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ABSTRACT

A gap in the literature has been identified regarding the lack of available
measurement tools and approaches to measure and/or assess the readiness of post-
licensure healthcare practitioners to participate effectively in an interprofessional
collaborative team.

This study suggests that testing the readiness to collaborate of an individual
practitioner to participate in an interprofessional team ultimately may support the creation
of a high-functioning and successful team. In order to assist in this process, a new
instrument has been developed and validated. Content, construct and criterion validation
was done to answer the research questions that included: 1. What questions can be used
to identify the readiness of a post-licensure health care provider to enter into an
interprofessional team? 2. Can readiness to collaborate be measured under three distinct
factors: interprofessional collaboration, communication and trust? 3. Will a group that
has demonstrated excellence in interprofessional teaming, show higher scores in
interprofessional collaboration, communication and trust versus a group that is
considered lower functioning?

Content validation was done with a group of low-risk obstetrical providers (n=9)
in Phase 1. Phase II — Construct Validation included a group of low-risk obstetrical
providers from BC Women and Children’s Hospital in Vancouver and the IWK in
Halifax (n=140). Through Principal Component Analysis, four factors were discovered:
Readiness for Interprofessional Collaboration, Communication, Trust and Reluctance to
Collaborate. This last factor, Reluctance to Collaborate, was not anticipated and emerged
during the factor analysis. Finally, Borrill’s (2001) five questions to determine high and
low functioning teams were used for the criterion validation. A t-Test to determine
significant difference was completed and p values indicated there was a difference
between scores of those who were high functioning versus those who were low
functioning demonstrating that the Readiness to Collaborate Scale (RCS) can identify
those who are ready to participate in an interprofessional team, and those who are not.

The identification of practitioner’s readiness should help to support capacity
building and sustainability of effective interprofessional teams. The Readiness to
Collaborate Scale with 41 validated questions is now ready to test individual readiness to
collaborate in an interprofessional team.
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CHAPTER ONE - INTRODUCTION

In an effort to create more efficient and effective health care services, decision
makers and organizational leaders have looked to the implementation of interprofessional
healthcare teams to deliver care together as opposed to the traditional model of healthcare
delivery one that sees practitioners working alone in silos (Tomblin Murphy, Alder,
MacKenzie & Rigby, 2010; Weinberg, Cooney-Miner, Perloff, Babington, & Avgar,
2011). In 2008, the World Health Organization Study Group on Interprofessional
Education and Collaborative Practice created a set of definitions to assist the health
researchers, educators, policy developers, decision makers and others in developing
interprofessional education and interprofessional collaborative practice in their
jurisdictions to both build capacity in collaborative practice as well as to examine some
best practices to develop interprofessional healthcare teams.

These definitions aim at levelling the communications by reducing hierarchy in
traditional healthcare teams while at the same time adding to the understanding of the
different ways for countries to deliver education and healthcare. (World Health
Organization Study Group on Interprofessional Education and Collaborative Practice,
2008). To ensure that our practitioners are ready and prepared to enter into
interprofessional collaborative team based care models, the barriers and challenges as
well as the enablers to their successful collaboration, including readiness for

interprofessional collaboration, communication and trust must first be identified.



Proposed Research

The proposed research will develop and validate a readiness tool that may help to
identify the barriers toward readiness for participating in an interprofessional team,
specifically individual practitioner’s ability to collaborate, communicate and trust. This
research may also contribute to and support capacity building and sustainability within
organizations and professional groups who are seeking to build strong and effective
interprofessional collaborative teams.

This study will focus on individual healthcare practitioners in maternal newborn
and low risk obstetrical service delivery. Identifying barriers to interprofessional
collaborative practice may result in positive changes to the delivery of low-risk
obstetrical care. Positive changes may include better cooperation, mutual trust,
communication and a focus on shared knowledge and decision-making. Also, it is
anticipated that the ongoing and collaborative integration and active involvement of these
providers in the care of patients and families, may improve healthcare outcomes and
resource allocation overall.

Specifically, this research will contribute to the health system by:
e Developing and validating a tool that will assist in identifying the

readiness of practitioners to collaborate prior to the team being assembled

may contribute to enhanced team functioning when strategies to address

the barriers are put in place. By identifying the barriers to collaboration

before the team is in place should avoid costly interventions and improve

productivity within healthcare organizations. It is anticipated that by

having team members who are able to collaborate immediately upon



entering a team will have far-reaching positive effects on efficiency,
effectiveness and quality of care, thus, improving health outcomes overall.

e Supporting existing and new models of care initiatives by helping to
identify barriers in some practitioners prior to entering collaborative
interprofessional teams.

e The identification of individual barriers to practice may also provide sound
strategies and policy interventions for governments and healthcare organizations
to consider when implementing regional needs-based primary healthcare

initiatives that involve interprofessional teams.

Research Objective

The objective of the proposed study is to develop and validate a tool called the
“Readiness to Collaborate Scale” (RCS). When newly licenced practitioners leave their
educational institutions, they may have had interprofessional education supporting them
to work with other healthcare providers’ post-licensure (Gilbert, 2005; Mann, 2008;
Martinez-Fernandez et al., 2011). Some healthcare organizations are just beginning to
explore interprofessional collaborative teams and therefore, new graduates may not have
worked in interprofessional teams initially (Kozlowski & Bell, 2003; Gordon, 2011).
This is supported in some studies that have pointed to the challenge among team
members. These challenges include issues such as communication, role clarification and
overall trust (Hall, 2005, Sergeant, 2008, Suter, 2009; Campbell, 2014). With this
evidence in mind, it can be argued that interprofessional teams may not be successful

when there is poor communication and confusion regarding roles and functions.



Furthermore, if team participants have difficulties trusting one another, the team may
become weak and ineffective. By identifying some of these issues prior to entering into a
team, strategies and interventions could be implemented thus stemming some of these
problems individually before the team is assembled. A tool to test this readiness would
be one way to identify barriers prior to interprofessional collaboration occurs. Based on
the literature however, there are no such tools available for use. Therefore, the gap that
has been identified in the literature is the lack of available measurement tools or
approaches to measure or assess the readiness of post-license practitioners to participate
in interprofessional collaborative healthcare teams (Kenaszchuk, 2012). Given this gap,
it is suggested that if we are able to identify the readiness of a practitioner to collaborate
before entering into a team, some of these challenges will be addressed and the
subsequent team will have fewer difficulties working together. For example, a valid and
effective tool for predicting interprofessional readiness of potential team members will
allow us to address potential barriers to interprofessional team development and
collaboration in a systematic and proactive manner instead of after the team is assembled
and not functioning adequately.

At present there is no way to know in advance what professional and personal
attributes exist that contribute to the readiness of individual practitioners to participate
successfully in a team and to what extent these attributes impact the functionality of an
interprofessional team. Without such an instrument as the Readiness to Collaborate
Scale, it may be difficult to develop strategies for individuals or teams to overcome

challenges in working in a collaborative manner.



Assumptions of Study

It has been often cited that interprofessional teams, although considered to
enhance provider satisfaction, system outcomes and patient outcomes are faced with
numerous barriers (Tomblin Murphy, Alder, MacKenzie and Rigby, 2010; Tilden, 2011).
These may include: lack of consistent and quality interprofessional education (both pre
and post licensure), lack of sustainable and attractive funding models as well as time and
resources to ensure proper support (Conference Board of Canada. 2012). Additionally,
there are barriers that exist among the healthcare practitioner themselves. For example,
lack of role clarity as well as trust and hierarchy within the teams that can affect
individual performance and thus impact the success of the team overall. Tomblin
Murphy et al., (2013) examined the effectiveness of team based care and its impact on the
system and health outcomes of people. In sites where the model was fully implemented,
most of the outcomes measured for patient and family, provider, and system level
improved (Tomblin Murphy, MacKenzie, Alder and Cruickshank, 2013). Therefore,
when considering the barriers at the practice level, poor structure and governance coupled
with ambiguous team compositions and size may result in further breakdowns in
communication and collaboration (Conference Board of Canada, 2012; Campbell, 2014).

Some of these barriers may be overcome with thoughtful planning and resources
to support the capacity within organizations, to build interprofessional teams that have a
positive impact on practitioners, patients and system outcomes. One possible solution to
address some of the system, practice and individual barriers to interprofessional teaming
is to identify the readiness of individual practitioners to become part of an

interprofessional team prior to it being assembled. This new tool may be a supportive



instrument to determine what individual barriers there are hence providing some insight
to what is necessary at the practice and system level to support the team.

Learning among health care professionals most often occurs when they are
involved in monitoring their own performance (Gagliardi, Brouwers, Finelli, Campbell,
Marlow & Silver, 2011). Examining past performance against practice guidelines or
standards has the potential to confirm current practice or create knowledge about a skill
that may be lacking in an interprofessional team. Awareness of such a gap may prompt
professionals to identify their learning needs and then plan to participate in appropriate
learning activities to change and enhance their practice (Gagliardi et al., 2011).

In order to make the implementation of the new tool a success, it is essential that
there is willingness on the part of the participants to explore and analyze both the positive
and negative elements of their own readiness to enter an interprofessional team. The tool
will likely yield better results when the process of looking at one’s readiness to
collaborate and identifying areas for improvement is not seen as something threatening
(Vanhoof & Van, 2011). To create a non-threatening environment for practitioners to
participate in, the process must be properly prepared in a way that is in line with the
overall organizational policy framework regarding interprofessional collaboration and
teamwork. For best results, the promise of organizational support during the self-
evaluation and after will be critical for success (Vanhoof & Van, 2011).

According to Vanhoof and Van (2011), self-evaluation processes that comply
with a set of principles have a greater chance of success than self-evaluations that are
randomly administered with no context provided. This means, when the new tool is

administered, all team members will be informed about the objectives, purpose for



conducting the survey and results of the evaluation prior to completion. Therefore,
adopting the right communication processes before, during and after the administration of
the tool will be critical to practitioners both participating and adopting the results.
Meaningful engagement of practitioners and clear and transparent communication
regarding the policy directive prior to being asked to participate in filling out the
instrument will be key.

Additionally, organizations must be aware of the impact on their staff and
resources when administering such a tool. For example, Vanhoof and Van (2011)
recommend that organizations have plans soon after the survey is administered to engage
participants in a reflection of the process. This reflection process is critical, as many
practitioners who are asked to participate may feel threatened and uncomfortable.

Asking practitioners to participate may be perceived as an obligation imposed from above
or an under-handed mechanism to identify those who are not ‘team players’. Some may
feel that the survey is a way to single out incompetent team players rather than an
important means of identifying the readiness or barriers to interprofessional

collaboration. Therefore, prior to the administration of the new tool, clarity around the
intentions for the pending results is required.

This study will focus on validating the new tool in organizations that provide low-
risk obstetrics and maternal newborn care. If obstetrical interprofessional collaborative
practice is a priority in the organization, and the notion of identifying readiness is a
supported initiative, decision makers and obstetrical practitioners will see this survey as a

positive step forward in building interprofessional team capacity among the providers.



The following assumptions developed for this study, guide the premise and

subsequent utility of this new tool, once validated:

1.

The new tool will be one way to predict an individual’s readiness to
collaborate in an interprofessional team.

Results from the tool will shed light on attitudes to commitment to
interprofessional collaboration among individual care providers.

The new tool has potential to extend the area of self-assessment
research to the field of interprofessional collaboration while at the same
time contributing to the current evidence that demonstrates that self-
evaluations can identify employee attitudes and with this information,
improve job performance and overall organizational performance.
Healthcare providers and organizations will be able to make strategic
decisions about where to focus their efforts in terms of how to support
individual practitioners to participate successfully in interprofessional
collaborative teams.

Organizations will have confidence that the Readiness to Collaborate
Scale is an accurate and valid measurement tool to determine the
readiness of practitioners to enter into interprofessional teams.
Healthcare organizations will work toward shared objectives regarding
supporting and recognizing the value in readiness to collaborate.

The new tool will be integrated into existing organizational policy.



Defining Readiness, Collaboration, Communication and Trust

Miriam Dictionary provides a definition of readiness: To be prepared mentally or
physically for some experience or action and to be likely to do something that is indicated
(http://www.merriam-webster.com/dictionary/readiness).

As the healthcare system evolves so does the language. In the field of team based
healthcare, some researchers have, over the past decade, worked to define some of the
terms that we use frequently today (Barr et al., 2005; Frank, 2005; Freeth, Hammick,
Reeves, Koppel & Barr, 2005; Gilbert, 2005; Finch, 2007; Jessup. 2007; Framework for
Action on Interprofessional Education and Collaborative Practice: Health Professions
Networks Nursing & Midwifery Human Resources for Health, 2010; Portsmouth et al.,
2008; Gilbert et al., 2010; World Health Organization Study Group on Interprofessional
Education and Collaborative Practice, 2008; Cuvar, 2011; Gaboury et al., 2011; Grando
et al., 2011; Brandt, Young, Campbell, Choi, Seel, & Friedman, 2015). These include
definitions for interprofessional collaboration and team based care in general.

This study will use the following terms: Readiness for interprofessional
collaboration; Interprofessional communication; and interprofessional trust in order to
develop a new tool to test the readiness of individual practitioners to enter into
interprofessional collaborative teams. The new tool will be called “Readiness to
Collaborate Scale”. To assist in this, the definitions of readiness and interprofessional

collaboration, communication and trust are important to outline.



Definitions in the Literature: Readiness

Throughout the literature, authors have identified readiness as a key success
factor. Readiness is described in part as the organizational members' beliefs, attitudes,
and intentions toward a given change or intervention (Armenakis, 1993; Self, 2007).
According to Weiner (2009), readiness for change within organizations is defined by the
desire of team members to want change. Readiness fluctuates with the amount of
demands, resource availability and other organizational factors that impact the change
presented. When these factors are reasonable, it is more likely that change will occur

(Vakola, 2014).

Definitions in the Literature: Collaboration

The following definition of collaboration developed by Health Canada, captures
the positive impact resulting from a collaborative interprofessional team.

“Collaborative patient-centred practice is designed to promote the active participation of
each discipline in providing quality patient care. It enhances patient and family-centered
goals and values, provides mechanisms for continuous communication among caregivers,
optimizes staff participation in clinical decision-making and fosters respect for the
contribution of all disciplines” (Nolte, 2005, p. 4).

This definition provides a goal for teams to strive for and outlines the important
outcomes of high quality interprofessional collaboration. Highlighted in this definition is
the importance of participation and on-going collaboration and communication among
caregivers who are focused on provision of interprofessional care. According to the

World Health Organization Study Group on Interprofessional Education and
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Collaborative Practice, (2008), collaboration is “an active and on-going partnership, often
between people from diverse backgrounds, who work together to solve problems or
provide services and share experiences” (World Health Organization Study Group on
Interprofessional Education and Collaborative Practice, 2008 p. 2). The Study Group
points out that it is different from cooperation and coordination; however, it is proposed
that good collaboration would include both.

Building on general collaboration, the Study Group defines collaborative practice
in health care as happening when “... multiple health workers from different professional
backgrounds provide comprehensive services by working together synergistically along
with patients, their families, carers and communities to deliver the highest quality of care
across settings” (World Health Organization Study Group on Interprofessional Education
and Collaborative Practice, 2008 p. 2). When healthcare practitioners work to provide
healthcare to people in a collaborative practice environment, it is said that
interprofessional collaboration is occurring. The study group defines this as “a patient-
centred approach to health care delivery that synergistically maximizes the strengths and
skills of each contributing health worker to optimize the quality of patient care” (World
Health Organization Study Group on Interprofessional Education and Collaborative
Practice, 2008 p. 3).

The Canadian Interprofessional Health Collaborative (CIHC) defines
Interprofessional collaboration within the healthcare context as the process of developing
and maintaining effective interprofessional working relationships with individual patients
and their families as well as with and individual providers and groups of practitioners to

provide optimal health outcomes (Canadian Interprofessional Health Collaborative,
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2010). CIHC further identifies key elements for successful collaboration that include:
respect, trust, shared decision-making, and partnerships.

Although very similar to interprofessional collaboration and collaborative
practice, interprofessional practice involves the actual team members in the mix and
describes it as “occurs[ing] when practitioners from two or more professions work
together with a common purpose, commitment and mutual respect” (World Health
Organization Study Group on Interprofessional Education and Collaborative Practice,
2008 p. 3). Freeth et al., describes interprofessional collaborative practice as “two or
more professions working together as a team with a common purpose, commitment and
mutual respect” (Freeth et al., 2005, cited in Learning and Teaching for Interprofessional
Practice Australia, 2009, p. 6). Sometimes the term interprofessional collaborative
patient-centred care is used inter changeably and is defined in some literature when
healthcare professionals work together with their patients and or clients while having
continuous interaction with two or more other disciplines (Herbert, 2005; Herbert et al.,
2007; Sitthisak, 2007).

Teamwork, according to the World Health Organization Study Group is “the
process whereby a group of people, with a common goal, work together, often but not
necessarily, to increase the efficiency of the task in hand. They see themselves as a team
and meet regularly to achieve and evaluate those goals” (World Health Organization
Study Group on Interprofessional Education and Collaborative Practice, 2008 p. 6). The
Study Group’s definition of Interprofessional team aptly describes how the component
parts of interprofessional collaboration and teamwork come together. The definition that

is given for interprofessional team is “a group of people from different professional
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backgrounds who deliver services and coordinate care programmes in order to achieve
different and often disparate service user needs” (World Health Organization Study
Group on Interprofessional Education and Collaborative Practice, 2008 p. 3). This
illustrates that health care providers, when working in an interprofessional team, should
have common goals and objectives to achieve quality patient care.

Some healthcare regulatory bodies have also defined interprofessional
collaboration. For example, the College of Nurses of Ontario (College of Nurses of
Ontario, 2005) in their Standards documents has defined interprofessional collaboration
as “working together with one or more members of the health care team who each make a
unique contribution to achieving a College of Nurses of Ontario common goal. Each
individual contributes from within the limits of her/his scope of practice” (College of
Nurses of Ontario, Practice Guideline: Utilization of Registered Nurses and Registered
Practical Nursess, 2005, pg. 18). In this document, the College of Nurses of Ontario
states that they are supportive of working together with other regulatory bodies and
healthcare professionals to continue to work on the term “collaboration” to include other
important factors such as “mutual respect, maximum use of collective resources, and
awareness of individual accountabilities, and competence and capabilities within
respective scopes of practice” (College of Nurses of Ontario, Practice Guideline:
Utilization of Registered Nurses and Registered Practical Nurses, 2005, pg. 18).
Although similar to the World Health Organization definition of interprofessional
collaboration, the College of Nurses of Ontario’s definition focuses solely on the role of
the nurse and his/her accountability to their standards of practice in the team and less so

on the outcome of comprehensive patient-centred care.
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Mickan and Rodger (2000) in their literature review on characteristics of effective
teams, do not specifically define collaboration, but discuss terms closely related to
collaboration: coordination and cohesion. The World Health Organization’s Study Group
for Interprofessional Education and Collaborative Practice (2008) purports that
coordination and cohesion do not provide a fulsome picture of what collaboration is,
however, these terms do help to add to the context in which good interprofessional
collaboration exists. Mickan and Rodgers define coordination as “orderly interpersonal
actions required to perform complex tasks” (Mickan & Rodger, 2000 p. 205) and
cohesion as team members being able to “...cooperate interdependently around the
team’s task in order to meet team goals collaboration requires team members to harness
what they know as a collective and work to limit the differences they have between them.
The team then feels a sense of belonging and attraction to working together. Mickan and
Rodgers state that effective teamwork stems from interprofessional education and that
learning together supports communication and cohesion in future collaborative practice
settings (Mickan & Rodgers, 2000; Campbell, 2014).

In considering these definitions, it appears that the basic premise of
interprofessional collaboration is that practitioners share their knowledge and skills
required to care for patients and their families. Despite the extensive debates about the
terminology used for the concept of interprofessional practice the definitions reviewed
describe what essentially appears to be a consistent lens on interprofessional working;
that is, interprofessional collaboration is the integrated, collaborative working

relationships between teams of professionals.
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Definitions in the Literature: Communication

Communication can be seen as a key-influencing factor in interprofessional
collaboration. Webster’s Dictionary defines communication as “a process by which
information is exchanged between individuals through a common system of symbols,
signs, or behavior” (Merriam-Webster, 2012). It is important to consider that
communication is not just verbal in form. One study suggests that the majority of
communication is more affected by body language, attitude, and tone, than based on the
actual words said (O’Daniel, 2008). Interprofessional communication is one of the main
cornerstones of effective and sustainable collaboration. It involves observable exchanges
of information and knowledge that include subtle and sometimes overt demonstrations of
attitudes, personal values and behaviours (Morison, 2007; Suter et al., 2009; Gordon et
al., 2011; Campbell, 2014). Individuals need to listen to each other and collaborate in
order to develop mutual knowledge, which enhances communication.

“Physicians and other health care professionals agree on the importance of
effective communication among the members of a health care team. However, there are
many challenges associated with effective interprofessional communication (between
physicians and other health care providers), and these difficulties sometimes lead to
unfavourable patient outcomes” (Canadian Medical Protection Association, 2011 p. 11).
The Canadian Medical Protection Association brings forward the negative impacts for
patient and clinical outcomes when poor or no communication exists.

A model of shared leadership with joint decision-making as a central tenant can
also enhance communication (Murray —Davis et al., 2011). CIHC states that effective

interprofessional communication requires teams to address differing and conflicting
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perspectives viewpoints and work together to reach reasonable compromises that will not
negatively affect the health outcomes of those patients and families being cared for
(Canadian Interprofessional Health Collaborative, 2010). It is said that good
communication influences openness and trust among individuals (Varpio & Regehr,
2013). Effective communication helps to foster not only individual points of view but
also the ability to hear and understand others (Wilson, 2006). Interprofessional teams
thrive in environments where good communication exists; thus providing greater
satisfaction and empowerment within a healthy workplace (Firth-Cozens, 2004; Wilson,
2006; Reina et al., 2007; Campbell, 2014). Effective interprofessional collaborative
teams therefore require good and predictable communication processes (Headrick et al.,
1998; Kennedy, 2001; Belanger & Rodriguez, 2008; Choi & Ruona, 2011; Campbell

2014).

Definitions in the Literature: Trust

The definition of interprofessional trust is not entirely defined as such in the
literature. Instead, there are some definitions that can be useful in the pursuit of a
definition. For example, the basic dictionary definition of trust is the “assured reliance
on the character, ability, strength, or truth of someone or something” (Merriam-Webster,
2012). While this definition clearly helps the reader understand what trust is, it only
provides a small component of what trust in a team would be. Reina et al., (2007)
describe trust in teams as follows: “Trust is essential for teamwork and foundational for
healthy work environments. Without trust, the heart and soul of relationships are

shattered, team collaboration compromised, and patient safety and outcomes undermined.
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Yet, trust is a highly complex and emotionally provocative topic that means different
things to different people” (Reina, Reina, & Rushton, 2007 p. 103).

