; San Martin-
Rodriguez et al., 2005; Suter et al., 2009). If the New Zealand government increases
support for interprofessional collaboration in health care this will complement the
requirements laid down in the Treaty of Waitangi. In return, the principles of the Treaty
complement interprofessional collaboration. Interprofessional collaboration becomes a
win-win situation for New Zealand health services in general, for hospice and palliative

care services and, most importantly, for the patient and family.

The social context

The background of international change and terminological confusion has influenced
collaboration as it is known today. Defilippi (2002) noted that, historically, the
occurrence of people working collaboratively increased during times of crisis and war.
The literature reviewed is not clear whether internationally crises and war continue to
influence collaboration. Regardless, the complexity of working relationships has
increased in modern times due to significant growth in the number of professions and

specialties (Obholzer & Roberts, 2011). In addition, there have been shifts in the
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balance of power between professions, and between health professionals and patients.
Patients have become consumers (McLauchlin, 2009). In New Zealand, the Health and
Disability Services Consumer Rights, initially written in 1996, grants all health
consumers clear rights in law while placing corresponding obligations on providers of
health services (Health & Disability Commissioner, 2009). These rights give the patient
or consumer knowledge and power, with the option of complaining to the
Commissioner if the rights are not upheld by the provider (Health & Diability
Commissioner, 2009). Previously, the power had been strongly weighted toward the
service provider (McLauchlin, 2009). Health care services are now recognised as a
right rather than a privilege (Barr, 1998). Taking this idea of rights versus privilege in
health care further, there is now, as previously noted, the call for palliative care to be

listed as a human right (Brennan, 2007).

The health care environment is dealing with rising health costs and the associated need
to manage those costs, along with an increasing complexity of care that includes more
community care, early discharge from hospitals, and an aging population (WHO &
Health Professions Network Nursing and Midwifery Office: Department of Human
Resources for Health, 2010). People living longer often have more than one underlying
chronic condition, requiring new models of care to meet these needs (WHO & Health
Professions Network Nursing and Midwifery Office: Department of Human Resources
for Health, 2010). Along with an aging population there is an aging health workforce
and an increased need for health care that current services are inadequate to meet
(Christensen, Doblhammer, Rau, & Vaupel, 2009; International Council for Human
Resources in Nursing (ICHRN), 2007; WHO & Health Professions Network Nursing

and Midwifery Office: Department of Human Resources for Health, 2010). In 2007, the
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ICHRN (2007) predicted that there will be more than one billion people aged 60 or over
worldwide by 2020. A recent statement from the WHO (2015a) noted that the world’s
population 60 years or older was 900 million in 2015. Whether this trend of an
increasing older population continues, considering the increase in chronic illnesses such
as diabetes, remains to be seen. It has been projected that by 2020 chronic diseases will
account for almost three quarters of all deaths worldwide (WHO, 2015b). Regardless of

age at death, the need for palliative care will remain.

Collaborative practice is proposed by the WHO as an innovative strategy to address
these issues of increased need for care and the aging workforce (WHO & Health
Professions Network Nursing and Midwifery Office: Department of Human Resources
for Health, 2010). Palliative care providers in New Zealand are not immune to these
world-wide health care challenges. It is expected that New Zealand’s aging population
will bring an increased need for palliative care services alongside an increasing
complexity of care. Without some form of change, current palliative care services will
have difficulty meeting this need (Palliative Care Council of New Zealand, 2011, 2013),
which supports the assumption that interprofessional education and collaborative

practice would be beneficial to the provision of palliative care in New Zealand.

Collaborative practice is considered an important tool in providing improved quality of
care delivery, and improving patient health outcomes (Baldwin, 2007; Parker-Oliver,
Wittenberg-Lyles, & Day, 2006; Pietroburgo & Bush, 2008; Silver & Leslie, 2009;
Suter et al., 2012; WHO & Health Professions Network Nursing and Midwifery Office:
Department of Human Resources for Health, 2010; Zwarenstein et al., 2009). Benefits

identified to date include shorter length of stay, reduced cost of care, reduced mortality,
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and an improved workplace culture leading to increased work satisfaction for those who
collaborate. This improved workplace culture includes more support and shared
responsibility, leading to less isolation and burnout (Safran, Miller, & Beckman, 2006;
Pietroburgo & Bush, 2008; Suter et al., 2012; Zwarenstein et al., 2009). However,
regardless of how positive collaborative practice may appear it is not easy to
accomplish. The many challenges to collaboration include conflict over power and
control when trying to protect what health professionals identify as their role and
responsibilities, differences in professional values and practice, differences in
organisational culture, competition for market share, a lack of understanding of roles,
and time issues (Goldsmith et al., 2010; Herbert et al., 2007; Jones, 2007; Pietroburgo &

Bush, 2008).

Summary of working collaboratively

As noted at the beginning of this literature review, there is much written about
collaboration. Keeping the literature review broad is consistent with the methodological
approach. This literature review shows that many studies have focused on health care
workers’ perceptions of the broad concept of collaboration within their workplace
(Parker-Oliver, Bronstein, & Kurzejeski, 2005; Parker-Oliver et al., 2006, 2007; E. M.
Wittenberg-Lyles & Parker-Oliver, 2007). What is not known is whether this broad
concept matches either of the definitions of collaborative practice from the WHO or
CIHC, and whether it is incorporated in palliative care practice in New Zealand.
Unknown is whether collaboration, as currently exercised, is a pseudo-collaborative
practice more closely related to the team work and multidisciplinary care noted in the
definitions of palliative care, rather than the current expectations of interprofessional
collaborative practice. Also unknown is whether the concept of collaborative practice

has been thwarted by the context of practice in New Zealand, as the literature has
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clearly shown that there are social, political, economic and professional influences
impacting the delivery of hospice and palliative care. Finally, whether the differences
between the terms used to describe working collaboratively are well understood by, or
even matter, to health professionals working with patients in New Zealand, delivering
palliative care at the bedside could not be found in the literature. This gap in knowledge
led to the researcher asking participants about working collaboratively, so that
participants could define, for themselves, what collaboration meant to them, alongside
their main concern. Specifically, the research area of substantive interest was: What is
the main concern of health professionals working collaboratively (with colleagues and
patients) in palliative care and how do they manage that? As noted in chapter one,
framing the area of interest in the form of a question is uncommon in grounded theory.
Regardless, Glaser accepted that it is more comfortable for some researchers to enter the
field with some combination of a clear question or problem area in mind. While not
being completely open, Glaser (1978) believed this still gives data that is receptive to

the emergent.

Glaserian grounded theory has been chosen as the research method to examine health
professionals’ views of providing palliative care at the bedside, what their main concern
is when working collaboratively with other health professionals and patients, and how
they manage that. An exploration of the underpinnings of the Glaserian grounded
theory methodology follows, culminating with the rationale of why this method was

chosen by the researcher.
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Chapter Three: Research Methodology

Introduction

Glaserian grounded theory is an inductive research method that generates theory from
data gathered through theoretical sampling, organised and analysed using constant
comparative analysis, coded, and conceptualised through memoing (Glaser & Strauss,
1967). Holding a neutral position from an epistemological stance is necessary as
Glaser (1992) argued that it “is a general methodology. What counts are that grounded
theory methods are not bound by discipline or data collection” (p. 18). Initially
developed by Glaser and Strauss (1976), the Glaserian version continues to be
championed by Glaser as the one-and-only true grounded theory methodology; although
today, alternative versions of grounded theory can be found. To understand Glaserian
grounded theory methodology, this chapter will begin by reviewing the historical
development of grounded theory including the differing interpretations for comparison.
This will be followed by a discussion on the epistemology of Glaserian grounded
theory. Next will be a review of the methodology including theoretical sampling,
coding, conceptualising through memo writing, emergent theory generation, credibility
and rigour. The chapter will conclude with the rationale for the decision to use

Glaserian grounded theory in this research study.

Historical Developments

The philosophical stance of logical positivism, following on from its beginnings in
Europe, was flourishing in the USA of the 1960s as a belief that the only meaningful
philosophical statements or problems were those which could be solved by logical
analysis and empirical verification (Gartrell & Gartrell, 2002). Logical positivism came

about through scientism, which is the belief that the assumptions and methods of
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research of the physical and natural sciences are equally appropriate to all other
disciplines including the social sciences (Gartrell & Gartrell, 2002). It was during this
time, following World War One, the social survey was developed as a means to obtain
information from large groups of people in a standardised way, such as questionnaires
or structured interviews. There are three major aspects of the social survey process:
sampling techniques; data collection techniques; and statistical methods for data
analysis (Alasuutari, 2010). Scientism itself was noted to be a particularly American
phenomenon as it never took root in British sociology. The reason for this difference is
thought to be that universities in the USA fostered a scientific approach to social
research. Conversely, leading universities in the UK at the time were reluctant to even
acknowledge sociology as a discipline (Gartrell & Gartrell, 2002). Regardless, in the
1950s Lazarsfeld, a social science researcher began undertaking quantitative studies that
used specific methodology and related the results to theory (Glaser, 2007¢). While
positivism was the dominant research approach at the time, it was not without detractors
(Gartrell & Gartrell, 2002) and it was in this research environment that the grounded

theory methodology arose.

Glaser and Strauss, as the architects of grounded theory, came from different scholarly
backgrounds to logical positivism and thus the influences on these two researchers,
prior to them working together, differed. Strauss’ background in the Chicago School of
social research emphasised qualitative, ethnographic research with symbolic interaction
and pragmatism perspectives. Strauss’ influencers related to the Chicago School
include Herbert Blumer, George Mead, and Robert Park (Glaser, 1998; Legewie &
Schervier-Legewie, 2004). Glaser studied at Columbia, New York, a school with a

strong quantitative orientation to research. While there, Glaser was influenced by
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Robert Merton and Paul Lazarsfeld (Glaser, 1998). While acknowledging Merton as a
mentor when a doctoral student investigating the sociology of science, Glaser (2007¢)
admitted that he was more heavily influenced by Lazarsfeld’s writings on methodology
when developing grounded theory. This mix of qualitative and quantitative approaches
helped to form the original Glaser and Strauss grounded theory, a general inductive
research method where all data can be used whether from qualitative or quantitative
methodologies, and “no matter the implicit theoretical perspective involved” (Glaser,
2005, p. 15). However, while recognised as a general inductive method, Glaser (1998)
noted that simply classifying Glaserian grounded theory as either inductive or deductive
is over-simplification of the complex thinking required, stating that there is some
deduction that occurs. For example, “deductions for theoretical sampling fosters better
sources of data, hence better-grounded inductions” (Glaser, year, p. 43). Induction and
deduction are different ways of approaching research. When using an inductive
method, the researcher begins with broad generalisations in an area of interest, and then,
through specific observations of the data, comes to a hypothesis. If using a deductive
method, the researcher begins with a hypothesis, which is tested to show how this may

work in the generalised area of interest (Burns & Grove, 2007).

Following their seminal work, Glaser and Strauss went separate ways due to
disagreement on methodology; the main difference being the approach to data analysis
(Glaser, 1978). Glaser remained resolute that the strength of grounded theory is that the
inductive process takes precedent over deductive, and analysis requires only two levels
of coding, open and selective (Cooney, 2010; Glaser, 1992; Heath & Cowley, 2004).
Beginning with specific observations of an event, trend, or social process, the inductive

process leads the researcher to progress analytically to broader generalisations, working
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up to an abstract level of theory development that explains the initial observations. In
contrast, when using a deductive process, the researcher starts at the general abstract
level, with a theory or hypothesis. The researcher then works toward a more specific
and concrete level to verify whether the beginning theory was correct or needs
modification (Heath & Cowley, 2004). In contrast to Glaser, Strauss’ approach to data
analysis, in collaboration with Corbin, was to add a third level of coding, that is, axial

coding (Corbin & Strauss, 2008; Strauss & Corbin, 1990).

Grounded theory has evolved since the initial discovery by Glaser and Strauss (1967)
and bought controversy and debate. To distinguish classic grounded theory from other
versions of grounded theory that have developed, since Glaser and Strauss’ initial work
(Glaser & Strauss, 1967), Phyllis Stern coined the term Glaserian grounded theory,
which is now in common use (Glaser, 1978, 1992, 1998, 2009; Stern, 2009). Following
the publication of Strauss and Corbin’s work, Glaser accused Strauss of forcing data,
and promoting a method of social research that Glaser (1992) believed was no longer
grounded theory. Further, while Corbin and Strauss (2008) willingly accept the
qualitative paradigm, Glaser was dismissive of any divide between paradigms, claiming
grounded theory is neutral (Holton, 2008). Additionally, Glaser, as noted in the
literature review, believed focused reading should only occur once the emergent theory
is developed, while Strauss and Corbin begin with a literature review (Corbin & Strauss,
2008; Glaser, 1998). Like Strauss and Corbin, Glaser began to publish further
explanations of grounded theory, writing additional books and journal articles to
reiterate the original approach, clarify his approach, and counter the evolution that was

occurring within and to grounded theory (Glaser, 1978, 1992, 1998). This led to the
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Grounded Theory Review: An International Journal being published under the auspices

of Glaser’s own publishing company, Sociology Press.

The evolution of grounded theory continued with Kathy Charmaz (2006) publishing a
constructivist grounded theory approach in 2000, using social constructivism as the
epistemological base. The two major differences are that in constructivist grounded
theory concepts are constructed, whereas in Glaserian grounded theory concepts are
discovered; and constructivist grounded theory begins with a specific question based on
a substantive area, whereas Glaserian grounded theory begins with an interest in a
substantive area but no specific question (Glaser, 1978, 1998; Glaser & Strauss, 1967).
Again, Glaser believed that due to these differences constructivist grounded theory is
not truly grounded theory but a different methodology altogether (Glaser, 2007a). A
later method, which evolved from the original Glaser and Strauss grounded theory,
occurred when Adele Clarke developed her methodology of situational analysis
grounded theory with a critical theory perspective. Clark argued that this adds to
traditional grounded theory by bringing in a post-modern perspective. Issues of power
relations, using maps as tools of analysis, influence how behavioural processes occur
(Clarke, 2003, 2005). According to Clarke (2003), there are three kinds of maps:
situations that include all the key human and nonhuman elements; social worlds and

arenas; and positionality along salient analytic axes.

The multiple versions of grounded theory offer the researcher a choice. Once having
decided that a grounded theory method is best for the area of interest, the researcher

must review which grounded theory approach offers the most relevant research design
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to answer the posed question or explore the substantive area. Investigating the

epistemology may help with this decision.

Epistemology

In their initial writings, Glaser and Strauss never fully discussed grounded theory’s
philosophical foundation from an epistemological stance, relative to methodological
underpinnings, thereby leaving others to develop their own interpretations (Bryant,
2009; McCallin et al., 2011). This lack of discussion can be argued to have been
deliberate, as Glaser and Strauss preferred to stress that grounded theory was new and
different, breaking with existing research methods, traditions, and practices (Bryant,
2009). In later writings, Glaser has gone back to address and explain his position,
admitting that there were influences in the roots of grounded theory, particularly that of
Paul Lazarsfeld and quantitative methodology (Glaser, 2007¢). Lazarsfeld is known for
work in several fields, but is primarily regarded for applying scientific methodology to
advance social science by investigating the procedures used by other researchers,
considering both quantitative and qualitative research approaches (Bryant, 2009). These
procedures had not previously been identified as specific ways of researching, that is,
methods. Lazarsfeld believed the strengths of both qualitative and quantitative research
complemented each other. From this analysis, methodology in research became
common, with Glaser being considered by some as one of the key adherents and

developers of Lazarsfeld’s methodological ideas (Bryant, 2009; Glaser, 2007c).

“Epistemology deals with the nature of knowledge” (Crotty, 1998, p. 8), providing a
philosophical grounding for deciding what kinds of knowledge are possible, ensuring it
is adequate and legitimate (Crotty, 1998). While understanding the epistemology of a

research project can help ensure the soundness of the research, the epistemological
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approach that best fits Glaserian grounded theory remains unclear. There has been
discussion and speculation in the literature about the underpinning philosophy that
guides grounded theory (Artinian, Giske, & Cone, 2009; Christiansen, 2007; Glaser,
2005, 2007c; Holton, 2009; Morse et al., 2009). Much of this has been conflicting.
Arguments for the epistemological positioning of grounded theory have included realist,
constructivist, critical realist, objectivist, relativist, interactionism, pragmatism,
positivist, and post-positivist philosophies (McCallin et al., 2011). Objectivists believe
that meaningful reality exists regardless of whether anyone is aware of it. Reality does
not, therefore, depend on conscious thought to exist. It is simply there to be discovered.
This objectivist belief links grounded theory’s focus of discovering hidden social
processes. Conversely, constructivists believe that truth or meaning only comes into
existence when we unite with the realities of the world. Even when faced with the same
phenomenon the unity can be different for each person, so his or her reality will be
different. This has commonalities with grounded theory through recognition that reality
for participants is not the same reality as that of the researcher, so the theory emerges
from the data, not the researcher. In comparison, subjectivists believe that the object
being examined or researched does not contribute to the generation of meaning. Rather

meaning is imposed on the object by the subject, from the researcher (Crotty, 1998).

Although Glaser and Strauss came from different epistemological backgrounds, it has
been more recently argued that the best philosophical fit for Glaserian grounded theory
is pragmatism as developed by Charles Sanders Pierce (1839-1914) (Nathaniel, 2011).
Moreover, Nathaniel (2011) argues that Piercean Pragmatism has some common
elements that fit with the Glaserian grounded theory approach. An American

philosophy, pragmatism’s emphasis on practice and reality led to judgement by some
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European philosophers that this was too optimistic and progressive, not subjected to
criticism (Crotty, 1998). It is important to note that while neither Glaser nor Strauss
mention pragmatism, Strauss was influenced by Dewey’s interpretation of pragmatism
through the Chicago School. In contrast, Glaser mentions having an appreciation of
perspectivism (Glaser 1998). Perspectivism, explained through the work of Friedrich
Nietzsche (1844-1900), considers that truth is a matter of perspective, not fundamental
reality (Crosby, 2007). Knowledge is inevitably partial and limited by an individual’s

perspective.

According to Nathaniel (2011), Pierce’s pragmatic views are described through the
concepts of reality, latent patterns, and human perspective. Nathaniel contended that
pragmatists believe reality is more than people think it is as some aspects of life are
hidden from view. While not all can be seen, this does not make what is occurring less
real, nor does what is hidden, change by thinking or believing it is something different

from what it really is.

In addition, habits or latent patterns evolve over time and acquire their own properties
(Nathaniel 2011). Therefore, pragmatists see the realities of life as active and
changeable rather than static. Expressed, and in turn affected by actual behaviour,
habits are inferential concepts that can be defined and measured by behavioural terms.
Furthermore, “Human perspective, the way in which humans understand the natural
world and communicate is done through using ions or likenesses; indices, which is
something about the object; and symbols, finding meaning through common language”
(Nathaniel, 2011, p. 191). That is, every person is a social construction interacting

within our society (Crotty, 1998), using language to define the world, as it is known.



Page 156

The argued similarities with pragmatism and Glaserian grounded theory relate to both
focusing on reality, whatever that reality may be; the tendency for the real phenomenon
to behave in a certain way regardless of what it is thought to be; and finally, the
pragmatist view of hidden realities and social behaviours and the ability of Glaserian
grounded theory to uncover these behaviours (Nathaniel, 2011). Although a sound
argument has been made for pragmatism as the best philosophical fit for Glaserian
grounded theory, there have also been arguments for symbolic interaction as the

underpinning epistemology.

Symbolic interaction has been described as pragmatism in sociological attire (Crotty,
1998). Symbolic interactionism sees meaning as deriving from social interactions
between people and putting oneself in the place of others (Crotty, 1998). Interestingly,
while many have strongly linked symbolic interaction to grounded theory, Glaser (2005,
2007b) called it a takeover, absolutely denying it is the theoretical perspective behind
grounded theory. While Glaser is not opposed to symbolic interactionism, it must earn
its place in the theory as any other data. Using symbolic interactionism as a theoretical
perspective to frame data collection and analysis changes the approach. This change of

approach then influences the outcome of the research (Glaser, 2005).

Glaser (2007b) was adamant that the rhetorical wrestle regarding epistemology is
unhelpful, a waste of time. The wrestle, therefore, goes nowhere as there are too many
different types of data that can potentially be used by the researcher. Moreover, there is
no need to have an epistemology to justify grounded theory (Glaser, 1998, 2005). As
Glaser (2007b) stated in an interview:

Epistemology. A theory of, or a theoretical perspective. That’s all
bullshit for grounded theory (GT). You can read it in Theoretical
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Coding (2005). GT is just a stupid little method. That’s all it is. The

epistemology is irrelevant. It’s how you use it. GT is based on a

concept indicating method, which has been used for years in

psychology. You get concepts out of indicators and the

interchangeability of indicators and you get a theory. That’s it. (p.

27)
Grounded theory, being a general inductive methodology that can be used on any kind
of data or mix of data (Glaser, 1998), gives space for the researcher to use a full range

of theoretical codes, rather than being locked into specific codes related to a specific

epistemology (Glaser, 2005).

Regardless of Glaser’s strong denials, many authors continue to classify grounded
theory as a qualitative research methodology (Burns & Grove, 2003; Corbin & Strauss,
2008; Speziale & Carpenter, 2007), possibly because of the methods and procedures.
For example, Burns and Grove (2003) assumed that any methodology that involves
induction and theory development is qualitative. Being aware of grounded theory’s
background helps the researcher when deciding what research method to use in general;
and, if grounded theory is chosen, which version of grounded theory. Equally, when
deciding on methodology, it is important to have some understanding of the core

methods of the research.

Methodology

The grounded theory approach has specific core methods that make it a unique
methodology. These core methods are theoretical sampling, constant comparative
analysis, coding, memoing and conceptualisation, theoretical sensitivity, emergent
theory generation, and determining rigour. These methods can be difficult for the
researcher new to grounded theory to understand and practice, particularly if looking for

a step-by-step process that can be followed rigorously. Grounded theory does not occur
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as a linear process. Rather, these methods occur both sequentially and concurrently.
This means that grounded theory appears messy and confusing as well as serendipitous
to the researcher, although Glaser (1998) is encouraging when he says to “just do it” (p.
19). While recognising the concurrent nature of Glaserian grounded theory methods,
these core methods will be discussed in this chapter in a linear way for convenience of

understanding. The first key method to be discussed is theoretical sampling.

Theoretical sampling

Theoretical sampling is the process of data collection “whereby the analyst jointly
collects, codes, and analyses his data and decides what data to collect next and where to
find them in order to develop his theory as it emerges” (Glaser, 1978 p. 36). This
Glaser quote clearly shows the concurrent nature of grounded theory, as constant
comparative analysis occurs at the same time as data collection, and the results of that

analysis influences further data collection.

Theoretical sampling begins once the first data has been analysed and concepts begin to
emerge. Thus, sampling is guided by the emerging codes and categories, informing the
researcher what data to collect next. This adds depth and complexity to the emerging
theoretical concepts (Glaser, 1978; Glaser & Strauss, 1967; Coyne, 1997). Theoretical
sampling continues until the data is saturated to within the researcher’s sources of time,
money, and energy, at which point the researcher moves on to sorting the memos as part
of abstracting and conceptualising (Glaser, 1998). “Saturation means that no additional
data are being found whereby the sociologist can develop properties of the category”

(Glaser & Strauss, 1967 p. 61).



Page |59

Initial decisions for sampling are based on a general problem area rather than a
preconceived hypothesis or framework (Glaser, 1978). This selective sampling occurs
in the initial stage of the study when the researcher makes a calculated decision to
sample a specific location or group of participants “according to a preconceived but
reasonable initial set of dimensions which are worked out in advance for a study”
(Glaser, 1978, p. 90). Therefore, when selective sampling at the outset of data
collection, the researcher goes to the groups he or she believes will maximise data.
Specifically, participants from the substantive field, as these are the experts in the area
of interest and the sample is where the phenomenon occurs (Coyne, 1997; Glaser, 1978;

Glaser & Strauss, 1967).

There is plentiful data that can be used for theoretical sampling to generate theory.
Glaser (1998) acknowledged this range of possibilities by stating that “all is data” (p. 8).
There are various ways of collecting that data such as observation and literature review.
Another commonly used method is face-to-face interviews with participants. For
researchers choosing to use interviews, it is not necessary to obtain a response from
each participant to a set of questions and participants do not need to respond to the same
questions (Glaser & Strauss, 1967). While Glaser believed all is data to be compared,
he specified four distinct types of participant data for the researcher to be aware of
during sampling and constant comparative analysis (Glaser, 1998, 2005). These are:
baseline data, which are the best description the participant can offer and is therefore the
ideal; properline data occurs when the participant tells the researcher what he or she
feels the researcher wants to hear rather than whatever the reality is; whereas,
interpreted data can occur when the participant is a trained professional who gives data

to the researcher that is interpreted through his or her professional lens rather than the
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normal way of seeing something; and finally, vaguing out, which occurs when the
participant gives vague responses as he or she has no stake in the research (Glaser,
1998). These four types of data are identified by the researcher as the incidences occur.
However, regardless of the type of data, any question or observation is considered
suitable if this helps the researcher to know what is going on in the participant’s
situation. Questions are purposefully unstructured to avoid preconceived theory (Glaser

& Strauss, 1967).

Situated alongside theoretical sampling field notes are written during or following each
episode of data collection and are used to capture additional information (Glaser 1978,
1998). Information collected may include the researcher’s observations such as the time
of day the data was gathered, the location, the interviewee’s body language, words
spoken and the general atmosphere, such as any surrounding noise or other distractions.
These can later be useful to help the researcher’s recall when analysing data. While
accepting that many researchers prefer to digitally record interviews, Glaser (1998)

preferred that field notes be written in place of the digital recording.

Regardless of the researcher’s use of field notes, digital recording, or a mix of both, the
research problem is defined in the early stages of theoretical sampling through the
constant comparative analysis that simultaneously takes place (Glaser, 1998; Glaser &
Strauss, 1967; Kwok, McCallin, & Dickson, 2012). It is important not to force the data;
that is, seeing what is expected rather than what is there (Glaser & Strauss, 1967). As
constant comparative analysis occurs simultaneously with theoretical sampling, this will

be examined next.
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Constant comparative analysis

Constant comparative analysis is the concurrent coding and analysis of data, word by
word, incident-by-incident (Glaser, 1998; Glaser & Strauss, 1967). Linking to
theoretical sampling, the researcher uses constant comparative analysis to decide what
data will be gathered next on the way to theory development (Boeije, 2002). The idea
of the constant comparative method came from Glaser studying the work of Lazarsfeld
at the University of Paris (Glaser, 2007c; Glaser & Strauss, 1967). Lazarsfeld
championed “simply studying a work line by line to see exactly what is being said”
(Glaser, 2007c¢, p. 11). Using constant comparative analysis in grounded theory
requires that each point of data collected, for example an interview, is compared
internally within itself, and compared with different interviews. This occurs whether the
data is from the same or different groups of participants. Therefore, a strength is that
constant comparative analysis can be applied to any kind of data used within the same
study, such as observations, interviews, documents, articles, and books. The initial
purpose of constant comparative analysis is to develop categories and label these with
the most appropriate codes (Boeije, 2002), then systematically generate theory through
the finding of a core category, categories, and properties of those categories until
saturation is reached. Saturation occurs when no new conceptual insights are generated,
which gives the researcher repeated evidence or conceptual categories (Glaser &
Strauss, 1967). While undertaking constant comparative analysis the researcher is also

coding and theoretical sampling.

Glaserian Coding

Coding occurs as part of, and an outcome of, constant comparative analysis. The

purpose of coding is to “generate an emergent set of categories and their properties
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which fit, work and are relevant for integrating into a theory” (Glaser, 1978, p. 56).

Glaser (1992; 1998) defined these terms in Figure 1 below:

Concept The underlying meaning, uniformity, and/or pattern within a set
of descriptive incidents.
A type of concept that is a conceptual characteristic of a

Pro pe I"ty category, thus at a lesser level of abstraction than a category. A
property is a concept of a concept.

Category
A type of concept. Usually used for a higher level of abstraction.

Subcore
Category The category that relates to much of the core category.

Core Accounts for most of the ongoing behaviour in the substantive
area being researched through the relationship with most other
Category categories and their properties.

Figure 1: Coding definitions (Glaser 1992, p. 38; 1998, p. 135)

There are two main types of codes, substantive and theoretical. In substantive coding
the purpose is to conceptualise the empirical aspects of the raw data. Substantive
coding occurs in two parts; first, open coding, followed by selective coding once the
core category has emerged. During open coding, the researcher codes the data in every
way possible to identify what fits best. This step brings the researcher to the point
where he or she can then begin selective coding, focusing on a core category that has
been identified, (Glaser, 1978). Glaser (1978) stipulated several rules for coding that he
considered vital. The first rule relates to asking questions to identify what the data is a
study of, and what categories and properties of categories does the incident indicate in

relation to the emerging theory. The second rule is to analyse data line by line through
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constant comparative analysis. For the third rule, Glaser stipulated that the researcher
must do his or her own coding, despite the fact it can be laborious and time consuming,
as the researcher collecting the data will recognise when new categories emerge, and
categories are saturated. The fourth rule is to memo the ideas that come from the
coding process, which will, at times, require stopping coding to write — without this,
ideas are lost. A fifth rule is that the researcher should not assume any relevance to
general variables such as age, sex, race, social class when analysing data unless and
until it emerges as being relevant (Glaser, 1978). Following substantive coding,

theoretical coding occurs.

“Theoretical codes conceptualise how the substantive codes relate to each other as
hypothesis to be integrated into a theory” (Glaser, 1978, p. 72). That is, theoretical
codes emerge to weave the story back together, turning fractured concepts back into an
organised whole theory (Glaser, 1998). Glaser’s (1978) firm rule for theoretical coding
was that the researcher should stay within the confines of the substantive area and the
field of study to maintain fit, relevance, and workability. To assist with theoretical
coding Glaser identified numerous coding families. For example, one common coding
family is “the six C’s: causes, context, contingencies, consequences, covariances and
conditions” (Glaser, 1978, p. 74). Glaser noted that this is the most common general
code and most studies fit into either the causal model, the consequence model, or the
conditions model. Another coding family is the Strategy Family, where the theory
developed describes a conscious strategy used by participants to manage their main
concern (Glaser, 1978). As an analytic tool, coding families assist the researcher to
conceptualise and hypothesise how the codes relate to each other. This is then

integrated into a theory (Glaser, 1978).
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Abstracting

Abstracting and conceptualising are important steps to generate a grounded theory, so
the researcher can rise above description. Abstraction occurs primarily through coding.
A lower level abstraction occurs as codes are compared and combined, as they relate to
each other. With continued coding and comparing, codes are eventually combined and
related to one another, becoming a higher abstraction as categories or concepts are
formed (Glaser, 1998). Concepts are related to concepts, as the researcher works

toward generating a theory.

Conceptualising through memoing

Conceptualisation is an abstract, simplified view of the world that the researcher wants
to represent. In Glaserian grounded theory, “theoretical codes conceptualise how the
substantive codes may relate to each other, as hypothesis to be integrated into the

theory” (Glaser, 1978, p. 55).

Memo writing and sorting of memos are tools used to assist throughout the process of
conceptualising. Memo writing occurs when the ideas about concepts, categories, the
properties of categories and their relationships are written up. These ideas can be
immediately analysed for patterns of behaviour (Glaser, 1978, 1998, 2013; Glaser &
Strauss, 1967). Memo writing begins when first coding data and continues until the
very end, becoming a written record of the researcher’s thinking, to preserve what may
be easily forgotten over time as theoretical sampling, constant comparative analysis, and
coding continues (Glaser, 1978, 1998, 2013). Initially, Glaser stated that there are four
basic goals of memo writing: helping the researcher develop ideas, giving the researcher
freedom to develop these ideas by the action of writing, compiling the memos into a

fund for future use, and having a memo depository that is highly sortable (Glaser,
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1978). However, in later writing, Glaser noted that he may have been too formal in
setting out these four goals for memo writing as it “will stifle emergence” (Glaser,
1998, p. 179). Memo writing does not have a prescribed structure or format. There are
no rules and the researcher will develop his or her own style which Glaser (2013)

termed free-style memoing.

Sorting in grounded theory refers to the sorting of memos and accompanying data. The
purpose of sorting is to further conceptualisation, leading to theory generation. Sorting
is not simply data sorting into a file type system. There is no prescribed way of sorting
memos although Glaser (1998) described sorting as beginning by finding a large space,
picking a memo from the pile and putting it somewhere. Then, choosing another memo,
comparing how it is related to the first and either starting a new pile or adding to the
first. Continuing this process of “sorting, comparing, and resorting and the integration
of the theory emerges” (Glaser, year, pp. 189-190). The final sort frames the first draft
of the write up. If this is not done, there is the risk that thoughts will become lost within
the mechanics of data analysis, coding, sorting, and writing. Thus, memo writing is the
only way to store ideas as grounded theory constantly generates many ideas (Glaser,
1978). While some literature notes sorting is done manually (Christiansen, 2007;
Glaser, 1998), it remains to be seen if Glaserian grounded theorists of the future make
use of computer programmes that assist with data analysis. Should these future
Glaserian grounded theorists use computer programmes, what impact this will have is

unknown.

Theoretical sensitivity

Theoretical sensitivity occurs when the researcher generates concepts from the data and

conceptualises those concepts, to enable the theory to emerge (Glaser, 1992).
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Specifically, the researcher is using his or her knowledge, understanding, and skill to
conceptualise and foster the awareness of the subtleties of meaning within the data so

that theory emerges.

Theoretical sensitivity is not an easy feat for the researcher. Glaser noted two essential
personal characteristics of the researcher that should be present to have theoretical
sensitivity. The first is that the researcher has a personal and temperamental bent to
maintain analytic distance, tolerate confusion and regression, while remaining open and
trusting the process (Glaser 1978, 1998; Glaser & Strauss, 1967). A crucial step to
being theoretically sensitive and assisting the researcher to remain open while avoiding
predetermination is by entering the research study without knowing the problem
(Glaser, 1978, 1988). The second trait noted is for the researcher to have the ability to
develop theoretical insight and make something of that insight while using the constant
comparative method (Glaser, 1978, 1988). Glaser’s view of the researcher needing
specific traits when undertaking a grounded theory study is novel to Glaserian grounded
theory rather than being a common feature of other methodologies that rely on the

process alone.

While some researchers may have more of a natural ability to be insightful, rigorously
following the core methods of grounded theory can help any researcher develop this
skill. It does require that the researcher maintain an analytical distance, develop
theoretical insight, conceptualise data, and practice (Glaser, 1992; Holton, 2008 ).
Without the ability to keep this analytical distance, preconception can occur where the

researcher forms an opinion about the means of dealing with the main concern, or even
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the main concern itself, that does not come from the data. This in turn would affect the

credibility and rigour of the theory.

Emergent theory generation

Underpinning emergent theory generation are the core methods of theoretical sampling,
constant comparative analysis, coding, memoing and conceptualisation, and theoretical
sensitivity, which come together to birth a theory of a social process occurring in the
substantive field of interest (Glaser, 1998). The core category is the theory itself that
explains the basic social process that has been discovered. Specifically, the theory or
core category is a collection of categories brought together to detail the subject of the
research (Glaser, 1992; 1998; Glaser & Strauss, 1966; 1967) and integrated through a
conceptual or theoretical code. For this theory generation to occur, the researcher
avoids descriptive interpretations. Avoidance is achieved by following and trusting, to
a sufficient degree, the grounded theory method alongside the researcher’s own work of
following that process. By trusting the grounded theory method, the researcher assumes

that a theory will emerge through abstract conceptualisations (Glaser, 1978, 1998).

Credibility and rigour

The credibility of grounded theory is maintained through fit, workability, relevance, and
modifiability, which is distinctly different from other forms of rigour and credibility in
other, non-grounded theory research methodologies. It is these four areas that are the
criteria for doing and judging grounded theory (Glaser, 1998). Fit equals validity. Fit
occurs through the constant comparison method to ensure that the theoretical categories
match the data and categories are not preconceived or forced to fit in pre-existing
assumptions (Glaser, 1998). Defined by Glaser (1998) as asking “do the concepts and
the way they are related into hypothesis sufficiently account for how the main concern

of participants is continually resolved” (p. 18), workability occurs when the concepts
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and hypothesis of a grounded theory study clearly capture the main concern of the
participants and management of that concern. Relevance deals with the main concerns
of the participants involved and, therefore, make the research more interesting and
important than it may be if it were the researcher’s concern (Glaser, 1998). Relevance
can be seen through grab, when the researcher’s concepts have grab for others and
people start to see the concepts everywhere (Glaser, 2010). Glaser noted that
modifiability is very significant. In grounded theory, the theory itself is never finished
in so much as it can be modified when it is compared to new data. Theoretical
development is always evolving (Glaser, 1998). Fit, workability, relevance, and
modifiability are indicators of a good grounded theory and should be considered when

deciding to use grounded theory as a research method.

Decision to Use Glaserian Grounded Theory

All versions of grounded theory were reviewed, and have merit; however, the researcher
decided to use Glaserian grounded theory for the following reasons. First, the
researcher had an area of interest, collaboration in palliative care, but no specific
question. Glaserian grounded theory is one approach for research when the actual
research problem is unknown by the researcher at the beginning of the study; the
problem is defined by the participants as it emerges from the data (Glaser, 1998; Glaser
& Strauss, 1967). The concerns of the participants rather than those of the researcher
being the focus of the research held appeal, possibly because of the researcher’s nursing
background where the patient comes first. Finding a research method where the

participant’s voice is heard above the researcher’s felt comfortable.

A second reason that Glaserian grounded theory was chosen is that while there is

structure in procedure, it allows for creativity in the formation of theory. Such
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opportunity for creativity, while not impacting on the theory’s relevance, fit, and work

(Glaser, 2007b), added appeal.

A third consideration for choosing Glaserian grounded theory related to the potential
outcome. When researchers follow the Glaserian grounded theory method, a mid-range
theory emerges from participant data, which has strong application to practice
(Charmaz, 2006; Glaser 1967, 1978). As the Doctor of Heath Science (DHSc)
programme, including this 240-point thesis, requires study to be applied to practice, the
application of theory to practice was something the researcher appreciated. In contrast,
the Corbin and Strauss grounded theory approach has a possible outcome of a low-level
abstract description which may be less relevant to practice. Moreover, Charmaz’s

approach, emphasises a descriptive outcome rather than theory (Cooney, 2010).

Finally, Glaser’s assertion that his is the one true version of grounded theory (Glaser,
1998, 2007b) held appeal to the researcher. If grounded theory was the best method for
this research, then using the original Glaserian grounded theory rather than a variant

gave the researcher more confidence in the process.

Summary
Developed by Glaser and Strauss (1967), Glaserian grounded theory is a methodology

useful for studying hidden patterns of social behaviour, such as may occur in a health
care environment (Cooney, 2010; Glaser, 1978; Glaser & Strauss, 1967). Initial limited
discussion from Glaser and Strauss regarding the underpinning epistemology has left
grounded theory open to interpretation, leading to controversy and debate (Bryant,
2009; Glaser, 2007a, 2007b). However, to this end, Glaser (2007b) continued to state

that the rhetorical wrestle regarding epistemology is a waste of time. With structure in
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procedure and generating theory from data through constant comparative analysis,
coding, and abstracting, Glaserian grounded theory is credible as a research
methodology. Core methods include theoretical sampling and the use of field notes,
constant comparative analysis, abstracting and conceptualising using coding, sorting
and memoing; and theoretical sensitivity. Following these methods and procedures

ensure the credibility and rigour of this research methodology.

Glaserian grounded theory is the chosen methodology for undertaking this research
study as the problem, and how that problem is managed, was unknown to the
researcher. A strength of Glaserian grounded theory is its focus on the participants and
their perceptions, not the researchers. Therefore, in the substantial area of interest, that
of palliative care, the focus is on health professionals. Glaserian grounded theory can
identify social processes within palliative care, such as the way participants act to
manage collaboration. This focus on participant perceptions prevents the researcher
from making assumptions that may end up wasting both the researcher and participants’
time by investigating a problem that does not actually exist to the participants. As will
be discussed in the following chapter, grounded theory it is not an easy methodology to
undertake, particularly for researchers new to this method, as the procedures often occur
simultaneously, revolving around each other rather than having a clear linear step-by-

step approach.
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Chapter Four: The Research Process

Introduction

This chapter documents the researcher’s experience of using a Glaserian grounded
theory approach to investigate what social processes are occurring in the substantive
area of collaboration in palliative care. Decisions made by the researcher will be
acknowledged, including the highs and lows, stops and starts of this research journey.

Documenting this process gives transparency and the opportunity to demonstrate rigour.

To assist with documenting the core methods undertaken, this chapter is presented in a
chronological order; while continuing to recognise that Glaserian grounded theory is not
a linear method (Glaser, 1978; 1992; Glaser & Strauss, 1967), therefore some core
methods occurred simultaneously. Beginning with obtaining necessary approvals for
the research, this chapter will continue with a brief overview of the need for ethical
approval in New Zealand, followed by the ethical approval process for this study. Next,
participant recruiting, and data collection will be presented. This will be followed by
data analysis, using core methods which include constant comparative analysis,
memoing, coding, emergence of the categories, conceptualisation and, finally, theory

emergence and maintaining rigour.

Approval Processes

Pre-requisites

Prior to the research study itself, three coursework papers were successfully completed
as part of the requirements for the Doctor of Health Science (DHSc) degree. The
required papers, in the order they were undertaken, are: Practice and Philosophies,

which focused on the complex influences, philosophies and assumptions in palliative
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care; Health Systems Analysis which led the researcher to critically analyse the New
Zealand health and disability system, policy developments, reforms, and relevant health
laws; and Research Practice and Methodologies, in which the researcher examined
different research methodologies while refining the research question (Auckland
University of Technology, 2015). Focusing on the practice area of palliative care, these
required papers helped the researcher, in the role of student, investigate the area of
palliative care in depth, while developing the direction of the research and gaining a
broader understanding of the health system that the specialty of palliative care sits

within. Following successful completion of these papers, the thesis process began.

University approval: Confirmation of candidature

In New Zealand, research being undertaken as part of a university degree requirement
must be approved by the university at which the student is enrolled, which for this study
was the Auckland University of Technology (AUT). The approval process assures the
research is relevant, at an appropriate level for the degree being bestowed, and that the
student has appropriate support in the way of supervision. There were three steps to
gaining initial approval from AUT. An application form detailing the research proposal
was completed and submitted for review. The researcher then gave an oral presentation
to a group of faculty members, at which time questions were asked by those attending
and suggestions for change given. Finally, the AUT Postgraduate Board confirmed

candidature, indicating that the next step, obtaining ethical approval, could begin.

Ethical approvals

In New Zealand approval must be obtained before any research involving human
subjects can commence to protect participants and reduce potential harm (McCallin,
2010). Prior to applying for ethical approval, it was important to the researcher that she

understood the historical background related to this requirement. This awareness and
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knowledge helped with the application process itself due to knowing why specific
questions were asked. New Zealand’s current ethical requirements were developed over
many years. Starting after the Second World-War (WWII), the trials of Nazi doctors
accused of conducting human experiments in the concentration camps (Nuremberg
Trials) resulted in the formulation of the 1947 Nuremberg Code (Shuster, 1997). With
the intention of preventing further unethical research, the Nuremberg Code offered

guidelines for undertaking ethical research.

Following these guidelines, in 1950 New Zealand set up the National Medical Research
Council and, over time, hospitals began to voluntarily establish ethics committees to
review research studies (Loveday & Mitchell, 2010; Shuster, 1997). In 1964, the
Declaration of Helsinki established more specific guidelines for physicians conducting
human research and again New Zealand took guidance (Loveday & Mitchell, 2010;
McCallin, 2010). However, this declaration was for guidance only, not firm legal
requirements. The New Zealand Committee on Ethics in Research was established in
1984. Following this, an ethics committee under the Health Research Council Act of
1990 was confirmed (Committee of Inquiry, 1988; Loveday & Mitchell, 2010). This
was the first time in New Zealand that health research ethics was written into law,
requiring regional health authorities to either establish ethics committees or contract to
ethics committees to provide ethical review by 1993. Following on from the Health
Research Act of 1990, the National Ethics Committee was formed in 2000, taking
ethical reviews of research studies from the local level to a national level (Loveday &
Mitchell, 2010). Now called the Health and Disability Ethics Committee, under the
auspices of the Ministry of Health, this committee consists of various subcommittees

based on region, for example, the Northern A and B Health and Disability Ethics



Page 174

Committees, the Central Health and Disability Ethics Committee, and the Southern
Health and Disability Ethics Committee (Ministry of Health, 2015). The primary
purpose of these committees is to protect and safeguard research participants and to

respect the dignity of persons (Ministry of Health, 2015).

The final ethical consideration for this study related to the researcher’s plan to include
patients with a palliative diagnosis as participants. These patients are considered a
vulnerable population (Alexander, 2010; Nickel, 2006). However, that vulnerability is a
contested notion, as some who are considered vulnerable by outsiders do not view
themselves as such (Wilson & Neville, 2009). Alexander (2010) argued that while
many researchers have avoided research among vulnerable groups because of prevailing
preconceptions, such research is unethical and difficult. In fact, it is unethical not to
research vulnerable populations. Inclusion in research, if done in an ethical manner,
allows vulnerable people to have access to any benefits of research participation
(Alexander, 2010). Therefore, the addition of patient participants was included in the

ethical application.

For this study, ethical approval was sought, and subsequently obtained, from two ethics
committees, the Health and Disability Multi-Regional Ethics Committee (Appendix A),
and the Auckland University of Technology Ethics Committee (AUTEC). The process
involved completing an application document detailing the study and how participants
would be kept safe. Ethical approval for this grounded theory study was challenging, as
the researcher did not know at the beginning of the research how many participants
would be interviewed or who needed to be interviewed, as this in fact is associated with

the methodology (McCallin, 2010). Estimates were made with the understanding that,
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if required, a request could be submitted to the ethics committees to make the necessary
changes. Once approval was received from the Health and Disability Committee,
further ethical approval was applied for, from AUTEC (Appendix B). This second
ethics approval is a requirement of the university for any student or staff member
conducting research under the auspices of the university. The AUTEC committee had
concerns about researcher safety, as interviews were to take place at a location of the
participant’s choice. A safety protocol was written (Appendix C) and put in place after
which approval was given. These ethical approvals included a plan for meeting specific

ethical principles.

Meeting Ethical Principles

When applying for ethical approval, in New Zealand, there are specific principles that
the researcher must address, to show how these will be met throughout the study. The
researcher is then bound to make sure this does, in fact, occur. These principles are
validity of research, cultural, and social responsibility to Maori, minimisation of harm,

privacy and confidentiality, and informed consent for all participants.

Validity for the purposes of ethical approval is demonstrated through the aim of the
research, which is to describe and explain how health professionals collaborate in a
palliative care environment; the scientific basis of the project; the study design; and the
expected outcomes or impacts of research. The outcome being that the findings of this
study will assist with future planning of health services for palliative patients in New
Zealand using collaboration at both strategic and operational levels. This knowledge has

the potential to be transferrable to other areas.
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In regard to the principle of cultural and social responsibility, the New Zealand Health
and Disability Ethics Committee states that all health research conducted in New
Zealand is of relevance to Maori (Ministry of Health, 2015). Therefore, any researcher
undertaking research in New Zealand has a cultural and social responsibility to involve
Maori in the research process as full participants. Alongside this, is the need to identify
how the research will contribute to improving health outcomes and reducing health
inequalities for Maori. Specific guidance documents have been written to help the
researcher fulfill these requirements. Two documents available to researchers to assist
them to meet these ethical requirements were reviewed by the researcher prior to
applying for ethical approval: Te Ara Tika guidelines for Mdori research ethics
(Putaiora Writing Group, 2010) and Guidelines for researchers on research involving
Mdori (Health Research Council, 2010). Having read these documents, and as a way to
ensure cultural and social responsibility to Maori would be met in this study, the
researcher consulted with a local respected Maori elder (Kaumatua) for guidance and
advice. The Kaumatua felt this study was culturally appropriate, as any improvement in
the delivery of palliative care would benefit Maori requiring those services (Appendix
D). Ongoing support was given through informal meetings between the researcher with
the Kaumatua, where he was given updates related to participant interviews and, while
keeping confidentuality of individual participants, was informed as to whether any
participants self-identifed as Maori. Participant ethnicity data was not formally collected
for this study as this did not seem relevant to the substantive area of interest, or to the
methodology where the participant voice is de-identified through abstraction of concept.

No participants voluntarily self-identified as Maori.

As noted above, minimisation of harm is the third ethical principal that was required to

be met. There was no physical intervention to this study that could cause harm. The
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first potential harm was identified as being emotional, should issues arise during the
interviews that cause distress through the reliving and relaying of an experience. To
manage this, participants were informed that they could stop the interview at any time
and interviews were scheduled for a maximum time of 60 minutes. In addition, to
provide a measure of openness and comfort during the interview, research participants
were informed that the researcher was a nurse working in palliative care. The decision
to share this information was made as researchers who have the status of being an
‘insider’ are “frequently trusted because they possess an understanding of the socio-
cultural requirements associated with interacting with these groups” (Wilson & Neville,
2009, p. 77). To prevent any possibility of coercion, a second potential harm, the
decision was made to interview participants from the wider region and not recruit from
the hospice where the researcher was employed. As the researcher’s place of
employment changed during this study, the risk of coercion lessened nearer the end of
data collection. Regardless, once theoretical sampling got underway, it was found that
the researcher was acquainted with a small number of the health professional
participants prior to these participants agreeing to take part in this study. This was

expected, as the pool of expert palliative care providers in New Zealand is small.

The fourth principle is privacy and confidentiality. Using Glaserian grounded theory
for this study meant that hidden social strategies were identified through using the
grounded theory method of coding, categories, and conceptualisation. There are no
descriptions of individual experiences that could identify the participant. Therefore, the
individual participant voice is de-identified through abstraction of concepts. Only the
group voice remains. In addition, only the researcher knows individual names and

personal identifiers of participants. All data collected, along with individual names and
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personal identifiers, have been password protected electronically. Signed consent forms
with names and contact details are kept in a locked file cabinet in the principal
researcher’s office. Individual participants were given a number as an identifier that
consisted of the order of the interview and year. Audiotaped interviews were deleted
once the interview had been transcribed. Transcribed data is being stored electronically
on disc for 10 years after the completion of the study in a locked secure file cabinet. At

the end of the 10 years, this disc will be destroyed.

The final ethical principle is informed consent. Informed consent occurs when
participants are given full and truthful information about the study in a way they can
understand, so that they can make a judgement about whether to participate. To meet
this principle, participants were given an information sheet to read that explained the
study, how long the interview would take, benefits for the participant, possible risks,
and what to do if they changed their minds and wanted to withdraw from the study.
Contact details for the researcher and research supervisors were included as part of the
information sheet. Two information sheets were written: one for health professionals
(Appendix E) and one for patients (Appendix F). Differences between these
information sheets are related to the interview length, potential discomforts, and risk
minimisation. While health professionals’ interviews were up to one hour in length,
patients had the opportunity to elect to have two shorter interviews of 20-30 minutes if
they tired easily. Patients were advised to speak to a family member or a health
professional if they felt upset about anything that came up in discussion and were given
the number of their local patient advocacy service. After reviewing the information on
the sheet, and being given the opportunity to ask questions, all participants were

requested to sign a consent form (Appendix G). Later, participants were given an
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updated information sheet and consent form due to changes in the supervision team, as
one was leaving the university. The only changes to these updated forms were names
and contact details for new supervisors. The plan for meeting ethical principals was
accepted by the relevant ethics committees which allowed the researcher to begin

recruiting.

Participants

Recruiting

With relevant ethical approvals in place, the researcher began by approaching five Chief
Executives of hospices in the North Island of New Zealand to ask permission to
advertise the study to staff in their workplace. The initial approach was made via a
personal telephone call to introduce the researcher, followed by an email from the
researcher containing detailed information specific to this study. Four of the five
hospices granted permission. One hospice declined due to the number of research
projects they were already participating in, feeling another project would place a burden
on staff. With the choice of four hospices, the researcher then decided to start data
collection with health professionals at one organisation (name withheld for
confidentiality) that had a reputation for being experts at working collaboratively. This
decision was made because Glaser advised that the researcher go to the experts (Glaser,
1998). Participant information sheets (Appendices E & F) were emailed to staff to give
time for them to review the information, ask questions, and decide whether they would
be willing to be interviewed. A date and time was then made for the researcher to visit
and interview willing participants. As the months progressed, two health professionals
working in palliative care outside of the initial four hospices heard about the study by

word of mouth. These two health professionals initiated contact with the researcher to
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obtain more information. Both agreed to participate once they reviewed the information

and eligibility was established.

As the researcher viewed patients as part of the palliative care team, she believed that
patients could bring another voice when examining collaboration in palliative care.
Therefore, the original decision to include patient participants was made early in the
research process, and prior to the research area of substantive interest being refined. An
arrangement was made for a research intermediary at the four participating hospices to
identify patients who may be willing to participate. It was felt that having a local
intermediary already known to the patient, gave the potential participant an opportunity
to decline in a safe familiar environment, before meeting the researcher. This occurred
at one hospice.