Cook and Wall (1980) ascertained that trust among individuals and/or groups
within the workplace is a highly important component to the sustainability of the
organization as a whole (Cook & Wall, 1980). The authors have determined that there is
three main approaches that can measure trust among co-workers. The first and most
indirect method is inferring trust from other forms of behaviour. For example: when
people in authoritative positions include and look for the participation of subordinate
members of the organization in workplace activities. The second approach is to create a
situation in which trust between co-workers is critical for the success of the project. The
third approach, and the one most relevant to Cook and Wall’s study, is the measurement
of trust through self-evaluation.

It is argued then, that interprofessional trust occurs when healthcare professionals
who are working together in an interprofessional collaborative manner, have developed
common goals and a shared and consistent approach to client-centred care (Varpio &
Regehr, 2013) and are able to evaluate themselves using appropriate self-evaluation
measures (Cook & Wall, 1980). This is achieved firstly through the individual’s trust of
their own competencies of communication and understanding of what it means to work
with others and secondly, through the mutual willingness of each individual to use their
competencies within the team without the fear of being ridiculed or diminished.

Trust between and among clinicians is essential to supporting a safe and healthy
workplace in the healthcare field. Research indicates that working in a trusting

environment is beneficial and contributes to a satisfying work life and organizational
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effectiveness; both of which have an impact on good patient outcomes (Firth-Cozens,
2004; Reina et al., 2007). Trust is the starting point for an interprofessional team to
begin its journey toward needs-based healthcare for a population. As the team works
toward common goals, shared agreements and consistent care to all people, a form of
contractual trust evolves; one that is an expectation for the team to do its work in meeting
the needs of the people together (Reina et al., 2007).

To ensure and support a safe clinical environment, team members should be clear
about their raison d’etre - their roles and responsibilities in the team should be identified
clearly. With this clarity, trust among team members is built. When people understand
their responsibilities and what is expected of them, they feel empowered and supported to
be successful. This encourages the formation of healthy and successful interprofessional
collaboration (Mickan & Rodgers, 2000).

The literature supports the notion that trusting individuals and team members are
more willing to share their knowledge and skills without fear of being diminished or
exploited than do those individuals who do not have trusting relationships among their
peers. Additionally, in order to trust others that have different competencies, assumptions
and priorities, one must trust oneself and have self-knowledge in one’s own competencies

of communication and have an understanding of what it means to work with others.

Summary: Much of the research in the area of collaboration to date has focused on the
factors contributing to effective undergraduate interprofessional education with fewer
studies focusing on collaboration in the post-licensure environment. However, the

understanding of team members’ roles and expertise, communication, trust and working

18



to ensure the team is successful in meeting the needs of the populations served are among
the many factors that have been identified throughout the literature (Morison & Jenkins,
2007; Suter et al., 2009; Gaboury, Boon, & Moher, 2011; Stepney, 2011).

The definition of collaboration developed by Health Canada (Nolte, 2005)
captures well the positive impact resulting from a collaborative interprofessional team.
This definition promotes a higher quality of care realized through teams of practitioners
coming together to meet the needs of people. Significant expectations by funders,
decision-makers, organizational leaders and other system leaders, are currently being
placed on interprofessional collaborative teams to improve the quality and efficiency of
healthcare services for the population. Interprofessional collaborative healthcare has
been identified as a framework for strengthening interprofessional communication and
effective delivery of care (Gilbert, 2005; Nolte, 2005). The implementation of
interprofessional collaborative teams is expected to generate better health outcomes;
greater responsiveness to patient care needs and better use of resources (Price et al., 2003;
D’ Amour & Odanasan, 2005; Leggat, 2007; Sargent, 2008; Gaboury et al., 2011).

Supporting the readiness of individuals to successfully participate in
interprofessional healthcare teams is an important factor toward facilitating more
effective and efficient patient care. High-functioning interprofessional healthcare teams
may improve delivery of care through combining their breadth of knowledge and
appreciation of skills beyond the roles of their individual siloed professions (Gilbert,
2005; Nolte, 2005; Tomblin Murphy et al., 2010). Assembling healthcare teams that are
ready to collaborate is one way to maximize these efforts. A readiness tool to identify the

barriers to collaboration administered prior to the team being assembled will provide the
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necessary information to develop strategies to strengthen the ability of individual to work

together to deliver care.
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CHAPTER TWO - LITERATURE REVIEW

Introduction

A literature review was conducted to identify relevant research in the field of
individual readiness to collaborate in interprofessional teams as well as self-evaluation
aimed at identifying readiness. Additionally, the literature review was conducted to
determine if a tool or tools to test readiness to collaborate had already been developed,
making the development and validation of the Readiness to Collaborate Scale redundant.
The review of the literature uncovered important studies regarding interprofessional
collaboration and in particular, interprofessional collaboration among those providers
who care for women and their families of low obstetrical risk in addition to some of the
challenges these providers face in effective team development. Also, literature regarding
readiness to collaborate in other industries was reviewed to ensure that an instrument had
not been created outside of healthcare that could potentially be modified to address the
readiness barriers to collaboration within the healthcare system.

In order to understand the competencies required to deliver care to low risk
obstetrical patients, literature regarding midwifery, obstetrical and family physician
competencies was reviewed. Searches were done to compare competencies and scopes of
practice among providers who deliver this unique care as well as challenges to team

based care among this group of professionals.

Method for Literature Review

Following the method for systematic review outlined by Cooper (1998), articles,

reviews, comparative studies and observational studies were reviewed through the
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following electronic databases: Medline, PubMed, Embase, CINAHL and Google
Scholar. Other relevant materials (research reports, grey literature, administrative reports,
and articles) were collected through website searching. Search engines included Google,
and Google Scholar. Government, Professional Associations and Regulatory Body
Websites were also explored. The search focused on the literature published from 1990 to
2016. However, some key literature prior to 1990 has been included when it was
considered to be of particular relevance; for example, literature pertaining to the history
of competencies in human resource management.

Mesh headings searched include ‘readiness’, ‘interprofessional team based care’,
‘post-licensure interprofessional education’, ‘management competencies’, ‘human
resources’, ‘well-woman care’, ‘low-risk obstetrical care’ and ‘obstetrical clinical
competencies’. In addition, brief searches were performed to examine the individual
scopes of practices for family physicians, midwives, obstetricians and nurses related to
low-risk obstetrics and well woman care, in order to illustrate similarities between these
groups.

All references were reviewed by title and abstract to determine their potential
relevance to the review. References were in English and pertained to interprofessional
collaborative practice, readiness and service delivery models. Literature pertaining
directly to clinical skills and procedures were systematically removed. References that
related directly to the subject matter of readiness for interprofessional collaboration in

either the title or the abstract were selected for a more in depth review.
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Interprofessional Collaboration

Driven by the crisis in the basic supply of traditional healthcare providers over the
past several years, innovative ways to solve these problems are emerging throughout the
literature (Kephart, Tomblin Murphy, O'Brien-Pallas, Alder, MacKenzie & Birch, 2007).
One frequently advocated solution to address the gap between the supply of and
requirements for providers is team care approaches to maximize and optimize the health
workforce. Interprofessional collaborative patient-centred care is a clinical practice
approach whereby healthcare professionals work together with their patients - having
continuous interaction with two or more other disciplines. Collaborative patient-centred
practice is designed to promote the active participation of each discipline in patient care
(Herbert, 2005; Sitthisak, 2007; Utz, Kana, & Van Den Broek, 2015). The growing
interest to implement collaborative teams of healthcare providers in community and acute
care settings points to the attempt of organizations to manage the many competing
healthcare systems issues faced today. For example, timely access to services, growing
healthcare costs and declining numbers of healthcare providers available, has motivated
decision-makers to deliver services differently; such as assembling interprofessional
teams of providers who may deliver care in a more efficient manner than individual or
groups of practitioners in the same provider group.

There are many ways to describe interprofessional collaboration (College of
Nurses of Ontario, 2005; Freeth et al., 2005; Nolte, 2005; World Health Organization
Study Group on Interprofessional Education and Collaborative Practice, 2008; Canadian
Interprofessional Collaborative, 2010). In the health literature, the terms

multidisciplinary/multi-professional and interprofessional are often used interchangeably,
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and sometimes simply refer to team working (Finch, 2000; Zwarenstein & Reeves, 2006;
Leggat, 2007; Van der Lee, Driessen, Houwaart, Caccia, & Scheele, 2014; Bilodeau,
Dubois, & Pepin, 2015; Guchait, Lei, & Tews, 2016; Yu, Halapy, Kaplan, Brydges, Hall,
& Wong, 2016).

In 2005, the Enhancing Interdisciplinary Collaboration in Primary Healthcare
Project created the principles and framework for interdisciplinary collaboration in
primary healthcare. This framework describes how interprofessional collaboration can
improve the effectiveness of service integration (Enhancing Interdisciplinary
Collaboration in Primary Healthcare, 2006). According to the report titled The principles
and framework for interdisciplinary collaboration in primary health care, a number of
factors influence the health and well being of the population. These factors require
healthcare providers from a number of diverse backgrounds to work together in a
comprehensive manner. It is the combined knowledge and skills of these professionals
that become a powerful mechanism to enhance and improve the population’s health status
(Enhancing Interdisciplinary Collaboration in Primary Health Care, 2006). The principles
and framework for interdisciplinary collaboration tell us that even at the simplest level
healthcare providers consult with patients, work in partnership with their clients and
families, and in more complex situations, work with other healthcare providers to identify
together, in partnership with patients and families, what is needed to meet their health
needs. Interprofessional collaboration in this case focuses on the communication
between and among providers to identify the adjustments and the number and type of

healthcare services that are needed to deal with each issue independently and together.
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The following six principles are outlined in the Principles and Framework for

Interdisciplinary Collaboration (2006):

1. Focus on the patient/client
2. Population health approach
3. Quality care and services
4. Access

5. Trust and respect

6. Communication

These six principles provide a structure that assists healthcare providers and
others to focus on the needs of the individual patients and focus on the health services
that they require as well as encouraging interprofessional collaboration between and
among the healthcare providers. Two of the key components for successful
interprofessional collaboration rests in the fifth and sixth principle: trust and respect and
communication. These have been identified throughout the literature as being core to
effective team collaboration as well as positively impacting health, provider and system
outcomes (Tomblin Murphy et al., 2010; Suter, 2009) To enhance and support shared
decision-making, creativity and innovation among providers, it is imperative that a level
of trust and respect exist. Furthermore, communication, both active listening and
effective oral communication, is a cornerstone to collaboration. As such effective
interprofessional communication and information sharing as well as decision-making
among members of the team and their patients and families must be clear, precise and

consistent.
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Zwarenstein et al (2007) designed and evaluated an intervention intended to
improve interprofessional collaborative communication and patient-centred care. The
intervention was aimed at the development of a hospital-based staff
communication protocol designed to promote collaborative communication between
healthcare professionals and ultimately, enhance patient-centred care within the team
(Zwarentstein et al., 2007). The authors found that a substantial amount of
interprofessional communication lacks three key core elements such as self-introduction,
description of professional role, and solicitation of other professional perspectives
(Zwarenstein et al., 2007). With these findings, the new protocol, based on the three
identified core elements was designed to improve the overall culture of communication
among healthcare providers.

Strype et al (2014) have investigated how professionals in a collaborative team
perceive collaboration. Through confirmatory factor analysis their work revealed a three-
factor model of how interprofessional collaboration is perceived among team members.
The factors in the study include: group climate, influence, and personal motivation. Their
results show that the development of an interprofessional team should emphasize
supportive group communications, an equal distribution of group influence, and finally, a
personal value gained from being part of a collaborative team. These authors have
pointed out the need for both exploring team functioning and acknowledging the
individual’s contribution to the successful collaboration in all three areas of interest,
collaboration, trust and communication.

Careau et al (2015), have developed and validated a framework that aims at

illustrating how interactions among individual practitioners contribute to good
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collaboration in clinical settings (Careau, Brire, Houle, Dumont, Vincent, & Swaine,
2015). Their framework consists of five areas of interest that span from the care delivery
needed from the team to the intentions and interactions of the practitioners who make up
the team. Practitioners need to have a motivation to start collaborating with each other.
The ““intention sought by collaboration’’ factor of their framework supports the aim of
this study by emphasizing that collaboration must be built on the individual practitioners’
ability to adjust to how they collaborate depending on the situation. This would include
their ability to trust each other and to communicate with each other.

Despite clear generally accepted evidence outlining the benefits of an
interprofessional approach to team based care and massive healthcare expenditures
resulting from current models in place, there are a number of practical implication issues
that have made an interprofessional team approach at times cumbersome and difficult to
implement (Choi & Ruona, 2011; Bilodeau, Dubois, & Pepin, 2015; Bilodeau, Dubois, &
Pepin, 2015; Guchait, Lei, & Tews, 2016; Yu, Halapy, Kaplan, Brydges, Hall & Wong,
2016). In the qualitative search synthesis conducted by Belanger & Rodrigues (2008), an
analysis of 19 studies featured in peer reviewed journals between 2001 and 2008,
revealed a fundamental issue: teams and team interaction remain problematic. One
contributing factor to this problem maybe the fact that healthcare professionals are still
primarily trained in silos and once in practice, continue to work mainly within their own
professional groups; nurses with nurses, doctors with doctors, physiotherapists with
physiotherapists etc. This has occurred for some professions quite deliberately in an
attempt to define their identity, values, sphere of practice and role in patient care as

unique and special to their own professional group. This has led to an aversion to
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collaborating in interprofessional teams for some healthcare professions and instead,
supported a model whereby their professional members can maintain common values and
approaches to the care they provide (Canadian Midwifery Regulators; Canadian Nurses
Association, 2005). Peterson, Medves, Davies and Graham (2007) interviewed twenty-
five participants of six national healthcare provider associations including family
physicians, obstetricians, midwives, nurses, nurse practitioners and rural physicians. They
found that providers who work in silos have a negative perception of inteprofessional
care. However, it is not only educational and training environments that contribute to
traditional post-licensure care models, but also the socialization that occurs during the
providers introduction to the provision of care that contributes to the formation of silos

(Belanger & Rodriguez, 2008).

Interprofessional Collaboration for Obstetrical Care

There 1s ample evidence that the delivery of maternity care, particularly in rural
and remote areas of Canada is in crisis, largely as a result of the rapid decline and overall
supply of professionals to provide this care (Druss et al., 2003; British Columbia
Women’s Hospital and Health Centre Maternity Care Enhancement Project, 2004;
Fauveau, 2008; Smith, Brown, Stewart, Trim, Freeman, Beckhoff, and Kasperski, 2009;
Martin and Kasperski, 2010; Graves, 2012; Mclntyre, Francis, Chapman, 2012; Meffe,
Moravac, Espin, 2012; Miller, Couchie, Ehman, Graves, Grzybowski & Medves, 2012;
Morgan et al., 2014). The continuing decline in the number of Canadian family
physicians that provide maternity care, particularly with intra-partum care, has been
highlighted in a number of articles (Price et al., 2005; Tucker et al., 2005; Peterson et al.,

2007; Morgan et al., 2014). These continuing trends, in combination with the decreasing
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number of obstetricians being trained in intrapartum care, and number of students opting
out of obstetrics to focus on gynaecology, have contributed to a general crisis in
maternity care over the last decade (Price et al., 2005; Stempniak, 2016). These
mounting issues has provided possibilities in new ways to serve women and their families
of low obstetrical risk (Stempniak, 2016).

Collaborative practice, interprofessional education and post-licensure
interprofessional education have been the focus of these innovations over the last decade
(Stone, 2000; Barnett, 2002; Price et al., 2005; British Columbia Women’s Hospital and
Health Centre Maternity Care Enhancement Project, 2004; Baldwin, 2010; Farrell et al.,
2015) and support for the implementation of collaborative interprofessional teams within
obstetrical care was communicated at the Ontario conference entitled, "The Future of
Maternity and Newborn Care in Canada" in 2000. Recommendations from this
conference included that those practitioners who provided obstetrical care required
mutual respect, collaboration and trust between and among one another with an
interprofessional team model in all practice settings. In 2009, Midwives' Alliance of
North America recommended to the Obama-Biden transition team on maternity
healthcare in the United States that the promotion of interprofessional maternity care
teams including midwives and family practice physicians for low risk clients was the
solution to address the maternity crisis in the United States.

Declining access to maternity care is a reality for many pregnant women,
especially those living at great distances from urban centres. Concerns regarding safety,
mal-distribution and limited health human resources have contributed to reduced access

to community based low-risk obstetrical care (Graves, 2012; Laschinger, & Wong, 2016;

29



Van Der Lee, Driessen, & Scheele, 2016). Although some organizations have attempted
to implement obstetrical teams that care for low risk obstetrical patients in communities,
all teams are not always working optimally nor are they contributing to the system as
once hoped (Cuvar, 2011; Mitchell, Parker, and Giles, 2011). Some evidence shows that
positive outcomes can be achieved and sustained within an integrated perinatal care
system that includes interprofessional obstetrical teams (Miller, Couchie, Ehman, Graves,
Grzybowski & Medves, 2012; Zhang, Haycock-Stuart, Mander & Hamilton, 2015).

For many years, hospital based obstetrical providers have been working in
multidisciplinary teams; functioning in parallel in labour and delivery wards. In places
such as the United Kingdom, midwives have also worked in these teams. Despite the
organizational research citing clearly the benefits of collaboration and team based care
like decreasing costs, and improving efficiency, obstetrical collaborative interprofessional
teams focusing on low risk obstetrical care in primary care settings has not been the norm
in Canada, particularly with the implementation and legislation of midwifery in Ontario
in 1993 that promotes a siloed model of care that includes only midwives working with
midwives.

Smith (2015) developed a conceptual framework for interprofessional
collaboration between midwives and physicians using four overarching dimensions
including organizational, procedural, relational, and contextual, as well as 12 concepts
that include but are not limited to: trust, shared power, synergy, commitment, and respect
(Smith, 2015). Through this work, the author discovered that if there is to be successful
interprofessional collaborative practice between midwives and physicians, an inherent

understanding of how it is successfully achieved is necessary. Recognizing the

30



effectiveness of collaboration in primary care settings, Smith (2015) points out that
enhanced access and improved outcomes could be realized as well. Frameworks like this
one will be useful in helping guide the construction of high functioning and effective
interprofessional maternal newborn teams that include the professionals with the
competencies required to deliver this care (Smith, 2015).

In August 2008 the College of Midwives of Ontario, as a regulatory body for the
profession of midwifery in Ontario, was committed to working collaboratively to
improve maternity care to women and infants and to address barriers to interprofessional
collaboration. The College of Midwives of Ontario stated that they appreciated the
opportunity to respond to a letter issued by the College of Family Physicians regarding
the proposed amendments to midwifery scope of practice which would enhance the
ability to work collaboratively (College of Midwives of Ontario, 2008) however, the
model is not structured for interprofessional collaboration at this time. The Ontario
College of Family Physicians indicated in their letter that they were disappointed to see
that the College of Midwives of Ontario was not requesting changes to make it easier for
them to work with other providers. The physicians expressed the belief that the College
of Midwives of Ontario's proposed changes to the midwifery scope of practice seemed to
be aimed at further distancing midwifery from their professional colleagues (Ontario
College of Family Physicians, 2008).

This dialogue between the College of Midwives of Ontario and the College of
Family Physicians indicates the inability of the groups to engage in a model of care
delivery that supports interprofessional collaboration. Collaboration does mean simply

having health care providers working in the same environment side by side and
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consulting with one another when required, but a group of healthcare providers working
collectively with one common goal in a shared care competency based framework.

In 2004, in partnership with the British Columbia Medical Association, the British
Columbia Ministry of Health Services called for the development of a practice and
business model to encourage physicians to provide maternity care services. Through this
extensive consultation process, stakeholders pointed to the need for developing
collaborative models of care. It was recognized that only by working together would
solutions to the potential workforce crisis currently facing maternity care, be solved.

This desire to work towards integrated models of care in an interprofessional approach
was hinged on the recognition that maternity services must be appropriately flexible to
meet the needs of the people, the resources available and the geography of the province.
From this project, seven main recommendations arose. It was recommended that the
British Columbia (BC) Ministry of Health Services continue to provide development and
leadership in women-centered maternity care and to continue to support collaborative
team based service models among all maternity care providers. Finally, that a process to
establish a way in which to monitor and ensure the progress and implementation of these
recommendations by the Ministry of Health Services be put in place was also
recommended (British Columbia Women’s Hospital & Health Centre Maternity Care
Enhancement Project, 2004).

Innovative interprofessional teams have been pointed to as part of the solution for
high quality, collaborative, and integrated care for women (Miller et al., 2012; Zhang et
al., 2015). Despite health care providers and organizations proceeding with collaborative

interprofessional practice, there is some evidence to suggest there are certain barriers to
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interprofessional practice, including a breakdown in communication and trust between
professionals that can have adverse consequences (Kennedy, 2001; Belanger &
Rodriguez, 2008; Choi & Ruona, 2011). According to Cornthwaite et al., (2015), the key
success factors of a functioning interprofessional team include some fundamental team
work behaviours, good communication, proficient leadership and awareness of the team
and the environment in which the team practices (Cornthwaite, Alvarez, & Siassakos,
2015). Even though it may stand to reason that a team can provide better care to people
than an individual practitioner can, to be successful, communication must be open and
honest and each member must have trust between them (Cuvar, 2011; Cornthwaite et al.,
2015).

Some teams do not work collaboratively and although considered a team, work in
silos much as they would in solo practice. Some organizations have assembled teams to
help with productivity and access to service to find that the teams do not function well
and instead reduce productivity and create barriers to access (Belanger & Rodriguez,
2008; Tomblin Murphy, Alder, MacKenzie & Rigby, 2010; Choi & Ruona, 2011).
Brown, Smith, Stewart, Trim, Freeman, Beckhoff, & Kasperski (2009) further explain the
resistance to collaboration among providers. In their study, participants were asked
whether they would be willing to participate in five different proposed models of
maternity care in Ontario (Brown, Smith, Stewart, Trim, Freeman, Beckhoff, and
Kasperski, 2009). Historically, nurses have worked along-side physicians, primarily
family physicians, in the delivery of maternity care. The author’s found that participants
expressed minimal interest in incorporating midwives into their approach, despite the fact

that midwives had been in practice for more than a decade. Half of the participants
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suggested that they would resist a change, endorsing a traditional model where labour and
care delivery be provided by family physicians, obstetricians, and nurses. Less than one
third of participants would even consider practicing in an interprofessional way (Brown
et al., 2009).

Despite the comprehensiveness and inclusion of many of the clinical
competencies needed to provide low obstetric risk care, issues pertaining to the clinical
scope of practice and the way in which midwives provide care, have been raised (Price,
Howard, Shaw, Zazulak, Waters & Chan, 2005; Vedam, Leeman, Cheyney, Fisher,
Myers, Low, & Ruhl, 2014). Criticisms include the limited ability of midwives to
collaborate, and their inability to apply core competencies (knowledge, skills and
attributes) needed to enhance access to services (Maternity Care Enhancement Project,
2004; Brown et al., 2009). This problem may stem from the lack of readiness of the
practitioners prior to them coming together in a team. One of the key issues regarding
collaboration and an interprofessional approach to maternity care among obstetrical
providers is the regulatory and medico-legal barriers that might prevent or inhibit health
care professionals from working together (Lahey & Currie, 2012; Psaila, Schmied,
Fowler, & Kruske, 2015). It is the function of all law to act as a barrier to some extent
and this of course includes regulatory bodies like Colleges and Council’s of Midwives,
Physicians, and Nurses etc. However, this becomes problematic when the barriers are
unnecessary and counterproductive to the functions of the regulatory body in
accomplishing public safety (Lahey & Currie, 2004).

At the Health Council Summit held in Toronto in June 2005, participants heard

that the current regulatory structures and professional liability insurance might inhibit
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collaborative practice and scope of practice change. Historically, insurance plans focus
on the individual practitioner and not on the actual work done. Programs need to have
interprofessional team accountability. However, shifting this liability from the
practitioner to the IP team is more than simply writing a new administrative guideline.
This process requires the trust and understanding of all team members as well as the
organization in which they work (Lahey & Currie, 2004).

In the Enhancing Interdisciplinary Collaboration in Primary Health Care Initiative
(EICP) draft framework document published in May 2005, it indicates that approaches to
shared liability should ensure that there is not a negative impact on team care. Some
hospitals in Ontario have implemented the MORE OB program (2002) a risk
management workshop sponsored by the Healthcare Insurance Reciprocal of Canada
(HIROC); the hospital insurers. This program, and its successful completion by staff
members, is now linked directly to staff privileges in many organizations. Those
organizations that employed the MORE OB program have shown improved maternal and
infant outcomes (Volpe & Lewko, 2008; Milne, Walker, & Vlahaki, 2013).

Successful collaboration among teams including obstetrical teams is not achieved
easily. Barriers such as professional divisions and hierarchical frameworks, lack of role
clarity, stereotyping and differing value systems have been widely reported (Coxon,
2005). It is also evident that, although all team members should share a vision of
progress, some healthcare teams require flexible working practices and ‘distributed’
forms of leadership while others prefer to respect traditional role boundaries (Hudson,
2002a; Tomblin Murphy et al., 2010). One of the challenges for a collaborative team is

the need for health professionals to work differently and to their full scope of practice to
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meet the comprehensive and complex needs of patients and their families. For example, a
team that is required to meet the unique needs of the low risk obstetrical population may
require a higher level of trust and communication between colleagues to plan implement
and evaluate patient care. Team members must possess a keen understanding of what it
means to collaborate and understand and respect the philosophical differences of their
team co-workers. Evidence indicates that possessing these attributes will enhance
collaboration and may result in the provision of the best patient and family focused care.
A recent study discovered that while midwives understood what skills and competencies
were important in interprofessional collaborative care, they questioned the actual
relevance of interprofessional education. They felt there was no evidence to indicate that
competency based interprofessional education enhanced interprofessional collaboration
(Murray-Davis et al., 2011).

Local access to maternity care in communities is essential to improve birth
outcomes, system outcomes, and provider outcomes, with the potential of lowering cost
overall (Price et al., 2005; Meuser, Bean, Goldman & Reeves, 2006; Ireland, 2007;
Peterson, 2007). Fostering a collaborative maternity service care model will require an
understanding of the delicate balance between the needs of the individuals and their
families in the community, team members and the interprofessional team as a whole,
keeping in mind the different professions and scopes of practice, including shared and
different competencies (Avery, 2005; Ireland et al., 2007; Fauveau, 2008; Verma et al.,
2009). The benefits resulting from the transition to collaborative healthcare are well
documented. The research supports the recommendation for a collaborative maternity

service care model as a means of addressing health human resources issues, but fails to
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discuss the right number and mix of healthcare providers, their unique skills, knowledge
and behaviours needed, as well as their overall readiness to work together to meet the
needs of low-risk obstetrical and well-woman clientele.

New models of care must be developed to address the issues in both low-volume rural
maternity units as well as busy and high-volume area units in urban settings (Nesbitt,
1996; Barnett, 2002; Price et al., 2005; Cornthwaite et al., 2015). This can be achieved
by increasing the number of collaborative practices among various providers of maternity

services (Hollander Analytical Services, 2003).

Summary: A common perception among some providers who deliver low risk obstetrical
care is that by having more maternity care providers, such as midwives, family
physicians, obstetricians’ nurses and others will solve the maternity health human
resources crisis. However, this may not be possible due to the overall shortage of health
human resources globally. Given this shortage, many key decision makers are interested
in addressing organizational and structural barriers such as the poor distribution of
healthcare providers that contribute attrition and shortages of staff (Health Council of
Canada, 2005; Tomblin Murphy et al., 2010; Tomblin Murphy et al., 2012). One solution
to reduce attrition rates and some other organizational issues is to support and create
more effective interprofessional collaboration among obstetrical healthcare practitioners
who are ready to collaborate efficiently and effectively. However, making the change to
interprofessional collaborative practice models among obstetrical providers is not an easy
transition. Such resistance to change combined with the inability to correctly define

interprofessional collaboration among providers makes the acceptance and adoption of
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the interprofessional model a difficult task. Practitioners and organizations must realize
that interprofessional care is not simply defined by healthcare providers working together
within the same environment; interprofessional collaboration entails a group of providers
working in a trusting, highly communicative and efficient effective model with patient-

centered care as the focus.

Barriers to Interprofessional Collaboration

Despite the literature pointing to the fact that interprofessional healthcare teams
may be an efficient and effective way of delivering healthcare to patients,
interprofessional collaboration is not an easy task. Key elements of collaboration such as
trust, communication, joint planning, knowledge sharing, interprofessional decision-
making, and readiness to assume responsibility for outcomes of client care (Eby et. al.,
2000; Jansen, 2008; Tomblin Murphy et. al., 2009), are often missing among providers
where teams are being assembled. For example, interprofessional rivalries that might
affect successful collaborative working relationships include those between midwives,
family physicians and obstetricians in the delivery of obstetrical care to women of low
obstetrical risk. Some of these rivalries include: professional identity, status and power
of professions, and differences in accountability within professional regulatory bodies
(Hudson, 2002; Lahey & Currie, 2004). Other researchers have suggested that within
interprofessional teams, practitioner stereotyping may also exist which may result in a
lack of trust. Additionally, if team members are unwilling to work collaboratively and to
communicate and share information and expertise, patients’ care may suffer and the team

may collapse (Bailey, 2004). Kenny (2002) proposes that this lack of cohesiveness
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among healthcare providers is more likely to take place in teams that are inexperienced
about the idea of interprofessional care, or not aware of the advantages of
interprofessional practice (Kenny, 2002). Although healthcare organizations often
indicate that it is a simple request to have healthcare professionals work together, it
cannot be assumed that professionals have been readied with the competencies
(knowledge, skills and judgment) as well as the understanding of how to collaborate,
communicate and trust to effectively work together (Pfaff, Baxter, Jack & Ploeg, 2014).
The identification of healthcare providers who will work effectively in an
interprofessional healthcare team prior to the team being assembled is an essential
component towards the achievement of high-functioning teams in the future.
Interprofessional collaboration requires ongoing monitoring and evaluation by
organizations to determine if the team has a positive impact (Tomblin Murphy, Alder,
Birch, Tomblin & Purkis, 2009; Tomblin Murphy, Alder, MacKenzie & Rigby, 2010).
This type of ongoing monitoring can be costly and not a priority for organizations,
resulting in poor evidence to build and sustain teams. Additionally, investing in
interprofessional continuing education from both organizations as well as educational
institutions for health care providers is key to successful interprofessional collaboration
but often neglected (Gilbert, 2005; Zwarenstein, 2005; Goldman, Meuser, Lawrie, Rogers
& Reeves, 2009; Tomblin Murphy et al., 2010; Reeves, Goldman, Gilbert, Tepper, Silver,
Suter, & Zwarenstein, 2011; Morgan et al., 2014; Parratt et al., 2014; Pfaff et. Al., 2014).
In their study titled ‘Health human resources planning for an influenza pandemic in Nova
Scotia’ (2013) Tomblin Murphy et al., (2013) provide some guidelines for organizations

to use a competency-based approach to efficiently use health human resources and to

39



arrive at the best team compositions to meet the health care needs of people and their
families. Specifically, they suggest that by educating existing staff in the competencies
needed or simply recruiting new staff with the required competencies, are two ways
planners can improve access to care based on the needs of people and potentially stem
some of the barriers to collaboration (Tomblin Murphy et al., 2009, 2012, 2013).
Additionally, the authors emphasize the need for organizations to provide human and
non-human supports such as access to organizational processes that eliminate waste and
costly duplication in efforts. These investment may help to provide safe and efficient
care thereby increasing numbers of patients being served along with better outcomes and
overall productivity within the interprofessional team (Tomblin Murphy et. al., 2013).
Other barriers to collaborative practice, in general, include jurisdictional issues,
outdated regulatory frameworks, lack of policy development, medico-legal issues that
prevent practitioners from collaborating as much as possible and funding mechanisms
(Hall, 2004; Lahey & Currie, 2012; Lewis, 2012). The lack of funding is a key issue
impacting the ability to implement and support team structures (Jansen, 2008; Strype,
Gundhus, Egge, & Odegérd, 2014; Zhang, Haycock-Stuart, Mander, & Hamilton. 2015).
It is therefore important for decision-makers and healthcare leaders to advocate for
funding and make sound investments, ones that will optimize existing staff and reduce
barriers to interprofessional collaboration. By having healthcare providers work in fully
supported interprofessional teams there is an opportunity for enhanced breadth of
knowledge and appreciation of skills above and beyond the roles of their individual silo

professions thus building a team with the right number and mix of providers to meet the
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needs of people and provide an efficient and effective way for organizations to build

service capacity (Tomblin Murphy et al., 2010).

Team Effectiveness and Function

Teams are an important part of a functioning healthcare organization. As
significant contributors, they often bring efficient and high-quality care to patient
populations. However, when not properly organized a team can cause problems for
organizational success (Borrill et al., 2000; Borrill, 2001; Kozlowski & Bell, 2003; Atwal
& Caldwell 2005; Price, Howard, Shaw, Zazulak, Waters & Chan, 2005; Belanger &
Rodriguez, 2008; Sargeant, Loney & Murphy, 2008; Weinberg et al., 2011; Tomblin
Murphy et al., 2013; Bethea, Holland & Reddick, 2014; Strype et al., 2014; Kozusznik,
Rodriguez, Peir6é & Glazer, 2015; Smith, 2015; Zhang et al., 2015; Guchait, Lei, & Tews,
2016; Yu, Halapy, Kaplan, Brydges, Hall, & Wong, 2016).

Teams are essential in projects that are tackling complex work and requiring a
variety of knowledge, skills and behaviours including creativity and innovation (Atwell
& Caldwell, 2005; Belanger & Rodriguez 2008; Cacioppe & Stace, 2009; Guchait, Lei,
& Tews, 2016). Much of the organizational research has addressed aspects required for
effective teams but few have examined the requirements for teams in the healthcare
industry. Bandura (2000) discusses the ways in which individuals are the creators of
their own experiences and those experiences shape their world. Bandura goes on to show
that unless people can believe that the desirable events as well as the avoidance of
undesirable events are of their own making, no action would ever occur. Therefore, “....

The growing interdependence of human functioning ...through shared beliefs in the
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power to produce effects by collective action” (Bandura, 2000, p. 75) is a way in which
teams can commit to their mission (Bandura, 2000).

Currently, some literature focuses on measuring the overall effectiveness of a
team. Some authors discuss how to both determine and prevent difficulties in the
functioning of teams and ways to improve their overall performance as a collective and
collaborative unit (Barr, 1998; Belanger & Rodriguez, 2008; Goldman et al., 2010;
Tomblin Murphy et al., 2010; Gaboury et al., 2011; Richter, Dawson & West, 2011;
Santos, Caetano & Tavares, 2015; Guchait, Lei, & Tews, 2016). Cacioppe and Stace
(2008) developed a self-report instrument completed by team members called, the
“Integral Team Effectiveness Measure” (ITEM) instrument. The tool was developed
based on review of research and models of effective teams. Its purpose is to assess the
strengths and weaknesses of teams. The authors discovered that although many elements
are necessary for a team to work collaboratively, there are underlying common themes.
They argue that by using the self-report instrument, the underlying theme or construct of
integral team effectiveness can be measured. According to the authors the elements of
effective integral teamwork included development of learning, positive relationship in
culture, effective procedures and systems, right leadership and team roles and finally,
appropriate vision and goals (Cacioppe, Stace, 2008). Santos et al., (2015) propose a
team leadership training model as a way to improve the performance of leadership
functions and foster team effectiveness.

There are other tools that measure how collaborative team’s function. For
instance, the Collaborative Practice Assessment Tool (CPAT) was developed at Queen’s

University through the Office of Interprofessional Education and Practice. This tool was
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developed through funding from Health Canada and piloted through the Queen’s
University Interprofessional Patient Centred Education Direction (QUIPPED) initiative
(QUIPPED 2007-2008). The CPAT is a tool used to assess the degree to which health
care practitioners collaborate to provide comprehensive, timely and appropriate patient
care (QUIPPED 2007-2008). The authors of this tool state that it may be appropriate for
use in a variety of practice settings including acute care, long-term care, and family
practice. The CPAT includes 56 items with nine domains. The domains include: mission
and goals; relationships; leadership; role responsibilities and autonomy; communication;
decision-making and conflict management; community linkages and coordination as well
as perceived effectiveness and patient involvement. It also consists of three open-ended
questions (Schroder, Medves, Paterson, Byrnes, Chapman, O'Riordan, Pichora & Kelly,
2011). Two pilot tests conducted in 2008-2009, reported reliability and validity of the
CPAT tool for assessing collaborative practice within interprofessional teams (Schroder,
C.etal, 2011). Again, this tool can be used to identify educational needs to enhance
collaborative practice.

In the organizational literature there have been only a few studies reported related
to team climate across a variety of industries including health care. Anderson & West
(1998) applied the concepts of shared perceptions and organizational/team climate to
understand how working groups’ function. The Team Climate Inventory (TCI) provides
a profile of a team against four different dimensions or climates that have been deemed to
be important for team effectiveness and innovativeness (Anderson & West, 1998). The
four dimensions include: vision, participative safety, task orientation, and support for

innovation. More recently, Benjamin et al., (2014) tested the use of a validated tool for
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team climate for learning in a multinational organization. The questionnaire for learning
assesses the factors that facilitate team learning in a business context and analyze its
relationship to group performance and support for innovation (Benjamin, Ramirez Heller,
Rita, Berger, Felix, Brodbeck, 2014). Kozusznik et al., (2015) analyzed stress climates at
work and the individual outcomes over time for the team members. The authors found
that increase in stress climates occurred when members shared perceptions about events
that either elicited stress or did not (eustress). As the level of stress decreased over time,
so too did exhaustion. In the teams where the stress climate changed from none to
significant, there was a correlated decreased level of energy among participants and
overall productivity (Kozusznik, Rodriguez, Peir6, Glazer, 2015).

Although there are several studies examining personality traits, there has been
little to clarify the understanding of the effects of team member personalities on the
overall team functioning (LePine, 2003; Livi, Alessandri, Caprara, & Pierro, 2015;
Bilodeau, Dubois, & Pepin, 2015; Guchait, Lei, & Tews, 2016; Yu, Halapy, Kaplan,
Brydges, Hall & Wong, 2016). While numerous terms have been used to describe an
individual’s personality, the majority of these descriptors can be categorized into one of
the five dimensions of personality that have been described as the ‘Big 5° or Five-Factor
Models of personality (Barrick & Mount, 1991). This model includes conscientiousness,
agreeableness, extroversion, emotional stability and finally openness of experience. With
these five categories in mind the creation of widely accepted questionnaires to measure
certain personality traits and predicting corresponding job performance, were created
(Barrick & Mount, 1991). Psychology researchers have described an equally dramatic

shift from research that examines pathology within one’s personality toward research that
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looks at capacity and growth development in the individual (Bonanno, 2004). It is the
openness and experience category referring to an individual’s tendency for curiosity,
imagination, broadmindedness and sophisticated thinking that is of most interest in this
proposal.

Livi et al., (2015), examined the relationships between team members who are
high performers with good attitudes toward work compared to those who are not. Team
members who measure low in positivity performed better when others’ scores were high.
Their results support previous findings showing the beneficial effects of positivity on
organizational behaviours and in particular the crucial role of others’ positivity in
balancing low positivity in team members (Livi et al., 2015). Other studies have also
attempted to measure the outcome of teamwork however; little has been done to measure
the readiness of individuals to participate in teams. One example was Martinez-
Fernandez, Mariona, and Cerrato’s study (2011) that focused their work on indirect
methods that evaluated conceptions of teamwork by students. In their study, they
designed a questionnaire based on three learning structures. These learning structures
included cooperativeness, competitiveness and individualistic structures. The main aim
of the study (Martinez-Fernandez, Corcelles & Cerrato-Lara, 2011) was to design a
questionnaire with the purpose of developing a reliable instrument to be used with
secondary classroom students to measure their conceptions of teamwork. By identifying
prevalent conceptions of teamwork across this population, the authors were able to check
if the factors that were defined, which were individualistic complimentary and
cooperative conceptions of teamwork, could be validated (Martinez-Fernandez et al.,

2011).

45



In spite of studies like the aforementioned, the concept of post-licensure
interprofessional team readiness has continued to remain a gap in the literature. Several
studies have suggested that interprofessional teams do not necessarily perform effectively
and have generated results indicating a negative or no relationship between
interprofessional composition, and positive outcomes (Zwarenstein & Reeves, 2000;
Hudson, 2002; Homan, Van Kleef, & Sanchez-Burks, 2016; Guchait, Lei, & Tews,
2016). Additionally, interprofessional teams may experience friction, hostility and
barriers to knowledge sharing all of which undermine the benefits of teamwork. Due to
the fact that they types of providers who make up the interprofessional team may not
always be linked to improved outcomes, further research into the link between
interprofessional composition and readiness as well as the dynamics of individuals in the
team is warranted (Mitchell & Giles, 2011; Thistlethwaite, Forman, Matthews, Rogers,
Steketee, & Yassine, 2014; Guchait, Lei, & Tews, 2016; Firn, Preston, & Walshe, 2016).

As it becomes more evident that simply assembling a team and expecting it to
have high-functioning outputs is not realistic, it further emphasizes the need for more
research looking at preparation of individual practitioners prior to interprofessional team
collaboration. Health professionals need preparation and support to work in collaborative
practice teams (Thistlethwaite, Forman, Matthews, Rogers, Steketee, & Yassine, 2014).
Therefore, interprofessional education and competency- based practice frameworks that
provide a common lens for team based practice, are necessary (Thistlewaite et al., 2014).
When teams in the healthcare system fail, there is potential for harm to come to patients.
Poor communication is cited as a main cause of poor patient outcomes and errors in

healthcare overall (Scotten, Manos, Malicoat & Paolo, 2015; O'Leary, 2016).
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In Weller et al.’s article (2011) the authors identified communication as the most
common contributory factor to effective team outcomes (Weller, 2011). According to the
authors, it is therefore essential to have valid and reliable instruments to measure
improvements in team behaviour (Weller, 2011). To seek out such a measure, the
authors conducted a literature review to find a tool designed for the context of healthcare
that did not require a lot of interpretation and that was easy to teach readers to use. As
stated in the article, “this search revealed a lack of robustly evaluated measurement tools”
that will measure the effectiveness of the team and the contributing factors needed for
positive outcomes (Weller et al., 2011, p. 216). Given the lack of useable tools in the
literature, the authors set out to develop and evaluate an instrument that was designed to
measure team behaviour in critical care teams. The authors concluded that team
behaviours could be reliably measured. The components that were used for this
measurement included individual and team performance and monitoring and verbalizing
situational information (Weller et al., 2011).

Other studies examine measuring team effectiveness. For example, Richter,
Dawson & West (2011), did a meta-analysis of 61 independent samples to identify
whether teams working in organizations contribute to the overall organizational
effectiveness. The authors determined that team working had a significant but small
positive relationship with staff performance and attitudes while stronger outcomes were
linked to performance outcomes when accompanied by complementary human resource
measures. With organizations moving towards team based structures in both the public
and the private sectors, team based working is at the heart of many production and

service organizations (Richter et al., 2011). In their study in 2008, Delarue, Van, Procter
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and Burridge called for scientific inquiry in testing the effectiveness of teamwork. Their
study responded by examining whether teams working in organizations are related to
organizational effectiveness. Furthermore, they examined what were the conditions
under which team working is more or less effective (Delarue, Van, Procter & Burridge,

2008).

Factors Affecting the Desire to Work in a Team

There is little known about areas of potential resistance to working in teams. More
specifically, the relationship between professional’s attitudes and their perception of what
team based care will mean to them (Strype et al., 2014; Smith, 2015; Zhang et al., 2015;
Bilodeau, Dubois, & Pepin, 2015; Guchait, Lei, & Tews, 2016; Yu, Halapy, Kaplan,
Brydges, Hall, & Wong, 2016). However, in a study carried out by Peterson, Medves,
Davies, and Graham (2007) midwife participants expressed concerns about the
collaborative models’ capacity to support woman-centered care, to respond to local
community needs, and to promote continuity of care (Peterson, Medves, Davies &
Graham, 2007). They described significant barriers such as structural factors like
interprofessional rivalry among groups, turf protection and lack of mutual respect; all
contributing to participants’ lack of confidence in the interprofessional models’ ability to
meet health needs (Peterson et al., 2007).