Eligibility

Inclusion and exclusion criteria were purposefully kept as uncomplicated as possible to
allow several health professionals and patients to participate while still enabling enough
experience to be able to discuss collaboration. This would give the researcher more
data for opening coding. To be eligible, patient participants were to have a palliative
diagnosis and experience of palliative care delivery in both community and in-patient
settings. For health-professional participants to be eligible, they were to have worked in
palliative care for five or more years, although not necessarily employed at a hospice.
All participants were required to be over 18 years of age and able to speak
conversational English, as the researcher could not speak any other language and did not
have research funding to employ an interpreter. Excluded was any patient or health
professional who could not meet conversational English, who was under 18 years of age

or who did not have the experience of working in palliative care for five or more years.
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Research participants

A total of 23 people agreed to participate in this study of collaboration in palliative care.
Interviews took place in the North Island of New Zealand at various venues, convenient
to the participant. These venues ranged from the participant’s workplace (16), to cafés

(6), the participant’s home (2) and finally, at the researcher’s workplace, where a quiet

meeting room was utilised for the interview (1). As a sample base, known participant

demographics are shown in Figure 2 below.
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Figure 2: Participant demographics

Of the 23 participants, 20 were health professionals and three were patients receiving
hospice care. Five were male and 18 were female. Amongst the health professionals,
participant professions were registered nurse (15), physician (1), social worker (1),
counsellor (1) physiotherapist (1) and other (1). This range of health professionals
interviewed is broadly representative of palliative care teams in New Zealand where,
although it is a multidisciplinary service, the majority of health professionals are nurses.
The profession categorised as ‘other’ has been deliberately withheld as the role is very
specific and could lead to identification of the participant if disclosed. The three patient

participants were retired from paid employment.
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From these 23 participants, a total of 25 interviews were undertaken, as two participants
had a second interview. Twenty-one interviews took place prior to the emergence of the
core category. Four interviews were undertaken after the emergence of the core
category. Only four interviews were required following the emergence of the core
category as saturation was reached, and no new categories emerged. One additional
patient, not included in the above patient number, asked to participate to ‘help’ the
researcher. While conversing, the researcher became aware that this patient, despite his
willingness to help, did not meet the eligibility criteria. However, the researcher spent
time discussing the study topic with the patient and wrote this discussion up as field

notes.

Data Collection - The Interviews

In keeping with theoretical sampling and initial decisions, interviews began at a location
where health professionals were reputed to be experts at collaboration and experienced
in palliative care. Once participants verbally agreed to take part in the research study,
they met with the researcher who offered to answer any further questions and gave
participants the written consent form to sign (Appendix G). Once signed, a face-to-face
interview between the participant and the researcher began. Time given for each
interview was up to one hour (60 minutes). Two interviews with health professionals
went over the planned one-hour time allocation as participants wanted to continue
talking; however, none went longer that 90 minutes. Other interviews were shorter than
one hour. This variation in interview time is common when using Glaserian grounded
theory as the researcher begins with open-ended questions about the area of interest and

participants differ in the length of their responses (Glaser, 1998).
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Interviews were semi-structured as this approach enabled the researcher to gain
information and clarify concepts emerging from the data, using the participant’s own
words. With participant consent, all interviews were digitally recorded. Most were
later transcribed. The decision to digitally record interviews was made despite the
researcher being aware that using a recorder is contentious within the Glaserian
grounded theory approach. Glaser (1998) strongly recommended that the researcher not
record, believing that recording produces too much data without distilling the main
ideas, is time consuming, and can become a barrier between the researcher and
participant. Rationale for the researcher’s decision to digitally record was that grounded
theory research methodology was new to the researcher, who was subsequently
concerned that pertinent data may be forgotten, overlooked, or misinterpreted.
Interviewing for a grounded theory study is a learned skill requiring patience and
ability. Being able to return to recorded data gave a sense of security to the researcher,
by providing the ability to re-immerse oneself in the interviews at later stages of
theoretical generation and improve confidence in interpretations. The physical barrier
of a digital recorder is less in current times. Recorders available today are small in
comparison to the older style cassette recorders, making the recording of data less
intrusive. During the interviews, all but one participant appeared comfortable with
digital recording as the recorder was left visible resting on a table or similar between
researcher and participant. With this one exception, who kept glancing at the digital
recorder, the researcher found that participants appeared to quickly adapt to the
presence of the digital recorder, possibly to the extent of forgetting it was present as the

interviews progressed.
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The starting point for interviews was to use a broad statement that encouraged the
participant to talk freely (Glaser & Strauss, 1967). For this study, participants were
informed that the researcher was investigating collaborative practice in palliative care as
the substantive area of interest. Participants were then initially asked if they had any
concerns working together and, if so, what their concerns were (Appendix H). As each
interview progressed the researcher used prompt questions to promote discussion, based
on the previous information given. For example, participants were asked to explain
more about a situation they described, asked why they did the action they had just
described or, alternatively, asked why chose not to act in the situation described. At
times, participants were also asked to clarify what they said. Clarification questions
included confirming understanding by responding with “so you were saying...” and

paraphrasing or asking the participant what he or she thought was going on.

The researcher was aware that time was needed to write field notes during and after
each interview. Regardless, this took longer than expected due to the researcher being
unsure of what to write, what was important to note, and what was not. Due to travel
and participant availability, the need to undertake the first four interviews within an
eight-hour work day added a further challenge. The researcher was concerned that
some data, important to the emerging theory, would be missed or lost. As noted above,
digitally recording these interviews gave the researcher some confidence that all the
data would be available later for analysis. Undertaking interviews close together felt
mentally exhausting due to the need to closely focus on what each participant was
saying. To manage this, the researcher took breaks between interviews to write field
notes of the main points discussed. Due to the tight time frame, initial comparative

analysis, while starting on day one of data collection, was limited to the researcher’s
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memory of what was said at the first interview and comparing to what the participant
was saying during the second interview, continuing to the final interview of the day.
Comparative analysis was enhanced when transcribing of digital recordings was
completed, which also assisted with the researcher’s memo writing. Regardless of the
initial benefit of transcribing for the researcher, the last five interviews were not
transcribed verbatim from the digital recording as previous interviews had been. As the
researcher became more confident in analysing data, not transcribing saved time; time

that was used for further constant comparative analysis and abstracting.

Initial interviews undertaken allowed the researcher to gather a broad range of data to be
sorted. During interviews with patient participants, the patients’ stories consistently
related to previous health care experiences that occurred either prior to their palliative
diagnosis or outside of hospice and palliative care. These stories were therefore, not
relevant to the substantive area of interest being asked about at the time. Specifically,
giving information on how health professionals collaborate in the palliative care arena.
In addition, when conversation was directed by the researcher to the patient
participant’s palliative care experience of collaboration with health professionals, the
patient participants were consistently overly positive, expressing they had no concerns.
Properlining appeared to be occurring. Properlining, according to Glaser (1998), occurs
when participants tell the researcher what they believe the researcher wants to hear,

rather than what is occurring.

The original substantive area of interest that had received research approval was
investigating health professionals’ main concern with collaboration in palliative care,

not the patient’s main concern. A distinction the researcher, in an altruistic desire to
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include the patient as part of the team, did not note until interviews were underway.
Grounded theory allows for constant comparison of interviews from different groups
(Glaser, 1998), giving an opportunity to continue by constantly comparing patient data
and health professional data separately and then together. However, this was not well
understood by the researcher at the time. There was also the possibility that undertaking
data analysis from two groups could lead to a study larger than anticipated with two
theories emerging, or a theory may emerge that was not relevant to either the health

professional or the patient.

Despite the researcher’s concerns of properlining, data from the three patient participant
interviews was comparatively analysed with health professional interviews, in the
method of grounded theory. Following this initial comparative analysis, discussion
occurred between the researcher and her supervisor at which time the decision was
made to not recruit any further patient participants, due to the lack of relevance. As the
behaviours and concerns from the three patient participant interviews were not reflected
in the emerging categories. these concerns and behaviours did not earn a place in the

final theory or main concern.

As participant interviews continued, and codes began to emerge through constant
comparative analysis, the researcher continued to be guided by theoretical sampling,
whereby the data analysis prompts the researcher on where to sample next (Coyne,
1997; Glaser, 1978). Moving to other locations and participants, interview questions
became more specific related to the categories and their properties that were emerging

during data analysis.
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Data Analysis

Constant comparative analysis

Throughout data analysis, the researcher used the constant comparative method. While
comparison was assisted by memo writing, the physical act of writing the initial memos
on paper did not begin until the day after the first four interviews had taken place. At
that time, the researcher began to fully analyse the first interview, comparing word-by
word and line-by-line with itself. This was to identify what the participant was saying
in the moment with what he or she said previously. The second, third, and fourth
interviews were then analysed over several days, using comparative analysis. This was
done prior to any further interviews being conducted, as having the data of four
interviews in her possession, but not analysed, made the researcher feel she was falling
behind in the research process. As each interview was analysed, new data were
compared within itself, and with the previous data. This comparative analysis was
helped by further memo writing, as possibilities for concepts and categories were
recorded and tested. The initial memos consisted of word or phrases from the data that
may have been potential concerns or potential categories, for example, communicating,
relating, and adjusting. These were placed alongside the researcher’s thoughts, such as
harnessing (Appendix I). Using open coding, common words and expressions were
found and grouped into categories. This process, repeated constantly, allowed for the
emergence of the main concern (Appendix J) and later the emergence of the core

category (Appendix K).

Memoing

The process of conceptualising the categories, pre-core categories, and the core category
was assisted by memoing. The mechanics of memo writing was initially difficult as the

researcher was unsure of what was expected and what a memo should look like. To
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assist with this process the researcher preferred to write memos by hand rather than
electronically. However, as a doctoral student, the researcher was asked to send the first
few memos to one supervisor for review. The mechanics of typing the memos for
electronic posting added a formality due to the researcher’s concern of grammar,
spelling, and formatting and changed the free flow of the ideas being expressed as the
researcher tried to make the memos that were understood by her, understandable to the
supervisor. An example of a typed memo is given in Figure 3 (p. 90), demonstrating the
process of analysis where the possible early main concern, resourcing, can lead to

individualising.

Interestingly, Glaser (2013) noted that while many supervisors want to review and guide
graduate student’s memo writing, it is important that the student researcher “uses
autonomy to develop their own style and should not show his memos to anyone” (p. 2).
The formality that occurred when typing memos for a supervisor’s review, along with
the associated stifling of free-flowing ideas, was overcome when the researcher reverted
to hand writing memos, which was more natural for her. Hand writing memos helped
the researcher with her reflection and review, capturing fleeting thoughts without being

concerned about spelling and grammar.
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Concerns that came up were resourcing - both lack of resources and
over-resourcing where there can be too many agencies/people involved.
Timing (it’s seldom quick; can take a lot of time). Testing - both the
individual person and the professional role. Misbalancing (power
imbalance), vulnerability and unequal treatment of health disciplines,
patch protecting. Expecting was a problem in that others have
expectations of your role. Changing expectations was a solution.
Overlapping professional roles can also be a problem and solution.

The main solution to manage these concerns was reframing as in
reframing the situation to be able to deal with it. Also understanding,
adjusting, educating & training, voicing, unburdening, advocating,
communicating, strengthening, processing (information), proximiting
(physical proximity), sharing, relating (relationships), referring,
unburdening. Feeling safe (versus unsafe) makes professional less
defensive.

Commonalities within first nine interviews show it’s about people and
how people act whether in communicating, their relationships or
whatever. This seems pretty obvious and not a unique finding by any
means.

Can the problem be people management in all forms whether managing
ourselves or managing others and the solution collaboration?

What is the main concern of health professionals working collaboratively
(with colleagues and patients) in palliative care and how do they manage
that?

Using their words to answer the question ....

The main problem is individualising. The solution is harnessing.

Sub-contexts are communication, relationships, culture,

integrating and adjusting.

Figure 3: Example of early typed memo

Regardless of the mechanics of memo writing, memos were important for the researcher
in the process of conceptualising groups. Initially, memos captured similarities between

the interviews and any ideas the researcher had about the data and its potential links and
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meaning. During open coding, the researcher’s early memos tended to be descriptive in

nature. Nevertheless, these memos assisted with the emergence of the main concern.

Emergence of the Main Concern

Despite intense analysis by the researcher, the main concern appeared slow to emerge
from the data. Several potential main concerns were considered during the constant
comparative process prior to finding the actual main concern. Initial examples that were
memoed, to help clarify the emergence of the main concern, included information

insufficiency, lack of sharing, and silos (Appendix J).

During the analysis, some potential main concerns appeared to be similar although
different terms were used to express them, for example, information insufficiency (not
having enough information), lack of knowing (not having enough information), and
information imbalance (one has more information than another). Another potential
main concern that appeared during analysis was resource limitations. While information
is a resource, there were other resources participants felt were missing, causing concern.
However, the data indicated that ‘resources’ was being defined in different ways. In
addition, resource limitations were not considered a concern if obtaining that resource
was outside of the participant’s role description. Therefore, the concern only occurred
when the participant had to do something to obtain that resource. The potential main
concerns of individualising, retaining, lack of sharing, and silos were also similar but

led to the actual main concern.

Silos had been identified as the main concern by the researcher, but when beginning to
write up the research it did not appear to be the best fit, as this had not continued

through all the data being analysed. At this point the researcher realised she was doing
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what Glaser (1998) called forcing the data due to professional interests and
assumptions. Trusting the process and her own insight, the researcher went back to the
data and previously written memos. Further comparative analysis indicated that the
participants were clear that they wanted to provide what they consider is good palliative
care. However, participants were consistently describing barriers or blocks to obtaining
a commodity they believed was needed for improved patient care but did not have
because it was held by someone else, whether by another health professional or health
organisation. Telling this narrative, and retelling in various ways through memo
writing, the main concern finally emerged from the data and will be discussed in
Chapter Five. According to Glaser (1998) “discovering the main concern or problem of
the participants is what socially organizes the behaviour in the substantive area, hence
the emerging theory” (p. 117). With the main concern now identified, the researcher
could focus on how the health professionals managed this concern and provide a

theoretical explanation of these processes.

Emergence of Properties and Categories

Emergence of the properties and categories that led to the core category accompanied
the emergence of the main concern. Initial codes, placed into groups of common words
and expressions, were plentiful and included, for example, communicating, informing,
and sharing (Appendix K). Adding to memoing, large flip-chart sized paper was used
as a visualisation tool to document common words and phrases that were appearing, to
help identify potential relationships between properties that may lead to concepts and
categories. Figure 4 (p. 93) demonstrates how the researcher initially listed the words
that were similar in meaning, as defined by the participants, to find potential future

properties.
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Date: 1.1.14

People Management

\4

Miscommunicating
Find common ground

Rlezcgptive Duplicating
Clarify _ Investing
Cross-pollinate Competing

cOnversatiqqs Follow through
Cue recognition
Briefing

Information sharing f
Feedback
Clarifying
Gathgriﬂg info Not communicating
Timi ng Role expectations
Hearing Relationships

Patch protection
Patient ownership

Figure 4: Example of initial open coding

The groupings in Figure 4 were selected by the researcher as these words appeared in
the data. During constant comparative analysis, words were moved around frequently
so the grouping of codes began to emerge into categories as noted in Figure 5 (p. 94).
Memo writing continued to help the researcher identify these groupings by looking at
similarities emerging from the data. Some categories identified early in the open coding
process eventually became part of the proposed explanation for facilitating collaboration

and managing the main concern.
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Category - Codes 5:

, interrelating . Interacting

, telling , saying , asking , clarifying

, understanding

Figure 5: Example of grouping of codes into categories

Properties became evident early in the constant comparative process and have remained
consistent, although there were changes to which category the property best related to
(Appendix K). These properties were compared and, together with similar properties,
became a category. For example, the properties of speaking, meeting, and giving and
receiving information, became the category of communicating. The following Figures 6

and 7 (p. 94) are examples of this early analysis that occurred:
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Date 3.3.14

1. Purposeful:

e Connecting?
® |Intentional?
® Association?

2. communicating | informing
Talking
3. relating Meeting

knowing each
other

trusting rapport
respecting
confidence
Sharing interacting
professional expecting

identity

understanding

Intentional or purposeful?

Purposeful = resolute / having a purpose
Purpose = the reason for which something is done or for which something exists.
Resolve or determination

Figure 6: Example of early core category emergence analysis

Figure 6 above was written early in the constant comparative analysis process when

properties began to emerge from the data. Figure 7 (page 95) is an example from the

later stage of comparative analysis.
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(d)

Continue to
have, keep
possession of,
derail, alter

and
communication,

Connection—a
link or
relationship
between
people or
things (seeking
to connect)

: Pre-core . .
Main concern | Core category . Categories Properties
categories
Telling /saying, asking,
Connecting Informing clarifying, gathering,
(+) finding, sharing
Join, unite, . Speaking, chatting,
. . Communicating . . .
. . . . relate, identify, Talking conversing, phoning,
Individualising .
come together, calling
. cooperating, . Coming, attending
R ’ ’
(f)tammg collaborating JEETE visiting
Kee Knowing (each | Developing, building,
g (d) h i
possession of, . other) connecting
hold, keep Bring together Referring, investing,
secure asto establish a | Relating Trusting accepting, respecting,
maintain, hold Imjkc;in s to involving
- ’ . Culture, goals, needs,
onto, keep on provide access Sharing

participating

Role clarifying

Expecting (role
expectations)

Advocating, trusting,
involving, testing,
fitting

Knowing
information

Enhancing,
articulating, educating

Understanding

Sorting, adjusting,
reframing, focusing

Story: main concern “retaining” as indicated by different personalities not sharing same
goals, same culture, working alone. Role confusion, expectations, ownership.

Date: 9/6/14

Figure 7: Example of later core category emergence analysis

While the final categories and core category remained unknown at the time, there were

some properties and categories that emerged early, such as communicating and relating.

Emergence of Core category

Through continued analysis, coding, memoing, and sorting, the core category finally

emerged. As previously noted, the researcher had written memos on paper and kept

these in a three-ring binder, in chronological order. Hindering the sorting process was
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that the researcher had often written, depending on length of the memo, more than one
memo per page and written on both sides of the paper. While keeping a memo file in
this manner initially appeared organised, this slowed sorting as it took time to literally
cut a page into two where necessary to put each memo in the appropriate pile, or to
photocopy a back page when both sides of the page needed to go into different sorting
piles. The benefit was that once done, it allowed shuffling of the memos to assist in
finding the theoretical outline of the emerging theory. Moving memos out of
chronological order into different orders resulted in stacks of memos, on different sized
pieces of paper, that got reshuffled frequently and at times seemed overwhelming. At
that point in time, the researcher learned that a personality trait of hers was a preference
for order and neatness, not what seemed messy and chaotic, adding to the challenge.
Regardless, the researcher continued, reviewing these stacks of paper many times over

many weeks.

The following Figure 8 (p. 97) is an example, originally drawn on large white paper, of
linking categories and properties. As constant comparative analysis continued, the

categories and properties changed, as did the main concern.
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Abstracting 12.09.14
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Figure 8: Discovering codes and categories example (dated 12.9.14)

During this phase of analysis, various pre-core and core categories were considered,
such as bridging (Appendix L), finding common ground (Appendix M) and finding time
(Appendix N). With each consideration memos were sorted and additional memos
written to help the researcher begin to conceptualise a potential theory through
visualising in words what worked. To the researcher this was like attempting to write a
story using given data; a story that needed to theorise how health professionals work
together. Memos often became short stories told in a few sentences. Emergence of the
core category came about through adjusting the position of categories to find the best fit

that made sense according to the data.
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After the discovery of the core category, selective coding began, with the researcher
focusing only on the core category of Sharing Time and the variables that relate to the
core category in significant ways that were used to assist with theory generation. At
this point of theoretical sampling, four additional interviews took place using this core
category as a guide for data collection. ‘Coding families’ were then introduced to assist

the researcher to discover the integration codes.

Generating the theory and application of ‘coding families’

Following the emergence of the core category, the researcher began to further
hypothesise how all categories related to each other as an explanation of how health
professionals collaborate in palliative care. The complexity of generating theory was a
challenge, particularly when trying to understand and explain the relationship between
the categories. To assist with this conceptualising, the researcher returned to the
literature on theoretical decision making and coding families alongside immersing
herself in the data through memos (Glaser, 1978, 1992, 1998). Previously written
memos were compared and sorted into piles, while continuing to write new memos.
They were then resorted. There were some changes from previous sorting as the memos
began to theoretically and substantially fit with other memos and the conceptualisation

of the theory emerged.

Throughout this process, the researcher continued meeting with her supervisors and
receiving feedback on drafts of the written thesis, which gave the researcher
opportunities to practice expressing the proposed explanation of how health
professionals managed their main concern and facilitated collaboration. The initial
coding family that the researcher attempted to use, to discover what integrated the

developing theory, was that of the Six C’s — causes, contexts, contingencies,
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consequences, covariances, and conditions. This was chosen to begin with as Glaser
(1978) noted this is the most commonly used coding family. Continuing with higher
level analysis, it became evident that this coding family did not explain how the
categories and properties were integrated. One reason being that the data indicated that
what occurred was purposeful social behaviour rather than an unplanned behaviour

leading to an unplanned consequence.

A second coding family, the Strategy Family, was consequently tried, to discover the
strategy that integrates the theory; that of uniting (Appendix O). However, further
feedback helped the researcher to recognise that uniting was not a strategy. Rather,
uniting was a descriptive analysis, not an abstract conceptualisation. This re-confirmed
to the researcher the challenge of developing a theory and the importance of letting the
conceptualisation of the theoretical code emerge through following the grounded theory
method, rather than trying to force a coding family to fit. Revisiting the literature on
theoretical coding families yet again (Glaser, 1978, 1992), previously written memos
were reviewed as new memos were written to help with the process of moving from
conceptual description to conceptual theory. A short example is given in Figure 9 (p.

100).
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When speaking, meeting and informing another person there is a mutual
but unspoken expectation that communicating will occur/is occurring.
When people communicate and relate there is a mutual expectation that
there will be purposeful connecting. When purposeful connecting there
is a shared expectation that communicating and relating occur

Speaking and meeting and informing are all beneficial for
communicating. When health professionals are communicating and
relating there is benefit to both as they share and get what they need
from the exchange. When purposefully connecting and finding common
ground health professionals have an exchange that is beneficial as it
leads to sharing. Both get something they want or need. This leads to
further communicating, relating, participating and negotiating.

So it is mutual — both sides win — a win-win situation in the social
behaviours.. It is purposeful as there is intention, rather than
happenstance. There is sharing.

Figure 9: Memo example of discovering theoretical code

Writing the ‘story’ of the theory through memos led to the discovery of the theoretical
code for this theory, the interactive family. Glaser (1978) noted that “this code is an
effort to capture the interacting pattern of two or more variables when the analyst cannot
say which comes first” (p. 76). Further discussion on how this code links the

categories, concepts, and properties together takes place in Chapter Five.



Page 1101

Maintaining Rigour

Methodological strength can be shown through rigour. Rigour was maintained
throughout this study in several ways such as fit, workability, relevance, and
modifiability (Glaser, 1998). Regular supervisory feedback, along with questioning of
the emerging key concepts, assisted the researcher to argue the relevance and fit of these
concepts. This process strengthened the rigour of the method. Fit was maintained
through the constant comparative method that occurred throughout data collection and
analysis, from the first interview to the last. Thus, fit ensured that the concepts of this
theory emerged from, and adequately expressed, the data and that emerging concepts
were not preconceived or forced by the researcher. Rather data were grounded to and in
the theory. Workablity occurred as the theory clearly accounts for how particpants
manage collaboration through using the social process of Sharing Time. Memoing
helped the researcher move from conceptual description to theoretical explanation.
However, this was a process that remained challenging for the researcher and was

questioned by supervisors and again by thesis examiners.

Returning to memo writing and sorting reinforced the workability of the theory but led
to a change to the theoretical code. To ensure relevance, the researcher, as concepts
emerged, took these to participants in the form of questions to obtain feedback. Either
the participant demonstrated instant grab by giving the research an immediate response
and talking about the concept with minimal prompts, showing relevance, or response
was minimal to none. This ongoing instant grab indicated the relevance of the main
concern. Modifiability will be shown in the ability of this theory to withstand

modification and reformation as new data emerges in the future.
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Summary

This chapter has documented how the researcher generated a theory that explains the
social behaviour of health professionals when managing collaboration in a palliative
care environment. Briefly noting the pre-requisite papers and ethical approvals helped
to situate the study and the researcher’s previous knowledge in the substantive area of
interest. The remainder of the chapter explained how the researcher applied the core
methods of Glaserian grounded theory to identify the main concern of possessorship
and conceptualise how health professionals managed that main concern, through the
theory of Sharing Time. These core methods include theoretical sampling, constant
comparative analysis, coding, and conceptualising through memoing (Glaser & Strauss,
1967). Using theoretical sampling, open and then selective, data were obtained by
interviewing health professionals working in palliative care. Constant comparative
analysis, memoing, and sorting, enabled the main concern of possessorship to emerge,
followed by the properties, categories, and core categories of the theory. Following
these processes enabled the researcher to maintain rigour. Theoretical coding and
conceptualisation identified the interactive family which integrates the theory. This

theory and how it manages the main concern will be explained in the following chapter.
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Chapter Five: The Theory

Introduction

This chapter introduces the theory of Sharing Time to explain how health professionals
working in palliative care manage their main concern of possessorship. The explanation
will begin with defining possessorship. Next, the theory of Sharing Time will be
presented as the core category that explains the actions health professionals take to
manage possessorship. Integrated by reciprocity, Sharing Time is defined through the
categories of purposeful connecting and finding common ground; as health
professionals purposefully make time, take time, spend time, or find time in their
workday for each other. Finally, this chapter will present the emergence of the theory
of Sharing Time being situated in a middle ground. This middle ground links the main
concern and the theory, as too little or too much of any of the properties and categories

moves health professionals outside of Sharing Time and toward possessorship.

The Main Concern: Possessorship defined

Possessorship emerged as the main concern. Defined by the data, possessorship occurs
when health professionals or health organisations possess a commodity that is not
shared with other health professionals or organisations. This commodity is defined as
something of use, advantage, or value. The commodity itself can be a tangible item or
intangible. For example, a tangible item may be information that is part of a patient’s
health record at a different health service and is, therefore, not accessible to the current
provider.