Other evidence supports the notion that not all healthcare providers are ready and
willing to enter into collaborative teams. Some studies suggest that employee attitudes
toward potential change can impact morale, productivity and turnover intentions (Eby et

al., 2000; Jansen, 2008; Tomblin Murphy et al., 2010; Marion & Balfe, 2011; Weinberg,
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Cooney-Miner, Perloff, Babington & Avgar, 2011; Weller, Barrow & Gasquoine, 2011;
Pfaff, Baxter, Jack & Ploeg, 2014; Van, Driessen, Houwaart, Caccia & Scheele, 2014;
Strype et al., 2014; Zhang et al., 2015; Bilodeau, Dubois, & Pepin, 2015; Guchait, Lei, &
Tews, 2016; Yu, Halapy, Kaplan, Brydges, Hall, & Wong, 2016)

Other studies point to how practitioners may decide to work or not work in an
interprofessional team. In the study by Weller et al., (2011), evidence suggests that
doctors and nurses do not always work collaboratively in health care settings and that this
contributes to suboptimal patient care. However, there is little information on
interprofessional collaboration between recent medical and nursing graduates working
together for the first time in an interprofessional healthcare team. The aim of their
research was to understand the nature of the interactions, activities and issues affecting
new graduates in order to inform interventions to improve interprofessional collaboration
in this context. The study examined the experiences of new physicians and nurses as they
enter the health care environment and provides some insights into how interprofessional
collaboration works at a grassroots level. They concluded that these professionals
demonstrate professionalism, thoughtfulness, mutual respect and adaptability and an
overall interest in working together however, did have some challenges regarding
communication that interfered with optimum team collaboration. The authors offer
suggested strategies, both educational and organizational ones, which may reinforce these
positive attributes and further support their desire to act as an interprofessional team as
well as interventions that may help to stem challenges affecting communication that may

lead to inefficiencies and errors in their work (Weller et al., 2011).
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Weinberg et al. (2011), examined aspects of interprofessional collaboration that
had an affect on team capacity. These included task interdependence, norms of working
together, and collaboration among providers on healthcare units. They collected survey
data from unit-based staff in 45 units across nine hospitals and seven health systems in
upstate New York. The results showed that measures for team structure and
collaboration do not vary significantly between hospitals, only by unit and occupational
group. It appeared that higher status providers such as physicians reported better team
working environments among other professionals than did lower status providers such as
nurses and other allied health care provider groups (Weinberg et al., 2011). It may be
concluded from this study that some professional groups are more apt to working in
teams than others and that status and decision-making power has a large influence on
this.

In an effort to reduce injuries and prevent deaths from violence, interprofessional
domestic violence fatality review teams have been developed across the United States
and globally (Wilson and Websdale, 2006). Using knowledge from the interprofessional
team including providers from health, justice, education and others, reasons for domestic
violence and ways to prevent further injury and death have been examined. Through
these interprofessional recommendations, these teams are developing promising practices
and changes to the healthcare system that offer better services and interventions aimed at
improving care and outcomes to this challenging population. The study illustrated that it
is not possible for providers to function alone when working with other providers and
reviewing cases of people who are or suffering or have suffered from domestic violence

(Wilson & Websdale, 2006).
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San, Martin-Rodrigues, D'Amour, and Leduc (2008) did a cross-sectional study of
312 patients to examine the effects of interprofessional collaboration (low versus high
intensity collaboration) on patient satisfaction, uncertainty, pain management, and length
of stay. Data on the level of interprofessional collaboration, patient satisfaction, and
uncertainty were collected from professionals and patients. The findings suggest that a
higher participation in interprofessional collaboration has a positive effect on patient
satisfaction, reduces uncertainty, and improves pain management however does not
influence length of stay (San, Martin-Rodrigues, D'Amour & Leduc, 2008).

Marion and Balfe (2011) carried out a study examining ways to improve
outcomes of people with Rheumatoid Arthritis. They state that a reasonable approach to
improving Rheumatoid Arthritis patient outcomes involves the implementation of
interprofessional models of care. The authors express that there has been experience and
evidence to support interprofessional care models for patients with various chronic
diseases. However, potential problems to team delivered care include the costs of
implementation, time required for team meetings and other administrative duties and the
lack of incentives for clinicians to adopt collaborative care approaches. The authors
state, that although interprofessional teams make sense, there is a lack of contemporary
research on cost-effectiveness and therefore, outcomes preclude conclusions about their
utility. Additionally, the authors conclude that new studies are needed to identify best
practices and strategies for implementing and administering such models, for enhancing
communication among members of the care team, and for resolving issues of provider

compensation and patient outcomes assessment (Marion et al., 2011).
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Currently, there is no agreement in the literature regarding the relationship
between team climate and culture, and their relative power as predictors of interest in
participating in interprofessional teams. Positive team climate is described in the
literature when individuals in a team have common goals, interact regularly and take
collective action through task interdependence to optimize shared understanding among
team members (as individuals must interact, individuals must have some common goal
which predisposes individuals toward collective action, and there must be sufficient task
interdependence to develop shared understandings (Anderson & West, 1998; Loo, 2003).
Positive team culture is described when there is an overall positive sense in the team
environment among team members as well as a belief that the team supports high quality
outcomes from all members (Willard-Grace, Dubé, Hessler, O'Brien, Earnest, Gupta,
Grumbach, 2015).

Hann, Bower, Campbell, Marshall, and Reeves (2007) discuss the interplay of
culture and climate, represented by shared values and beliefs, and their influence on
quality of care in primary care teams. The team carried out a cross-sectional survey of
492 professionals in 42 general practices in England. Self-report measures of culture; the
Competing Values Framework (Quinn & Rohrbaugh, 1983) and climate; the Team
Climate Inventory (Anderson & West, 1998) were used, along with a medical record
review (Hann, Bower, Campbell, Marshall & Reeves, 2007). The majority of practices
could be characterized as c/an culture type. Those who are working in a clan culture
stress the importance of participation, cohesion, shared values, commitment and high

morale (Maher, 2000; Cameron & Quinn, 2006).
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Practices with a dominant clan culture scored higher on climate for participation
and teamwork. There were no associations between culture and quality of care, with
limited evidence of associations between climate and quality. The authors concluded that
the findings of the study did not support the hypothesis that culture and climate are
important predictors of quality of care in primary care or desire to participate in a team.
Although a small sample, their results may suggest the need for further study of
associations between team culture, climate and outcomes (Hann, Bower, Campbell,
Marshall & Reeves, 2007).

Between April 2008 and June 2009, Gordon, Melvin, Graham, Fifer, Chiang,
Sectish, and Landrigan (2011) set out to determine whether reorganizing physicians into
hospital based teams in general paediatric wards in England would be associated with
higher functioning team outcomes including increased face-to-face communication
between physicians and nurses and better patient centred care. It was concluded
that hospital based teams improve the frequency and quality of team communications,
which may in turn create an improved environment for patient centric care (Gordon,

Melvin, Graham, Fifer, Chiang, Sectish & Landrigan, 2011).

Summary: Several researchers have examined the ways in which healthcare providers in
teams work together and the determinants of successful collaboration as it relates to the
potential desire to participate in an interprofessional team. Findings have suggested that
a higher intensity of interprofessional collaboration along with positive team climate and
culture contribute to a higher positive effect on patient satisfaction and provider
satisfaction. Improved attitudes among healthcare providers toward team based care can

impact morale, productivity and turnover intentions (Eby et al., 2000; Jansen, 2008;
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Tomblin Murphy, Alder et al., 2010; Marion et al., 2011; Weinberg et al., 2011; Weller et
al., 2011). However, the costs associated with implementation of interprofessional teams,
the extra time required for their administration, and the lack of incentives for clinicians to
adopt collaborative care approaches may have a negative impact on the decision of

providers and/or organizations to participate in and develop interprofessional teams.

Interprofessional Competencies

Many regulatory bodies that license healthcare providers mandate a set of specific
competencies for entry to practice. These healthcare competencies refer to the skills,
knowledge, procedures/tasks and attributes that licensed professionals are expected to
perform within their scope of practice (Zemke, 1982; Schuiling, 2000; Fullerton, 2004;
Givens, 2006; Verma, Broers, Paterson, Schroder & Medves, 2009; Farrell, Payne &
Heye, 2015). By defining the entry-level competencies, some regulatory bodies have
established a minimum set of standards that all providers within this group are expected
to attain and maintain within their ongoing professional practice. Research has now been
carried out to develop competencies that pertain directly to interprofessional
collaboration (Canadian Interprofessional Health Collaborative, 2010; Hepp, Suter,

Jackson, Deutschlander, Makwarimba, Jennings & Birmingham, 2015)
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To illustrate the ways in which interprofessional collaborative competencies may
support initiatives aimed at improving efficiencies and outcomes across the healthcare

system, the following two examples are given:

Example 1

Some governments across Canada have been examining new ways to deliver
healthcare services to populations. One example of this innovation comes from the Nova
Scotia Department of Health and Wellness is the Model of Care Initiative in Nova Scotia
(MOCINS) (2008). The Nova Scotia government is committed to delivering health
services in an innovative team delivered, patient and family-focused way. Facing the
increasing costs of healthcare, combined with the reduced number of healthcare providers
available, there was an urgency to examine a new way to deliver healthcare services to
the population to better meet their needs. The overall mandate for the MOCINS was “to
design, implement and evaluate a viable provincial model of care for acute care, in-
patient care services that was to be patient centered, high quality, safe and cost effective”
(Tomblin Murphy et al., 2013, p. 347.)

This initiative looked at optimizing the health workforce to ensure that patients
and families had access to the right providers and the right number of providers at the
right time. This was an essential component of sustainability for the health human
resources crisis in Nova Scotia. The overall effectiveness of MOCINS as a sustainable
care delivery model was rigorously evaluated (Tomblin Murphy et al., 2010). Evaluation

focussed on the degree to which implementation of this new model was associated with
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changes in patient, provider and system outcomes as well as how the model assisted in
reducing the overall provincial health human resources shortages.
Example I1

Another innovation from the Nova Scotia Department of Health and Wellness
was the Competency-based Planning for Pandemic Influenza in Nova Scotia; work that
was developed originally in Ontario (Ontario Health Plan for an Influenza Pandemic,
2008; Tomblin Murphy et al., 2013). This work focussed on interprofessional
collaboration and the competencies required to meet the needs of populations suffering
with Influenza. The initiative produced a validated list of specific competencies and
estimated the potential number of patients during a pandemic influenza out-break that
would require each of these competencies. The initiative provided concrete examples of
the advantages of interprofessional collaboration and the importance of focussing on
competencies to meet the needs of the population to provide better outcomes across the
health care system.

Given the recent and persistent focus on competency requirements for health
service professionals, a number of authors have examined the ways in which
competencies relate to effective teamwork in their organizations. (Barr, 1998; Hall, 2005;
Thylefors & Persson, 2005; Dubois & Singh 2009; Suter, Arndt, Arthur & Parboosingh,
2009; Thistlewaite et al., 2014; Hepp et al., 2015; Hettinger, & Gwozdek, 2015; Regan,
Laschinger, & Wong, 2016; Van Der Lee, Driessen, & Scheele, 2016). Competencies for
interprofessional teams pose a possible solution to improving outcomes and eliminating
barriers to interprofessional collaboration. At the present time, research suggests that

primary healthcare teams lack the capacity to function at a level that actually enhances
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the individual contributions of the members, and overall team effectiveness (Hall, 2005;
Sargeant, 2008; Suter et al., 2009). Thistlewaite et al., (2014) suggests that while
developing better frameworks and practice guidelines for enhanced interprofessional
collaboration is an admirable aim, this has resulted in more confusion with the
introduction of varying definitions, particularly in relation to what interprofessional
education and interprofessional collaborative practice is. The authors distinguish
between competencies for health professions that are specific to their profession, are
generic, or those that may only be achieved through interprofessional educational forums.

A recurring theme in the research reviewed is that the process of becoming a
functioning, collaborative team requires investments of time, resources, and strong
leadership (Price et al., 2003; British Columbia Women’s Hospital and Health Centre
Maternity Care Enhancement Project, 2004; Peterson et al., 2007; Hepp et al., 2015;
Hettinger, & Gwozdek, 2015; Yu, Halapy, Kaplan, Brydges, Hall, & Wong, 2016).
These studies, among others, indicate the need to have strong interprofessional education,
in addition to high-quality clinical trainee experience, and continued interprofessional
post-licensure education in order to make collaborative teams successful (Gilbert, 2005;
Peterson et al., 2007; Hammick, Freeth, Koppel, Reeves & Barr, 2007; Thistlewaite et al.,
2014; Yu, Halapy, Kaplan, Brydges, Hall, & Wong, 2016). Thistlewaite et al., (2014)
also highlight the need for further examination and dialogue to establish common terms
and language that may improve ways in which interprofessional education can translate
into successful interprofessional collaborative practice environments.

The ability to work with professionals from other disciplines and deliver

collaborative, patient-centered care is considered a critical element of professional
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practice requiring a very specific set of competencies. These competencies include
interprofessional competencies that are defined in a broad general way that go beyond
knowledge acquisition and include the use of clinical, technical communication and
problem solving skills (Gilbert, 2005; Banfield, 2007; Sargeant et al., 2008; Canadian
Interprofessional Health Collaborative, 2010; Hettinger, & Gwozdek, 2015; Vanderbilt,
Dail, & Jaberi, 2015; O'Leary, 2016). The work of the Enhanced Interdisciplinary
Collaborative Practice initiative (EICP) 2005 is guided by the definition of
interprofessional collaboration encompassing the following attributes: development of a
common purpose or care outcome; acceptance and recognition of complementary skills
and expertise among different providers; effective coordination and communication
among relevant providers (Nolte, 2005). In his paper Gilbert (2005) argues that for
collaboration to be sustained, “the balance of these influences must be such that each
collaborating party is able to identify sufficient benefit to itself individually as to
outweigh the disadvantages of interprofessional collaboration” (Gilbert, 2005, p. 35).
Sargeant et al., (2009) have explored perceptions of effective primary healthcare teams to
determine the related learning needs of the healthcare professionals and the team itself.
In their analysis of transcripts resulting from nine focus groups, five themes emerged:
Understanding and respecting team members' roles; recognizing team members and
teams require work; the overall understanding of primary healthcare; knowing how to
work together for a shared patient outcome and; communication, which was identified as
the essential factor in effective primary healthcare teams. These areas may inform the
ongoing interprofessional competency discourse and add to the understanding of what

teams need to be effective.
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The Canadian Interprofessional Health Collaborative (CIHC) created a national
interprofessional competency framework for use across the healthcare system to enhance
the ability of providers, educators and employers to successfully establish, monitor and
evaluate an interprofessional team. CIHC is a consortium made up of health
organizations, educators, researchers and professionals as well as students from across
Canada (CIHC, 2010). Their core mandate is to advance research and understanding in
interprofessional education and collaborative practice and to provide evidence and
information to help build strong and effective healthcare teams while improving the
experience and outcomes of patients (CIHC, 2010). To that end, the Canadian
Interprofessional Health Collaborative (CIHC) competency framework (2010) identifies
six competencies including patient-centred care, communication, role clarification,
conflict resolution, team functioning and collaborative leadership (Canadian
Interprofessional Health Collaborative, 2010; Hepp et al., 2010). In 2010, Hepp et al.
conducted 113 interviews with a variety of healthcare providers from varying
professions. Through their research, the authors discovered that of the 6 CIHC
interprofessional competencies, positive examples of communication and patient-centred
care processes were identified. However, they discovered that there were some gaps in
collaborative leadership and role clarification that impacted overall collaboration among
the professionals. Additionally, conflict resolution and team functioning were not well
developed among the group.

In Suter et al.’s (2009) analysis of interviews done with sixty health professionals,
it was determined that competent collaborators were defined by two main competencies

that were also identified by EICP and in Sargent et al.'s study (2009). These
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competencies were communication and role understanding. Suter et al., (2009) identifies
communication and role understanding as core competencies for collaborative practice.
Understanding the roles of healthcare disciplines include the awareness of the
professionals, their scopes of practice, expertise, responsibilities, skills and values
(Belanger & Rodriguez, 2008). Trust and respect among professionals, skills and
competency to manage conflict effectively and a willingness to collaborate are critical to
high quality and efficient patient-centered care (Suter et al., 2009). Strong
interprofessional education on a continued pre and post-licensure basis, must take place
to ensure the components of interprofessional care are learned and understood.
Shoemaker et al., (2015) did a randomized controlled study to examine how a virtual
interprofessional educational activity could improve interprofessional competencies. All
participants completed an original, survey that measured improvement in selected
Interprofessional Education Collaborative (IPEC) competencies and the Readiness for
Interprofessional Learning Scale (RIPLS). The use of a single, interprofessional
educational activity resulted in having greater awareness of other professions scopes of
practice and how different professions can collaborate in patient care thus improving
interprofessional competencies across the groups (Shoemaker, De Voest, Booth, Meny &
Victor, 2015).

Two basic levels of competencies including technical and behavioural are found
in regulatory body clinical competency documents (Verma et al., 2009; Van Der Lee,
Driessen, & Scheele, 2016). The first level, technical competencies predominantly focus
on acquired knowledge, technical skills and abilities required throughout a professional’s

educational journey (Hallin, Keissling, Waldner & Henriksson, 2009; Shoemaker, 2015;
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Vanderbilt, Dail, & Jaberi, 2015). Examples of these technical competencies include
knowledge of the applicable legislation and the knowledge and appreciation of
methodologies that guide clinical policies and procedures. The second level of
competencies is behavioral competencies. These include qualities such as
communication skills. These competencies are more difficult to observe and measure,
but are the key indicators of how an individual approaches his or her work (Hallin et al.,
2009; O'Leary, 2016).

In her study, Leggat (2007) examines the criteria indicating how health
professionals work together as an effective team. These criteria inform the identification
of critical, effective teamwork competencies for health service managers. From this
study and others, it is clear that the simple ability to perform an activity or skill can be the
result of either having natural talent, or through acquisition of education and training
(Leggat, 2007; Malin & Morrow 2007). One of Legatt’s most important findings was
that management and clinical teams may require different competencies (Leggat, 2007).
While the under-representation of clinical care teams in this study made it difficult to
observe the differences in reported competencies between the two, the fact that the
sample of health service managers distinguished between competencies for clinical and
management teams is an important finding that requires further study (Leggat, 2007).

Farrell et al. (2015) demonstrate in their study the need to incorporate
interprofessional education into the socialization models used in advanced practice
nursing programs to enhance interprofessional competencies. The authors show that
being able to work effectively as member of a clinical team while a student is

fundamental to success in the clinical environment post-graduation (Interprofessional
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Education Collaborative Expert Panel 2011; Pfaff et al., 2014; Farrell et al., 2015).
Interprofessional collaboration and coordination are needed to achieve seamless
transitions for patients between providers, specialties, and health care settings and the
authors state that in order to achieve this goal, continuous development of
interprofessional competencies is a critical key success factor (Farrell et al., 2015; Van
Der Lee, Driessen, & Scheele, 2016).

It is therefore suggested in the literature that competency identification is
important for both management and interprofessional clinical teams and perceived
differences within the competencies required by such individuals exists (Leggat, 2007;
Malin & Morrow, 2007; Farrell et al., 2015; Van Der Lee, Driessen, & Scheele, 2016).
Therefore, it is important, for the successful implementation of interprofessional teams, to
ensure that members have strong competencies that include communication, a high level
of trust and a clear understanding of collaboration to avoid unnecessary conflict and
confusion regarding roles and responsibilities among the team (Farrell et al., 2015;
Scotten et al., 2015; Fairman, 2016; O'Leary, 2016; Van Der Lee, Driessen, & Scheele,

2016).

Professional Clinical Competencies in Obstetrical Teams

So what is the role and function of clinical competencies for interprofessional
healthcare teams? When considering the competencies required for a professional who is
charged with the task of providing obstetrical care to women and families of low obstetric
risk, we look at professionals in Canada and other parts of the world who have in their
scope of practice, pre-natal, intrapartum and post-natal care. The main categories of such

professionals who possess this entire scope of practice include midwives, family
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physicians, obstetricians and nurses. Currently, there is a gap in the literature identifying
the specific clinical competencies required for professionals who have this scope of
practice and are working together in an interprofessional team (Van Der Lee, Driessen, &
Scheele, 2016).

Core Competencies for Primary Maternity Services Part 1 was a project co-
sponsored by the National Health Workforce Task Force and the Maternity Services
Interjurisdictional Committee in Australia in October 2009. This project highlights the
importance of an interprofessional approach to primary and maternity service providers
in Australia to ensure quality and safety of maternity services for women, babies and
families. The focus was the development of core competencies for primary maternity
services and the care of pregnant, birthing and post-partum women who were considered
to be of normal or low risk. The competencies provide guidance to the development of
general educational principles and an educational framework to inform curricula
development for primary maternity care services and maternity services across Australia.
The purpose of this study was to assist education providers to ensure that the maternity
workforce was trained and competent and capable of providing safe maternity care. The
study was careful to note that the competencies were aimed at ensuring maternity
services achieved the best outcomes for women and their families and were not aimed at
blurring practice boundaries or developing a generic maternity health worker. In this
case, a multi-disciplinary approach rather than an interprofessional approach was taken
(National Health Workforce, 2009). Although similar, there are some differences
between multi-disciplinary and interprofessional teams. A multi-disciplinary team

combines several professionals working in parallel. Whereas an interprofessional team
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has two or more professions working with one another, combining their unique skills and
knowledge toward a common goal. Interprofessional teams are often more structured
with conflict resolution and shared decision-making processes (Chamberlain-Salaun,
Mills, & Usher, 2013).

In Canada, as in many other countries, midwives are one of the primary care
providers who have a full scope of practice related to low-risk obstetrics. Midwives
promote wellness among women, babies and families. They take the social, emotional,
cultural and physical aspects of a woman's reproductive experience into consideration,
and actively encourage informed-choice decision-making by providing women with
complete, relevant and objective information in a non-authoritarian manner; typically
perceiving themselves as a shared partner in the woman's care (Canadian Association of
Midwives, 2008). Canadian midwives are fully responsible for the provision of primary
health services within their scope of practice, making decisions in collaboration with their
clients (Canadian Association of Midwives, 2008). When midwives identify conditions
requiring care residing outside their scope of practice, referrals to appropriate care
providers are made (Canadian Association of Midwives, 2008). To ensure clients receive
the best and most high-quality care, Canadian midwives must commit themselves to
reviewing up-to-date research on maternity care issues, and adopt a critically-appraising
approach within their analysis of such research; subsequently incorporating relevant
findings into their regular delivery of care.

While there are provincial and territorial differences in how midwifery is
legislated, organized and practiced in Canada, the basic model of midwifery practice is

the same across all regulated jurisdictions. Midwives provide care from early pregnancy
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through to at least six-weeks post-partum to women and their infants (National Health
Workforce Taskforce, 2009).