For us as a hospice to get notes out of [name] hospital is a major

mission. We have to get consent from the family and patient and it

takes weeks. That’s if we choose to go down that road. There is also

the informal route through our medical or CNS [clinical nurse

specialist] palliative care links up there so they will get the person’s
notes and fax them down. (222014)
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Alternatively, an intangible commodity occurs where a health professional’s actions
indicated he or she felt a certain commodity belonged to him or her, a commodity he or
she was unwilling to share. For example, displaying possessorship by protecting what
he or she believes is his or her patch [physical work environment] and purposefully
excluding other health professionals; or when a health professional wants to maintain
his or her strong relationship, real or perceived, with a patient and patient’s family,
excluding others in the health care team:

I have seen a little bit of wanting to keep the patient to yourself. I've

seen a little bit of that and thought we all think we can do the best for
this person don’t we. (122014)

Whether this commodity is tangible or intangible, another health professional or
organisation, who is not in possession of this commodity, believes it is necessary for, or

would greatly improve, health care delivery to the patient at the bedside if shared.

Within the data, possessorship was often interpreted as ownership. However,
conceptually the term ownership offered too many current definitions, for example,
being strongly associated with having the legal right of possession of tangible, material
goods. Yet, there was no suggestion of the main concern being specific to legal
ownership within this study. In addition, there were several potential reasons for
ownership, ranging from a health organisation’s policies and procedures, to competition
for resources, to an individual health professonal’s personal choice. Therefore, a term
was needed to conceptualise this main concern as it emerged. Possessorship became the

best conceptual name to capture the main concern.

Possessorship is recognised as being something others do, whether the possessor is an

individual or an organisation. While health professionals may recognise or
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acknowledge possessorship in their own behaviour, profession, or places of work, this
was rare:
What I bought into when I started was, I bought into the idea of I need

to you know, protect my patch and I need to be seen as important and

so I can’t give away information because otherwise I lose my power.
(092012)

Whether it is an individual health professional or health organisation exhibiting

possessorship, the act of possessorship introduces difficulties for other health

professionals caring for palliative patients and has the potential to impact patient care:
In terms of collaboration if you’ve got three or four teams going in

and each one of them has a sense of ownership, you are going to run
into trouble. (072012)

The management of possessorship, therefore, is vital due to the potential negative
impact of possessorship on patient care at the bedside. For example, when there is a
lack of information:

From my personal point of view, we can find it quite difficult in the

way we have limited information. Even though we are all

professionals we are limited to what we can do for the patient because
we don’t have the added information. (052012).

Regardless of who is exhibiting possessorship, this main concern is managed by Sharing

Time.

The Theory: Sharing Time

Overview

Sharing Time is the proposed theory that explains the way health professionals manage
their main concern of possessorship:

Being able to share and that sort of thing takes time. (022012)
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Sharing Time does not occur randomly; rather it is identified as a purposeful action,
with a mutual expectation that each party will make the effort and be willing to commit
time:

Putting time into building the team. That is really the way forward.
(032012)

In this way, purposeful connections are made. Making connections assists health
professionals to find common ground. In return, finding common ground strengthens
the connections made. Therefore, the theory of Sharing Time occurs through purposeful
connecting and finding common ground:

We were very fortunate because of having a very real connection with
[name]. (012012)

You have to find common ground. (012012)

Purposeful connections are defined by communicating and relating. Whereas, finding
common ground is defined through participating and negotiating. The order in which
social behaviours occur to Share Time is often unidentified. For example, someone
sharing time may communicate prior to participating, or participate prior to
communicating, or this may occur simultaneously. Although the order of these social
behaviours is often unidentifiable, the order of occurrence does not have any impact on

the theory of Sharing Time.

Where Sharing Time occurs, reciprocity integrates it. Reciprocity is an exchange of
mutual benefit. This mutual benefit may be explicit or an implicit unspoken
expectation, where there is a sense that when something is given, something must be
given in return. When Sharing Time, all health professionals involved benefit and gain
from the exchange. For example, when purposefully connecting through

communicating and relating, reciprocity has a beneficial influence for enhancing the
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finding of common ground, as the mutual exchange of information between
professionals improves collaboration, which can strengthen the delivery of care. If one
or more components of the theory of Sharing Time is absent, an exchange may happen,
but reciprocity will not occur. Rather, this will be a singular, one-way exchange. The

lack of reciprocity means collaboration will either be impeded or will not occur at all.

Sharing Time

The theory of Sharing Time has a clear purpose, which is to facilitate collaboration and
manage possessorship. When collaboration is facilitated and possessorship is
successfully managed, the outcome of Sharing Time is that health professionals share
what they have, and what others require, for patient care. Moreover, health
professionals are sharing more than time. Sharing itself is considered important in the
provision of optimal patient care:

The patient can’t be cared for in a medical setting if we don’t share.
(062012)

Sharing Time occurs in moments of time where health professionals come together for a
common purpose; it is not a continuous strategy. Sharing Time always requires two or
more health professionals, otherwise sharing cannot occur. In some instances, Sharing
Time may appear to be one-sided to an observer, for example, when information is
given from one to another, with no information given in return:

We would like to share with you what it is we do here. (012012)

However, during each occasion, there is a mutual sharing that is beneficial to all
participants. Following this first occasion, should the need to collaborate arise again,
Sharing Time will be easily repeated as there is now a foundation of communicating,

relating, participating, and negotiating. Each occasion of Sharing Time improves the
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facilitation of collaboration, so that it becomes a smooth quick strategy that takes little

effort.

The two or more health professionals Sharing Time are often considered a team. There
is little data about team possessorship as a concern, although when this does occur, it
related to one team of health professionals not including another, such as not referring
to another health profession or organisation. Regardless, Sharing Time can occur no
matter how the healthcare team is defined. For example, the word ‘team’ is often used
when discussing whom health professionals work with, and to define other professional
groups, such as the doctor team or the nursing team:

My experience would lead me to believe that speaking generally there

is the doctor team, the nursing team, and the family support team and

whether or not they collaborate and work together depends on the
personalities involved. (032012)

The team is often considered to be those in the same workplace with the same employer,
therefore, a designated team. There is recognition that all of those involved in a
patient’s care, regardless of varying employers, are a palliative care team; however,
there is no absolute consensus as to the definition of team:

I guess it depends on peoples’ interpretation of what they think a
multidisciplinary team and collaboration is. (212014)

Nor does the theory of Sharing Time require such a consensus to occur. Collaboration
is facilitated through Sharing Time regardless of whether health professionals are in a
designated team or considered outside of the team, as Sharing Time recognises
participants as being a community of practice. However, the make-up of teams was
viewed as a potential concern that could affect the way palliative care is delivered.
Teams are often built by employment, rather than being built to meet the desired

outcomes for individual patient care:
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We don’t build our teams with the outcomes we want and then we
crisis manage along the way. (102012)

The reason health professionals choose to Share Time, and thereby facilitate
collaboration, include meeting a shared goal or having a common purpose. This goal or
common purpose is most often some aspect of delivering good palliative care. In the
following example, the common purpose is the patient and preventing the need for the
patient to be repetitious in telling his or her story to various health professionals:

She contacted me and said look, I’ve been visiting the patient weekly

but clearly, it’s going to be too much. So, let’s work out a schedule

and make sure we are sharing information so that we don’t need to be
asking (the patient) the same questions. (072012)

Adding to Sharing Time is time itself. The general busyness of the workday or aspects
of work can take what is perceived to be a lot of time. For example, the time it can take
to organise the care being provided:

You can spend hours trying to get coordination. (212014)

When delivery of care takes a longer time than it is believed it needs to be this becomes
frustrating and potentially, in the view of some health professionals, misrepresents the
palliative service:

So not only do you get misinterpretation, but you get frustration. It
holds up the speed of delivery of care to that patient. (252014)

This frustration with time can be an outcome of possessorship, rather than possessorship
itself and, an outcome of not Sharing Time and collaborating. When possessorship
occurs, it takes time for health professionals when attempting to obtain what they want
or need from the possessor. For example, the time needed to search for, and hopefully
obtain, information being held or possessed by another health professional or

organisation:
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For us we have patients going from one DHB to another... so for us to
extract information out of either of them is really challenging and time
consuming. (222014)

Interestingly, concern is exhibited for the other health professional, recognising that
many of these professionals are also busy:
Sometimes people in other organisations are just hindered by time

constraints and you know, overloaded at times as the rest of us.
(082012)

The recognition that others are busy does not prevent Sharing Time from occurring to
facilitate collaboration; rather it enhances Sharing Time. Health professionals want to
use what time they have well. There is an understanding of the importance of Sharing
Time but not wasting time. Therefore, when Sharing Time, health professionals are
managing time. When time is not shared by health professionals, time itself becomes a
part of the main concern of possessorship, obstructing collaboration. For example, the
physical presence of health professionals in the same room does not mean that Sharing
Time is occurring as defined in this theory. Rather, these health professionals are
sometimes seen to be wasting time, causing frustration for those who were trying to
Share Time:

You go to a meeting and it takes about half the meeting time for

people to get down to business. Either people are late, not prepared,
they are not there to work. (202014)

Therefore, Sharing Time occurs in a middle ground, where there is neither too little or

too much time spent, to facilitate collaboration, and manage possessorship.

When lack of sharing occurs, there is a corresponding lack of reciprocity. For example,
a health professional choosing to work alone to provide care to a palliative patient,

when the patient may clearly benefit from the input of other health professionals, is not
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sharing and there is decreased benefit to the patient. This is described as patient
ownership:

One of the key factors is ownership of the patient. (032012)

In these solitary possessorship behaviours sharing is not facilitated. Although there may
be a small degree of sharing that occurs within possessorship, it occurs for short periods
due to an employment or role requirement, rather than being voluntarily sought by the
health professional aiming to improve patient care over and above the minimum
required to meet employment or role expectations. Thus, Sharing Time as defined in

this theory is not occurring.

Table 1 (p. 112) depicts the researcher’s conceptualisation of the proposed explanation
of the theory of Sharing Time. This table includes categories and the properties of those

categories which will be discussed further in this chapter.
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Table 1: Conceptual representation of the theory of Sharing Time

Periods of time when
health professionals
purposefully make
time, take time, find
time, and spend time
in their workday for
and with each other,
in order to share
‘commodity’
required, facilitating
collaboration and
managing
possessorship. Time
shared is in the
middle ground —
neither too much nor
too little.

Sharing Time is
integrated by
reciprocity — the
practice of
exchanging things
with others for
mutual benefit.

health professionals
through
communicating and
relating. Purposeful
connecting is the
means of finding
common ground and

about a particular matter
or subject.

Core Category Sub- Categories Properties
corecategories
Speaking: phoning, calling, talking,
SHARING TIME PURPOSEFUL COMMUNICATING listening, hearing, saying, chatting,
(Theory of) CONNECTING articulating
is purposeful speaking,
“collaborating” is the uniting of meeting and informing Meeting: visiting, popping in,

seeing, attending

Informing:

giving — telling, educating, writing,
documenting, passing on, enhancing
(knowledge)

receiving — finding, asking, seeking,

Sharing Time. accessing, follow-up, clarifying,
gathering
RELATING Involving:
self — join in, intermingling,
is the active process of interacting, follow through
developing a
professional relationship | others — inviting, referring, building
by involving self and rapport, contacting, trusting
others.
PARTICIPATING Building: developing, improvising,
FINDING cross-pollinating
COMMON is voluntarily and
GROUND purposefully taking part | Investing: commitment,

is the finding of a
common interest or
goal through
participating and
negotiating. Finding
common ground
gives reason to
connect and Share
Time

(in finding common
ground) through building
and investing.

willingness, resourcing

NEGOTIATING

is the purposeful act of
working to achieve a
mutual agreement (in
order to find common
ground)

Adjusting: changing, placating,
reframing, compromising,
integrating, merging, buying in

Role clarifying: understanding,
awareness, recognising, knowing,
valuing, respecting, testing,
advocating, learning

Purposeful Connecting

In this study, purposeful connecting is defined as communicating and relating, which in

turn explains how health professionals Share Time through reciprocal actions to

minimise possessorship. Regardless of which occurs first, communicating and relating
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are reciprocal and mutually beneficial. Specifically, communication is enhanced when
relating is occurring and relating occurs more effortlessly with good communication.
When purposeful connecting occurs, it is easily recognised:

We were fortunate initially because of having a very real connection.
(012012)

Purposeful connecting is depicted in Table 2.

Table 2: Categories and properties of purposeful connecting

Sub-core Categories Properties
category

Speaking — phoning, calling, talking, listening,
hearing, saying, chatting, articulating

Meeting — visiting, popping-in, seeing, attending

Informing: giving — telling, educating, writing,
Communicating | documenting, passing-on, enhancing (knowledge)

Purposeful Informing: receiving — finding, asking, seeking,
connecting accessing, follow-up, clarifying, gathering
(information)
Relating Involving self — joining, intermingling, interacting,

follow-through

Involving others — inviting, referring, building
rapport, contacting, trusting

While purposefully connecting, health professionals Share Time and information
through communicating and relating:
So, it’s that real sharing of knowledge to the benefit of the patient and
avoiding distress. Doing all that stuff, that communication and taking

the burden off the patient so that they are free to try to get well or be
comfortable. (092012)

This sharing is a reason to purposefully connect as well as an outcome of purposeful
connecting:

Its sharing isn’t it! It’s to have the information so there’s some
purposeful connecting. (212014)
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When purposefully connecting, there is a beneficial mutual exchange owing to the
reciprocal relationship between the health professionals, with communicating and
relating. Each helps the other to occur, which in turn helps to manage the solitary
activity resulting in possessorship. As previously noted, when a health professional or
organisation practices possessorship there is no or limited connecting occurring, which
means that there is not the opportunity for reciprocity to occur. Interestingly, a lack of
time, specifically the busyness of the workplace, is cited as one reason for not
purposefully connecting. For example, if communication is lacking, purposeful
connecting is not occurring:

People are busy because of staff shortages and sickness and often the

thing missed is communication because the doing of the work is the
core thing. (072012)

While communicating and relating frequently occur in the workplace between health
professionals, simply communicating and relating does not automatically ensure
purposeful connecting will occur. Alone, communicating and relating can be superficial
or poor, affected by or affecting the culture of the working environment and the health
professionals working in that environment:

It can be quite distracting if there is a lot of negative talk and you’re

trying to be there for the patient, but you’ve got colleagues unhappy
you know. (172013)

Without a purposeful connection, it is less likely that health professionals will want to
Share Time and, thereby, collaborate. There is no reciprocity, no beneficial mutual
exchange occurring as an intangible reward to encourage further connecting. Health
professionals may connect and share some time due to work and/or role requirements

but not with the same willingness that those Sharing Time use. This leads to feelings of
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frustration and making assumptions about other health professionals one works with, for
example, that they will not understand:
Sometimes it doesn’t matter how many times you tell somebody, it

still goes over their head. So, from my point of view it’s giving them
just the information they need and no more. (052012)

However, when reciprocity occurs during and between communicating and relating, this
encourages health professionals to connect, leading to Sharing Time, facilitating
collaboration and minimising possessorship. In the following example, this reciprocity
has been expressed as having respect for each other:

It’s about creating awareness, it’s about education, communication,
information sharing and respect I think, for each other. (072012)

Communicating

In this study, communicating is defined as the purposeful strategy of health care
professionals speaking to, meeting with, and informing each other about a matter or
subject. Communicating is viewed as a key factor in patient care and collaboration:

Communication is always a key factor and continuing the
communication you know so it’s all ongoing. (082012)

When communicating within the theory of Sharing Time, there is reciprocity regardless
of who is the giver and receiver in the communication, which leads to further sharing,
and enhanced reciprocity. The commodity shared may be a tangible physical resource

or an intangible non-physical resource such as information and knowledge.

Various ways of communicating occur which lead to purposeful connecting and Sharing
Time. Speaking is the verbal means of communicating and includes phoning, calling,
talking, listening, hearing, contacting, saying, chatting, and articulating:

You know you just ring up and have a chat before discharge. It just
all helps a smooth discharge. (172014)
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Speaking occurs when there is a physical meeting but can also occur without a physical
meeting such as phoning or calling and assists with information giving and receiving.
When speaking takes place within the theory, it is beneficial to other modes of
communication such as listening, meeting, and informing. Likewise, listening, meeting,
and informing are beneficial to speaking. Regardless of the order of occurrence when
communicating, for example, whether one member of the party Sharing Time speaks
first or listens first, this social behaviour, as with all the theory, has reciprocity. Each
enhances the other and is mutually beneficial to health professionals providing patient
care. Importantly, regardless of the form of communication used, this helps to manage
possessorship, a solitary behaviour, when sharing through communication is occurring.

However, this does not always require a physical presence.

Meeting is the physical component of communicating whereby health professionals are
physically present in the same location while communicating. Meeting and speaking
also have reciprocity, each benefitting the other, while both benefit communicating and
purposeful connecting. Recognising this reciprocity, many health professionals are
cognizant that meeting made communication easier:

I find it much easier if I actually front up in person. (092012)
Described as visiting, popping-in, seeing, and attending, meetings can be formally
planned or informal. While different ways of communicating occur when Sharing
Time, as discussed above, a physical meeting is often preferred, when location allowed:

Nothing like that face-to-face meeting. (092012)

I prefer a face-to-face conversation even with my colleagues at the
other end. (132013)
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Communicating involves informing. Two complementary aspects of informing occur
when Sharing Time. The first being ‘receiving’ where information comes in or to the
health professional. This is expressed as finding, asking, seeking, accessing, follow-up,
clarifying, and gathering. The second aspect of informing that emerged is ‘giving’,
where information is given to others through telling, education, writing, documenting,
passing-on, and enhancing (knowledge). Both giving and receiving information are
reciprocal as health professionals give or receive a commodity between them that is
needed to improve patient care, thus overcoming possessorship. Not giving or receiving
information, regardless of reason, is possessorship, as the holder of the information
maintains possession. Interestingly, one reason given for not informing was
maintaining confidentiality:

People are so protective of information because of the confidentiality

and stuff like that. I think unless someone knows you they are not

going to give you... and your new nurses don’t know me either and
some of our staff, so they don’t realise. (052012)

Communicating within the theory of Sharing Time has been shown to be purposeful;
therefore, some effort is applied to communicate effectively:
It’s become apparent to me that I can’t control everybody else’s

communication, but I need to make sure that my communication is
constant. (072012)

This differs from communication that occurs frequently throughout the workday,
whether personal or professional, which occurs without effort. Within the theory of
Sharing Time both communicating and relating are necessary and are interactive. That
is, communication is enhanced when relating is simultaneously occurring. Conversely,
relating is enhanced when simultaneously communicating. Both are needed for
purposeful connecting to occur. Communicating and relating, regardless of what occurs

first or whether they occur simultaneously, have reciprocity.
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Relating

Relating is defined as the active strategy of developing a professional relationship by
involving oneself and involving others, to connect:

Everything is about relationships. (021012)

Occurring through involving-self and involving-others, there is reciprocity as the health
professional involving his or herself is increasingly likely to involve others, for the
benefit of the patient. For example, through a referral between different health
professions:

So, I refer to them and they refer to me. (022012)

Showing further reciprocity, the health professional receiving a referral is more inclined

to refer to the other health professional when appropriate.

Involving-self occurs when health professionals choose to join in, intermingle, and
interact with other health professionals on behalf of patients. As the following example
demonstrates, interacting with the team can mean involving oneself more than what
may have occurred if practicing possessorship through not interacting. Reciprocity
benefitting health professionals is extended to benefitting the patient. The patient gains
through receiving improved care when the health professional becomes more involved
and the health professional gains through participating in providing that improved care:
If I feel strongly about something, I will not hesitate to speak up even

if it’s not received, because I am here for the patient, and they can’t
speak in MD meetings so I am here to represent them. (172013)

Involving-others occurs when a health professional actively seeks out another health
professional, asking him or her to join in or participate in some way through inviting,
referring, building rapport, trusting, and contacting. The following example of trusting

demonstrates how involving others when relating and Sharing Time requires trust but is
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reciprocal in that not only do those Sharing Time give trust to another, they gain trust in
return:

I think trust is probably one of the things there and I know when we

go in anywhere we have to gain their trust. People have to trust that

you’re a good organisation, that you’re going to arrive on time, that
your nurses are educated and all that. (232014)

Generally, health professionals invite others to participate in a patient’s care based on
their perception of the clinical situation and patient requirements. This may be through,
for example, a formal referral process or a casual verbal discussion. The choice to
involve others expedites Sharing Time, while not involving others promotes
possessorship. Reasons for not involving others can vary, such as a lack of confidence
in the other health professional as shown in the following example:

My only concern is when I have to work collaboratively with someone
I don’t have professional confidence in. (032012)

As discussed above, purposeful connecting occurs through communicating and relating.
Communicating in turn occurs through speaking, meeting, and informing, while relating
occurs through involving self and others. Each has a reciprocal relationship with the
other and is beneficial for the health professionals Sharing Time by sharing what is
needed to improve patient care. Purposeful connecting also has a reciprocal relationship

with finding common ground.

Finding Common Ground

In this study finding common ground is defined as participating and negotiating, which
supports the health professional to find a common interest, purpose, or goal:

You have to find common ground. (012012)

The common interest, purpose, or goal when finding common ground is frequently the

desire to provide the best quality palliative care that health professionals could:



Page 1120

If they have that common goal, they both want to do what’s right for
the patient. (242014)

Participation is voluntarily and purposefully taking part in finding common ground,
which includes building and investing. Whereas, negotiating is the purposeful act of
working to achieve an agreement and includes adjusting and role clarifying. Finding
common ground is represented in Table 3.

Table 3: Categories and properties of finding common ground

Sub-core Categories Properties
category
Building — developing, improvising, cross-
pollinating
Finding Participating
common Investing — commitment, willingness, resourcing
ground

Negotiating Adjusting — changing, placating, reframing,
compromising, integrating, merging, buying-in

Role clarifying — understanding, awareness,
recognising, knowing, valuing, respecting, testing,
advocating, learning.

Finding common ground, being reciprocal with purposeful connecting, leads to Sharing
Time. Showing reciprocity, Sharing Time in return gives health professionals the
opportunity, in terms of time and space, to find common ground. For example, one
common ground often stated is that of wanting to provide the best palliative care
possible. However, the way this is accomplished varies, and common ground may be
recognised by health professionals as being a more specific goal:

And now because of the personalities involved we all seem to be

working toward a common goal. But before, there were just some
different agendas altogether. (042012)

The negotiation and reason for participation may be, for example, to obtain specific
information or obtain equipment. Reciprocity also occurs between participating and

negotiating. For example, health professionals voluntarily participating will approach
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the interaction with an attitude of willingness to negotiate. Achieving an agreement
through negotiating will encourage further participation. If participation is not
occurring, negotiating between health professionals is difficult and may not occur.
Likewise, if negotiating is not occurring, willingness to participate may wane or not
exist. Participating and negotiating, are further identified in Table 3 (p. 120).
Participating includes building and investing while negotiating includes adjusting and

role clarifying.

Participating

Participating is voluntarily taking part in finding common ground through building and
investing. The willingness of health professionals to participate is an important feature
of finding common ground and Sharing Time. The voluntary participating within the
theory of Sharing Time differs from the required participation that can occur in the
workplace. That is, if the employment, professional, or organisational role requirement
to participate were removed, participation may cease, so it is not truly voluntary and
leads to additional challenges as shown in the following example:

The challenge is that we cannot impose it on another service. That
service has to decide for themselves that it is worthwhile. (222014)

Participating is indicated through building and investing. Building includes developing,
improvising, and cross-pollinating. Cross-pollinating refers to the interchange of
knowledge or ideas, which is reciprocal.

They see us as people with resources that they can utilise and we can
cross-pollinate. (012012)

Examples emerged in the data to indicate that building can occur in a physical sense

such as building up a service or resources, or embedding these:
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I do think that formalised agreements between services are, while they
can be challenging to create, once they’re embedded it becomes the
norm. This is how we behave in this area. (222014)

Building also occurs in other non-physical way such as building relationships:

So, it’s that kind of relationship building. (012012)

Investing includes commitment, willingness, and resourcing. Investing, like building, is
an action of choice. When choosing to invest there is an associated commitment and
willingness:

So, I think it begs the question, is this sort of collaboration possible

without an investment by the particular hospice organisation in team
building and really intentionally building of relationships. (032012)

Interestingly, while health professionals invest in different ways to participate, the main
investment required is time:

This hospice works at creating a team. There is time and energy.

Once a year there is a day set aside for team building purely and

simply. (032012)

I find my work is quite..., it can be quite time intensive you know. It
can take a lot of time. (092012)

Regardless of the order of occurrence, building and investing have reciprocity. When
building occurs, investing in that building through commitment or resourcing will
enhance that building. Conversely, should investing occur first, the commitment or
resourcing will enhance the building and developing, helping it become stronger. A
lack of resources is a recognised reason to collaborate, to acquire those resources:

Because we have very limited resources here, there is a real need to
collaborate. (012012)

This encourages health professionals to build, invest, participate, and negotiate —

Sharing Time facilitates collaboration.
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Negotiating

In this study, negotiating is defined as adjusting and role clarification which assists
health professionals to achieve an agreement, specifically a common goal. Including
adjusting and role clarification, negotiating helps health professionals to find common
ground. Negotiating has reciprocity with participating. Through health professionals
voluntarily participating, negotiating is enhanced as health professionals work to
achieve an agreement on interventions related in some way to patient care. This
agreement may be informal between health professionals employed in the same
organisation or formal between two different organisations, such as when negotiating a
challenging patient’s admission to another service.