In 2005, the Royal College of Physicians and Surgeons of Canada published their
CanMEDS 2005 Physician Competency Framework. As with other health professional’s
competencies, the CanMEDS competencies are multi-faceted and are part of the
education and training of physicians (Frank, 2005). For example, competencies include:
* Teach several aspects of medicine around any case
* Ask effective educational questions that explore a variety of medical competencies
* Assess learner performance across multiple attributes and abilities (Frank 2005)

Within the CanMEDS (2005) document, a new definition of competence is
forwarded. The Royal College states that: “Competency is the process of identifying the
core abilities involved in translating the available evidence on effective practice into
educationally useful elements” (Frank, 2005, p. 1). Traditionally, medical education has
articulated competence around core medical expertise. In the CanMEDS (2005)
construct, the medical expert or physician plays an essential role, one of an integrator as
opposed to a solitary role in an individual's healthcare (Frank, 2005). As an integrator,
the physician plays a key role in leading and facilitating interprofessional collaboration
among other healthcare providers. The interconnection of roles a competent physician or
the medical expert carries out includes communicator, collaborator, health advocate,
manager, scholar and professional.

What follows are two examples, this time, specifically addressing a competency-
based approach to low-risk obstetrical and well-woman care.

Example I
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The Ontario Maternity Care Expert Panel was appointed in 2004 to make
recommendations to improve maternity care in Ontario. The final report, published in
2006, titled “Emerging Crisis Emerging Solutions”, addressed similar issues to an earlier
work called the MCP2. It provides recommendations to the provincial government in
Ontario to address a looming maternity care crisis for the province. In 2006, the Ontario
Women’s Health Council addressed the maternity care crisis. The summary
recommendations included increasing the capacity of health human resources by
attracting, supporting and retaining maternity care providers through the development of
a system that values and respects all provider groups including midwives, nurses and
physicians through harmonization of regulation and the creation of interprofessional
teams with complimentary funding mechanisms. Additional recommendations included:
comprehensive evaluation frameworks for collaborative models of care, continued system
development, continued discussion on interprofessional education and collaborative
maternity care as well as commitment by provinces and territories to implement these
collaborative maternity care teams beyond the pilot projects that were funded.

Example I1

The MORE OB (Managing Obstetrical Risk Effectively Program) (Salus, 2010) is
a comprehensive three-year patient safety professional development and performance
improvement program for caregivers and administrators in hospital obstetrics units. The
program was initiated from visions of The Society of Obstetricians and Gynaecologists
(SOGC) for the enhancement of patient safety (Salus, 2010; Morgan et al., 2014). The
program’s structure is based on the proven principles of high reliability organizations

including: safety as priority, effective communication, teamwork, decreased hierarchy in
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emergencies, practices for emergencies, and reflective learning. The program integrates
evidence based professional practice standards and guidelines with current and evolving
patient safety concepts, principles and tools (Salus, 2010). Currently the MORE OB
Program has been delivered for five years by a team of key interest groups including: the
SOGC, The Royal College of Physicians and Surgeons of Canada, the College of Family
Physicians of Canada, The Society of Rural Physicians of Canada, The Association of
Women’s Health, Obstetric and Neonatal Nurses and The Canadian Association of
Midwives as well Accreditation Canada (Salus, 2010). Although the crisis in maternity
care in Canada has received some attention, the potential solution of collaborative team
based, competency driven approaches have been slow to gain ground (Youngson et al.,
2003; Van Der Lee, Driessen, & Scheele, 2016). The barriers to collaboration hinge
mainly on professional and discipline specific resistance to change, overall difficulty in
letting go of existing models of siloed care, and adopting a shared care model with
different professions.

Van Der Lee, Driessen, and Scheele, (2016), studied the collaboration between
obstetricians and midwives in the Netherlands. In their study, midwives evaluated the
collaborative performance of their obstetrician colleagues. The authors showed that the
midwives in the study experienced a lack of trust and unequal power balance that affected
their ability to collaborate effectively. The authors postulate that many of the issues
reported in the study can be linked to the historic disconnect of both professions (Van
Der Lee, Driessen, & Scheele, 2016). Understanding the historic context of
interprofessional collaboration is important for understanding problems in collaboration

between professional groups such as midwives and physicians and readiness to
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collaborate. Recommendations to help decision makers see where the best investment for
teams are, and identification of the individual providers that will be early adopters in the
work, may be found in measuring readiness to collaborate in the first place. Some
initiatives may see greater success if teams are consciously chosen based on the
provider’s readiness to collaborate as opposed to building teams solely on the skills and
knowledge practitioners have (Utz et al., 2015).

It is evident through this literature review that individual professions
encompassing intra-partum obstetrics within their scope of practice are characterized by
competencies specific to each provider group. There is no information or literature that
speaks to competencies across health provider roles, for example, the competencies
required to provide low-risk obstetrical and well-woman care to a population regardless
of profession. While it is evident that effective teamwork is consistently identified as a
requirement for improved clinical outcomes in the provision of healthcare and low-risk
obstetrics, there is limited knowledge of what makes these professionals become an
effective team and even less information on how to develop such skills across the
professions and have a joint set of competencies to guide that work. Ultimately, low-risk
obstetrical and well-woman competencies are currently focused on midwives, General
Practitioners (GP's) or family practice physicians, and obstetricians, independently from
an interprofessional approach to collaborative team based care.

In collaborative primary maternity care models, team composition consists of the
identification of a core team. The core team is comprised of health professionals that are
the direct contact point for the woman. These professionals have the full scope of

practice that includes pre-natal, intra-partum and post-natal care. In Canada, this team
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most often consists of the following professionals: family physicians, midwives and
obstetricians or a combination of them (CIHI, 2004). Women may see some or all of
these professionals in the model, depending on the context of their specific maternity care
needs. In some places, especially in rural locations, general practitioners with expertise
in surgical and/or anaesthesia may also become core members (Society of Rural
Physicians of Canada, 2003; Avery, 2005; Medical University of South Carolina —
OBGYN, 2008). While most primary care professionals provide maternity care for
women with low-risk pregnancies, obstetricians take the lead when attending to high-risk
pregnancies.

The predominant model of care for these services in Canada is a multidisciplinary
approach whereby providers work together in parallel and infrequently coordinate care
for patients. Certain characteristics such as independent office locations, separate referral
practices are evident. The next step is to create an interprofessional approach where a
shared set of competencies across the continuum is used to deliver high-quality service to
women of low obstetrical risk. This would be evidenced by the team demonstrating
characteristics such as co-location, shared patient charts and shared call schedules.

As was mentioned earlier, the Multi-Disciplinary Collaborative Primary Maternity Care
Project, commonly known as MCP?, was a multi-disciplinary project funded by Health
Canada in 2006 (Salus 2010). This project included professions from all the relevant
disciplines and undertook a comprehensive analysis of how best to develop
interdisciplinary teams for the delivery of maternity care. The definition of the multi-
disciplinary care model outlined in the MCP? report states: “The model is designed to

promote the active participation of each discipline in providing quality care. It is woman-
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centered, respects the goals and values of women and their families, provides
mechanisms for continuous communication among caregivers, optimizes caregiver
participation and clinical decision-making within and across disciplines and fosters
respect for the contribution of all disciplines” (MCP2, 2006, p. 5).

In the field of low-risk obstetrical and well-woman care, the ability to
demonstrate and pilot projects that focus on interprofessional post-licensure collaboration
is imperative. Providers who share a set of competencies must come together to meet
the needs of this population and apply a shared approach to patient outcomes and the

overall delivery of these services.

Summary: Entry to register as a midwife or physician requires details of skills,
knowledge and attitudes expected for the work within this scope of practice.
Additionally, the literature provides important messaging and lessons learned regarding
the achievement of a seamless, primary healthcare competency-based approach to
delivering well-woman care and low-risk obstetrical services to women and their
families. Although there is very little research regarding shared clinical competencies in
clinical care delivery and even less in low-risk obstetrics, some examples point to the
promise and value of pursuing further research in this domain. Thus, further work is
needed to develop a core set of interprofessional collaborative competencies for low-risk
obstetrical and well-woman care as well as a way in which to measure the readiness of

these providers to work in a shared-competency, interprofessional collaborative team.
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Teamwork in Other Industries

Many industries, beyond healthcare, have embraced the use of teams to build
capacity and improve productivity (Steckler & Fondas, 1995). For example, the
corporate, sports, academic and aviation environments have all acknowledged that
improved productivity, work satisfaction and better outcomes result from when teamwork
has been implemented and supported (Steckler & Fondas, 1995; Olshansky, 2006;
Cosenzo, Fatkin & Patton, 2007; Leape, Shore, Dienstag, Mayer, Edgman-Levitan,
Meyer & Healy, 2012; Rosa, 2014). However, supporting healthy and effective teams
can be challenging in many organizations across many different industries. The
preconditions for team engagement of workers require everyone being treated with
courtesy, honesty, respect, and dignity. Teams in any environment, whether they are
healthcare practitioners, sport team members, engineers, pilots or others, need preparation
to be ready to collaborate and to work in a focused and effective manner exercising
respect for the unique contributions and the diversity an interprofessional group of people
brings (Cosenzo, Fatkin & Patton, 2007; Valentine et al., 2015).

Teams in the corporate business world have similar goals as healthcare teams.

For example, agenda setting, communication and conflict resolution as well as being able
to influence and negotiate, are all qualities that are shared among teams in a variety of for
profit and not for profit industries. Collaborative practice teams can be highly beneficial
and even a survival factor for some organizations but difficult to implement and support
due to lack of instruments to test readiness. Rosas et al., (2009) created a model to test
the behavioural aspects of organizations working in collaboration with other

organizations. Their preliminary results showed that their testing approach is feasible,
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however further research is needed to develop a complete assessment for organizational
collaborative readiness. One example of corporate industry seeking better outputs is
cited in Masie’s (2012) study that examines collaboration between the information
technologies of higher education and the ones seen in corporate development and
learning. The author asserts that both higher education and corporate learning are
positioned well for ongoing collaboration, however both industries are almost completely
disconnected. Some of the ways that technology leaders in both industries may find
collaborative opportunities would be in pursuing joint meetings, shared research and
innovative ways of expanding technologies such as tablet-based books as well as
exploring opportunities for joint residency programs to help build team capacity.
Although system and technological collaboration is attractive to some organizations due
to the fact that there may be some economical benefits, the readiness of their staff to
share systems and work together is critical. One way to test readiness of staff would be
to utilize a readiness to collaborate tool first within the organizations. By understanding
staff readiness to collaborate, and intervening according to the results, organizations can
then move to more systemic collaboration such as sharing technologies and services.
An interesting combination of activities between the corporate industry and the
sports industry to support and nurture better collaboration is the use of extreme sports to
nurture camaraderie among staff and make meetings more interesting and fun.
Corporations are beginning to now offer wide variety of games and sports for
teambuilding activities and to improve collaboration and morale among workers

(Tesdahl, 2011). This is a good example of a potential intervention an organization may
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want to implement if the results of the RCS show reduced readiness to collaborate and/or

reluctance to collaborate in an interprofessional team.

Readiness for Teamwork in other Industries

In the sporting field, Abdullah (2012) examines the importance of team
composition when assembling sport teams. The concept of a united group, gathering
around common goals and outcomes is critical to team performance. Healthy social
interactions among team members as well as positive feedback contributes to success and
cohesion among members. As cohesion improves, the author contends that feelings of
loyalty build a sense of belonging and positive morale for individual players and the team
as a whole (Abdullah, 2012). Although Abdullah (2012) has examined the need for
cohesion among team members, testing for readiness to share goals and be cohesive in a
sports team prior to actually joining the team itself, has not been studied or measured.

Another example in an industry other than health is found in the academic
literature. Rosa’s (2014) letter to the editor in the journal Diagnostic Cytopathology titled
‘Academic Research in Medicine: The Need for Teamwork and Leadership’, Rosa (2014)
asserts that collaborative research offers the opportunity for practitioners to engage in a
variety of studies thus gaining experience and appreciation for other perspectives.
However, the author notes, as have others, that despite these benefits, challenges occur
with the lack of collaboration among disciplines who looking to become a team (Pinto,
(n.d); West & Poulton, 1997; Kenny, 2002; Hall, 2005; Kvarnstrm, 2008; Volpe &
Lewko, 2008; Rosas et al., 2009; Wu Tiejun, 2013; Hesjedal, Hetland, & Iversen, 2015).

It is clear throughout the literature that Interprofessional approaches to research can

73



provide new perspectives and solutions to health problems and disease states.
Demonstrating mutual respect, open communication among different disciplines and
recognizing unique contributions can assist in better academic research and potential
health outcomes (Reeves et al., 2008; San, Martin-Rodrigues, 2008; Tomblin Murphy et.
al., 2009; Milne, Walker, & Vlahaki, 2013; Tomblin Murphy et al., 2013; Kozusznik,
2015; Fairman, 2016). However, not all teams will be effective at doing this and
additionally, there seems to be a dearth of tools to measure these concepts in individuals
prior to a team being formed and none focus on the readiness of individuals to participate
beforehand (Anderson & West, 1998; Hoegl & Gemuenden, 2001; Millward & Jeffries,
2001; Pearce & Sims, 2002; Alexander et al., 2005; Cooper ey al., 2010; Valentine et al.,
2015; Fairman, 2016).

Kosnik et al., (2007) in their paper titled ‘Learning from the Aviation Industry’,
discuss the reasons behind aviation accidents. The authors tell readers that although
accidents are inevitable when dealing with humans, the breakdowns in performance
leading to the accident are often due to system defects and poor decisions over time
(Kosnik, Brown & Maund, 2007). Literature points to these defects being linked to
failures in interpersonal communications and leadership (Kosnik et al., 2007; McKeel,
2012). The aviation and healthcare industries have been considered somewhat similar;
seeing the physician like a pilot who has ultimate control over the life and death of many
people with the team in place to support the directions of the leader (Gordon, 2006;
McKeel, 2012). Unfortunately, like some physicians, pilots were taking on a ‘do it my

way or leave’ approach, and it was proving to be fatal in some cases. Crews were

74



implementing orders despite knowing that the outcome would be negative (McKeel,
2012).

Naval Aviation stakeholders have been collaborating together for over a decade
with the aim of improving ways to do business (Malone, Zortman, & Paparo, 2004).
During this time, leaders in the industry have seen the need for a different and more
effective way of addressing readiness of their teams and the use of human and non-
human resources. A new initiative named the Naval Aviation Enterprise was created that
included partnerships between Naval Aviation leaders (Anonymous, Naval Aviation
Enterprise Tackles Readiness Challenges, 2015). They came together with the shared
goal of delivering the right team, ready at the right cost, at the right time, for the present
and into the future. This goal allowed a proactive approach to facing a range of
readiness issues that included managing costs and creating a collaborative approach to
solving complex problems. The focus for readiness in this case was Naval Aviation,
war-fighting readiness. Through this work, the industry has identified what is referred to
as ‘readiness degraders’ (Albright, Gerber, & Juras, 2014). These range from ensuring
the right parts and supplies are available when needed in order to properly deploy crews.
Understanding what is being done to address and solve current problems is now allowing
leaders to identify the barriers that need to be addressed for successful resolution and
collaboration. By working together as an enterprise, the Naval Aviation industry is now
better positioned for impacting and influencing policies and procedures as well as finding
solutions toward removing the readiness degraders that prevent a confident and

competent naval aviation team. However, even with these initiatives aimed at preparing
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a ready and competent team, tools and methods to test the individual readiness to
participate in a collaborative team are lacking.

Additionally, in the aviation industry a teaching concept and workshop was
developed, which aimed at reducing the frequency of human error and accident through
focusing on team-centred decision-making processes (Gordon, 2006; Kosni et al., 2007;
McKeel, 2012). Crew Resource Management (CRM) uses training for team building and
has been used since 1979 particularly in the National Aeronautics and Space
Administration (NASA), and widely in the airline industry. CRM workshops teach an
interpersonal approach to decision-making, drawing on the learning and behaviours of
social sciences and engineering to help improve outcomes and enhance human
performance (Gordon, 2006). As such, CRM has also been used in some healthcare
organizations to optimize the teams and strengthen team effectiveness overall. Despite its
somewhat wide spread use in healthcare, Reeves et al. (2013) report little evidence to
show CRM’s true effectiveness across the health system. The authors state that little to
no impact on individual and/or team behaviours were affected through the use of CRM
however, many organizations continue to use it regularly (Reeves, Kitto, & Masiello,
2013).

A project focusing on CRM was conducted in 1991 (Helmreich, & Wilhelm,
1991). According to Helmreich and Wilhelm (1991), flight deck management staff and
participants in the CRM indicate that crew resource management training is well
received, relevant and highly significant. Results point to positive changes in attitudes
regarding crew coordination and personal capabilities related to competencies required in

aviation. Despite these positive results, there were a subset of participants who had a
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negative reaction to the training; this resulted in negative attitudes in their regular
activities. Upon analyzing these results, the authors discovered that it was personality
factors and overall group dynamics that influenced the negative reactions toward training
(Helmreich, & Wilhelm, 1991). Of particular interest are the author’s reflections
concerning next steps. They state that when individuals are identified as sub-optimal in
terms of being able to collaborate, organizations must address them immediately through
appropriate interventions. In conclusion, they call for further research into identification
of the causes for negative attitudes to collaboration and the need for valid measures to
test individual performance to assess competency to collaborate in the aviation industry.
Given this observation, the new RCS may have applicability and relevance in industries
beyond healthcare.

In 2014, Clay-Williams et al., assessed the delivery of modular crew resource
management training to a group of healthcare providers. Through a modular training
format, participants learned portable team skills such as communication and decision-
making. Despite it’s successful use in other industries such as aviation (Gordon, 2006;
Kosni et al., 2007; McKeel, 2012), the authors have stated that it has not been tested for
interprofessional team training (Clay-Williams, Greenfield, Stone, & Braithwaite, 2014).
Results of their study showed that 22% of participants were able to overcome workplace
barriers to collaboration. However, as the authors pointed out, these participants came to
the training voluntarily and may have been more aware of their own readiness to
collaborate, thus more prepared to make changes in their workplace (Clay-Williams,

Greenfield, Stone, & Braithwaite, 2014). Using the RCS initially, it may be possible to
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identify those who in fact need training such as CRM and therefore, will be able to effect
change in interprofessional team activity on a larger and more significant level.

Another example of CRM being used with success in the healthcare field is cited
in a study titled “Crew Resource Management in the Intensive Care Unit, a prospective
3-year cohort study” (Haerkens, Kox, Lemson, Houterman, Hoeven & Pickkers, 2015).
The author’s tested the outcomes of CRM after implementation in an intensive care unit
team; indicators were complications, length of stay and mortality. In their study, the
authors positioned the CRM intervention as training to reduce system flaws as opposed to
individual limitations and had trainers from a variety of both healthcare and non-
healthcare backgrounds; clinical medicine, military, aviation and psychology. Results
indicated that there was a reduction in complications and other serious outcomes post-
CRM intervention. Changes in team effectiveness were measured by the reduction of
intensive care unit complication rate. Results were very positive. Initial overall
complication rate was approximately 67/1000 patients and reduced to approximately
50/1000 post-CRM intervention (Haerkens et al., 2015). In conclusion, CRM may be one
intervention for individuals post readiness assessment as the need to identify where
individual’s barriers to collaborate, communicate and trust is a necessary step in tracking

success in any intervention.

Summary: Many examples of industries that use teams and require effective
collaboration in order to meet goals and achieve success is found throughout the
literature. Some industries include team sports, academia and aviation to name a few.

Although many of these industries stress the importance of team work and the positive
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outcomes that can be achieved with a cohesive team, most have not looked at the
readiness to collaborate in a team and therefore, valid measures to test readiness are not
easily found (Cosenzo et al., 2007; Valentine et al., 2015). Even though there is an
increasing emphasis on collaboration and strengthened relationships within teams and
between disciplines (Amabile, Patterson, Mueller, & Wojcik, 2001; Raab, Will, Richards
& O'Mara, 2013; Hesjedal, Hetland, & Iversen, 2015), challenges continue to exist in
many teams. These challenges may point to the overall readiness of individuals to

participate.

Team Surveys Available

In 2015, Valentine et al. conducted a review of survey instruments measuring
team effectiveness published before 2012. Their search identified 39 surveys measuring
various aspects of teamwork including communication, coordination and respect
(Valentine et al., 2015). They span from examining attitudes among professions
regarding their teamwork as in Jefferson Survey of Attitudes Toward Physician-Nurse
Collaboration to taking a closer look at the indicators of successful teams such as the
Interdisciplinary Team Performance Survey (Orchard, King, Khalili, & Bezzina, 2012).
Of the 39 instruments reviewed by Valentine et al., (2015), ten were validated
instruments demonstrating a lack of validated instruments available to measure
teamwork. Despite the comprehensive list of instruments to use, none included
instruments to test readiness to enter a team.

A study was completed in Scotland that examined individual professional groups’

attitudes towards interprofessional learning, (Reid 2006). The original version of the
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Readiness for Interprofessional Learning Scale (RIPLS) was published by Parsell and
Bligh in 1999. The only aspect of reliability considered by the authors was the internal
consistency. A revised version for use with undergraduate students was published in 2005
(McFadyen et al., 2005). That paper also reported internal consistency of the revised
version.

In organizational literature there have been only few studies concerning team
climate. Anderson and West (1998) applied the concepts of shared perceptions and
organizational/team climate to understand how working groups’ function. The Team
Climate Inventory (TCI) provides a profile of a team against four different dimensions or
climates that have been deemed to be important for team effectiveness and
innovativeness (Anderson & West, 1998). The four factors include: (1) vision, (2)
participative safety, (3) task orientation, and (4) support for innovation. In order to
develop the TCI the researchers did an extensive review of published measures available
relating to team climate. From that, measures were examined for their interrelationship
with the four factors stated above. Through validation of their initial survey only items
appropriate for these factors were retained. Furthermore, an additional level of analysis
was done through a criterion validation. Ultimately, very few items or scales were
retained (Anderson & West, 1998).

The Attitudes Toward Health Care Teams Scale (ATHCTS) is a measure with two
subscales. The first one is Quality of Care/Process that contains 14 items and the second
is Physician Centrality that contains 6 items. This unique scale examines team members’
perception of both the quality of care provided by the team and the overall functionality

of the team to deliver the care. Additionally, the survey measures team attitudes toward
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physician authority within the team and their real or perceived control over information
about patients. The authors tested both the reliability and validity of the scale. Although
originally developed by Heinemann, Schmitt and Farrell (2002) as a 20-item research
measure, it was modified in 2002 by Leipzig into a 21-item tool with three subscales:
Attitudes Toward Team Value, Attitudes Toward Team Efficiency, and Attitudes
Towards Physician’s Shared Role on Team. The authors tested both the reliability and
validity of the scale (Heinemann, Schmitt & Farrell, 2002; Leipzig, Hyer, Wallenstein,
Vezina, Fairchild, Cassel & Howe, 2002; Canadian Interprofessional Health
Collaborative, 2009). According to Heinemann et al., (2002) the measure has potential
for use as a research tool and as a pre-and post-test tool for educational interventions with
teams.

Bateman et al., (2002) designed the ‘Team Effectiveness Audit Tool’. This
survey was designed to assist already assembled teams in measuring their effectiveness.
The full survey has 46 items and uses a 5-point Likert Scale. In Bateman’s audit tool,
there are six headings: Team synergy; Performance Objectives; Skills; Use of Resources,
Innovation and Quality. What is unique about this tool is its utility to both assess the
teams’ effectiveness while, at the same time, examine areas that require strengthening.
Therefore, the authors claim that this tool can also be used as a team building exercise.
This audit tool is also used as a means of assessing an organization’s effectiveness in
supporting and facilitating good team collaboration.

The Collaborative Practice Assessment Tool (CPAT) assesses the degree to which
health care practitioners collaborate to provide comprehensive, timely and appropriate

patient care (QUIPPED, Queen’s University 2008-2009). The validated tool is intended
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for use in a variety of settings involving providers from diverse professions. It is divided
into eight domains relevant to collaborative practice: Mission, Meaningful Purpose,
Goals; General Relationships; Team Leadership; General Role Responsibilities,
Autonomy; Communication and Information Exchange; Community Linkages and
Coordination of Care; Decision-Making and Conflict Management; and Patient
Involvement. At an individual level, CPAT identifies skills gaps related to collaborative
practice. The aggregation of individual results creates an understanding of overall team

functioning.

Summary: Throughout the literature numerous other tools are cited, aimed at measuring
team effectiveness. Valentine et al., (2015) completed a review of survey instruments
focussed on measuring team effectiveness (Valentine, Nembhard & Edmondson, 2015).
Of the instruments identified, none focus on the elements of readiness and not all have
been validated. Hence, validated instruments allowing for measurement to assess
collaborative characteristics of individual practitioners prior to entering a team are
needed. Although the literature has many tools to test the overall effectiveness of teams,
few have examined the qualities and characteristics of the individuals that make up a
team and fewer have studied the readiness of the individuals prior to participation in a
team. Given the limitations of available research and measurement tools, and the
continuing challenges with team development in healthcare, the development and
validation of the Readiness to Collaborate Scale may be a relevant addition to the

interprofessional collaborative research.
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Self-Evaluations

Benjamin Franklin once asserted that three of the hardest things known to humans are
“steel, a diamond and to know one’s self”
(Found on website: http://www.brainyquote.com/quotes/authors/b/benjamin_franklin_3.html).

Self-assessments are used for a wide variety of purposes throughout
organizations. These include performance appraisal processes such as the 360-degree
feedback programs or as inputs to selection decisions for jobs or other roles within
organizations. However, because of some contextual factors, self-ratings do not always
reflect the reality of the situation nor do the ratings given by others about an individual
(Halverson, et al., 2005; Holden & Passy, 2010). Self-awareness, as such, is an internal
attribute, one that is not necessarily observable to others. Therefore, measuring it can be
challenging (Halverson et al., 2005). Through the use of a new and validated self -
evaluation tool, subjective information concerning an individual’s readiness to
collaborate in an interprofessional team may be gathered. As such, this information may
also provide participants with some feedback on how aware they are of their ability to
collaborate in an interprofessional team. Given that some people may be unaware of their
ability to collaborate while others might try to deliberately distort their scores, the
Readiness to Collaborate Scale will use various already validated scales to determine the
validity of the new scale as well as testing it against a group who has a track record of

being in an excellent interprofessional team (Borrill, 2001).

Challenges with Self — Evaluations
Issues with analyzing self-evaluations are well documented in the literature,

namely the accuracy of the findings (Halverson, Wall, Michie, Atwater & Yammarino,
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1992; Patterson & Wood, 2004; Tonidandel, Barlow & Dipboye, 2005; Dai & De Meuse,
2008; Fleenor, Smither, Atwater, Braddy & Sturm, 2010; Holden & Passey, 2010; Gu,
Wen, & Fan, 2015). Some researchers have looked at the efficacy of self-reports in
certain contexts (Wall, Michie, Patterson & Wood, 2004; Halverson, Tonidandel, Barlow
& Dipboye, 2005; Holden & Passy, 2010; Shantz & Booth, 2014). For example, self-
reports that are designed to mine information on extended time periods may glean
inaccurate information simply because the respondent cannot remember accurately what
they are being asked (Schwartz, 2007). What is pertinent is that self-reports on things
that people can tell us about, namely their current behaviour and experiences, can provide
the researcher with "real time" data as it is focusing on the collection of concurrent rather
than retrospective self-report data (Schwartz, 2007).

Some studies have provided insights to factors affecting self-ratings and self-
assessments and the congruence between self and others' ratings. For example, some
research has indicated that low-performing individuals are more likely to fake good
results than others (De Meuse, Dai Hallenbeck, & Tang, 2008; Fleenor et al., 2010;
Holden & Passy, 2010). Additionally, some of the literature suggests that those with high
competencies will tend to systematically express lower scores than those who would
otherwise rate them differently (De Meuse, Dai Hallenbeck, & Tang, 2008; Fleenor et al.,
2010; Holden & Passy, 2010). Keeping this in mind, there will be significant effort to
control such "faking" when the Readiness to Collaborate Scale is developed.

As mentioned, some researchers argue that an individual's response in a self-
assessment does not reflect their true standing on the traits of interest. Respondents may

feel a desire to present themselves in a positive light and will put their best foot forward.
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These individuals may consciously manipulate their responses to inflate their scores as
pointed out in the example and thus provide an inaccurate picture of their ability to
collaborate in an interprofessional team. Atwater and Yammarino (1992) used a variety
of ratings provided by naval officers and students to classify leaders as being under-
estimators, in agreement, or over-estimators relative to the rating provided by others for
that individual’s performance. Being an over-estimator was negatively related to
performance outcomes, while being in agreement or an under-estimator was associated
with more positive outcomes. Although the authors concluded that over-estimators are
not less effective leaders, recent findings support the importance of self-other agreement
in predicting leadership performance (Halverson et al., 2005). As a result of some
respondents not being able to rely on recall and count strategy (Schwartz, 2007), they
may still be able to arrive at a plausible frequency and, therefore, be able to answer the
question never, or does not agree, or always, and agrees strongly. When behaviours are
highly regular, respondents can arrive at a frequency estimation based on their current
experience. Therefore, the regularity of the behaviour and the specifics of that behaviour
can be easily recorded.

The notion of ‘gaming’ and ‘lying’ on self assessments pose issues for managers
and evaluators to determine the true state of each individual, making sound evidence-
informed decisions about organizational policies and direction difficult (De Meuse, Dai
Hallenbeck, & Tang, 2008; Fleenor et al., 2010; Holden and Passy, 2010). Some
researchers have examined how to tackle the over- rating and gaming that is inevitable on
most behavioural self-evaluations. Alvarez and Adelman (1986) studied the self rating

of students with psychoeducational problems. These are students who have low-ability
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emotionally and intellectually. The authors looked carefully at both over rating of these
particular students and how to manage it when deciphering self-evaluation results. The
researchers found that all of the surveys administered resulted in highly skewed results of
over-rating. Interestingly, a further questionnaire was administered to determine self-
protective actions on the part of the respondents’ peers; thus revealing reasons why some
of the answers given may not reflect a true representation of the person’s ability. The
authors devised the subsequent survey and found that when evaluating others’
performance, and reasons for over-rating, the respondents were in fact evaluating their

own reasons for over-rating themselves.

Summary: Self-reports or self-evaluations are a well-known method of data collection in
many of the social and behavioural sciences (Halverson et al., 2005; Aday and Cornelius,
2006). Whereby overt behaviours can be measured by more objective measures, self-
reports may be one insight we have into the internal state of a person's thoughts and
feelings as they solicit personal information about individual experience that is mainly
subjective in nature. However, to date, the literature does not include self-evaluations
aimed at understanding readiness for interprofessional collaboration and as such,
organizations have not been able to use such a tool to assess whether individuals are

ready and if not, what may need to be done in order to help achieve readiness.

Influencing Policy

In order for organizations to adopt a readiness to collaborate tool and then, in turn,

pursue new strategies that will support or enable individual practitioners to better
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collaborate in an interprofessional team, implementers of organizational change and
decision-makers are faced with two distinct outcomes. One is the 'ideal situation' where
policymakers and decision-makers can jointly identify the desirable future or condition of
the organization and interprofessional team and then create the policies, take the actions
to move forward and monitor progress to allow for necessary adjustments. The other is
the 'less desirable' situation. In this case, policymakers are unable to reach a consensus
towards that desirable future condition and, instead, move away from present situations
that are judged as undesirable even though no consensus exists about what the preferred
alternative would be (Short, 2008; Lewis, 2012; Macintyre, 2012; Ekole, Fulton, Nyanzi,
& Richins, 2016).

In a study by Sharift, (2014) both facilitators and barriers to influencing health
policy emerged. Facilitators include being involved in health policy development and
having knowledge about the processes for the development of health policy. Barriers
included a lack of involvement in policy discussions and an overall negative attitude
towards organizational and government processes (Shariff, 2014). Leaders are key in
supporting and developing future policy makers. In the case of an organization wanting
to adopt the use of a Readiness to Collaborate Scale, it would be important for the
organization to develop internal knowledge about the proposed policies, that is, the
benefits of the proposed policy and the potential sources of its opposition.

Although several jurisdictions are looking to collaborate more within their
healthcare systems and utilize the healthcare professionals in a more productive and
efficient way, there is still a lack of understanding of the impact of interprofessional

teams in healthcare organizations. Therefore, in order for policies such as testing for the
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readiness of practitioners to enter into interprofessional teams, a broader understanding of
the key issues that impact organizations regarding team composition and competencies in
general, is necessary. This understanding will help organizations and their decision-
makers to anticipate the possible barriers to interprofessional collaborative practice and
team based care (Oliver, Everett, Verma & de, 2012; Ekole et al., 2016; Firn, Preston, &
Walshe, 2016).

However, at this point in time, little evidence has emerged indicating that
policymakers have examined or even developed methods that might help the
implementation of interprofessional collaboration in a fulsome manner (San Martin-
Rodriguez et al., 2005; Zwarenstein, Reeves & Perrier, 2005; Weiner, 2009; Ekole et al.,
2016). This is despite the fact that health service integration and interprofessional team
development are seen as two of the most desirable components for consumers to access
the healthcare team member of their choice (Leatt et al., 2000; Oandasan et al., 2006).
The funding of healthcare services as well as the non-financial resources to sustain
interprofessional team efforts, are two important areas for policymakers and decision-
makers to focus on. Although interprofessional collaboration has been promoted
throughout the literature as a valid solution to address complex health and social care
issues, implementation challenges still exist for policy and decision makers.

In some cases, the lack of benefit has also been linked to the difficulty of
promoting interprofessional service delivery and policy change (Jansen, 2008; Ekole et
al., 2016). Although economic influences can contribute to the lack of acceptance of new
policies, it should be noted that the provision of funding does not always enable team

structures and processes to succeed (Jansen, 2008; Ekole et al., 2016). For example,
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health service organizations across Canada have been funding the implementation of
healthcare teams for more than thirty years; however, collaborative interprofessional
team practice has not been a burgeoning event (Allan & Hecht, 2004; Jansen, 2008).
Therefore, it could be argued that although complex political and/or policy issues may
underpin funding support, barriers to influencing policy uptake of collaborative and
interprofessional team practice continues (San Martin-Rodriguez et al., 2005; Jansen,
2008; Firn, Preston, & Walshe, 2016).

It can be argued that effective policy change is the result of organizational
readiness for change (Weiner, 2009; Tomblin Murphy & Mackenzie, 2013). Weiner
suggests that in order to effectively implement changes and for the change to, in fact,
have the anticipated benefit it sets out to have, members need to feel committed to
implementing the change and feel confident in their collective abilities to do so. This, in
turn, may have a positive effect on policymakers to implement the change at the
organizational level. Additionally, Weiner points out in his article that although having
organizations ready for a change, the supporting evidence for successful change
management and implementation is limited for this to take place. Organizational
readiness for change has not been subject to the development or study that individual
readiness for change has been, limited as it is (Weiner, 2009). Tomblin Murphy and
Mackenzie (2013) argue that it is imperative for healthcare planners to consider all policy
implications when making decisions and developing policy; including service delivery
and needs of people and communities (Tomblin Murphy & Mackenzie, 2013). The

author’s point out however, that it is often the current state that drives most health system
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policy regardless of the number of innovations in care delivery redesign that have been

developed and evaluated (Tomblin Murphy et al., 2009; Tomblin Murphy et al., 2010)

Gap in the Literature: Readiness

The gap that has been identified in the literature is measurements to assess the
readiness of a post-licensure practitioner to participate in an interprofessional
collaborative health care team. Understanding the factors related to individual readiness
to enter into an interprofessional team can be useful information for organizations to
consider when assembling collaborative teams (Armenakis, Harris 1993; Goldman,
Meuser, Lawrie et al., 2010; Choi & Ruona 2011; Pfortmiller, Mustain et al., 2011;
Lawn, Lloyd, King, Sweet & Gum, 2014; Strype et al., 2014; Careau et al., 2015; Smith,
2015; Regan, Laschinger, & Wong, 2016).

Most of the literature focuses on readying organizations for changes such as
integrated delivery, the introduction to an electronic health record or introducing a new
intervention to enhance professional collaboration such as interprofessional primary care
protocols (Cassidy, 2002; Amatayakul, 2005; Goldman, Meuser, Lawrie et al., 2010;
Tomblin Murphy, MacKenzie, Alder & Cruickshank, 2013; Sweet & Gum, 2014; Strype
et al., 2014; Careau et al., 2015; Smith, 2015; Regan, Laschinger, & Wong, 2016). But
little research has been done to identify the best and most effective way of readying
individuals to work together.

Organizational leaders are continually charged with introducing and
implementing various initiatives to change their organizations. However, in reality, many

of these efforts do not result in the intended aims and do not foster sustained and positive
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change. The literature cites many factors that contribute to the effectiveness of changes
once implemented. One such factor is readiness for change (Armenakis et al., 1993;
Tomblin Murphy et al., 2013; Strype et al., 2014; Van et al., 2014). Being ready for a
change such as moving from siloed practice to interprofessional practice may improve the
successful outcome of the implementation.

In the organizational change literature published during the 1990s, Armenakis et
al., (1993) identified four major themes: change content, change context, change process
and change criterion issues (Armenakis et al., 1993). In addition to large system-oriented
focus for change, the authors have also adopted a micro level perspective on change and
have put more emphasis on the role of individuals in implementing the changes
(Armenakis et al., 1993; Choi et al., 2011; Kozusznik et al., 2015; Li et al., 2015). The
main underlying idea in this approach is “change in the individual organizational
members’ behaviour is at the core of organizational change” (Choi et al., 2011, p. 49).

Readiness is reflected in organizational members’ beliefs, attitudes and intentions
about the extent to which changes are needed and the organization’s capacity to
successfully make those changes. Armenakis et al., (1993) states, “readiness is the
cognitive precursor to the behaviours of either resistance to or support for a change
effort” (Armenakis et al., 1993). Choi et al., (2011) supports Armenakis et al.,’s. (1993)
position by stating that organizations only change and act through their members and that
successful change will persist over the long-term only when individuals change their on-
the-job behaviours in appropriate ways and are truly ready for the shift in practice (Choi
etal., 2011). To support this idea, it has been demonstrated that individuals are not

passive recipients of change but actors who actively interpret and respond to what’s
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happening in their environments (Choi et al., 2011). Change such as moving from a
multidisciplinary team approach to an interprofessional team approach is one example
whereby readiness for the change to work together is key.

Goldman, Meuser, Lawrie, Rogers and Reeves in their article titled
“Interprofessional Primary Care Protocols: A Strategy to Promote and Evidence-Based
Approach to Teamwork and Delivery of Care” (2010) discuss the complex changes and
processes needed for collaborative teamwork. In their study, a project with a Family
Health Team was undertaken to develop and implement a series of interprofessional
protocols in four clinical areas. The findings from the protocol development
demonstrated the value of the focus on the team itself. Processes such as proper
identification of the team and the organization’s needs as well as appropriately assessing
interprofessional sharing and the importance of facilitation and support were among some
of the most important factors highlighted for successful implementation. Ultimately, the
study determined that the move towards working in an interprofessional manner does
require protocols that reflect the evidence as well as clear roles that articulate how
healthcare providers need to relate to others and one another. (Goldman, Meuser, Lawrie
et al., 2010). What the study did not address, are the factors that contribute to readiness
to collaborate and how those factors may impact team composition and effectiveness.
Summary: The gap in the literature supports the development and validation of a new
instrument called the Readiness to Collaborate Scale. This tool will address important
areas germane to interprofessional collaboration according the literature including

readiness for interprofessional collaboration, communication and trust.
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CHAPTER THREE - THEORETICAL AND CONCEPTUAL FRAMEWORK

Several theories were reviewed for the purpose of determining the best theoretical
framework for the study. The following chapter provides an overview of some of the
more relevant theories and provides rationale for the theory chosen; complex adaptive
system theory. Additionally, context for the use of the Conceptual Framework for Health
Human Resources and System Planning (O’Brien-Pallas, Tomblin Murphy, Birch &
Baumann, 2001) in order to inform the development of the new readiness tool has been
included.

Classic management and systems theory (Taylor, 1917; Weber, 1947; Senge,
1990) have been used to describe organizational behaviour. They assume a similar
perspective in responding to turbulence and change that is often seen in healthcare
organizations of today (Ford, 2008). Theories such as classical organizational theory
developed by Frederick Taylor in 1917 (Taylor, 1917) to more contemporary theories
such as Peter Senge’s systems theory in 1990 (Senge 1990), have examined perspectives
regarding change and innovation in organizations. The readiness of organizations and
individual practitioners to enter into interprofessional collaborative care teams is an
example of organizational change that can help shape innovative health system research
and potentially may have a positive impact on system provider and health outcomes of
people (Taylor, 1917; Senge, 1990; O’Brien-Pallas, Tomblin Murphy, Birch & Baumann,
2001; Fraser, Jane, Ceri, & Ray, 2011; Tomblin Murphy et al., 2007; Tomblin Murphy et
al., 2013). Although there is a growing number of interprofessional education and
interprofessional collaborative practice initiatives, many have not been informed through

the use of a theoretical framework (Barr, 2005; Hammick et al., 2007). As such, theories
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play an important role in the planning, implementation and evaluation of
interprofessional initiatives and help to contribute to a more rigorous research
methodology when used appropriately.

In a 2011 article titled “A Scoping Review to Identify Organizational and
Education Theories Relevant for Interprofessional Practice and Education”, Reeves et al.,
described theoretical frameworks as coherent and systematic articulations of a set of
issues communicated as a meaningful whole (Reeves et al., 2011). Therefore, a theory
can be used to describe observations and explain or predict phenomena like individual
readiness for change and help to yield testable hypotheses (Reeves et al., 2011).

One theoretical perspective within organizational change research is the focus on
organizational context. Context consists of the conditions and environment within which
individuals function (Choi & Ruona, 2011). The importance of individual readiness in
the context of organizational change is supported in the literature (Cunningham et al.,
2002; Jones, Jimmieson & Griffiths, 2005). While there have been a number of
assessment tools measuring the readiness of individuals prior to the introduction of
change (Cunningham et al., 2002; Jones, Jimmieson & Griffiths, 2005), these instruments
appear to only measure readiness from the perspective of change process, change content
and change context and, to a lesser extent, on individual attributes. It is the individual
attributes that the Readiness to Collaborate Scale will focus on.

As researchers have noted, the definitions of individual readiness for
organizational change are conceptually similar to Lewin’s notion of the unfreezing step
(Armenakis et al., 1993; Eby et al., 2000). The unfreezing step in the organizational

change context includes the process by which organizational members’ attitudes about a
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change initiative are altered in a way that they perceive the change as necessary and
likely to be successful. In this respect, when individuals become ready for a change
initiative, this indicates that the unfreezing step has been successful. Lewin’s (1951)
unfreeze, change, refreeze theory and its relevance to this study will be discussed in more
detail later in this chapter.

Healthcare professionals are often confronted with situations where severe time
constraints are imposed and even the slightest mistake in judgment can lead to mortality.
Although healthcare professionals’ unique stresses differ from other more traditional
working teams, some of the more established communication and conflict resolution
practices found outside of healthcare, can be applicable and useful in healthcare settings.
Readiness for change has been defined in the literature as a comprehensive attitude that is
influenced by the context, (i.e., what is being changed), the process (i.e., how the change
is being implemented), and the context (i.e., the circumstances under which the change is

occurring), and who are the individuals involved (Holt, Armenikas et al., 2007).

Management Theory

Frederick Taylor (1917) developed a scientific management theory often referred
to as “Taylorism”. At the beginning of the last century, his theory had four basic
principles. The first was to find the one best way to do each task and the second was to
carefully match each worker to the task identified. The third was to ensure that there was
close supervision of the workers and to use a reward and a punishment mechanism to
motivate the workers. The fourth was the task of management in planning and control.

Initially, Taylor was very successful at improving production across organizations and his
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methods, which include getting involved with ensuring the best equipment and people,
yielded large increases in production (Taylor, 1917).

While Taylor’s scientific management theory proved successful in the simple
industrialized companies at the turn of the last century, it is not a theory that is matched
well to the modern organizations of today. The concept of production first and people
second led to declining production and quality and an overall dissatisfaction among
workers and near complete loss of organizational pride. The modern day example in
healthcare is ‘fee for service’ whereby physicians have been criticized for pushing
patients through their clinics at alarming rates so that they can be highly productive and
maintain a lucrative business (Allard, Jelovac & Leger, 2011).

In 1947, Weber's bureaucratic theory emphasized the need for a hierarchical
structure of power (Weber, 1947). It recognized the importance of division of labour
and specialization and stressed the need to have clear lines and distinctions of authority
and control in organizations (Weber, 1947). This fed nicely into Taylor’s notion that
uniform rather than a differentiated process provides a good practice at the organizational
level; however, Weber also put forth the notion that organizational behaviour is a
network of human interactions where all behaviour could be understood by looking at
cause and effect (Weber, 1947). Both Taylor and Weber’s classical management
theories were rigid. Their major deficiency was that they attempted to explain peoples'
motivation to work strictly as a function of economic reward and neglected the pride and

enjoyment of accomplishment and personal growth that working may provide.
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Unfreeze, Change and Refreeze Theory

Dr. Lewin was a German-American Psychologist who contributed to the field of
psychology by demonstrating that human behaviour was not only a product of one’s own
personality and makeup, but also was effected by the dynamic and changing environment
in which a person lives. This means that one’s behaviour is related both to one’s personal
characteristics and to the social situation in which one finds oneself.