Yes! Negotiation. It wouldn’t have happened with the previous lot.
They would have just said no and not participated. (042012)

Likewise, negotiating encourages further participation either in the current situation or
in future situations:

There has got to be a win-win situation for everybody doesn’t there?
At the end of the day, whatever you invest comes back. (012012)

Adjusting is expressed through changing, placating, reframing, compromising,
integrating, merging, and buying-in:

Sometimes it can be a bit messy. We are just trying to have that buy-
in you know, for them, the referrers to realise that there is certain, not
restrictions but certain considerations when they refer people here.
(042012)

Much of the adjusting is identified as occurring when negotiating between different
organisations:

I think probably the biggest thing for us is that we learn we have to

adjust because each area, whether its hospice or the district nurses, are

quite different. With different expectations, so quite different.
(052012)
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However, there is also adjusting that occurs in the workplace between different health
professionals, when an aspect of the workplace is not as expected, for example, when
the expectation of a full multidisciplinary meeting becomes a handover between doctors
and nurses. The health professionals not actively participating in the meeting reframe
their expectations of that meeting:

I have to do a bit of reframing so sometimes I’ll go to a morning

meeting and quite often I will reframe that it had to be a hand over

meeting and I will think of it being a handover meeting from the
nurses to the doctor who has just come on shift. (092012)

Role clarifying occurs through understanding, awareness, recognising, knowing,
valuing, respecting, testing, advocating, and learning:
You have to have respect and understanding of what the person’s role

is within the team. And that takes the time factor and the commitment
to it. (202014)

This occurs in both organisational and professional roles. Health professionals not
understanding their own, or others’ professional roles, increases the difficulty of
negotiating and contributes to possessorship. Where professional roles were not
clarified, participant data described situations that hinted at a lack of trust:

So, he challenged me personally and professionally on what I was

doing. That’s probably the most I have ever struck anyone throwing
up a barrier on my credibility. (102012)

Role clarification, whether individual, professional, or organisational, has reciprocity
with adjusting and negotiating. Health professionals clearly understanding their own,
and others’ roles is beneficial to any negotiation, as is making adjustment to those roles
when required, to Share Time. This will in turn facilitate collaboration and potentially
improve patient care. This occurs whether it is a professional role or a role within the

team with others of the same profession. Roles being clearly understood is viewed as
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beneficial, but this does not mean roles are unbending. The ability of roles to bend or
be cloudy is also viewed as beneficial as shown in the following quote:

But the roles are slightly..., which is another thing that’s quite nice
about the job, the roles are slightly cloudy. (112013)

Adjusting and negotiating is in turn beneficial to clarifying roles in patient care, which
can prevent a double up of services:

I’ve stabilised on one person but they were sending four at one stage
and I just couldn’t cope with it. (162013)

Interestingly, negotiating demonstrates the reciprocity that occurs throughout Sharing

Time to facilitate collaboration. When collaborating, negotiation is enhanced as health

professionals willingly Share Time. In return, negotiating strengthens collaboration:
Collaboration and negotiation. Yeah, I suppose the negotiation aided

the collaboration didn’t it? There wouldn’t have been any
collaboration without negotiation. (042012)

When health professionals are finding common ground through participating and
negotiating there is reciprocity. As this mutual exchange occurs, health professionals
gain a commodity they believe is required to improve patient care, for example,
information, and are further encouraged to continue to participate and negotiate, to find
common ground and Share Time. In this way, a ‘win-win’ situation occurs, meaning
the outcome is favourable and satisfactory to all involved. While the theory has been
presented, where this theory is positioned is important and links the theory of Sharing

Time with the main concern of possessorship.

Sharing Time in the middle ground.

Adding further to the complexity of the theory of Sharing Time, is the discovery that
this theory occurs in the middle ground of a continuum (Appendix P). Maintaining

Sharing Time in the middle ground ensures that the time shared is the appropriate
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amount of time to facilitate collaboration and manage possessorship. This appropriate
amount of time is defined by the health professionals Sharing Time and can differ with
each occasion Sharing Time occurs. The middle ground has reciprocity with Sharing
Time. Being situated in the middle ground is beneficial to health professionals not
wanting to waste time in their practice, while understanding that some time needs to be
spent working together, to enable sharing and provide optimal patient care. Being
outside of this middle ground, to the left, occurs when too little time is shared and is not
mutually beneficial. Too little time shared means health professionals are unable to
connect and discover common ground, therefore collaboration is inhibited and
possessorship occurs. Moving to the right of the middle ground indicates that when too
much time is spent, it becomes a waste of time, which inhibits collaboration and is not

mutually beneficial as seen in Figure 10 below.

Too little or no Sharing Time in the middle ground Too much time
sharing of time shared
Unable to
purposefully Unbalanced
connect and Managing Possessorship Wasting time
discover common Collaboration
ground Facilitating collaboration not facilitated
Collaboration not
occurring Reciprocity occurs as the strategy and

outcome is beneficial for all health
Encourages or professionals partaking and for patient care
reinforces Little to no
possessorship reciprocity
No reciprocity (no
mutual benefit)
occurring

Figure 10: Sharing Time situated in the middle ground
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Time is finite in the palliative care workplace, due to health professionals being
employed to work a set number of hours with an expectation that specific tasks will be
completed within those hours. Often health professionals feel as if they do not have
enough time to meet these expectations:

Before we had time, we had time to slowly articulate what we want.

Now we don’t, so we have to get better at it and better at
understanding what our roles are. (202014)

Wasting time is consequently commonly perceived as being negative and unwanted.
While sharing too much time may help manage the main concern of possessorship, this
is not seen as an efficient or effective use of time. For example, while communicating,
is needed for purposeful connecting and Sharing Time to occur, over-communicating
leads to wasting time in a busy workplace:
Although communication is important timing of it is important. Over
communication needs to be managed and people need to have time to

get on with their job and not just report back and be, you know, on the
phone. (072012)

Health professionals’ awareness of the need to practice in the functional and
professional middle ground is enhanced by the expectations of health professional
behaviours and ethics learned as part of their professional education. This knowledge is
part of the strategy of Sharing Time, in that once learned, this information cannot be
unlearned. Stepping out of this functional middle ground can lead to or reinforce

possessorship, making Sharing Time and collaboration difficult if not impossible.

The discovery of Sharing Time occurring in the middle ground, as discussed above,
continues with communicating, relating, participating, negotiating, and their associated
properties. For example, Figure 11 (p. 128) depicts communicating in the middle

ground alongside what occurs when outside of the middle ground.
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Little to no Communicating within the Over communicating
communication occurring middle ground leading to

purposeful connecting and leads to wasting time
Unable to Connect and Sharing Time
Share Time

-

Collaboration not
occurring

No reciprocity occurring Reciprocity occurring Little to no reciprocity
occurring

Figure 11: Communicating in the middle ground
Both under and over communication can occur. This inhibits collaboration and
subsequently has the potential to impact patient care:

The communication, that was it really. It was very hard to

communicate with them or have any sort of collaboration. It was very
taxing shall we say. (042012)

Too little communicating means that health professionals are unable to purposefully
connect and Share Time; thereby hindering collaboration whether between health
professionals in the same organisation or between different organisations. Reciprocal
relationships in which there is a favourable or satisfactory outcome are therefore
minimised or non-existent. Over communicating, whether in the form of speaking,
meeting, or informing, took time that could be better spent, so became a waste of time:

But then again how much [information] is enough? Because quite

often when I get on the phone I always say, and someone is throwing

me stuff on the phone, information and that, I tend to say look that’s
fine and it’s enough. (052012)

Therefore, this situation of over communicating also lacks a mutually satisfactory
outcome for all parties. When information or other resources are held rather than
shared, too little communication becomes part of the main concern of possessorship

rather than the solution.
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Like communicating, relating requires health professionals to situate this social

behaviour when Sharing Time, in the middle ground (Figure 12).

Too little relating Relating (professionally) within the | Over relating
middle ground

)

Not forming a Developing and maintaining Moving outside the
professional professional relationships leads to | professional and into a
relationship purposeful connecting and Sharing | personal relationship

Time
Facilitates Facilitates collaboration
possessorship Manages possessorship

Little to no reciprocity

Collaboration not Reciprocity occurring
occurring

No reciprocity

Figure 12: Relating in the middle ground

Not relating assists in maintaining possessorship as Sharing Time is less likely to occur
when there is very limited or no professional relationship. Too little relating impairs
and supports the main concern of possessorship, often involving a lack of trust in fellow
health professionals:

I wouldn’t ask any old doctor. I would ask a doctor that I trusted had
the capacity to deal with the situation. (032012)

This lack of trust means there is no mutual benefit to the exchange. Too little relating
may also lead to the health professional believing he or she needs to participate in all
aspects of the patient care, whether appropriate or not, rather than trusting another
health professional’s knowledge and skills. This is often due to one health professional
not being aware of another’s professional skills and abilities:

If you don’t know each other well enough as a team, then you will feel
that you have to have power by being represented. (102012)
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Over relating risks health professionals moving outside of their professional boundaries
as defined by their professional associations or licensing bodies. This can also
maintain, or lead to, further possessorship:

It’s about that professional boundary and knowing what’s important

and I know we often talk about that at work. So, it’s not who sees the

patient. It’s about the patient needs and who is best served to actually

deal with that need and it can be anybody within that collaboration.
(072012)

Either party could show a lack of or minimal involving for several reasons. Some
reasons are controllable by the health professionals and, as demonstrated in the quote
below, there are some outside of the health professional’s individual control such as the
situation with the GP involving other organisations:

The GPs are always saying they miss out. They feel that once their

patient goes into a facility or into hospital they are actually rubbed out

until suddenly, the patient is dumped back home again and then the

poor GP is trying to find out (what happened) because it (receiving

discharge information) takes too long and I think it has to be better.
(062012)

Not involving, or minimal involving, may occur by unintentional omission or it may be
a deliberate choice to not involve others. Regardless there is clearly no reciprocity:
There are two district nurses in (name withheld) who control all of the

district nurses including the manager. Trying to get through the
barrier of them, they protect everything. (232014)

Moving outside of the middle ground can occur when health professionals over-involve
themselves, or over-involve other health professionals, which can disrupt the work or
reinforce possessorship:

Over communication needs to be managed and people need to have

time to get on with their job and not just report back or be, you know,
on the phone. (072012)

Participating and negotiating, within the theory of Sharing Time, are situated in the

middle ground. Too little participating and negotiating between health professionals
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takes time, however this does not lead to a beneficial mutual exchange as that time used
is not shared. Rather time is used to practice possessorship, which can itself be time
consuming, or used trying to overcome someone else’s possessorship behaviours. For
example, the time taken trying to locate a commodity needed or working alone:

Trying to get all the information before that and the forms and you

know, I find my work’s quite um... it can be quite time intensive you
know... it can take a lot of time. (092012)

Over participating and over negotiating wastes time and risks health professionals
moving outside of professional boundaries, as defined by their professional associations
or licensing bodies, into the personal. This supports possessorship and eliminates
reciprocity. For example, one form of possessorship occurs when a health professional
over participates with patients but under participates with other health professionals.
There is a perceived ownership of the patient or work area, often called a patch and
described as patch protection. This can be identified through the behaviours of those
possessing, such as being defensive when asked to share:

They are quite intensive relationships you have with patients here and

perhaps have a good relationship with a patient and are a bit on the
defensive or protect their patch. (112013)

In this situation, some reciprocity may occur between the patient and health professional
practising possessorship. However, this reciprocity is limited as other health
professionals, who may be able to positively add to the patient’s care are kept at a
distance. The exchange between patient and health professionals could have a greater

mutually beneficial outcome.

Building and investing are also situated in the middle ground. Not building or investing,
regardless of reason or cause, has an impact on collaboration and the service provided to

patients:
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We realised we had to give something up because we were not being
funded for it all so we lost the liaison nurse role between here and rest
homes and here and the hospital and we are starting to see the impact
now. (222014)

While data did not identify over-building, this may have been because of an
understanding that there are limitations in resources and thus over-building is unlikely
to occur:

Some of the rural areas, the resources are just not there. (072012)

However, there were hints of the possibility of overbuilding where there was doubling
up of services offered by different health professionals or organisations, rather than
these services and health professionals collaborating. Sharing Time can help to prevent

doubling up of services.

Summary

The theory of Sharing Time, defined as periods of time when health professionals
purposefully make time, take time, spend time, or find time in their workday for each
other, staying in the middle ground, facilitates collaboration and manages possessorship.
Sharing Time enables the further sharing of other tangible and intangible commodities
that are required by another health professional in the provision of optimal palliative
care. This sharing brings reciprocity as all parties involved benefit. The benefit to
health professionals then extends to the benefit of improved patient care. Occurring in
the middle ground, Sharing Time is beneficial to all involved whether individual health
professionals or organisations. Moving outside this middle ground, too little of any of
these actions moves health professionals out of the strategy of Sharing Time, making

collaboration difficult and fostering possessorship.
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Facilitating collaboration as moments in time rather than being a continuous process,
Sharing Time has value in resolving and managing possessorship in palliative care. The
social strategy of Sharing Time can be used within one interaction between health
professionals, such as in a single scheduled meeting, or it may occur continuously over
several interactions between individuals. Health professionals can choose to use
Sharing Time as individuals who want to find a way to collaborate with each other, to
improve patient care in some way. Alternatively, those Sharing Time may be
representing a health care organisation, for example, negotiating and participating on
behalf of the organisation. Possessorship cannot be managed without health
professionals Sharing Time. Sharing Time begets additional sharing, such as the
sharing of time, resources, words, roles, and information. Therefore, Sharing Time is
both an active strategy and an outcome. The strengths of Sharing Time as a strategy for
improving patient care in the palliative care setting will be discussed in the following

chapter.
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Chapter Six: Discussion

Introduction

This chapter will locate the theory of Sharing Time in the extant literature and
knowledge base to determine how the social behaviours emerging as a theory will
influence practice. Sharing Time is a social process that has not previously been
identified in the literature. Recognition that this research has made an original
contribution to the knowledge base, through the examination and explanation of how

collaboration occurs in the New Zealand context of palliative care, will be included.

This discussion will be presented in three segments. The first explores how health
professionals facilitate collaboration through the theory of Sharing Time, including how
and why they collaborate. This segment will also include the finding that health
professionals collaborate in moments-in-time and not as continuous practice. What is
already known about collaboration in moments-in-time will be made evident and the
theory of Sharing Time will be located in this space to add to that understanding of
moments-in-time collaboration. The second segment begins the exploration of time as
it relates to the theory of Sharing Time and palliative care. This segment will include
what is known about the interpretation of time in healthcare and how the theory of
Sharing Time adds additional knowledge to the interpretation of time in practice. The
third segment begins the exploration of teams and roles related to the theory of Sharing
Time, focusing on the complexity and confusion that can occur in team work, including
the effect of the historical religious background of hospice care on health professional
behaviours. This discussion will compare what is known with what has been discovered

in this research to add further understanding of teams. Where appropriate, discussion
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on the main concern of possessorship will be included throughout. This chapter will
then explore how the theory of Sharing Time influences current palliative care in

practice, concluding with recommendations for practice.

How and why health professionals collaborate

Prior to undertaking this study, the researcher’s professional judgement was that health
professionals working in palliative care in New Zealand do collaborate in some form.
This opinion came about through a mix of observation in clinical practice and the
literature defining palliative care as a multidisciplinary team practice. Yet, how that
collaboration took place, what that collaboration looked like, or even why health

professionals collaborated was unknown.

The literature presented in Chapter Two identified collaboration as “a process through
which parties who see different aspects of a problem can constructively explore their
differences and search for solutions that go well beyond their own vision of what is
possible” (Gray, 1989, p. 5). That is, the collaboration process, while often
multidisciplinary, occurs as a moment-in-time to solve a specific problem. This
definition supports the finding of this study that health professionals are practising
moments-in-time collaboration in response to problems encountered, rather than
continuous collaboration. Once a solution is reached, health professionals return to
working individually, until the next problem occurs. In this way, health professionals
are practicing intermittent collaboration such as that facilitated by Sharing Time.
Roberts (1994) noted that “the word ‘collaboration’ is often used interchangeably with
‘cooperation’, to denote harmoniously working together” (p. 191). One potential
reason for this moment-in- time collaboration is that this way of working is problem

oriented, rather than practice oriented. Ovretveit (2009) has described this way of
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working as multidisciplinary, linking it specifically to the practice area of palliative care
which, as discussed in the literature review (Chapter Two), often uses a
multidisciplinary team and multidisciplinary way of working. Therefore, the rhetoric of

palliative care as a continuously collaborative service and actual practice do not match.

Sullivan (1998) gave an early definition of collaboration, describing it as being high in
both assertiveness and cooperation. When this changes something else happens and it is
no longer collaboration:

High assertiveness plus high cooperation equals collaboration.

Moderate assertiveness plus high cooperation equals compromise.

Low assertiveness plus low cooperation equals avoidance.

High assertiveness plus low cooperation equals competition.

Low assertiveness plus high cooperation equals accommodation.

(Sullivan, p. 28)
Sullivan’s summary of what is and is not collaboration has similarities with Sharing
Time, particularly as Sullivan’s discussion notes levels of the components of
assertiveness and cooperation as being high, medium, or low. While Sullivan required
collaboration to be in the high ground, this is similar to the need for Sharing Time to

occur within a middle ground. Both Sharing Time and Sullivan’s definition recognise

that moving outside of this ground, albeit different grounds, affects collaboration.

One category of the theory of Sharing Time is purposeful connecting. A review of the
health literature for purposeful connecting found this to be a commonly used term
(Ciemins, Brant, Kersten, Mullette, & Dickerson, 2015; Currow & Hegarty, 2006;
Eriksen, Arman, Davidson, Sundfgr, & Karlsson, 2014; Gallagher & Carey, 2012; Penz
& Duggleby, 2011). Eriksen et al. (2014) defined purposeful connecting as being a
process with levels that can begin with being detached, through to being cautious, to

finally being open and trusting. Trusting was identified as a property of Sharing Time,
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occurring when involving others, relating, and purposeful connecting. If trust is absent,
health professionals will be less likely to want to Share Time. However, the theory of
Sharing Time, when communicating, relating, participating, and negotiating can grow

trust.

Although purposeful connecting is a term commonly used when discussing
communicating with patients or other health care professionals, there is little in the
literature about how purposeful connecting occurs (Currow & Hegarty, 2006; Penz &
Duggleby, 2011). One exception was Penney’s (2013) doctoral work that found
purposeful connecting in community rehabilitation occurs through the categories of
liaising, forming-reforming, and guarding. Liaising occurs through interacting,
networking, and referring. Forming-reforming refers to practice adaptations undertaken
to manage complexity such as forming teams within teams and flexible practice.
Guarding occurs through professional shielding, protecting, and negotiating.
Interestingly, guarding appears to have some similarities with the main concern of
possessorship. Health professionals may possess to protect what they believe to be their
professional patch, which hinders collaboration. While Penney’s connecting differs
from the purposeful connecting as a category of Sharing Time, some overlap occurs in
other areas of the theory of Sharing Time; specifically, the need for negotiating and

referring appear in both theories.

Another similarity in Penney’s (2013) work, was found in connecting as an essential
process used by health care professionals to enhance collaboration in community work.
Penney discussed connecting in correlation to relational complexity, that is, the multiple

relationships and interactions that are managed through connecting with others. While
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it could be argued that both the theory of Sharing Time and possessorship have
relational complexity, there was no clear identification of possessorship behaviours in

her study.

Human-to-human purposeful connecting was revealed in another study on end-of-life
care (McCallin, 1999). Despite the same word being used in both research studies there
are obvious differences in definition. In McCallin’s (1999) study, purposeful
connecting was defined by empathy, giving of self, safeguarding, detachment, self-
protection, and letting go. Purposeful connecting assisted the process of facilitating.
However, amongst these differences there is also similarity. In the theory of Sharing
Time, the category of purposeful connecting, through the concept of relating, involves

the self and others. As noted above, McCallin’s study also identifies the self.

Alongside purposeful connecting, finding common ground, is a well-used term in health
care literature (Chan et al., 2010; Haigler, Bauer, & Travis, 2010; Long-Sutehall et al.,
2010; Masso, McCarthy, & Kitson, 2013; Politi & Street, 2011; Tan & Manca, 2013).
The term is used to describe relationships between health professionals and patients
and/or their family members (Haigler et al., 2010; Politi & Street, 2011; Tan & Manca,
2013) or as a foundation for change, such as having a mutual understanding (Masso et
al., 2013). Finding common ground in the literature is noted to be both a process and an
outcome. A process being an action or activity undertaken to achieve an objective,
while an outcome is the result of a process, the objective itself (Mainz, 2003). The
process of finding common ground could be difficult at times and reaching the outcome

of finding common ground is not guaranteed (Shaw, 2008).
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While identifying how health professionals are collaborating, it is important to note that
the type of collaboration that is facilitated through Sharing Time differs from
interprofessional collaboration although, as argued in the literature review in Chapter
Two, the different types of collaboration and terms are not always well understood by
health professionals in practice. Shaw (2008) noted that interprofessional collaboration
is a strategy that can be initiated to help health professionals who struggle to find
common ground with patients. Regardless, it may be assumed the more traditional
moment-in-time collaboration occurring in the theory of Sharing Time will assist health
professionals who struggle to find common ground with patients. For this to occur, a
provision may be that collaboration must be between the patient and health professional,

rather than one health professional collaborating with another health professional.

Finding common ground, as a term, leads to the assumption that there is common
ground to be found, as opposed to being made or created. Kristjanson and Chalmers
(1990) described a process of nurses creating common ground in their interactions with
patients, rather than finding common ground. Kristjanson and Chalmers’ finding
differed from this study as participants, working in palliative care, when Sharing Time
along with participating and negotiating, discovered that the patient, or a shared goal,
was their common ground. Common ground was there to be discovered, it did not need
to be created. This is interesting in comparison with finding common ground in the
theory of Sharing Time. Using the theory of Sharing Time, health professionals
working in palliative care find common ground, defined as a common interest, purpose
or goal, by participating and negotiating. This common ground was most often a shared
goal related to the patient and family, and desire of health professionals to provide the

best palliative care possible. There was no need to create common ground, rather health
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professionals were recognising or finding what was already assumed to be there. Other
literature used the term finding common ground but did not define what finding

common ground was or how it occurred (Chan et al., 2010; Haigler et al., 2010).

Tan and Manca (2013) looked at how physicians working with a patient’s substitute
decision makers overcame conflict and noted it occurred by finding common ground
through building mutual trust and support, understanding one another and making
informed, shared decisions. This is interesting in its similarity to the current study,
adding support to the theory of health professionals Sharing Time through purposeful
connecting and finding common ground, to meet a goal or need and facilitate
collaboration. Differences between the studies include how Tan and Manca looked at
the physician working with a patient’s decision maker to overcome conflict rather than
how different health professionals worked together. Conflict as the main concern was
identified by Tan and Manca, whereas this study found it was possessorship that

concerned participants and needed to be overcome.

The term finding common ground has also been linked to finding consensus (Bern-
Klug, Gessert, Crenner, Buenaver, & Skirchak, 2004; Koch & Rowell, 1999; Margerum
2011). Consensus is found through sharing a common perspective and knowledge base,
then reaching agreement through discussion. Conversely, consensus is inhibited when
approached through different perspectives and knowledge bases (Koch & Rowell,
1999). Further, consensus may be inhibited by economic factors, government
regulations and intervention, institutional characteristics, or changes to group members
(McCourt, Power, & Glackin, 2013; Margerum, 2011). These factors inhibiting

consensus may also inhibit collaboration, giving further rationale for why health
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professionals, when the need arises, collaborate in moments-in-time rather than
continuously. Moment-in-time collaboration may be practiced simply because this is
considered more manageable by health professionals in comparison to practising
continuous collaboration; health professionals who are affected by what else may be
happening in the workplace, such as possessorship. Choosing an easier way to gain
consensus leads to collaboration. While health professionals Sharing Time are
discovering common ground rather than creating it, there is risk in making a further
assumption that, because some common ground is there to be discovered, everything is
similar (Margerum, 2011). For example, assuming there is always consensus within a
palliative care team, and that all team members share common values and a common
palliative care philosophical paradigm. Any differences that exist prior to Sharing Time

remain.

Possessorship has not previously been identified in the literature as a concern in
palliative care in New Zealand. However, when substituting the word possessorship for
ownership, a term initially used by participants, the literature interestingly identified
ownership as a positive virtue in health care rather than a concern (Ding, 2014; Gould,
Hale, Waters & Allen, 2016; King & Clarkson, 2015; Tye & Dent, 2017). In contrast to
findings in this research study, the literature notes that health professionals feeling
ownership within their area of practice are often considered more diligent leading to
service improvement, have an improved attitude toward their work, and feel self-
empowered. Regardless, possessorship as defined in this study needs to be considered
as a behaviour that can interfere with collaboration by obstructing or inhibiting the
sharing that is required. While possessorship may not completely prevent collaboration,

any level of obstruction and inhibition of sharing will increase the effort required. For
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example, collaboration in this environment may increase the time required for it to
occur, which is an adverse outcome in any environment where time is a precious
commodity in a busy workday. If health professionals, including managers of health
services, can gain an understanding of possessorship as it is identified in this study and
subsequently acknowledge this is occurring, it may help to explain why resistance to
collaboration occurs. Such understanding can then be considered when introducing or
supporting methods to increase collaborative practice within and between palliative care

and other health care services.

If health professionals are using different philosophical paradigms to guide their clinical
practice, such as either the biomedical model or Asklepios tradition (Randall & Downie,
2006), finding common ground may be more challenging. Where values and
philosophies are not shared these were often identified as personal or personality
differences, or as structural and professional barriers. Health care professionals come
from different knowledge foundations; have different philosophies, different cultures,
different language, and different previous experiences (Herbert et al., 2007). Regardless
of differences, health professionals need to find a way to work together, often in a short
space of time. Consensus implies general agreement of opinion and decision making,
which is, finding common ground (Margerum, 2011). It is an end-product of
participating and negotiating. Therefore, the theory of Sharing Time is both a process
and an outcome. When Sharing Time, common ground is discovered, collaboration is
facilitated; possessorship can be acknowledged and then eliminated. Sharing Time,
enables health professionals to connect and discover common ground. Integrated by
reciprocity, health professionals working in palliative care can move beyond

possessorship, to collaborate in a way that meets their shared need or goal.
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The importance of time

Time is a major factor within the theory of Sharing Time. When collaboration occurs, it
takes time (Bagshaw, Lepp, & Zorn, 2007; Lindeke & Sieckert, 2005). Prioritising time
is a skill used by health professionals in their workplace when caring for palliative
patients (Waterworth, 2003; West, 2001). Such prioritising may be difficult to do if
health professionals, patients, and family members, consider that all tasks are important
for patients with, by definition, a limited life time (Palliative Care Subcommittee, New
Zealand Cancer Treatment Working Party, 2007). Alongside the desire to meet patient
needs and complete required tasks, health professionals have limited time in their work
day in which to do so, time which is imposed by employment contracts. Prioritisation
of care for each individual health professional becomes easier when collaboration
occurs through Sharing Time, as the responsibility for meeting patient care

requirements is shared.

Time as a concept appears in the health literature, particularly in discussions on time
management skills, and behaviours related to time in the workplace (Marquis & Huston,
2015; Mishra, 2014). However, Sharing Time with other health professionals, as
described by participants in this study, was not found in the literature. Within the
general health literature, the primary focus related to time appears to be on the
individual managing his or her own work within a certain time frame (Marquis &
Huston, 2015). In contrast, the palliative care literature has a strong focus on time being
perceived in a negative sense, as time being short for the patient (Ellingsen et al., 2015;
Totman, Pistrang, Smith, Hennessey, & Martin, 2015). Robertson, (2015) has divided
patients’ experiences of time into three periods. The first being a brief time where

patients became aware of their palliative diagnosis and knew their life span was
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shortened; this time also had heightened value. The second was waiting time, the
experience of waiting for desired outcomes such as appointments or for a symptom to
be managed. The third, transcendental horizon was future time where patients
contemplated living toward death, and life after death. Health professionals Sharing
Time and collaborating may have an impact on these identified patient time periods by

shortening or lengthening how patients perceive these time periods.