Lewin’s work in Field Theory, Group Dynamics, Democracy in Groups, and
Action Research has greatly contributed to the understanding and knowledge of
leadership and group dynamics. It is Lewin’s work in field theory that also helps to
develop the construct for this study. Systems Theory and Complex Adaptive Theory
speak to the overarching concept of change and readiness. Lewin’s Field theory focuses
the broader context and speaks to the individual’s reaction to potential change in their
environment. For this study, a thorough understanding of what hinders and what
motivates a change in human behaviour can strengthen interprofessional collaborative
practice teams.

Human behaviour includes all the individual’s characteristic traits, influences and
outcomes (Lewin, 1951; Morrow, 1969). Coexisting factors that are normally conceived
of as mutually interdependent create the environment for the individual (Lewin
1951). For example, individual trust, communication and understanding of what it means
to collaborate may have an impact on an individual healthcare practitioners’ ability to
work in a traditional multidisciplinary siloed healthcare system with some of his or her
colleagues. However, when considered interdependently, these factors may impact how

that same practitioner is able to successfully collaborate in an interprofessional team
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whereby the close interaction and relationship with others coupled with potential
overlapping competencies and scopes of practice, are evident. According to Lewin,
behaviour results from tensions between an individual’s self-perceptions and the
environment encountered (Smith, 2001).

Kurt Lewin theorized a three-stage model of change that has come to be known as
the unfreezing-change-refreeze model (Lewin, 1951). This model suggests that what a
person has learned in the past must be rejected and replaced with a new mind-set.

Stage 1 — Unfreezing: Motivated for change. This stage is built on the premise
that individual behaviour is established by what has been observed in the past and the
influence that a person has been subject to. The concept requires the introduction of new
influences for change or the removal of existing factors that maintain the behaviour.
When an individual acknowledges that their present condition is unacceptable and they
are dissatisfied with their situation a gap between what is believed and what needs to be
believed for change, occurs. During this time, what was believed may now be seen as
invalid and this creates a state of anxiety. Learning anxiety triggers defensiveness and
resistance because the pain of having to unlearn what previously had been accepted as a
normal state of being. According to Schein (1999a), three stages occur in response to
learning anxiety: denial; scapegoating or passing the buck; and manoeuvring and
bargaining (Schein 1999a).

An example of the importance of acknowledging the impact of differing and
individual perspectives among interprofessional healthcare team members is discussed in
the article titled “Interprofessional primary care protocols: A strategy to promote an

evidence-based approach to teamwork and the delivery of care” (Goldman et al., 2010).
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In this study, Family Health Teams are trying to come to a consensus regarding the
development and implementation of a variety of interprofessional protocols. Findings
suggest that the collaborative process of reviewing the evidence and assessing the needs
of the Family Health Team as well as learning about the different professional and
organizational perspectives, showed to be important elements of the groups work.
However, the study worked with volunteer practitioners who were motivated to
participate. Therefore, it was recommended that initiatives to improve interprofessional
collaboration needed to be addressed at the individual, practice, and organizational levels.
(Goldman et al., 2010). This would include motivating and readying the individuals to be
prepared to collaborate initially and move past possible anxieties for change to progress.

Stage 2 — Unfrozen: Changing to a new state (Lewin 1951). Once an individual
has accepted they are dissatisfied with their situation, a desire to change will exist. It is
at this time the identification of what needs to change occurs. When the unfrozen state
exists, new information and concepts are realized allowing for the individual to recognize
a new way of being is possible (Schein 1999a).

Stage 3 — Refreezing: Making the change stick (Lewin 1951). Refreezing is the
final stage where new behaviour becomes habitual. This includes development of a new
self-awareness and concept of self in general as well as the establishment of new
interpersonal relationships (Schein 1999a).

Readiness is likely one of the most important factors involved in employees’
initial support for any change initiative such as introduction to interprofessional teams.

(Armenikas et al., 1993; Armenikas, 1999). Readiness itself is a unique construct and is
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seen throughout several theoretical models (Lewin, 1951; Senge, 1990; Armenikas, 1999;
Schein, 1999a).

As changes are introduced throughout organizations, differences and conflicts
between employees and members of the organization may be confronted (Goldman et al.,
2010). In healthcare organizations, professional conflicts, professional turfism and
differences in philosophy may have a significant impact on the success of change
initiatives. Therefore, a state of readiness must be created in order to ensure that
healthcare professionals are ready for changes such as the assembly of interprofessional

teams and collaborative practice.

Systems Theory

Systems Theory was originally proposed by the Hungarian Biologist Ludwig Von
Bertalanffy in 1928 (Bertalanffy, 1950). One of the main underpinnings of System
Theory is that all components of an organization are inter-related and that changing one
variable will have an impact on other variables. Organizations can be viewed as open
systems constantly interacting and adapting with the environment (Zemke, 1999).
Systems Theory regards organizational systems as a whole whereby the interaction of the
individual participants is seen to have purpose and each interaction is interdependent.
Using this theoretical approach, it can be argued that the interventions or contributions of
one profession at one point in a system can affect the way in which the entire
organization can be affected (Reeves et al., 2011). According to Senge (1990), systems’
thinking helps us to see how our own actions have shaped our current reality thereby

giving us confidence that we can create a different reality in the future (Senge, 1990).
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Peter Senge (1990) defines learning within an organization as enhancing one’s
capacity to take action. From within this perspective a learning organization continually
enhances its capacity to create (Senge, 1990). Senge believes that organizations are
evolving from controlling to predominantly learning entities. Further, Senge discusses
what he describes as learning disabilities in a company or an organization (Senge, 1990).
One of the most serious disabilities is when people form strong identifications with their
position. This is a very common phenomenon in healthcare settings where healthcare
providers have a strong professional identity; a doctor is a doctor, a nurse is a nurse, a
midwife is a midwife and very little interaction or cross-fertilization of those roles and
those professional identities is seen. They see themselves in specific roles and are unable
to view their jobs as part of the larger system. This creates challenges and barriers to
interprofessional collaborative care. Additionally, it potentially leads to animosity
towards others in the team or across the organization, especially when things go wrong.

In his book, The Fifth Discipline (1990), Senge also refers to other learning
disabilities as actual myths. He discusses the “myth of proactiveness” (Senge, 1990)
whereby he describes “proactiveness is really reactiveness with the gauge turned up to
500%” (Senge, 1990 p. 23). He suggests that another myth is that we actually learn from
experience and he maintains that we actually only learn when the experience is followed
by immediate feedback. Further to this notion, Senge believes that teams have acquired
“skilled incompetence” where groups are highly skilled at protecting themselves from
threat and consequently keeping themselves from learning (Senge, 1990).

It is this very vision and understanding of how people in organizations can shape

the success of the organization and the successful participation of the individual worker
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in the organization that helps to frame the usefulness of a readiness tool for
interprofessional care in a healthcare setting. A readiness tool may illustrate to individual
practitioners barriers to their ability to collaborate, communicate and trust. Because of
the hierarchical structure that characterizes healthcare providers, the relationship between
caregivers is often complex and strained, impacting on their ability to work in an
interprofessional collaborative team to best meet the health needs of the populations they
serve. While the areas of conflict between healthcare personnel are numerous, the most

common are communication and trust (Hosmer, 1995).

Systems Theory and Interprofessional Collaboration

It is the notion of ongoing dialogue that is the common thread in Senge’s The
Fifth Discipline (1990). When dialogue is joined with systems thinking Senge argues
there is the possibility of creating an environment with appropriate collaborative
language that will mitigate individual personality and collaborative leadership style.
Dialogue is the underpinning and central feature of his systems thinking approach.
Because the working lives of healthcare professionals are generally dependent on
constant interaction and dialogue with other healthcare providers, interprofessional
collaboration is a key component to effective interactions in organizations and healthcare
systems. The term ‘collaboration’ conveys the idea of sharing goals and communicating
effectively within a trusting environment (D’ Amour et al., 2005). However, as many
organizations believe their teams are working in an interprofessional capacity, there is
limited understanding of how the relationships between professionals are working and

what creates a ready state to collaborate (D’ Amour et al., 2005).
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There have been other studies in system and organizational theory that have
developed working group and team efficiency frameworks. Two such research teams
include Richter, Dawson and West (2011) and Sicotte et al., (2002). Richter, Dawson
and West proposed a model that takes into account inputs related to task, group
composition, cultural context and organizational context (Richter, Dawson & West,
2011). Their model is titled “Model of Team Effectiveness”. Their model also includes
process variables for effectiveness. For example, they point to the leadership,
communication, decision-making and overall ability of organizational learning as key to
team success (Richter, Dawson & West, 2011).

While the original concept of organizational learning was published over 40
years ago, formal frameworks of the concept were not fully explored until a couple of
decades later, and even today, many variations of this concept exist. Learning
organizations undergo a constant process of transformation in which change leads to
adaptation, hence, facilitating more efficient operations and ultimate goal attainment
Senge, 1994). In other words, organizations constantly develop and revise their
structures and systems to become more adaptable and responsive to the changing
environment around them (Senge, 1990). The rationale for organizations that see
learning and change as an important facet of their success, is that in situations of rapid
change only those that are flexible, adaptive and productive will excel. For this to
happen it is argued, organizations must foster commitment and capacity to learn at all
levels within their system (Senge et al., 2000).

Peter Senge discusses team learning as the process of aligning and developing the

capacity of a team in order to create the results its members are aiming for (Senge, 1990).
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It builds on interpersonal relationships as well as a shared vision among team members
but, moreover, it hinges on people’s need to be able to act together, to be able to learn
together “the discipline of team learning starts with dialogue, the capacity of members of

a team to suspend assumptions and enter into genuine thinking together” (Senge, 1990

pg. 10).

Systems Theory to Complexity Theory

Complexity theory places system events within a matrix. This means that while
some simple relationships between two practitioners in a system can occur, more
complex inter-relationships between multiple practitioners can result in multiple dynamic
influences that have impact on team functioning and the organization as a whole. Simple
relationship events between practitioners may have a linear relationship in which the
cause of an event is directly proportionate to the effect. For example, a practitioner who
may not be ready to collaborate in a team may have different ways in which they
communicate with other healthcare professionals. This may result in role confusion and
ultimately lack of trust in the other professional’s ability to handle the care and the team.
Complex issues, on the other hand, are multidimensional and have features of high
uncertainty and potential disagreement. For example, when several practitioners
assemble in a team and all are not ready to collaborate in an interprofessional manner
sharing care of a patient may have a negative impact on their health outcomes.

Complexity theorists propose that when linear thinking, for example assembling a
team for a more efficient way of delivering healthcare services, is the one best solution to

a complex problem the system may become immobile. Complex problems within
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healthcare require a range of different strategies to facilitate a timely implementation of
solutions. In the proposed research, the identification of barriers to the readiness of
individual practitioners to collaborate involves looking at the complexity of trust,
communication and understanding of collaboration. This multidimensional approach
may function as a mechanism to identify a solution that is not futile or counterproductive.
All in all, complexity theory maintains that a flexible range of approaches is required to
support a multidimensional view of healthcare system problems (Paley & Eva, 2011;
Hood, 2012).

Through team work, organizations can flexibly adapt and react to turbulent and
dynamic environments both within a team as well as within the organization and thereby
focus their efforts to handle tasks more efficiently, thus resulting in overall organizational
effectiveness. Furthermore, working in teams fulfills some employees’ social needs such
as the need for social interaction and affiliation. Measuring the readiness of individual
practitioners to communicate and trust one another will have a powerful impact on the
success of these social interactions within the team once assembled (Judge et al., 2001;

Jansen, 2008).

Complex Adaptive Systems Theory

2002; Brown, 2006; Holt et al., 2007; Cacioppe & Stace, 2009; Judge et al., 2011;
Weinberg et al., 2011). Complexity theory is well established in a range of disciplines
other than healthcare including computer science, physics and management studies.
However, in some areas of healthcare, mostly in primary care, Complex Adaptive

Systems Theory is emerging as an important paradigm (Miller et al., 1998; Brown, 2006;
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Paley, 2011). To implement teams in an effective manner, key understandings of
Complex Adaptive System Theory can be applied (Reeves et al., 2007). For example,
complex adaptive systems such as healthcare have some common features. One, they
have individuals who work together and make decisions on how to behave based on the
norms within their environment. Two, these individuals do not act randomly instead they
make decisions and rules based on what is needed and expected. Three, complex
adaptive systems may react in large ways to small changes. For example, even a small
infusion of funding to pull together practitioners to work in a team without identifying
their individual readiness to collaborate may have a negative impact on the individual
members of the team and ultimately the organization’s vision for a new model of care to
meet their population needs.

A commonly understood definition of complex adaptive systems is “a collection
of individual agents with freedom to act in ways that are not always totally predictable
and whose actions are interconnected” (Holden, 2005, p. 654). Sometimes Complex
Adaptive System Theory is referred to as chaos theory but the two are not the same.
Chaos theory is in fact, a subset of a complex adaptive system theory. Complex Adaptive
System Theory is a new approach that looks beyond clinical processes in a linear fashion
to the connections, diversity and interactions healthcare providers share in a system. This
systems approach has been introduced into the interprofessional field and has expanded
within the context of interprofessional education and collaboration. A growing number
of theorists and researchers emphasize that people do not behave in linear fashions and
planning for healthcare systems requires understanding relationships and taking a flexible

approach to problem-solving (Cunningham et al.,
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Assembling healthcare teams that bridge multiple disciplines across similar
scopes of practice and, in some cases, overlapping competencies can be very labour and
resource-intensive. Therefore, it is important to identify and understand those conditions
that facilitate or hinder effective interprofessional collaboration. Theories such as
complexity adaptive systems theory help us understand these complex interactions among
team members and the effect on the organization as a whole. Organizations revolve
around control. However, complex systems are not controllable and control is not
possible with human beings. So how should an organization that wants to begin a change
effort go about getting their healthcare professionals to take an interest? In an article by
Ron Zemke (1999), an interview with Peter Senge provides some insights to the question
above. Senge states, “We tell them not to waste time on that. Everybody’s trying to
convince other people to do things they don’t want to do. Convincing isn’t very
effective. The way to engage people is to ask what are their issues? What are they
working on? Where are they stuck? Where are they solving the same problems over and
over again?” (Zemke, 1999, p. 42).

The concept of Complex Adaptive Systems Theory is crucial to the understanding
of inteprofessional readiness. Therefore, a readiness tool to build on individuals desire to
work together, build common rules and norms and to change to meet the needs of people

1S necessary.

Conceptual Framework for Needs Based System and Health Human Resources Planning

The Conceptual Framework for Health Human Resources and System Planning

(2001) (Figure 1) was developed by O’Brien-Pallas, Tomblin Murphy, Birch and

107



Baumann (2001). The framework has been adopted by Canada’s
Federal/Provincial/Territorial (F/P/T) Advisory Committee on Health Delivery and
Human Resources (ACHDHR, 2005) and is used to frame F/P/T funded initiatives. This
conceptual framework considers factors such as social, political, geographic, economic,
and technological factors that impact on health human resources policies. At the core is
the recognition that health human resources must be matched as closely as possible to the

health care needs of the population.
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Figure 1: Conceptual Framework for Health Human Resources and System Planning

(O’Brien-Pallas, Tomblin Murphy, Birch and Baumann, 2001)

Literature suggests that stronger, collaborative relationships across healthcare
disciplines are associated with improved patient safety, quality of care, and outcomes.
For example, Tomblin Murphy et al found that when collaborative models of care

initiatives were supported staff used evidence to develop care plans. Additionally,
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patients and their families were more involved when collaborative teams were in place
(Chan, Wood, 2010; Tomblin Murphy, MacKenzie, Alder & Cruickshank, 2013; Bethea,
Holland & Reddick, 2014). Often times, however, practitioner groups are reluctant to
work closely with others from different professions for a variety of reasons, but mainly
because they are not familiar with others scopes of practice and/or methods of care
delivery (Vedam et al., 2014). Not all practitioners are ready to trust each other in a team
setting and knowing who is and who is not to trust, may have an impact on successful
collaboration for individuals over time. Additionally, interprofessional communication is
a critical pillar for successful team delivered care. Interprofessional teams need
participants who are not only excellent communicators but excellent listeners as well.
Skilful and disciplined communication among and between individual practitioners is
needed to carry out team based goals and objectives.

Healthcare systems are by and large, very complex and, as we see in the
Conceptual Framework, healthcare system design and health human resources planning is
dynamic and is influenced by a number of factors. The Conceptual Framework therefore
assists researchers and decision makers interested in the successful implementation of
system wide innovations such as interprofessional teams, by demonstrating the key
features of effective health system planning consistent with the theory of Complex
Adaptive Systems Theory.

Key features in the Framework include:
1. The identified need for healthcare services is based on scientific evidence that those
services are effective in reducing health disparities and improving health status at a

population level;
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2. Requirements for health human resources are derived from the need for healthcare
services that those human resources produce;

3. Healthcare services are the product of healthcare inputs that include both human
and non-human resources;

4. The production of healthcare services and the use of health human resources in the
production of those services take place in a defined social, cultural, economic and
political environment;

5. The capacity of training programmes is just one of many policy levers available to
policy makers to respond to projected gaps between future health human resources
requirements and supply. (O’Brien-Pallas, Tomblin Murphy, Birch & Baumann,

2001)

Health Human Resources planning begins with identifying the health needs of
populations being planned for. Within the framework, there are four main components
that planners and decision makers need to consider. These include: Supply, financial
considerations, and production of providers through training programs and the
management and organization of the services. The key to health human resources is the
supply of providers. As such, the framework shows that new providers are generated
through training programs such as private and public universities and community
colleges. In order to maintain this flow of providers, financial resources are required.
These funds come mainly from governments to publicly funded institutions and from the
tuitions that students pay. Once providers have graduated they enter into service delivery

models where they are managed and organized to deliver healthcare services. As the
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providers enter healthcare organizations they are then deployed into roles that align with
their license to practice. As healthcare providers often fulfill both administrative and
clinical duties, their employment can be in either. Additionally, these licensed
practitioners may be utilized in different ways; some may be hired in a full-time or part-
time capacity within the organizations they work in.

The healthcare needs of populations are not always the same and may differ
from jurisdiction and culture. As a result, the system may be less defined and must
change and adapt to meet the various needs over time. As such, the behaviours of
healthcare system may be more easily influenced than controlled as pointed out in the
Conceptual Framework (2001). With this in mind, it is important that health care
initiatives and new programs funded by government jurisdictions acknowledge the needs
of people and the complex nature of the health system in general (Sturmberg & Martin,
2010). It can therefore be argued that if successful initiatives and programs are to be
supported to meet these needs within a sustainable healthcare system, the task of shifting
a siloed approach to healthcare towards a competency-based team approach may be what
is required to ensure quality care provided by a productive workforce. In turn, these
teams must be ready to collaborate to avoid fragmentation and costly duplication of care
and ultimately improve the health outcomes of people (Sturmberg, & Martin 2010;
Tomblin Murphy et al., 2010; Tomblin Murphy et al., 2009).

The Conceptual Framework effectively outlines the fact that, in order to meet the
health needs of the population, a strong and organized workforce that is supported by
management, sufficient funding and quality education is needed. From this, successful

deployment of the health workforce can be realized. When considering the deployment
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of an interprofessional team, the exact same critical success factors are required:
ultimately, it is a range of mechanisms that shape an effective interprofessional
collaborative team. According to the Framework for Action on Interprofessional
Education and Collaborative Practice (2010), these include:

e supportive management practices

e identifying and supporting champions

e the resolve to change the culture and attitudes of health workers

e a willingness to update, renew and revise existing curricula and;

e appropriate legislation that eliminates barriers to collaborative practice
(Framework for Action on Interprofessional Education and Collaborative Practice: Health
Professions Networks Nursing & Midwifery Human Resources for Health, 2010)
There are strong relationships between the Conceptual Framework and a tool to
determine the readiness of healthcare professionals to enter successfully into
interprofessional teams.

This diagram from the Framework for Action on Interprofessional Education and
Collaborative Practice (Figure 2) helps to illustrate the actual link between the Education
component of the Conceptual Framework and collaborative practice ready; the
importance of interprofessional education is seen as the springboard for interprofessional
collaborative practice (Framework for Action on Interprofessional Education and
Collaborative Practice: Health Professions Networks Nursing & Midwifery Human

Resources for Health, 2010).
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Figure 2: Framework for Action on Interprofessional Education and Collaborative
Practice

(Gilbert, J., Yan, J., & Hoffman, S. 2010).

It is therefore proposed that in order to confirm the collaborative practice-readiness
of healthcare providers to enter into interprofessional teams, a tool that identifies a
practitioner’s ability to trust, communicate and collaborate in an interprofessional team
would be essential. “A collaborative practice-ready health worker is someone who has
learned how to work in an interprofessional team and is competent to do so” (Framework
for Action on Interprofessional Education and Collaborative Practice: Health Professions
Networks Nursing & Midwifery Human Resources for Health, 2010 p. 7).

Ultimately, the Conceptual Framework will act as a frame of reference for the

contextual as well as the specific issues regarding the development and validation of the
Readiness to Collaborate Scale (O’Brien-Pallas et al., 2001). The broader

conceptualization sets out the linkages between the factors influencing overall health
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human resources planning within a health care system. Furthermore, it focuses the
individual components that are inherent in the successful implementation and deployment
of interprofessional teams in the system; teams that will be trained and assembled with
the right number and mix of health care providers to meet the needs of populations.
When considering the readiness of individual practitioners to enter into teams, planners
and providers should be aware of the necessary factors of health human resources needs-
based planning. Therefore, in order for interprofessional teams to be a beneficial
intervention to meet the needs of people, a clear understanding of the Conceptual
Framework is critical.

In his book titled ‘Interprofessional Teamwork for Health and Social Care’
(2010), Reeves helps to establish the need for further research into teams and calls for
better and more theoretical and analytical evaluations by stating that interprofessional
work is at the forefront of approaches to resolve service delivery issues such as access
and quality of care. However, as many leaders in the field have pointed out, there remain
a number of theoretical and conceptual gaps in our understanding of interprofessional
collaboration and overall team work (Reeves, 2010). There is a growing need for
research that is theoretically and conceptually driven and also has corresponding
evaluative methods that are sound and measured by validated tools (Suter, et al., 2011).
Suter et al., (2011) discuss the value of networks that are assembled to share information
and evidence about the availability of validated tools and approaches. The authors argue
that a strong network is critical to help mobilize knowledge and expertise about new

ways to support and implement interprofessional education and collaboration.
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The nature of interprofessional teams and the complex environments they are
found in means that no single evaluation factor will suffice. Instead, evaluation must
include examining the readiness of the individual practitioner and by taking into account
of the explicit component parts of the Conceptual Framework such as the cost,
production, management and overall supply of ready to collaborate health care providers
that will be needed to meet the needs of populations. Results of the evaluation may offer
key insights about the benefits of ensuring the readiness of practitioners for
interprofessional collaboration to researchers, decision makers, funders, regulatory bodies
and professional associations.