Waiting time was found to be the period that most involved health care personnel.
Robertson (2015) noted that the outcome patients waited for “occurred according to the
time priorities of health care professionals” (p. 71). While Robertson’s study has shown
that palliative patients clearly notice time spent waiting, there is no discussion on why
patients wait for health professionals, and whether there is a relationship to
collaboration occurring or not occurring during this waiting period. Interestingly, this
waiting may link to health professionals’ behaviours, as Sharing Time and facilitating
collaboration may decrease waiting time. However, as there are likely to be other
reasons why there is a need to wait, that are not addressed in this research study, waiting
time is not expected to be removed completely. When not Sharing Time, or in the

presence of possessorship, then the assumption is that waiting time would be increased.

Another study which discovered that the perception of time being short for the patient
had an impact on health professionals was that of Glaser and Strauss’s (1968) research.
Collaborating on a research study investigating dying patients in various settings, and
from which they consequently developed their grounded theory research method, time
was found to be an important factor. Unsurprisingly, some of these same variables of

time remain in palliative care today (Robertson, 2015). Glaser and Strauss argued that
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there can be: certain death at a known time; certain death at an unknown time; uncertain
death at a known time; and uncertain death at an unknown time (Glaser & Strauss).
These changing times impact health professionals by changing their expectations on
how long a patient may live, which can be positive or negative. For example, believing
a patient has a short time to live may positively alter the health professionals’
motivation to collaborate (McCourt, Power, & Glackin, 2013). If a health professional
feels the patient has a very limited life-time or is actively dying, that health professional
may feel urgency and an increased motivation to collaborate, to obtain what he or she
believes the patient or family needs. Alternatively, a negative impact may be that the
health professional feels it is too late to collaborate, providing care without, or with very
little, collaborative input. However, health professionals using the theory of Sharing
Time to facilitate collaboration will have a positive impact regardless of what the
patient’s actual lifetime will be, as collaboration, even though occurring as a moment in
time rather than continuously, assists health professionals in meeting a patient or family

need.

Time is discussed in respect of the busyness of health professionals, feelings of not
having enough time in which to complete what the health professional is required to do,
or wants to do, to meet the needs of the dying patient and family (Brown et al., 2011; Di
Leo et al., 2015; Groot, Vernooij-Dassen, Verhagen, Crul, & Grol, 2007; Tan & Manca,
2013; Totman et al., 2015; Weber & Grohmann, 2004). What was not found in the
literature was any discussion about the possibility that this perceived lack of time can
enhance possessorship, as participants feel like they do not have enough time to
collaborate. As previously discussed, when possessorship is occurring, it takes time for

health professionals to try to obtain what they want or need from the possessor. It may
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also take time and effort for the possessor to maintain what is in his or her possession,

time that could be spent collaborating, but this is currently unknown.

Time as a concept is viewed as being manageable (Mishra, 2014). Time is perceived as
moving; such as moving too slowly, often spoken of as passing time, killing time,
moving too fast, and a lack of time. Time can also be perceived as too short or too long
(Pestinger et al., 2015; Rittman et al., 2004). Time is spoken of as an item to be
possessed such as ‘my’ time, something current as in ‘real’ time, or may have a spiritual
dimension, for example, when spoken of as ‘eternal’ time. In the Western world, time
is generally separated into areas of activity such as work time, home time, personal
time, and family time (Dikkers et al., 2007; Wight & Raley, 2008). Time is finite when
measured in 24-hour blocks, but perception of time within those 24 hours can vary
widely for several reasons, including emotion (Yamada, & Kawabe, 2011) or cultural
differences (Becker, 1965; Ellingsen, Roxberg, Kristoffersen, Rosland, & Alvsvag,
2015; Glaser & Strauss, 1968; Gronau, 1977; Kujala, Lillrank, Kronstrom, &
Peltokorpi, 2006). Cultural differences can vary depending on where and how one lives
(Reinecke, Nguyen, Bernstein, Naf, & Gayos, 2013). For example, the perspective of
time for those living in a modern city with access to services 24-hours per day differs
from time in an agricultural environment completing activities between dawn and dusk
(Lande, 2000). Due to the focus of time in Western culture (Levine, 2008), it is not
surprising that time has a strong focus when health professionals are collaborating.
Health professionals when collaborating must do so within a timed but variable time

work day, hours of which often depend on profession as well as employer.
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While this study focused on the health professional, it is difficult to exclude any
reference to the patient in discussion. As noted above, there is a focus on the remaining
life time of the patient, simply because the patient is defined as palliative and known to
be dying. The literature reviewed is clear that time is perceived as short, by both health
professional and patient. However, whether this perception has an impact on health
professionals’ perception of time and collaboration can only be speculated. It may be
that the perception of time for health professionals working in palliative care simply
reflects a busy health care system and is, therefore, no different from health
professionals working in other areas of health care. Hence, busyness as a concept of
time in the palliative care health professional’s working day is likely to be unrelated to
the theory of Sharing Time. More conceivable is that health professionals working in
palliative care, having acknowledged that patient life-time is very limited, have been
influenced by this as one reason to develop a means of managing collaboration within,

what is deemed to be, an acceptable timeframe by Sharing Time.

Contributing further to the knowledge base of collaboration in New Zealand is the
identification of health professionals working within a middle ground, as discussed in
chapter five, (pages 124-131), for collaboration to successfully occur. An acceptable
timeframe requires health professionals to maintain Sharing Time in the middle-ground
of a continuum. Time cannot literally be made but perceptions of the time available can
be altered, along with changing how the available time in the workplace is used (Failing
& Theeuwes, 2016; Schirmer, Meck, & Penney, 2016; Yamada & Kawabe, 2011).
Health professionals may be required to attend a meeting, for example, but how they
spend their time within that meeting regarding communicating, relating, negotiating,

and participating, all concepts of Sharing Time, relies on the individual health
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professional. The concept of time as a resource is supported by Thulesius, Hakansson
and Petersson (2003), who noted that in end-of-life cancer care, health professionals’
time is a limited resource and, therefore, tasks are prioritised. When tasks cannot be
prioritised, time is stretched, which means staff work overtime perhaps with little or no
remuneration. In the theory of Sharing Time, how health professionals choose to spend
their time while sharing is purposefully managed to make the best use of time as a
resource while not wasting time. Making the best use of time will benefit not only the

individual health care professional but also the team and, ultimately, the patient.

Teams and roles within teams

Multidisciplinary teams in palliative care are complex due to numerous variations.
Speck (2006b) noted that potential team members could include nursing staff, medical
staff, chaplain, dietician, counsellor/psychologist, social worker, pharmacist,
physiotherapist, occupational therapist, volunteers, and the patient and family.
Considerable written work is available on palliative care teams (Davidson, 2004; Egan
& Labyak, 2006; Hermsen & Ten-Have, 2005; Speck, 2006b; Vickridge, 1998). The
concept of a multidisciplinary or interdisciplinary team in palliative care is central to the
philosophy of palliative care and a foundational precept (Randall & Downie, 2006;
Saunders, 1996; Saunders & Baines, 1983; Weissman, 2015). This can be seen in both
the New Zealand and WHO definitions of palliative care (Palliative Care Subcommittee,

2007; WHO, 2014).

With a strong expectation that palliative care teams in New Zealand will be
multidisciplinary or interdisciplinary, evidenced through the definitions of palliative
care and the Hospice New Zealand Palliative Care standards (Hospice New Zealand,

2012; Palliative Care Subcommittee, 2007), there is an increasing number of health
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professions included in the team. However, some team members are transitory, joining
the team when needed and then exiting the team until their services are required again

later (Davidson, 2004; Meier & Beresford, 2008; Speck, 2006b).

Bleakley (2013) noted that the term ‘team’ although used frequently “as if it had a
transparent, single meaning” (p. 18) is imprecise, can be contested, and does not have a
single meaning. Overall, there is little consensus on who and what constitutes a
palliative team; other than participants being aware of the need for a multidisciplinary
team as outlined in the definition of palliative care (Palliative Care Subcommittee,
2007; Speck, 2006b; WHO, 2014). Although complex, this wide range of potential
team members is needed if the palliative care team is to meet the individual and varied
needs of patients and families (Speck, 2006b). This mix of team members may cause
confusion, particularly if there is not a good understanding of each professional role
involved and its place within the team. Confusion or lack of trust in team members can
encourage a team member to practice possessorship. Interestingly, Penney (2013)
found that teams formed and reformed, so that teams occurred within teams. There is
potential that this may also occur in the substantive area of palliative care, having both
positive and negative effects. Teams reforming within teams may encourage
possessorship, particularly if these teams are divided by, for example, profession.
Teams reforming could also be positive if done to be inclusive of the community of
practice and is worthy of further study. Regardless, the theory of Sharing Time assists
team members to make closer connections and find common ground within the team
through communicating, relating, trusting, participating, negotiating, and role clarifying
regardless of the team make-up. Sharing Time assists all team members, whether

permanent or transitory, thereby facilitating collaboration.
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Adding to team complexity in New Zealand are specialist palliative care teams that
differ from generalist or primary palliative care teams (Palliative Care Subcommittee,
New Zealand Cancer Treatment Working Party, 2007). Specialist palliative care teams
consist of a central group of health care professionals (Randall & Downie, 2006)
brought together by employment in the same organisation. The makeup of the palliative
care team is defined by the need to be multidisciplinary, to conform to the definition
and philosophy of palliative care (Palliative Care Subcommittee, 2007), and by
management making employment decisions related to staffing. Employment decisions
can be made for many reasons including management’s personal views of palliative care
teams and funding (Meier & Beresford, 2008; Speck, 2006a, 2006b). Staff working at
the bedside often have little input into the make-up of the team, whether specialist,
generalist, or primary. Generalist palliative care teams consist of healthcare
professionals who are not part of a specialist palliative care team and may, for example,
consist of members of a general practice team, Maori health providers, district nurses,
residential care staff, general hospital ward staff, and allied health. (Palliative Care
Subcommittee, New Zealand Cancer Treatment Working Party, 2007). Further
complexity has been added in the literature where the term generalist palliative care
team has been superseded by the term primary palliative care providers or team

(Ministry of Health, 2012).

Roles and responsibilities within specialist palliative care teams can become complex as
palliative patients are typically referred to the team rather than to one specific health
profession within the team and the reason for referral may not always be clear (Speck,

2006b). Studies have been undertaken investigating reasons for referral to palliative
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care teams (De Korte-Verhoef et al., 2012; Johnson, Girgis, Paul, & Currow, 2011;
Olden, Holloway, Ladwig, Quill, & van Wijngaarden, 2011). Until recent times,
limited research had been undertaken on who to refer to. To assist with referrals to
palliative care teams in New Zealand, and decrease complexity as to who should be
referred, adult referral guidelines have been published by the Palliative Care Council of
New Zealand (2014). This guideline is clear that not every palliative patient needs to be
referred to a specialist palliative care team. Many patients can receive palliative care in
the community, with care provided by their usual health care providers. This speaks to
the fluidity of the palliative care team, as the team may potentially differ for each
patient, requiring a need for good collaboration between team members who may not
work together on a regular basis. Community palliative care teams can be formed by
employees in different organisations. These teams, rather than being continuous, are
often intermittent and informal; for example, a General Medical Practitioner (GP) from
a community health centre, a hospice nurse from the local hospice, and a dietician from
the local DHB. This team comes together until a specific need or goal is met for a
specific patient and family, then the team disbands, which is clearly multidisciplinary
working and demonstrates the complex nature of how teams come together for specific
purposes. By facilitating collaboration, Sharing Time removes potential burden on the
patient and family that may be caused by team complexity. Through collaboration,
health professionals share, discuss, and plan the delivery of care. When collaboration is
absent, it becomes increasingly likely that patients become their own care coordinators

to manage their own care delivery amongst various palliative care team members.

Increasing the complexity of palliative care teams is the recognition that palliative care

delivery can be crisis driven (Stocker & Close, 2013; Weissman, 2015). Ideally,
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palliative care should be proactive, planning for any potential patient crises before they
occur (Canadian Hospice Palliative Care Association, 2006; Egan & Labyak, 2006;
Hospice New Zealand, 2012; Ministry of Health, 2001; Stocker & Close, 2013). One
reason given for palliative care being or becoming crisis driven is the rise in demand for
both inpatient and outpatient clinical services (Weissman, 2015). Growing clinical
demands related to an increasing older population, alongside an increasing complexity
of patient care needs, such as patients having multiple comorbidities, require teams to
increase their clinical workload, which comes at the expense of other areas including
team health:

An early warning sign is when teams abandon teaching opportunities

and provision of interdisciplinary care. Increasingly, I visit teams

where each staff member has their own panel of patients with no

cross-disciplinary engagement, violating a foundational precept of
palliative care. (Weissman, 2015, p. 204)

While Weissman’s observations are international, his remarks cannot be discounted for
New Zealand. A national health needs assessment undertaken for palliative care found
that there is a growing call for palliative care services in New Zealand, which is not
expected to slow due to an aging population alongside a growing awareness of palliative
care services among the public. With this increasing need came acknowledgement that
specialist palliative care providers alone would be unable to cope with that growing
demand (Palliative Care Council of New Zealand, 2011, 2013). From this, it can be
assumed that there will also be an impact on palliative care teams in New Zealand.
Study participants support this assumption of an, at times, crisis driven service

influencing teams and collaboration.

The crisis driven palliative care delivery that study participants spoke of may be

heightened by the complexity of care required, and provided, by multiple team members
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with various levels of experience (Speck, 2006b). To feel safe, secure, and have
certainty in their roles within the team, some health professionals may resort to
possessorship type behaviours, which can be discipline focused as well as individually
focused. The number of health professionals involved in the palliative care team may
also bring an unspoken need for individualism and separation that is expressed through
possessorship in an attempt for a member of a profession to show his or her professional
worth (Speck, 2006b). With the reality of this increasing complexity of care and health
professionals’ various levels of experience, Sharing Time has potential to increase
support for each health professional and thereby decrease the incidence of
possessorship. Less experienced team members will gain support from more
experienced staff through improved communicating, relating, participating, and
negotiating. Sharing time by facilitating collaboration acknowledges the palliative care
definitions of a team approach while supporting individual team members who may be

less experienced or feeling unsure when delivering beside care.

While there is benefit of having a stable, focused, palliative care team (Speck, 2006b),
one potential solution to managing these uncertainties is not to stipulate who should be
in the palliative care ‘team’ by definition, employer, or profession; rather create flexible
patient-centred teams whose makeup changes regularly depending on the patient and
family needs at that time. For a traditional team to exist, it can be assumed that this also
requires exclusions as not every health professional can be a member of the same team.
Some of those health professionals excluded may in fact have the solution to a need or
goal. Sharing Time can involve any health professional, inviting them in by purposeful
connecting and discovering common ground, to meet the need or goal, and subsequently

improve patient care.
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From data emergence, the main common ground that is found in Sharing Time is the
desire of health professionals to provide good palliative care and meet patient needs.
While this is admirable, there is no indication in the data that patients and their families
are viewed as part of the palliative care team. This may be due to the research focus on
health professionals. Participants were not directly asked who they considered were
members of the palliative care team, so inclusion of the patient and family was possibly
assumed or simply not considered. However, Glaser (1978, 1998) noted that
participants will talk about what is relevant for them, so an assumption can also be
made that the patient as part of team was not relevant to participants. This lack of
inclusion is consistent with much of the literature about palliative care teams. Palliative
care teams are formed to provide care to, rather than with, the patient and family
(McDonald & McCallin, 2010; Wittenberg-Lyles et al., 2010). Whether the patient and
family are considered a part of the palliative care team adds further to the complexity of
teams (McDonald & McCallin, 2010). While it can be assumed that health
professionals do consider the palliative patient as part of the team, this may not be
evidenced by the actions taken in the workplace; actions that if undertaken may require
some planning and effort (Ahmann & Dokken, 2012). If a health professional views the
patient as someone to do things for and to, rather than an equal member of the team, it is
likely easier to move away from collaboration and into possessorship. While the theory
of Sharing Time facilitates collaboration and helps health professionals to overcome
possessorship when it arises, this will not be enough to stop it from occurring to begin
with, due to Sharing Time and collaboration being an intermittent, moment-in-time

strategy.
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Teams in palliative care are most frequently defined as sharing the same employer
(Bleakley, 2013; Meier & Beresford, 2008; Parker-Oliver et al., 2007; Wittenberg-Lyles
et al., 2010) or sharing the same profession, such as the medical team, nursing team or
family services team which normally includes social workers and counsellors
(Kobayashi & McAllister, 2014). To further add to team complexity, palliative care
teams may consist of health professionals employed by different organisations (Speck,
2006b). Health professionals from different, and potentially competing, organisations
forming a team likely bring together different organisational cultures that may influence
the way each of the involved health professionals work together to deliver patient care.
This influence may be positive or negative. Sharing the same positive culture can make
working together as a team seem effortless, where all work to meet the shared goal.
However, when an organisational culture is viewed to have negative aspects, for
example, where staff feel bullied or fearful, and is introduced to a multi-organisational
team, this can impact the overall team functioning and outcomes. Different cultures,
whether organisational or health professional cultures, can lead to difficulties with
terminology within the team which may again add to team complexity (Gott, Seymour,

Ingleton, Gariner, & Bellamy, 2012).

While not a complete panacea, Sharing Time helps to overcome the challenge of
different organisations, with different cultures, coming together as one team. Sharing
Time may lead to further benefits for palliative care organisations due to facilitating
collaboration. Health professionals from different organisations collaborating often
mean the goals and outcomes for patient care delivery are reached economically (Speck,
2006a). Economically, in relation to time saved, means health professionals can use

that saved time in the workplace for other activity. Organisations collaborating and
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sharing employees to form a team to meet patient palliative care delivery needs, often
share other resources outside of the human resource. An assumption can be made that
this sharing is a saving to each organisation as individual organisations are not required
to provide all the resources needed alone, whether this be, for example, employing
additional staff or purchasing specific equipment. Therefore, the theory of Sharing
Time transfers across employers, and the make-up of the team. This theory can be used
by health professionals within the same organisation or health professionals employed
by different organisations whenever there is a need to collaborate or to overcome

possessorship.

When two health care organisations collaborate for some reason, sharing occurs
(Sullivan, 1998; Vickridge, 1998; WHO & Health Professions Network Nursing and
Midwifery Office: Department of Human Resources for Health, 2010). Sharing can
then lead to further collaboration. It may be argued that organisations can illustrate the
theory of Sharing Time, to facilitate collaboration, by communicating through meeting
and informing, involving each other, participating through building and investing, and
negotiate through adjusting and role clarifying. However, it may be unclear whether
this is at the instigation of the organisation, as a management strategy or simply health
professionals working within the organisation choosing to Share Time. It can be said,
however, that Sharing Time has a positive impact on overall team functioning.
Regardless of the positive benefits of Sharing Time, it is important to acknowledge that
Sharing Time is not a panacea and challenges can remain within teams unrelated to

collaboration or possessorship (Speck, 2006a, 2006b).
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Due to the number of health professionals that can be involved in a patient’s care, and
the lack of clarity around the ingredients of a palliative team, it is not surprising if some
become uncertain of their role and where they fit (Speck, 2006b); particularly as roles
within teams in palliative care can be fluid and overlap, regardless of individual job
descriptions (Speck, 2006a; Gott et al., 2012). This overlap can be either positive or
negative. Having a degree of flexibility and overlap in a role may allow health
professionals to meet patient needs sooner or without having to introduce additional
people into the mix. However, this relies on health professionals being aware of their
own professional limitations and their ability to recognise when to invite in another
health professional. Sharing Time can help health professionals balance this through
relating when they involve themselves and others in negotiating, which brings role

clarity.

Alongside the potential for health professionals working in palliative care to become
uncertain of the roles within their own team, Peters et al. (2012) reported that other
professionals, for example, GPs, had differing expectations of the palliative care role,
adding to the complexity of the palliative care team and roles within that team. There is
clearly a need for health professionals to find a way to collaborate so that all are aware
of what each is doing and what skills each health professional brings. The theory of
Sharing Time illustrates how to facilitate collaboration through negotiating,

participating, relating, and communicating. When negotiating, roles are clarified.

Current literature on roles in palliative care has a strong focus on how the individual
profession fits within the palliative care team (Adler, Simader & Nieland, 2013; Keane,

Bellamy & Gott, 2017; Peters et al., 2012). This is helpful to decrease complexity
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around these individual roles. For example, how the role of the speech and language
therapist (O’Reilly & Walshe, 2015), or the chaplain’s role (Lyndes et al., 2012), or the
role of practice nurses, fit in providing palliative care (Raphael, Waterworth, & Gott,
2014). However, this literature is generally authored by a member of the specific
profession being written about, which may not represent the views or understandings of
other health professions. Therefore, the complexity of each palliative care team, and
variability in how the team functions within that complexity, may have an impact on

health professionals’ understanding of the roles within the team.

With roles, come responsibilities. Depending on specific professional responsibilities,
competencies, and job descriptions, this may include a responsibility to collaborate. For
example, the Nursing Council New Zealand (NCNZ, 2012) competencies for registered
nurses include collaboration and the act of counselling. While counselling is also a
separate profession, a small overlap of roles begins at this point, bringing complexity.
Both nurses and counsellors are commonly members of palliative care teams, which
potentially increases blurring or overlap of roles and competition between health
professionals rather than collaboration. A possible reason for this blurring and overlap
occurring in palliative care is that health professionals want to provide optimal care for
their patients. As such, it is not as important who meets the needs of the patient, only
that those needs are met. However, it is also possible that blurred and overlapping roles
in palliative care occur when a health professional does not have trust or confidence in a
colleague, leading to possessorship as he or she does as much for the patient as he or
she can his or herself rather than collaborating and sharing. The theory of Spending
Time can help to manage any confusion that arises from the complexity of blurred or

overlapped roles. Role clarifying amongst health professionals builds awareness,
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respect, and understanding (Orchard, Curran & Kabene, 2005; Robinson & Cottrell,
2005). Interestingly, role clarification in the theory of Sharing Time matches the role
clarification noted in the CIHC (2010) interprofessional collaborative practice
competency, particularly when “recognising and respecting the diversity of other health

and social care roles, responsibilities and competencies” (p. 12).

Adding to the complexity of roles in palliative care is the relationship between health
professionals and patients, and the possible impact of those relationships on other health
professionals. As discussed in Chapter Two, the modern palliative care movement
began with Dame Cicely Saunders in the 1960s (Allen et al., 2008; National Hospice
and Palliative Care Organisation, 2015; Phipps, 1988; Saunders, 2015). The aim of
palliative care as envisioned by Saunders, and practiced today, and as evidenced in the
current definition of palliative care, is to see the patient as a unique individual. Sitting
alongside his or her family, the patient will be given physical, social, spiritual, and
emotional care (Palliative Care Subcommittee, 2007; Randall & Downie, 2006). While
attempting to provide this level of care, a close relationship is often formed with the
patient and family. According to Ferrell and Coyle (2006) health providers gather a lot
of information, thereby learning about the patient and family in detail. When these
close relationships form, they may, intentionally or unintentionally, exclude other health
professionals, which can then impact on that other health professional’s expected role
within the team. For example, if they have difficulty accessing the patient as a referral

is not made.

The complexity of close relationships between health professionals and patient may be

amplified if that relationship becomes negative in some way. The forming of close
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relationships in palliative care is supported by Melvin (2012) who investigated
professional compassion fatigue. Although there is no identified link between
collaboration and developing compassion fatigue there is a commonality with
professional boundaries. Vorizavali et al. (2011) examined nurse patient relationships
in critical care, finding that nurses developed deep intense relationships that, for some,
led to the perception of ownership in the relationship. “Nurses perceived patients as if
they ‘belonged’ to them. The nurses seemed to claim ‘their’ patients from other nurses,
doctors, even from family members” (Vouzavali et al., 2011, p. 144). This supports the
emergence of possessorship from the data, as the ownership seen in critical care was
also described by participants in this research as occurring in palliative care.

Possessorship adds to role complexity.

An additional influence on the complex nature of roles within the palliative care team is
that of the historical religious background of hospice care. Due to this religious
influence those who care for palliative patients are often described in positive semi-
religious terms by the public, such as that of being special and being angels (Buck,
2007; Maddocks, 2006; Randall & Downie, 2006). While some health professionals are
not influenced by this, others may find this perception of themselves rewarding,
bringing feelings of self-importance in what may otherwise be a difficult job of facing
death daily, while simultaneously dealing with the patient and family members’
concerns and stressors across all aspects of their lives. Maddocks (2006) described
these feelings of self-importance as having “incestuous self-satisfaction” (p. 146).
Wanting to continue or grow these positive feelings could lead the health professional to

a need for possessorship. Possessorship of the role, the patient, or even the field of
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practice that is ‘palliative care’ must impact on the team and add to role complexity.

Sharing Time manages this situation when it arises, so that collaboration can then occur.

As discussed above, neither the process of Sharing Time nor the main concern of
possessorship has been previously identified in the literature, although individual
categories of Sharing Time could be found, such as finding common ground. Sharing
Time takes time but is manageable for health professionals who are choosing to work in
a moment-in-time collaborative manner, rather than being continuously collaborative.
Reasons for this moment-in-time collaboration may include the complexity of teams
and how they function. It is important that these factors be considered when discussing

recommendations for practice.

Recommendations for Practice

To overcome any potential resistance to collaboration amongst health professionals, two
recommendations for practice have emerged. First and foremost, that health
professionals need to be aware of the theory of Sharing Time and how it can maximise
moment-in-time collaborative practice. Second, that should palliative care providers in
New Zealand decide to follow WHO recommendations and transition to an
interprofessional collaborative practice environment in the workplace, this should be

considered favourably, regardless of the benefits of Sharing Time.

Recommendation one: Awareness of the theory of Sharing Time

The first recommendation, encouraging health professionals to recognise and use the
process of Sharing Time to maximise collaboration, has merit. Recognition can be
achieved through journal articles, education sessions, and role modelling. That is,
learning by example. There is value in recognising how health professionals work

together to facilitate collaboration and manage their main concern of possessorship,
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alongside value in the potential to improve patient care due to the additional sharing of
resources that occurs and preventing wasting time. Sharing Time allows health
professionals from different professions to clarify and maintain their professional roles
while sharing knowledge and skills to provide optimal patient care delivery. Using the
theory of Sharing Time to facilitate collaboration means health professionals are

supported to work together, even if only for a moment-in-time, rather than separately.

The delivery of health care, including palliative care, is a social process that does not
occur in isolation. Sharing occurs between health care workers, both professional and
non-professional, and with the patient and patient caregivers as an element of teamwork.
However, the degree and quality of sharing can vary greatly, leading to concerns about
how health professionals work collaboratively (Bleakley, 2013; Davidson, 2004; Drinka
& Clark, 2000; Speck, 2006b). To review, the theory of Sharing Time is a group social
strategy and is how health professionals participating in this study facilitate
collaboration and manage possessorship. Possessorship is about individualism, a
solitary process where sharing is not occurring or is minimal. This lack of sharing can,
at any stage, increase the difficulty of work for other health care professionals and
potentially impact patient care. Those practicing possessorship, whether intentional or
unintentional, are acting individually at the time the possessorship is occurring.
Whether an individual health professional, or an individual health care organisation,

there is no sharing.

There is no conflict between professional role expectations of behaviour and Sharing
Time. The theory of Sharing Time and professional expectations, such as ethical codes

of practice, is in fact, very compatible (Medical Council of New Zealand, 2011; New
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Zealand Medical Association, 2014; Nursing Council of New Zealand, 2012, 2014).
One reason for this compatibility is due to the theory of Sharing Time taking place in
the middle-ground of a continuum, where expectations of professional behaviour sit,
including the expectation of some collaboration between health professionals Sharing
Time, being relevant for all health professionals, leading to, or enhancing, collaborative

practice in its most common form, that of moment-in-time, goal-oriented collaboration.

In addition to not having conflict with professional roles, Sharing Time is not reliant on
roles and responsibilities in the work place, which by necessity will always be different.
For example, there will always be a need for a manager, team leader, or coordinator.
One strong benefit of Sharing Time not being reliant on roles is that this way of
working is beneficial to all, supporting equality for health professionals by bringing the
opportunity to achieve an equal voice through communicating, relating, participating,
and negotiating. Therefore, no one is disempowered by Sharing Time. An assumption
can be made that this opportunity to have a voice will enhance how health professionals

work together, view each other, and how they treat each other as human beings.

As Sharing Time may help alter individual organisational cultures from within, it is
clear there is relevance of this theory to palliative care organisations regardless of
whether health professionals and organisations can be considered different entities and
separated. This study discovered that the main concern of possessorship occurred
between organisations, as well as at the individual health professional level. Therefore,
with modification, it is likely that Sharing Time can assist all health care organisations
and facilitate collaboration between organisations, bringing reciprocal benefits on a

larger scale outside of palliative care.
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Whether it is individual health professionals Sharing Time in the workplace, or at an
organisational level between health care organisations, palliative care organisations can
support their staff in Sharing Time by, for example, clearly allowing time in the work
day for this to occur and extending the principle of Sharing Time into organisational
values. This will help to change, if necessary, organisational and individual health
profession values and cultures, leading to further uniting and sharing. Increased sharing
will in turn lead to a heightened understanding, amongst Sharing Time participants, of

each other’s organisation and health profession.

The theory of Sharing Time is a strategy that health professionals are easily able to use
as needed. Sharing Time potentially brings a safer work environment. When
purposeful connecting, finding common ground, communicating, relating, participating,
and negotiating are enhanced, health professionals feel safe to continue to share, so the
theory is self-perpetuating as well as having reciprocity, being mutually beneficial.
Health professionals sharing information and resources may improve patient care
delivery and potentially prevent errors or omissions of care that may occur, for example,
through lack of information or misinformation (Bittner, Gavlin, Hansten, & Kalisch,
2011; Institutes of Medicine, 2000). These positive aspects for health professionals,
health organisations and most importantly clinical practice, plus a lack of any negative
aspects, give rationale for the first recommendation to encourage health professionals to

continue to use this strategy to purposefully unite, leading to additional sharing.

The theory of Sharing Time does not include all the criteria of interprofessional

collaborative practice. However, knowing that health professionals are Sharing Time to



Page 1165

overcome possessorship can be built upon to help change to a more collaborative work
culture. Building on to Sharing Time can occur because several of the concepts and
properties of Sharing Time are like those needed for interprofessional collaboration,
such as communicating, relating, participating, and negotiating. If New Zealand
palliative care providers ignore recommendations from the WHO and other
organisations to move to an interprofessional collaborative environment, having
awareness of possessorship will still help staff manage this concern by Sharing Time.
Discourse on this concern may help prevent possessorship from occurring or, at least,
decrease the frequency. When possessorship does occur, purposefully Sharing Time

will move health care professionals past this barrier so that collaboration occurs.

Recommendation two: An interprofessional collaborative environment

Sharing Time with its moment-in-time collaboration has much value and is currently
meeting the needs of health professionals in palliative care. However, as previously
discussed, the recommendations by the WHO et al. (2010) to move to an
interprofessional collaborative practice environment cannot be ignored. Therefore, the
second recommendation for practice, should New Zealand palliative care providers
choose to follow the WHO recommendation, is to support the move from the moment-
in-time collaboration that occurs with Sharing Time to an interprofessional

collaborative practice environment.

Interprofessional collaborative practice, due to the change in philosophy it brings, and
the continuous nature of the collaborative workplace environment, can help palliative
care teams, who are often complex, manage the predicted increase in workload through
improved team functioning (CIHC, 2010; WHO, & Health Professions Network

Nursing and Midwifery Office: Department of Human Resources for Health, 2010).
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The team functioning that interprofessional collaboration brings includes establishing
and maintaining trust, shared decision-making, mutual respect, availability, open
communication, and attentive listening (CIHC, 2010). While some of these factors are
improved when health professionals are Sharing Time, for example communication,
these are transitory benefits that come with moment-in-time collaboration.
Interprofessional collaborative practice brings an improved team dynamic that is

continuous (CIHC, 2010).

In addition, while Sharing Time manages possessorship, an interprofessional education
and collaborative practice could help to prevent possessorship from occurring in the
future by removing some of the issues that cause or encourage possessorship; for
example, role confusion and mistrust of other professions (CIHC, 2010). Along with
the prevention of possessorship, international experience and research strongly indicates
that developing New Zealand palliative care services into an interprofessional education
and collaborative practice environment would improve service delivery and benefit
everyone involved; health professionals, patients, and their families (Dewar, 2000;
Herbert, 2005; Prins, 2010; Zwarenstein et al., 2009). This can happen through further
interprofessional education programmes within the palliative care community,
expanding on the interprofessional education now being offered, and through palliative
care working with other education facilities, particularly those offering palliative care
related education. Further benefits of an interprofessional education and collaborative
practice environment include: the continuous process of collaboration and a
collaborative environment, improved workplace practices and productivity; increased
patient satisfaction; improved patient outcomes; raised staff morale; decreased tension

and conflict; reduced health care costs; and evokes a true patient/family centred ethic in
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practice (Cuff, 2013; Suter et al., 2012; Thannhauser et al., 2010; WHO & Health
Professions Network Nursing and Midwifery Office: Department of Human Resources

for Health, 2010; Zwarenstein et al., 2009).

Moving to an interprofessional collaborative practice environment will require effort
and support in the form of education, commitment, and resolve, from both individual
health professionals and at organisational levels. Interestingly, during the time of this
research being undertaken, the transition to interprofessional education in New Zealand
palliative care has already begun with some interprofessional education programmes
developed and delivered (MacLeod & Egan, 2007). Examples are the collaboration
between Hospice New Zealand and gerontology services to produce the Fundamentals
of Palliative Care education programme (Morgan, MacLeod, & Schumacher, 2015) and
the Foundations of Spiritual Care education programme (Morgan, MacLeod,
Schumacher, & Egan, 2015). Aside from increased knowledge on spirituality for health
professionals, evaluation of the interprofessional education, the Foundations of Spiritual
Care programme has shown benefits to the team that include increased confidence,
increased collegiality, positive team building and relationships, and the development of

a common language (MacLeod, 2016).

Should this second recommendation be adopted, it is still expected that, for some,
change will be challenging. Recognising that the delivery of palliative care can be, and
perhaps needs to be, improved may be threatening to health professionals who have
dedicated their careers to caring for patients who are palliative, believing that the care
provided is already of a high standard. A few health professionals may resist change

altogether (Obholzer & Roberts, 2011; Sargent, 2009), which could lead to an increased
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possessorship of this area of health care practice and their own role within. Beginning
with palliative care, role modelling interprofessional collaborative practice will change
work cultures and draw in others (Thistlethwaite, 2012). If changes are made soon,
palliative care can potentially lead the way for interprofessional collaborative practice in
many areas of health care (Prins, 2010). Conversely, if changes are not made soon,
palliative care may be left behind, as other areas of health care move forward into

interprofessional collaborative practice.

Summary

The data clearly indicate that moment-in-time collaboration is occurring, being strongly
facilitated by Sharing Time, as health professionals aim to provide optimal care for
palliative patients. There are similarities and links to literature but the theory of Sharing
Time, not being previously identified, adds to the current body of knowledge. Sharing
Time helps practice by facilitating moment-in-time collaboration and managing the
main concern of possessorship. Also added to the current body of knowledge is that
health professionals in palliative care are working within a middle ground of a
continuum. Having reciprocity with Sharing Time, the amount of time shared facilitates
collaboration and manages possessorship. This middle ground neither wastes time nor

spends so little time that collaboration cannot occur.

Sharing is significant as the theory of Sharing Time also facilitates further sharing of
other tangible or intangible commodities held by one but needed by another to provide
what is considered as optimal palliative care. While there are potential barriers to, and
influences on, collaboration in palliative care, such as the structure of the team, role
confusion, and possessorship, Sharing Time is the way health professionals manage

these barriers and influences to facilitate collaboration. Collaboration in turn, when it
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occurs, encourages further Sharing of Time. Regardless of the many positive aspects of
the theory of Sharing Time, there are further recommendations for practice that can be

made.

Time itself is an identified factor that influences collaboration as participants described
the need to Share Time but not waste time, particularly as it is recognised that health
professionals are busy in their work day. Time can be saved through Sharing Time,
regardless of the individual health professional’s responsibilities and role within the
team. Sharing Time can be used by both individuals and organisations. While Sharing
Time has many positive benefits, it is important that consideration is given toward an
interprofessional collaborative environment should palliative care providers decide to
follow WHO et al. (2010) recommendations. To close, the following chapter will
consider the methodological advantages and disadvantages; specifically, what worked
and what did not from the researcher’s perspective. The chapter will also look at what

benefit was gained from using this methodology to examine the area of interest.
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Chapter Seven: Methodological Considerations &
Opportunities

Introduction

To conclude this thesis, methodological strengths and limitations of this research will be
examined beginning with the mix of health profession participants. This section will
also include discussion on the exclusion criteria and location of the research. Following
this is a discussion on opportunities for further research, concluding with a final

summary.

Methodological Considerations

As many participants in this research were registered nurses, there is potential for the
study to have minimised the voice of other health professions working in palliative care
within the theory. However, this limitation may have minimal effect on the proposed
explanation of facilitating collaboration by Sharing Time for the following reasons.
Firstly, an argument can be made that this is representative of hospice and palliative
care services in New Zealand; there is a higher proportion of nursing professionals than
any other profession. In 2012, there were 1432 nurses who reported that palliative care
was one of their practice areas. Of these, 914 nurses listed palliative care as their main
practice or employment setting. This contrasts with a 2010 survey by the Medical
Council of New Zealand that reported 84 doctors who indicated they were working in
palliative medicine. Of these, 54 said palliative medicine was their main work type
(Palliative Care Council of New Zealand, 2013). Secondly, applying grounded theory
methodology (Glaser, 1998; Glaser & Strauss, 1967) meant that data were abstracted
and conceptualised, resulting in a proposed explanation of a group social process used

by participants to manage a main concern.
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The criterion which excluded participants with less than five years’ experience working
in palliative care is another potential limitation. The five-year limit was intended to
capture health professional participants experienced in palliative care, but choosing a
number becomes irrelevant if further detail is not addressed; for example, whether the
health professional has worked in palliative care full time or part time for five years.
The need to be more explicit was not understood by the researcher until participant
recruitment and data analysis were underway. Therefore, health professionals who may
have valuable insight and experience to contribute to the data, but did not meet the
timeframe required, were excluded. Lowering the criteria to two or three years’

experience would have allowed for increased recruitment.

The geographic location for participant recruitment in this study, the North Island of
New Zealand, may be a limitation. As there were only 37 specialist palliative care
providers nationally at the time this research was undertaken, there will always be
national limitations. How collaboration is facilitated and the main concern of
possessorship may differ internationally, due to differences in culture and health
systems, which includes how palliative care is delivered. Regardless, this research
investigated palliative care delivery in a uniquely diverse country. The abstraction that
occurs as part of Glaserian grounded theory removes the spatial and site differences and
is a strength of the methodology. Only further research will indicate if this theory is

modifiable and relevant internationally.

The final limitation to be considered is the lack of patient voice when inclusion of

patients had originally been planned. As discussed in Chapter Four, the original
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rationale to include patients as participants was due to the researcher’s belief that the
patient is part of the team. How this limitation may be addressed is discussed as

opportunities for further research below.

Opportunities for Further Research

There are opportunities for further research resulting from this study. Acknowledging
that health professionals can choose to share time in other ways, such as socially, there
is an opportunity to discover whether Sharing Time can be modified with data from the
social context unrelated to the work of palliative care and patient care. Another
opportunity is to investigate whether Sharing Time can be modified to be relevant to

other non-palliative health care areas or in non-healthcare social situations.

Another area worthy of investigation is the meaning of time to health professionals
working in palliative care in New Zealand, and the influence, if any, of the patient
having a short time to live on health professionals. This research could investigate if

and how the meaning of time to the health professional influences clinical practice.

As discussed in Chapter Four, the area of interest for the current research was found to
be challenging when wanting to include patient participation. Another opportunity for
further research, therefore, would be to ask what the patients’ main concern is when
receiving palliative care, and how they manage that. There is also an opportunity to ask
patients their main concern of collaboration in health care, rather than specifying

palliative care.

An opportunity for further research is to ask the same question to those providing

primary palliative care, to examine if the theory of Sharing Time is modifiable to the
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wider palliative care health professional community. Finally, there is an opportunity to
study Sharing Time as a means of conflict resolution because of its relationship to

purposeful connecting and finding common ground, which includes negotiating.

Overall, there is an opportunity for further research into interprofessional collaboration
and palliative care in New Zealand, particularly if the recommendation to move to an
interprofessional collaborative practice culture is adopted. Much of the literature to date
is international, which does not take into consideration differences in the New Zealand
culture and health care delivery systems, although this is beginning to change as more
New Zealand researchers are investigating interprofessional collaboration both in

practice and within education curricula.

Summary

This final summary reminds the reader that the theory of Sharing Time, previously
unidentified, occurs within a middle-ground, also previously unidentified, adding to the
body of knowledge on how health professionals in the palliative care arena in New
Zealand are currently collaborating in moments-in-time to manage their main concern.
This main concern of possessorship, again previously unidentified, further adds to the
body of knowledge. Awareness of Sharing Time will support health professionals in
their need to collaborate, to meet the needs of patients and improve patient care at the
bedside. Should palliative care organisations choose to move to a more continuous
interprofessional collaborative model of practice, this transition will be supported by the
awareness of Sharing Time, as health professionals will have been practiced at

collaboration, albeit in moment-in-time collaboration rather than continuous.
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As has been shown, this research study, culminating in the theory of Sharing Time, has
both methodological strengths and limitations. Strengths include the rigour of the
method itself with fit, workability, and the potential for this theory to be modifiable, as
discussed in Chapter Four. Potential limitations include the mix of health professionals,
the exclusion criteria of less than five years’ experience, location of the research, and no
patient voice. Moving forward, there are opportunities for further research that stem
from this original study. One opportunity is to investigate whether the theory of
Sharing Time is relevant to the wider health care arena in general. A second opportunity
is to investigate whether the theory of Sharing Time will continue to be relevant if

interprofessional practice, as recommended by the WHO, develops further.
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Glossary of Terms

Health Professionals: Nurses, doctors, social workers, paid health care assistants or
any other health care employee who works with palliative patients regardless of age,

ethnicity or race.

Hospice: Hospice is not only a building; it is a philosophy of care. The goal of hospice
care is to help people with life-limiting and life-threatening conditions make the most of
their lives by providing high quality palliative and supportive care

(Palliative Care Council of New Zealand et al., 2012b). For the purposes of this
research the terms hospice and palliative care will be used interchangeably unless

otherwise specified.

Interprofessional Collaboration: A partnership between a team of health providers
and a patient in a participatory, collaborative, and coordinated approach to shared
decision-making around health and social issues (Canadian Interprofessional Health

Collaborative, 2010).

Palliative Approach: A palliative approach embraces the World Health Organisation
definition of palliative care. It incorporates a positive and open attitude toward death
and dying by all service providers working with patients and their families and respects
the wishes of patients in relation to their treatment and care (Palliative Care Council of

New Zealand et al., 2012b).

Palliative Care: An approach that improves the quality of life of patients and their

families facing the problems associated with life-limiting or life-threatening conditions,
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through the prevention and relief of suffering by means of early identification and
impeccable assessment and treatment of pain and other problems, physical,
psychological and spiritual. Palliative care:
e provides relief from pain and other distressing symptoms;
e affirms life and regards dying as a normal process;
¢ intends neither to hasten nor postpone death;
® integrates the psychological and spiritual aspects of patient care;
e offers a support system to help patients live as actively as possible until
death;
e offers a support system to help the family cope during the patient’s
illness and in their own bereavement;
e uses a team approach to address the needs of patients and their families,
including bereavement counselling, if indicated;
¢ enhances quality of life and may also positively influence the course of
illness;
® is applicable early in the course of illness, in conjunction with other
therapies that are intended to prolong life, such as chemotherapy or
radiation therapy, and includes those investigations needed to better
understand and manage distressing clinical symptoms (World Health

Organisation, 2014).

Patient: Someone with a life-limiting palliative diagnosis who is receiving a palliative
health care service.
Primary Palliative Care: Palliative care that is provided by all healthcare

professionals or organisations that deliver palliative care as a component of their
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service, but their substantive work is not in the care of people who are dying. For
example, general practice teams, Maori health providers, allied health teams, district

nurses and residential care staff.

Specialist palliative care: Care that is “provided by those who have undergone specific
training and/or accreditation in palliative care/medicine, working in the context of an
expert interdisciplinary team of palliative care health professionals™ (Palliative Care

Subcommittee New Zealand Cancer Treatment Working Party, 2007, p. 2).

Sharing Time: The mechanism whereby health professionals purposefully make time,
take time, or find time in their work day, to connect with other health professionals and

discover common ground while sharing.
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Appendix A: Health and Disability Ethics Approvals
~ Health

' and

. EDi?‘egbility

i Ctor:1crsnittees

Multi-region Ethics Committee Ministry of Health
No. 1 The Terrace

PO Box 5013

Wellington 6145

Phone (04) 816 2403

(04) 816 2646

Fax (04) 496 2343

Email: multiregion_ethicscommittee @moh.govt.nz

25 November 2011
Amended 28 November 2011
Ms Christine McDonald

12 Reuben Place

Nawton
Hamilton 3200

Dear Ms McDonald —

Ethics ref: MEC/11/EXP/123 (please quote in all correspondence)

Study title: Collaborative practice in palliative care: A grounded theory study

This expedited study was given ethical approval by the Chairperson of the Multi-region Ethics
Committee on 25th November 2011.

Approved Documents
"JCompleted National Application Form
"1Signed Part 4 declaration dated 28 October 2011

"1Signed Locality Assessment dated 27 October 2011 for North Shore Hospital
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"I1Signed Locality Assessment dated 20 October 2011 for Waipuna Hospice, Tauranga

1Signed Locality Assessment dated 2 November 2011 for Eastern Bays Hospice - Dove

House, Auckland

[JConsent Form - Version 1, 28 October 2011

JParticipant Information Sheet for Health Professionals - Version 1, 10 October 2011

[JParticipant Information Sheet for Patients - Version 1, 10 October 2011

"JEvidence of Maori Consultation - Letter dated 21 September 2011 signed by Koroneihana Cooper

"I Typist Confidentiality Agreement - Version 1 dated 10 October 2011

This approval is valid until 25th November 2013, provided that Annual Progress Reports are
submitted (see below).

Annual Progress Reports and Final Reports

The first Annual Progress Report for this study is due on the 25th November 2012. The Annual
Report Form is available at www.ethicscommittees.health.govt.nz. Please note that if you do not
provide a progress report by this date, ethical approval may be withdrawn.

Final Report is also required at the conclusion of the study. The Final Report Form is also available
at www.ethicscommittees.health.govt.nz.

We wish you all the best with your study.

Please do not hesitate to contact me should you have any queries.

Yours sincerely

Laura Jayne Burlison

Administrator

Multi-Region Ethics Committee

Email: Multiregion ethicscommittee @ MOH.govt.nz
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08 January 2013

Ms Christine McDonald
12 Reuben Place
Nawton, Hamilton 3200

Dear Ms McDonald
Re: Ethics ref: MEC/11/EXP/123
Study title: Collaborative practice in palliative care: A grounded theory study

This letter is to confirm receipt of the annual progress report for this study, submitted on 7 January
2013. HDEC approval for the study is re-confirmed for the period 7 January 2013 to 7 January 2014.

The Northern B Health and Disability Ethics Committee will be in contact with you within 15 days of this
date if it requires further information on any matter relating to this annual progress report, or if it wishes
to reconsider its approval for the study. In the absence of such contact you should assume that the
annual progress report has been accepted and approved without comment. No separate letter will be
sent confirming this.

Please don'’t hesitate to contact us for further information.

Yours sincerely,

X

\Se

Awhina Rangiwai

Administrator

Health and Disability Ethics Committees
hdecs@moh.govt.nz
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24 January 2014

Ms Christine McDonald
12 Reuben Place
Nawton

Hamilton 3200

Dear Ms McDonald

Re Ethics ref:  MECAVEXP/123/AMO2
Study title: Collaborative practice in palliative care: A grounded theory study

This letter is to confirm approval of the annual progress report for this study, reviewed by
the Chairperson of the Northern B Health and Disability Ethics Committeo on 23 January
2014, Existing approval remains valid,

Your next progress report s due by 8 January 2015,

Please don't hesitate to contact us for further information,

Yours sinceroly,
Kﬂ /}'4'-’(('

Mrs Raewyn Sporie
Chairperson
Northem B Health and Disability Ethics Committee

Encl:  appendix A:  documents submitted

O« MECHIREXPI2D « Progress Report Approved = 24 Janumy 2014
[
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g Committees necsiman. govt nz
26 May 2016

Ms Christine McDonald
12 Reuben Place
MNawton, Hamilion 3200

Dear Ms McDonald

Re:  Ethics ref: MECH1/EXP/123/AMO3
Study title: Collaborative practice in palliative care: A grounded theory study

Thisg letter is to confirn approval of the annual progress report for this study, reviewed by
the Chairperszon of the Northem B Health and Disability Ethics Committee on 24 May
2016. Existing approval remains valid.

Your next progress report is due by T January 2017.

Please don't hesitate to contact us for further information.

Yours sincerely,
X
WISl fy e e

Kate OFConnor
Chairperson
MNorthem B Health and Disability Ethice Committee

End: appendixA: documents submitied
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Appendix B: AUTEC Ethics Approvals

AU}

UNIVERSITY

TE WANANGA ARONUI O TAMAKI MAKAU RAU

MEMORANDUM

Auckland University of Technology Ethics Committee (AUTEC)

To: Antoinette McCallin

From: Dr Rosemary Godbold Executive Secretary, AUTEC

Date: 8 February 2012

Subject: Ethics Application Number 11/334 Collaborative practice in palliative care: A

grounded theory study.

Dear Antoinette

Thank you for providing written evidence as requested. I am pleased to advise that it satisfies the
points raised by a subcommittee of the Auckland University of Technology Ethics Committee
(AUTEC) and I have approved your ethics application. This delegated approval is made in
accordance with section 5.3.2.3 of AUTEC’s Applying for Ethics Approval: Guidelines and
Procedures and is subject to endorsement at AUTEC’s meeting on 27 February 2012 .

Your ethics application is approved for a period of three years until 8 February 2015.

I advise that as part of the ethics approval process, you are required to submit the following to
AUTEC:

A brief annual progress report using form EA2, which is available online through
http://www.aut.ac.nz/research/research-ethics/ethics. When necessary this form may also be used
to request an extension of the approval at least one month prior to its expiry on 8 February 2015;
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A brief report on the status of the project using form EA3, which is available online through
http://www.aut.ac.nz/research/research-ethics/ethics. This report is to be submitted either when the
approval expires on 8 February 2015 or on completion of the project, whichever comes sooner;

It is a condition of approval that AUTEC is notified of any adverse events or if the research does
not commence. AUTEC approval needs to be sought for any alteration to the research, including
any alteration of or addition to any documents that are provided to participants. You are reminded
that, as applicant, you are responsible for ensuring that research undertaken under this approval
occurs within the parameters outlined in the approved application.

Please note that AUTEC grants ethical approval only. If you require management approval from
an institution or organisation for your research, then you will need to make the arrangements
necessary to obtain this.

To enable us to provide you with efficient service, we ask that you use the application number and
study title in all written and verbal correspondence with us. Should you have any further enquiries
regarding this matter, you are welcome to contact me by email at ethics @aut.ac.nz or by telephone
on 921 9999 at extension 6902. Alternatively you may contact your AUTEC Faculty
Representative (a list with contact details may be found in the Ethics Knowledge Base at
http://www.aut.ac.nz/research/research-ethics/ethics).

On behalf of AUTEC and myself, I wish you success with your research and look forward to
reading about it in your reports.

Yours sincerely

Dr Rosemary Godbold
Executive Secretary
Auckland University of Technology Ethics Committee

Cc: Christine McDonald cmcdonald @xtra.co.nz
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7 April 2014

Marion Jones
Faculty of Health and Environmental Sciences

Dear Marion
Ethics Application:  11/334 Collaborative practice in palliative care: A grounded theory study.

At their meeting of 31 March 2014, the Auckland University of Technology Ethics Committee
(AUTEQC) received the report on your ethics application. AUTEC noted your report and asked me
to thank you.

When communicating with us about this application, we ask that you use the application number
and study title to enable us to provide you with prompt service. Should you have any further
enquiries regarding this matter, you are welcome to contact me by email at ethics @aut.ac.nz or by
telephone on 921 9999 at extension 6902.

On behalf of AUTEC, I congratulate the researchers on the project and look forward to reading
more about it in future reports.

Yours sincerely
KOS e

Kate O’Connor
Executive Secretary
Auckland University of Technology Ethics Committee

Cc: Christine McDonald cmcdonald @xtra.co.nz
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Appendix C: Safety Protocol

Researcher Safety Protocol

It is expected that risk to the researcher is minimal as the researcher is an experienced palliative
care nurse who has knowledge of and experience in recognising patient and family stressors that

can occur near the end of life.

To maintain safety and minimise risk when the researcher is conducting interviews in a participants

home the following will occur:

1. All visits will occur in daylight hours

2. The researcher will carry a fully charged mobile telephone

3. The researcher will dress in appropriate business attire and wear a name tag identifying
her as a doctoral student researcher.

4. The primary supervisor will be kept informed of travel plans and interviewing schedules
including the name of person being interviewed, time of interview and location of
interview (i.e. participant’s address).

5. The researcher’s family will be made aware of travel plans and planned time of return. The
researcher’s family will also be given a contact number for the primary supervisor in case
there are any concerns. To maintain confidentiality, family members will not be given
names of research participants or the location of the interview (i.e. participant’s address).

6. Should the researcher feel concerned about her physical safety at any time, she will excuse
herself and leave immediately regardless of whether the interview has been concluded or

not.
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Appendix D: Cultural Support Letter

ey DAY COI/,V telephone 07 850 1260
&Q‘ » fax 07 859 1200

$ & .

3 j
PO Box 326
Wakato Mail Centre
Hamilton 3240

H Koroneihana Cooper QSM, JP
Osplce Waikato Police District Kaumatua www.hospicewalkato,org.nz
Mobilo: 027 239 7562 ) 0800 HOSPICE (0800 467 742)

waikato

Prowsy sopoted by

@LLAGHFR

21 September 2011

To whom it may concern,

He Maunga rongo
Ki runga te mata ote whenua
He Whakaaro pai ki nga tangata Katoa

| am happy to support Christine McDonald's research for her doctoral studies
and act as the Cultural Advisor. | am comfortable that the grounded theory
methodology doesn't trespass culturally, as the concerns are asked from the
participants point of view to obtain a group perspective.

The nature of how this research is going to be conducted is appropriate.

Regards,

K (:M/ .
Koroneihana Cooper
Kaumatua
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Appendix E: Health Professional Information Sheet
Participant Information Sheet &[ﬂ]ﬁ

For Health Professionals

Date Information Sheet Produced: 30 September 2011
Project Title: Collaborative practice in palliative care
An Invitation

My name is Christine McDonald. I am undertaking a research study as part of the Doctor of Health
Science programme at Auckland University of Technology (AUT). I want to look at how health
professionals and patients collaborate (work together) in hospice/palliative care. 1am inviting you
to participate in this study.

Your participation is voluntary. You may change your mind at any stage prior to all of the
information being collected from participants. Once all of the information (data) is collected and
analysed it will not be possible to recognise and remove individual people’s information.

What is the purpose of this research?

Current knowledge of collaborative practice in hospice/palliative care is limited. Along with adding
to the current knowledge, the explanations proposed in this study will be helpful to assist with the
collaboration of health services for hospice/palliative patients in New Zealand. It may also
contribute to the education of health professionals.

How was I identified and why am I being invited to participate in this research?

You have been identified and invited to participate in the research study because you are a health
professional with over 5 years’ experience working in hospice/palliative care. You are over 18
years of age and speak conversational English.

What will happen in this research?

I will make an appointment to visit with you at a place of your choosing to explain the study and
confirm that you are willing to participate. You will be interviewed for up to one hour to find out
what you understand about collaborative practice and any experiences you may have had. The
information from your interview will be merged with the interviews of other participants to obtain a
group perspective. This group perspective will then be used to produce an explanation of what is
happening

With your agreement, the interview will be taped to ensure accuracy. The tape recording will be
transcribed (typed up word-for-word) and the information will be examined and used to contribute
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to the research findings. I may also make some hand written notes during the interview to help me
remember what we are discussing if that is acceptable to you.

A second voluntary interview may be requested from you to help clarify the information collected.
If a second interview is requested, I will contact you to make another appointment to visit.
Therefore, the maximum number of interview visits for this study will be two and the maximum
time of involvement will be up to 90 minutes (1 ¥2 hours).

What are the discomforts and risks?

A potential discomfort is the length of the interview. You may also become upset in recalling your
participation in the care of a hospice/palliative patient

How will these discomforts and risks be alleviated?

You can decide to stop at any time during the interview. If, for any reason, you are unable to talk
for the time required for me to obtain information for this study, another convenient time will be
agreed upon to finish the interview, if you wish to continue. If you feel upset, you may want to talk
with a colleague about whatever is upsetting you. At your request I can make the initial telephone
call on your behalf to whomever you would like to talk to.

What are the benefits?

If you choose to participate you will not receive any advantages or financial rewards. Neither will
you be disadvantaged in any way if you decide not to participate or if you change your mind and
withdraw from the study. While there is no direct benefit to you, your participation may influence
how collaboration occurs and may affect future care of hospice/palliative patients.

How will my privacy be protected?

You will not be identifiable by name and the research results will be a consolidation of all of the
participant’s information rather than individual information. You may choose a false name if you
wish for the interview data. The audiotapes will be destroyed at the end of the study. Transcribed
information will be stored electronically on disc for 10 years after the study has finished. This disc
will be kept in a secure locked cabinet.

What are the costs of participating in this research?
The cost of participating in this research is the time required for the interview(s).
What opportunity do I have to consider this invitation?

Following initial contact you may take up to one week to consider your involvement, or longer by
negotiation.

How do I agree to participate in this research?



Page 1214

You will need to sign a consent form that will be given to you when you feel you have completely
understood your participation in the project and all your questions have been satisfactorily
answered.

Will I receive feedback on the results of this research?

Final results from this research will not be available for approximately two to three years following
the interview. However, if you wish, you will be sent a preliminary summary of the findings after
the first phase of the study is complete. You may also request a copy of the transcript of the
interview to keep.

What do I do if I have concerns about this research?

Any concerns regarding the nature of this project should be notified in the first instance to the
Project Supervisors,

Associate Professor Antoinette McCallin, antoinette.mccallin @aut.ac.nz or phone (09) 921 9999
extension 7884 or Professor Rod MacLeod, rd.macleod @auckland.ac.nz or phone (09) 373 7599
extension 86082

Concerns regarding the conduct of the research should be notified to the Executive Secretary,
Multi-Region Health and Disability Ethics Committee, Telephone (04) 470 0655

Email: multiregion_ethicscommittee @moh.govt.nz
‘Whom do I contact for further information about this research?
Researcher Contact Details:

Christine McDonald, cmcdonald @xtra.co.nz or phone 027 464 8333

Project Supervisor Contact Details:

Associate Professor Antoinette McCallin, antoinette.mccallin@aut.ac.nz or phone 09 921 9999
extension 7884

Professor Rod MacLeod, rd.macleod @auckland.ac.nz or phone 09 373 7599 extension 86082

Approved by the Multi-Regional Health and Disability Ethics Committee on 25 November, 2011,
AUTEC Reference number 11/334
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Approval for further contact
I am interested in the research study described on this participant information sheet and agree to having the
researcher (Christine McDonald) contact me directly to explain the study further and answer any questions |
may have.

This form is to help with communication between myself and Christine. Giving approval for further contact
does not obligate me to take part in the study.

If | do decide to take part in the research study | will sign a separate consent form. This contact form will be
destroyed when the study is completed after | (or my nominated person) have been sent a summary of the

study findings. If | decide not to participate in the research study this form will be destroyed immediately and
my personal details will not be kept.

Preferred means of contact e.g. telephone call, letter, through another family member (state name and
contact details if different)
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Appendix F: Patient Information Sheet
Participant Information Sheet &[ﬂ]'ﬁ'

UNIVERSITY
T2 WANANGA ARONUI O TAMAK| SAXAL RAU

For Patients

Date Information Sheet Produced: 30 September 2011
Project Title: Collaborative practice in palliative care
An Invitation

My name is Christine McDonald. I am undertaking a research study as part of the Doctor of Health
Science programme at Auckland University of Technology (AUT). I want to look at how health
professionals and patients collaborate (work together) in hospice/palliative care. 1am inviting you
to participate in this study.

Your participation is voluntary. You may change your mind at any stage prior to all of the
information being collected from participants. Once all of the information (data) is collected and
analysed it will not be possible to recognise and remove individual people’s information.

What is the purpose of this research?

Current knowledge of collaborative practice in hospice/palliative care is limited. Along with adding
to the current knowledge, the findings of this study will be helpful to assist with the collaboration of
health services for hospice/palliative patients in New Zealand. It may also contribute to the
education of health professionals.

How was I identified and why am I being invited to participate in this research?

You have been identified and invited to participate in the research study because you have a
palliative diagnosis. You have had experience of hospice/palliative care in both community and in-
patient settings. You can speak English well enough to hold a conversation. You are over 18 years
of age.

What will happen in this research?

I will make an appointment to visit with you at a place of your choosing to explain the study and
confirm that you are still willing to participate. You will be interviewed for up to one hour to find
out what you understand about collaborative practice and any experiences you may have had. The
information from your interview will be merged with the interviews of other participants to obtain a
group perspective. This group perspective will then be used to produce an explanation of what is
happening
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With your agreement, the interview will be taped to ensure accuracy. The tape recording will be
transcribed (typed up word-for-word) and the information will be examined and used to contribute
to the research findings. I may also make some hand written notes during the interview to help me
remember what we are discussing if that is acceptable to you.

A second voluntary interview may be requested from you to help clarify the information collected.
If a second interview is requested, I will contact you to make another appointment to visit. If the
first interview was divided into two shorter portions the maximum number of interview visits for
this study will be three and the maximum time of involvement will be 90 minutes (1 ¥2 hours).

What are the discomforts and risks?

A potential discomfort is the length of the interview which you may find tiring. You may also
become upset in recalling the care that you received as a hospice/palliative patient.

How will these discomforts and risks be alleviated?

If, for any reason, you are unable to talk for the time required for me to obtain information for this
study because you get tired, you may elect to have two shorter interviews of 20 to 30 minutes. You
can decide to stop at any time during the interview and another convenient time will be agreed upon
to finish the interview, if you wish to continue. You may want to talk with a family/whanau
member or a hospice staff member about whatever is upsetting you. You will also be given the
telephone number of the patient advocacy service. At your request I can make the initial telephone
call on your behalf to whomever you would like to talk to.

What are the benefits?

If you choose to participate you will not receive any advantages in the care you receive or financial
rewards. Neither will you be disadvantaged in any way if you decide not to participate or if you
change your mind and withdraw from the study. While there is no direct benefit to you, your
participation may influence how collaboration occurs and may affect future care of
hospice/palliative patients.

How will my privacy be protected?

You will not be identifiable by name and the research results will be a consolidation of all of the
participant’s information rather than individual information. You may choose a false name if you
wish for the interview data. The audiotapes will be destroyed at the end of the study. Transcribed
information will be stored electronically on disc for 10 years after the study has finished. This disc
will be kept in a secure locked cabinet.

What are the costs of participating in this research?
The cost of participating in this research is the time required for the interview(s).

What opportunity do I have to consider this invitation?
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Following initial contact you may take up to one week to consider your involvement, or longer by
negotiation if you wish to consult with family/whanau.

How do I agree to participate in this research?

You will need to sign a consent form that will be given to you when you feel you have completely
understood your participation in the project and all your questions have been satisfactorily
answered.

Will I receive feedback on the results of this research?

Final results from this research will not be available for approximately 2 — 3 years following the
interview. However, if you wish, you will be sent a preliminary summary of the findings after the
first phase of the study is complete. You may also request a copy of the transcript of the interview
to keep.

What do I do if I have concerns about this research?

Any concerns regarding the nature of this project should be notified in the first instance to the
Project Supervisors,

Associate Professor Antoinette McCallin, antoinette.mccallin@aut.ac.nz or phone (09) 921 9999 extension 7884 or
Professor Rod MacLeod, rd.macleod @auckland.ac.nz or phone (09) 373 7599 extension 86082

Concerns regarding the conduct of the research should be notified to the Executive Secretary, Multi-Region Health and

Disability Ethics Committee, Telephone (04) 470 0655
Email: multiregion_ethicscommittee @ moh.govt.nz

‘Whom do I contact for further information about this research?

Researcher Contact Details:

Christine McDonald, cmcdonald @xtra.co.nz or phone 027 464 8333

Project Supervisor Contact Details:

Associate Professor Antoinette McCallin, antoinette.mccallin@aut.ac.nz or phone 921 9999
extension 7884

Professor Rod MacLeod, rd.macleod @auckland.ac.nz or phone 09 3737599 extension 86082

Approved by the Multi-Regional Health and Disability Ethics Committee on 25 November, 2011, AUTEC
Reference number 11/334
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Approval for further contact

| am interested in the research study described on this participant information sheet and agree to having the
researcher (Christine McDonald) contact me directly to explain the study further and answer any questions |
may have.

This form is to help with communication between myself and Christine. Giving approval for further contact
does not mean | have to take part in the study.

If I do decide to take part in the research study | will sign a separate consent form. This contact form will be
destroyed when the study is completed after | (or my nominated person) have been sent a summary of the

study findings. If | decide not to participate in the research study this form will be destroyed immediately and
my personal details will not be kept.

Preferred means of contact e.g. telephone call, letter, through another family member (state name and
contact details if different)
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Appendix G: Consent Form

AU

Consent Form UNIVERSITY

uuuuuuuuuuuuuuuuuuuuuuuuuuuuuu

Project title: Collaborative Practice in Palliative Care
Project Supervisors: Associate Professor Antoinette McCallin
Professor Rod MacLeod

Researcher: Christine McDonald

O | have read and understood the information provided about this research project in the Information
Sheet dated August 30, 2011

O | have had an opportunity to ask questions and to have them answered.

O | understand that notes will be taken during the interviews.

O | agree for the interview to be audiotaped and transcribed:  YesO NoO

O | wish to receive a copy of the transcript: YesO NoO

O | understand that | may withdraw myself or any information that | have provided for this project at any

time prior to completion of data collection, without being disadvantaged in any way.

O If I withdraw, | understand that all relevant information including tapes and transcripts, or parts thereof,
will be destroyed.

O | have been allowed sufficient time to discuss this project with family/whanau BEFORE SIGNING THE
CONSENT FORM (where applicable).

O | agree to take part in this research.

O | wish to receive a summary of the findings from the research (please tick one): YesO NoO

Date:
Approved by the Multi-Region Health and Disability Ethics Committee on 25 November, 2011

AUTEC Reference number 11/334
Note: The Participant should retain a copy of this form.
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Appendix H: Potential Interview Questions

Potential interview questions

Interview questions may include:

Perhaps we might begin with you talking about your impressions of collaboration and how it

occurs in palliative care....

That is interesting. Can you tell me more...?

Can you describe any situations where you have worked collaboratively perhaps with
colleagues and/or patients and their families? What happened? Can you tell me more about
that please?

What are some of the problems that come up when you are working collaboratively?

What would be your main concern of working collaboratively with colleagues and/or patients

and their families?

As the interview progresses and once the main concern is identified along with key concepts,

questions may be asked about

o the causes of collaboration,

o the conditions it occurs under,

o theinteractions that take place during collaboration, and
o the consequences of collaboration (Glaser, 1998).

General questions to promote discussion may include:

Can you tell me more about...?
So, you are saying...?
Why did you do that?

What do you think was going on there?



Page 1222

Appendix I: Memo example September 2013

Commonalities within first nine interviews show it’s about people and how people act whether in
communicating, their relationships or whatever. This seems pretty obvious and not a unique finding by any
means.

Can the problem be people management in all forms whether managing ourselves or managing others and
the solution collaboration?

What is the main concern of health professionals working collaboratively (with colleagues and patients) in
palliative care and how do they manage that?

Using their words to answer the question ....

The main problem is individualising. The solution is harnessing. Sub-contexts are communication,
relationships, culture, integrating and adjusting.

Cﬁ / Communication
INDIVIDUALISING
P —
Relationships

Adjusting SN pe— integrating

E <«
HARNESSINGD Relationships

Culture Communicating

Culture, communication and relationships when done poorly can all have a “negative” impact and support
the problem of individualising. When done well they can all have an impact and assist harnessing to occur.
In turn harnessing ensures that the culture is amenable to working together, that communication is good and
relationships good between people and organisations.

Adjusting and integrating are necessary steps to move from individualising to harnessing.



Appendix J: Emerging main concerns

Communication

Resource limitations
Individualizing

People management (managing others/managing self)
Failure to communicate
Information imbalance

Forsaking

Needing to know/ lack of knowing
Information insufficiency
Retaining information

Lack of sharing

Silos

Barriers

Confronting Barriers

Possessorship
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Appendix K: Emergence of Possible Core Categories

Potential core category in chronological

Sub-core categories/ categories /properties

order

Goal sharing Relating Talking
Meeting

People management Adjusting integrating Relationships
Culture Communication
Resourcing

Harnessing Adjusting integrating Relationships
Culture Communication

Cementing relationships Relating Communicating
Talking Meeting
Role clarification

Purposeful connecting Relating Adjusting
Communicating

Information balance Share Role complexity
Communication Relationships

Opportunising —making/taking Purposeful connecting relating
Communicating
Role complexity Resourcing

Seeking Relating Communicating
Clarifying Personalising

Opportunising Purposeful connecting Regaining
Relating Communicating
Goal sharing Seeking
Communication Relating
Role clarifying

Purposeful connecting Communicating Relating
Knowing Trusting
Sharing Informing
Talking Meeting

Bridging

Communicating — informing / talking / meeting
Relating — role clarifying / sharing / making time

Finding Common Ground

Communicating — informing / talking / meeting
Relating — role clarifying / sharing / making time

Relating — communicating / role clarifying
Participating — making time / purposeful connecting

Purposeful connecting — communicating / informing
Participating — making time / relating

Purposeful connecting — communicating/ relating
Making/taking time — participating / negotiating

Finding Time Purposeful connecting — communicating / relating
Finding Common Ground — participating / negotiating

Spending Time Purposeful connecting — communicating / relating
Finding common ground — participating / negotiating

Sharing Time Purposeful connecting — communicating / relating

Finding common ground — participating / negotiating




Appendix L: Emerging theory (January 2015)
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Theoretical Code Core Category Sub-core categories | Categories Properties
FINDING COMMON BRIDGING Relating Communicating Informing - telling , educating,
GROUND writing, asking, seeking, finding,
. (Theory of) accessing

(theoretical code) . Talking - phoning, calling, chatting,

. “structupng speaking, conversing, listening
This occurs constant.ly connections” Meeting - visiting, pop-in, seeing,
when health professionals gathering
collaborate

Role clarifying Trusting - feel safe, respecting,

Common ground is Main concern: valuing, confidence, faith
necessary to stabilise the Understanding - awareness,
bridge. Without common | STLOS recognising, knowing
ground the bridge cannot o ) Adjusting - changing, placating, re-
be built. If common Thls is the prime framing
ground is removed from a 1ssufe Olﬁ heallth

o professionals
Eﬁggz LILS éarlri:’s ilr?;tab le working together in | Participating Making Time Buildzﬁg - developing, imp.royising
and falls over palliative care. Investing - commitment, willing,

: resourcing
Connecting Involving - referring, negotiating, buy-

in, inviting, sharing
Joining - integrating, intermingling,
merging, cross-pollenating,




Appendix M: Emerging theory (March 2015)
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Theoretical Code Core Category Sub-core categories Categories Properties
Speaking - phoning, calling,
FINDING COMMON GROUND Connecting Communicating talking, chatting, listening, hearing,
Enabling? (Theory of) contacting, saying, articulating
To make able. Give “collaborating in palliative care” Meeting - visiting, pop-in, seeing,
power, means, attending
competence, ability to...
Finding common ground Main concern: ; — :
enables HPs to BARRIERS : Informing - finding, asking,
. Relating seeking, accessing, follow-up,
collaborate by moving P > .
. . clarifying, gathering (info), telling,
past barriers. Professional . . )
. . educating, writing, documenting,
- Role misunderstanding . .
. passing-on, enhancing (knowledge)
(professional and X
. Involving (self & others) -
or organisational) . S :
referring, inviting, sharing,
- Lackof trust joining, intermingling, interactin
Balancing? - silos J & ging, g
There’s an imbalance Individual
due to/caused by - Patient ownership
barriers. To correct these - Personalities P — —
! . Building - developing, improvising,
HPs find common - Patch protection Ce . . . e
. Participating Time (making / taking) cross-pollinating
ground & return to - silos I j it t, willi
balance for that moment. | Structural nvestmg - commutment, willing,
Collaboration occurs in - Location challenges resourcing
that moment. - Technological - IT systems not
talking . Role clarifying (professional &
- Resources / time poor Adaoti sational derstand;
For IPC to oceur barriers apting organisational) - understanding,

need to be removed so
that Pall care becomes
balanced

- Hierarchies & power
discrepancies
- silos
Informational
- Too much info
- Too little info — No info
- Incorrect/wrong info
- One way info flow

awareness, recognising, knowing,
trusting, valuing, respecting,
testing, advocating, rapport
Adjusting - changing, placating,
reframing, compromising,
negotiating, integrating, merging,
buying-in
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Appendix N: Emerging theory Finding Time (July 2015)

The theory of

Finding
Time

Discovering

Connecting Common Ground

Relating Negotiating Participating

Communicating

Speaking Meeting Informing Role clarifying Adjusting Building Investing
'I J J J J J
Receiving Giving Self Others
understandin
phoning, J J J g changing el commitment
llin, r : awareness lacatin, cveope willingness
tcalk' : recognising r':efram'ng mprovising resougrcin
alking visiting knowing ing cross-pollunating e
listening o compromising
popping in trusting
hearing . - integrating
valuin;
contacting . inviting g merging
i attending findin i joining respecting o
saying E telling o i referring P buying in
. i ; intermingling esting
chatting gskine edicating . . building rapport " X
eraeding seeking writing interacting advocating
accessing documenting
followup passing on
clarifying enhancing
gathering (knowledge)




Appendix O: Emerging theory of Sharing Time (June 2016)
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behaviour patterns of health
professionals Sharing Time

Uniting is the strategy that
integrates Sharing Time
with its categories, concepts
and properties.

This interactive strategy of
uniting, defined as ‘coming
together with positive
intention’ requires tactical
management as not uniting
or limited unity facilitates
possessorship, while over
uniting is a waste of time

Uniting in order to share
time without wasteing time.

Occurs when health
professionals purposefully
make time, take time, find time
and spend time in their workday
for and with each other, in order
to share a commodity required,
facilitating collaboration.

Main concern:
POSSESSORSHIP

is defined as having possession
of a commodity (tangible) or
need to have possession of a
commodity (intangible) that has
the potential to impact patient
care when not shared.

Possessorship is the main
concern that hinders or
obstructs collaboration between
health professionals —
individually or organisationally.

professionals through
communicating and relating.
Purposeful connecting is the
means of finding common
ground and Sharing Time.

about a particular matter or subject.

Theoretical Code Core Category Sub-core Categories Categories Properties
Speaking: phoning, calling, talking,
UNITING SHARING TIME PUROSEFUL COMMUNICATING listening, hearing, saying, chatting,
(Theory of) CONNECTING articulating
This interactive strategy Is the purposeful process of
occurs constantly in the “collaborating” is the uniting of health speaking, meeting and informing Meeting: visiting, popping in, seeing,

attending

Informing:

giving — telling, educating, writing,
documenting, passing on, enhancing
(knowledge)

receiving — finding, asking, seeking,
accessing, follow-up, clarifying,
gathering

RELATING

is the active process of developing a
professional relationship by involving
self and others.

Involving:
self — join in, intermingling, interacting,
follow through

others — inviting, referring, building
rapport, contacting, trusting

FINDING COMMON
GROUND

is the finding of a common
interest or goal through
participating and negotiating.
Finding common ground gives
reason to connect and Share
Tme

PARTICIPATING

is voluntarily and purposefully taking
part (in finding common ground)
through building and investing.

Building: developing, improvising,
cross-pollinating

Investing: commitment, willingness,
resourcing

NEGOTIATING

is the purposeful act of making
adjustments and clarifying roles (in
order to find common ground)

Adjusting: changing, placating,
reframing, compromising, integrating,
merging, buying in

Role clarifying: understanding,
awareness, recognising, knowing,
valuing, respecting, testing, advocating,
learning
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Appendix P: Diagrammatical representation of Sharing Time’s mid-ground

The mid-ground of Sharing Time occurs in the middle aspects of a continuum. Balance is required to remain in the middle aspects of a
continuum. Remaining in the middle aspects of the continuum maintains balance.

The continuum:

Connecting
Finding common
ground
Communicating
Relating
Participating
Negotiating

Too little from either participant
maintains imbalance (i.e. lacks
balance). Facilitates possessorship

The mid-ground of sharing time
(middle aspects of a continuum)

Sharing time creates and
maintains balance to facilitate
collaboration

Too much from either
participant brings unbalance
(i.e. throws out of balance) and
wastes time.
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Appendix Q: Summary of the theory of Sharing Time (with main concern)

Core Category Sub-core Categories Category Properties
Theory of PURPOSEFUL Speaking: phoning, calling, talking, listening,
SHARING TIME CONNECTING COMMUNICATING hearing, saying, chatting, articulating

Occurs when health professionals
purposefully make time, take time,
find time and spend time in their
workday for and with each other, in
order to share a commodity required,
facilitating collaboration and
managing possessorship.

Occurs within the middle ground on a
continuum, providing balance.

Main concern:
POSSESSORSHIP

is defined as having possession of a
commodity (tangible) or need to have
possession of a commodity
(intangible) that has the potential to
impact patient care when not shared.

Possessorship is the main concern
that hinders or obstructs collaboration
between health professionals —
individually or organisationally.

is the uniting of health
professionals through
communicating and relating.
Purposeful connecting is the
means of finding common
ground and Sharing Time.

Is the purposeful process of
speaking, meeting and informing
about a particular matter or subject.

Meeting: visiting, popping in, seeing, attending

Informing:

giving — telling, educating, writing,
documenting, passing on, enhancing
(knowledge)

receiving — finding, asking, seeking, accessing,
follow-up, clarifying, gathering

RELATING

is the active process of developing a
professional relationship by involving
self and others.

Involving:
self — join in, intermingling, interacting, follow
through

others — inviting, referring, building rapport,
contacting, trusting

FINDING COMMON
GROUND

is the finding of a common
interest or goal through
participating and negotiating.
Finding common ground gives
reason to connect and Share
Time

PARTICIPATING

is voluntarily and purposefully taking
part (in finding common ground)
through building and investing.

Building: developing, improvising, cross-
pollinating

Investing: commitment, willingness, resourcing

NEGOTIATING

is the purposeful act of working to
achieve a mutual agreement (in order
to find common ground)

Adjusting: changing, placating, reframing,
compromising, integrating, merging, buying in

Role clarifying: understanding, awareness,
recognising, knowing, valuing, respecting,
testing, advocating, learning

Theoretical Code: Reciprocity — the practice of exchanging with others for mutual benefit
This interactive family coding strategy occurs in the behaviour patterns of health professionals Sharing Time