The Conceptual Framework strengthens the assumption that the team approach to
care, given a well- functioning team that is prepared and ready to work together will
provide a model that has less duplication, fragmentation of services and better quality of
care, that is efficient and potentially cost-effective (O’Brien-Pallas et al., 2001; Tomblin

Murphy et al., 2010, Tomblin Murphy et al., 2013; Fraser et al., 2011).
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CHAPTER FOUR - STUDY DEVELOPMENT

Approach

This study employed a quantitative survey design approach that set out to validate
a new scale; the Readiness to Collaborate Scale (RCS). The development and validation
of the Readiness to Collaborate Scale was done with a group of obstetrical practitioners
who provide care to women of low obstetric risk and their families. The study focussed
on validation and internal consistency through the use of Principal Components Analysis
(PCA) and Chronbach’s Alpha (CA). The study did not include test-retest reliability. In
order to test for test-retest reliability, two assumptions are required. The first is that the
characteristic being measured, in this case readiness to collaborate does not change over
the time period. This assumption may not hold true for respondents because they may
enter a team prior to the next test. The second assumption is that the time between each
test is sufficient enough that respondents do not remember their initial responses to the
questions; this is at least two to four weeks between tests (Aday & Cornelius, 2006;
Rouquette & Falissard, 2011). The study timeframe did not allow for this to occur.

It was anticipated the new tool would have three overarching categories (1)
readiness for interprofessional collaboration (2) readiness for interprofessional
communication and (3) readiness for interprofessional trust with two types of questions:
rare and important behaviours as well as frequent behaviours. Although rare and
important behaviours may be easier for the respondent to recount, frequent behaviours
are considerably more demanding to report. Respondents may not have the detailed

account of the numbers of times or the representations of individual episodes of a
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behaviour stored in their memory. For example, when asked, "I am comfortable taking
orders from another healthcare professional", they may have done that once or twice but
to say that they always do it or they never do it may be more difficult. In the case of the
new tool, the level of comfort and overall behaviour of an individual health care
practitioner’s experience of working with others and their ability to communicate, trust

and collaborate in a team was measured.

Study Design

There were two phases to this quantitative research; Phase I - content validation
and Phase II - construct validation that also included criterion validation. Each phase used
different participants. To further develop the RCS, some interviews with subject matter
experts also occurred. Using a systematic item-development framework as a guide
(Hinken, 1998), this research focused on the development and validation of an instrument
that can be used to gauge readiness for individual practitioners to enter into
interprofessional collaborative teams. This study did not investigate any subsequent

interventions that may have risen from a practitioner taking the survey.

Study Framework

The study framework (Figure 3) used to plan the development and validation of
the new instrument, The Readiness to Collaborate Scale, was informed through the
following literature: Designing and Conducting Health Surveys — A comprehensive guide

(3rd ed.) (Aday & Cornelius, 2006), Nursing research: Generating and assessing
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evidence for nursing practice (Polit & Beck, 2008) as well as an article by Hinkin (1998)
titled A Brief Tutorial on the Development of Measures for Use in Survey Questionnaires.

Other studies regarding statistical analysis were also used to determine the method for

validation (Cacioppe & Stace, 2009; Williams et al., 2012).

- |

Step 4 - Principal Components Analysis (PCA)- Construct Validity

Step 5 - Criterion Validity
. |

Step 6 - Final Survey Developed - The Validated Readiness to

e —

Figure 3: Study Framework
(Hinken, 1998)

Definitions used for study

The Readiness to Collaborate Scale has newly developed questions as well as
adapted questions from other validated surveys that include: Readiness for
Interprofessional Learning Scale - 2006 (RIPLS), Team Climate Inventory - 1998 (TCI),

Attitudes Toward Healthcare Teams - 1999 (ATHT) Team Effectiveness Audit Tool —
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2002 and the Collaborative Practice Assessment Tool (CPAT from Queen's University
Interprofessional Patient-Centred Education Direction —2007/2008 (QUIPPED)
(Appendix 1). The initial scale was reviewed by a panel of approximately ten experts in
the field of low-risk obstetrical care and included definitions of the constructs for
readiness to collaborate: readiness for interprofessional collaboration, communication
and trust. These definitions assisted the experts in their initial review of the questions.
Definitions for the readiness for interprofessional collaboration, communication and trust
were created based on the literature (Cook & Wall, 1980; College of Nurses of Ontario,
Practice Guideline: Utilization of Registered Nurses and Registered Practical Nurses,
2005; Freeth et al., 2005; World Health Organization Study Group on Interprofessional
Education and Collaborative Practice, 2008; Canadian Medical Protection Association,
2011; Merriam-Webster, 2012;). Additionally, these definitions were informed by the
theoretical and conceptual frameworks, as previously described in Chapter 3 and are

described as follows:

Readiness for Interprofessional Collaboration

State of preparedness to participate cooperatively and interdependently with other
professionals who, through the mutual awareness and respect of each other’s similar and
unique scopes of practice and competencies, and use of collective resources,
synergistically optimize care to people in a client-centred, evidence informed approach
(Freeth et al., 2005; World Health Organization Study Group on Interprofessional

Education and Collaborative Practice, 2008).
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Readiness for Interprofessional Communication

State of preparedness to exchange information with other professionals including
verbal and non-verbal demonstrations of position, professional and personal values and
the overall sharing of mutual knowledge, skills and competencies; culminating into a
joint decision, shared leadership, client-centred, interprofessional collaborative model
(World Health Organization Study Group on Interprofessional Education and

Collaborative Practice, 2008; Merriam-Webster, 2012).

Readiness for Interprofessional Trust

State of preparedness to have faith in the integrity and acceptance of the good
intentions of other professionals as well as to have confidence in their words and actions

within the interprofessional team (Cook & Wall, 1980; Merriam-Webster, 2012).

Scale

The scale used for the survey was a five point Likert Scale. Likert-type scales are
the most frequently used scales in surveys (Hinken, 1998) and are the most useful and
suitable for use in principal components analysis. When responding to a Likert
questionnaire item, respondents specify their level of agreement to a statement. The scale
is named after Rensis Likert, who published a report describing its use (Likert, 1932).

Although a 7-point and 9-point scale can be used, Likert (1932) developed the
scales to consist of five equally appearing intervals with three being the neutral midpoint.

These five intervals are generally related to strongly disagree, disagree, neither agree or
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disagree, agree, and strongly agree and are used to measure the frequency, degree, or
disagreement of respondents (Likert, 1932). One drawback of using an odd number of
ratings allows respondents to have a neutral opinion. For this reason, some researchers
prefer to use a scale that is even numbered so respondents can make a definitive choice
(Aday & Cornelius, 2006). The Likert scale is also called the summative scale, as the
result of a questionnaire is often achieved by summing numerical assignments to the

responses given (Aday & Cornelius, 2006).

Content Validity Index

In order for the panel to provide feedback and comment on the new items, a
content validity index (CVI) was administered. Evaluating a scale’s content validity is a
critical early step in enhancing the overall validity of an instrument (Beck & Polit, 2006;
Beck, Owen & Polit, 2007). Content validation measures the degree to which the scale
has an appropriate sample of items to represent the construct of interest—that is, whether
the domain of content for the construct is adequately represented by the items (Waltz,
Strickland & Lenz, 2005). In the case of the Readiness to Collaborate Scale, these
include: Communication, Collaboration and Trust. The Content Validity Index (CVI)
therefore is a plausible method of estimating the structure and content of the new scale
(Beck et al., 2007). The CVI measures all aspects of the survey and includes directed
questions to the experts in the unlikely event the experts themselves were biased, or not
proficient in the field (Beck et al., 2007). This implies that, at the beginning of the
content validation process, good items and construct specifications are developed and a

strong panel of experts are selected. Lynn (1986) and Haynes, Richard and Kubany
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(1995) state that the concept of multiple iterations in a content validity effort may be
necessary following a rigorous development process (Lynn, 1986; Haynes, Richard,

Kubany, 1995; Beck et al., 2007).

Study Population

The target population for this study was post-licensure practitioners who are
currently working in Canada and delivering care to low-risk obstetrical women. This
group was chosen as they share a similar scope of practice and clinical competencies
however very rarely participate in interprofessional teams together. These included:
obstetricians (86%); family physicians (42.2%); midwives (100%) and to a lesser extent,
nurses, licenced practical nurses and registered nurses (.039%). The percentages refer to
the percentage of each profession in Canada that are involved in obstetrical care
(Canadian Association of Midwives website:http://www.canadianmidwives.org/province/
2012; Canadian Institute for Health Information, 2012; Klein, Kaczorowski, Tomkinson,
Hearps, Baradaran and Brant, 2011; Society of Obstetricians and Gynaecologists, 2008;
Pong, Pitblado and Canadian Institute for Health Information. 2005).

Phase I of the study included a group of subject matter experts consisting of a mix
of the above mentioned professionals. Revisions of the initial tool were made based on
the results of Phase I. During Phase II, the revised tool was distributed to a second group
of respondents. The results were used to perform the principal components analysis for
construct validation. Since it was not feasible to survey all of the target population a

sample was required.
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Sample Size

Determining the appropriate size of the sample population for principal
components analysis is challenging (Gaskin & Happell, 2014). Some literature suggests
four to ten subjects per variable, with a minimum of 100 subjects to ensure stability of the
correlation matrix, while other authors suggest up to 300 (Aday & Cornelius, 2006;
Rouquette & Falissard, 2011). Rouquette and Flissard (2011) examined sample size as it
related to the precision of Cronbach’s Alpha. What they discovered was short scales do
not allow smaller sample sizes and in fact, to properly reveal the component structure, a
minimum of 300 subjects is acceptable (Rouquette & Falissard, 2011). The authors also
recommend increasing the sample when the number of factors within the scale is large.
Based on the research, one of the most important considerations in determining sample
size 1is its relationship to the factor loadings (Gaskin & Happell, 2014). The more
frequent and higher the loadings are on a factor, the smaller the sample can be.

If communalities are high, sample data is considered very good (MacCallum, Widaman,
Preacher & Hong, 2001). Five or more strongly loading items (.50 or better) are
considered desirable and a solid factor (Costello & Osborne, 2005). When the
communalities are not very high, the sample size has to compensate for this. In this
study, communalities do not fall below 50% (Appendix 2).

However, according to Polit and Beck (2008), there is no simple formula to
determine size of sample. The authors do however encourage researchers to use the
largest sample of the population possible to help reduce error (Polit & Beck, 2008).
Although some authors suggest specific calculations and expected sample sizes for factor

analysis (Guadagnoli & Velicer, 1988, Hoelter, 1983; Aday & Cornellius, 2006; Polit &
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Beck, 2008) other authors appear to not support their use (Gaskin & Happell, 2014). In
2014, Gaskin and Happell published a study to explore the way nursing researchers
utilize principal components analysis. The focus was on five areas of decisions that are
commonly made when doing this type of analysis: Sample size; choice between factor
analysis and principal component analysis; numbers of factors to be retained; data
extraction and method of factor rotation. In order to provide guidance and information to
researchers, the authors reviewed the literature, assessed current and best practice for
researchers and, provided recommendations for use in the future.

Through their literature review, done mainly with high ranking nursing journals
and publications in 2012, Gaskin and Happell (2014) examined 54 factor and principal
component analyses. The main findings from the review revealed that most researchers
based their sample size on participants-to-items ratio and that more often than not (61%)
principal component analysis was performed rather than factor analysis. Additionally,
researchers mainly used eigenvalues greater than one and scree tests to determine
numbers of factors/components to retain and principal components analysis for data
extraction. Regarding rotations, they found that Varimax method of rotation was most
commonly chosen. The authors concluded through this rigorous assessment of the
literature that the well-established methods were in fact outdated and may have had an
adverse effect on the solutions they generated. In other words, there is no exact way in
which sample size can be calculated according to their review of the literature.

Further to their summation regarding sample size, Gaskin and Happell state that
“Poor estimation of sample size requirements for factor analysis may lead to the

recruitment of too many or too few participants, which not only affects the quality of the
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solutions generated, but can also have adverse ethical and resource implications” (Gaskin
& Happell, 2014 pg. 513). Therefore, based on Gaskin and Happell’s (2014) research
examining best practices for sample size needed for principal components analysis, with
approximately eight variables per factor, the sample size required is between 100 and
130. The actual number of Readiness to Collaborate Scales sent out to the practitioners
in Phase II was approximately 1400 to account for non-response and/or ineligible

responses with an aim to receive approximately 130 responses for analysis.

Study Protocol - Content Validation

Inclusion/Exclusion Criteria

Participation for the study was sought among those practitioners who are or have
been employed in maternal newborn healthcare teams for at least three years and have
been deemed experts in their field across Canada. Family physicians, midwives,
obstetricians and nurses who have, in their work, participated in providing maternal

newborn care services to women and families were the chosen sample of experts.

Recruitment Strategy

For the expert content validation of the study, existing personal and professional
networks to recruit the subject matter experts was used. These participants were
contacted directly by an email that contained a link to the study. Once they opened the
link, the consent was included (Appendix 3). By clicking ‘continue’, they agreed to

participate.
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Data Collection

The experts were asked to answer the survey for Phase I Content Validation
(Appendix 4). Specifically, these experts were asked whether or not the questions being
posed were appropriate and adequate to represent the concept being studied. In order to
achieve this, definitions of the three constructs (Readiness for Interprofessional
Communication, Trust and Collaboration) were provided. The experts were then asked to
rate their opinions on a 5-point Likert scale indicating the extent to which each item
corresponded to the definition. A Content Validity Index (Table 1) was used to assist in
this analysis. They were told that their feedback would inform the reformatting of the
survey’s content and its constructs. It was anticipated this portion of the study would
take participants approximately 60 minutes. After the experts completed the survey,
three were contacted via email for an interview; one midwife, one obstetrician and one
family physician. The interview questions were semi-structured and were to obtain
further comments regarding interprofessional collaboration and clarifications regarding

specific questions in order to further edit the survey (Appendix 5).

Data Analysis

After the written and oral comments were collected, they were analyzed. The
content validity index from the survey portion was used in the analysis and common
themes were pulled out from the interviews. The items that did not appear to measure the
intended constructs were removed or rewritten. Empirical definitions could be edited if

necessary at this time. The revised survey for construct validation included both the
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newly generated and adapted questions retained from the content validation process plus

the corresponding exact questions from the already validated instruments.

Study Protocol - Construct Validation

Inclusion Criteria/ Exclusion Criteria

The target population for this phase of the project consisted of maternal newborn
care providers who were working in Nova Scotia and British Columbia, specifically the
IWK Health Centre and BC Women’s Hospital and Health Centre. They included
practitioners working either in solo practice, family health teams, community health
centre teams and midwifery practice teams. Nova Scotia and British Columbia were
chosen due to the fact that one is a rather small province in comparison to a larger
province. This was to increase the external validity of the survey. The hospitals were
chosen because all the target positions are employed in these locations.

Those that were not eligible to participate in the study included gynecologists who
did not do any obstetrics, family physicians who have not done intrapartum care, and
nurses who have not done maternal newborn care. Midwives must have been in general

clinical practice.

Recruitment Strategy

Human resource departments at the IWK Health Centre in Halifax Nova Scotia
and the BC Women’s Hospital and Health Centre in Vancouver British Columbia were

contacted by email. Representatives from the health centres human resource departments
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emailed the doctors, nurses and midwives in the target population. Additionally, to
expand the reach of recruitment efforts, the Maternity Care Discussion Group (MCDG)
ListServe was used. The MCDG of the College of Family Physicians of Canada is an
interprofessional online List Serve, with representation from the Society of Obstetricians
and Gynaecologists of Canada (SOGC) the Canadian Association of Midwives (CAM)
and other groups and maternity care providers including some researchers, policy-
makers, and students and members from other countries. The founding chair and List
Master of the MCDG is Dr. Michael C. Klein. Membership is now approximately 1200
members. As far as is known, MCDG is the only interdisciplinary maternity care list,
worldwide. The approved invitation for Phase II was sent through the List Master to

Family Physicians, Obstetricians, Midwives and Nurses who were on the List.

Data Collection

An email was sent from the human resource departments of the IWK and BC
Women'’s to the target population. It included a brief description of the study and the
potential to win a prize for participating, along with a link to the online survey. The
survey link first led participants to the consent information (Appendix 6), requesting
participants to read the consent form and agree to participate. Once consent was granted,
participants were directed to the survey (Appendix 7). Participants were asked to
complete the survey. The survey consisted of questions that participants rated on a 5-
point Likert scale. It was anticipated that the survey would take approximately 10 to 15
minutes. Participants were told they could withdraw from the study at any time by

selecting an electronic button that cleared all their information off the survey. Participants
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could not request to remove their data once their survey was been submitted, as the

survey in Phase II was completely anonymous.

Data Analysis

Construct and criterion validation as well as internal consistency, was completed.
Construct validation was done through Principal Components Analysis (PCA) using
SPSS to determine if the three constructs of communication, collaboration and trust were
three distinct factors or in fact there were more than or less than three. When the distinct
components and the questions loading onto those components was determined, internal
consistency was calculated using Cronbach’s Alpha. This test determined if there was
internal consistency among all items within the individual component. A result of >.7
would indicate that the questions within the clusters are consistent and reliable and will
demonstrate that all questions are measuring the same thing (Aday & Cornelius, 2006).

As this study is only to validate a new tool, test-retest reliability was not completed.

Study Protocol - Criterion Validation

High and Low Functioning Teams

In a study conducted by Borrill, West, Shapiro and Rees the qualities of high
functioning teams were examined (Borrill, West, Shapiro & Rees, 2000). During the
course of the study information on team function was gathered from a national sample of
over 400 health care teams. What was discovered is that teams who participate together

and gather around a clear set of objectives, while focussing on quality and innovative

129



solutions, seem to provide better and more effective care to the patients they see. These
types of teams also demonstrate creative solution building and innovative service
delivery mechanisms that articulate into the provision of quality care to the people they
serve. In fact, where a diverse group of professionals worked together in a primary care
setting, higher levels of innovation were demonstrated (Borrill et al., 2000).

In 2001, Borrill et al. published the findings of their study that determined what
characteristics played a role in effective teams. The objectives of the research were to
establish if age, gender, qualifications, and team size as well as processes such as
communication, decision- making and leadership, influenced team effectiveness (Borrill,
C.S.,2001). Based on this study, a number of processes were identified that predict team
effectiveness (Borrill, 2001). Their study indicated that the overall quality of a team was
influenced by a clear set of objectives and high levels of participation by all members.
Additionally, the more support for innovation by members also had a positive effective
on the team. Team working was rated on a 1 to 5 Likert scale with a higher score
indicating better team functioning. Using the questions that were asked in Borrill’s study
(2001), Phase II respondents were categorized as being part of or having been part of
either a high or low functioning team. Criterion validation was therefore assessed through
a t-test to contrast those respondents who identified themselves as having worked in or
presently working in a high function team and those who did not. The difference
between the two scores was compared and then determined whether it was significant
(p<.05) or not. It was expected that the scores on the high functioning team (answered
yes to all five questions) would be higher than the scores on the low functioning team

(answered no to all five questions).
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The following are the questions from Borrill’s study:
1. Does your team have clear objectives?
2. Do you frequently work with other team members in order to achieve these team

objectives?

3. Are there different roles for team members within this team?

4. Is your team recognized by others in the hospital as a clearly defined work team

to perform a specific function?

5. Does your team effect change in the organization?

Respondents must answer ‘yes’ to all questions in order to be considered working in a
high functioning team. Those who answer ‘no’ to all questions will be considered to be
working in a low functioning team. This information will be used for the Criterion

Validation portion of the study.

Data Handling

The following steps were conducted for handling and cleaning the data prior to the

analysis.

1. Understand the data file architecture
2. Assess file completeness
3. Clean data set

4. Label data files
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a. Content
b. Date
5. Convert to analytical file
6. Organization of the data files

7. File merging/linkage

x>

File updating

9. Variable labels

a. Name

b. Components (numerator/denominator)

c. Valid range

d. Type of variable (nominal, ordinal, interval, continuous)
e. Date file

10. Data set(s) manual

Errors

Through out the study design, careful attention was paid to preventing common

€Irors.

Random and systematic errors

There are two common errors: random errors and systematic errors. A random
error is a chance fluctuation in measurement. A systematic error does not disappear and
is always present in a measurement (Aday & Cornelius, 2006; Polit & Beck, 2008). An
example of random error is if a survey respondent has had a difficult day with their team,

and feels under confident or annoyed at his/her colleagues or, in contrast, has a
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particularly positive day with the team, their responses on the Readiness to Collaborate
Scale may be inflated or deflated. Therefore, if mood affects performance on the
measure, it may artificially change the observed scores for some participants. However,
random error does not have any consistent effects across the entire sample and instead
randomly pushes scores up and down equally. In other words, if all random errors could
be seen in a distribution they would have a sum total of 0 meaning, there would be as
many negative errors as positive ones. By providing some variability to the data,
random error will not affect the overall average performance for the group (Aday &
Cornelius, 2006; Polit & Beck, 2008). This was managed by having a sample group that
was similar as possible; that is, a group of maternal newborn health care providers.
Systematic error is caused by anything that effects the measurement across the entire
group of survey participants. For instance, if the Readiness to Collaborate Scale has an
error in one or two questions, or a question has been worded incorrectly, this will affect
all of the scores consistently. Unlike random error, systematic errors tend to be
consistently either positive or negative. Systematic error is sometimes called
measurement bias (Aday & Cornelius, 2006; Polit & Beck, 2008).

To overcome measurement bias careful steps throughout the study process were
necessary. For this study, careful identification of the target population and sample was
made. The survey was designed to reduce bias by ensuring that the questions were
specific and matched the definitions as much as possible. The Content Validation
process allowed for further refinement of these variables, ensuring that the questions

were specific, objective, and clearly defined.

133



Type I and Type Il errors

A Type I error is a false positive meaning a result shows there is a relationship
between one thing and another when in fact there is not. For example, if results for the
validation of the Readiness to Collaborate Scale indicated there was a relationship
between interprofessional communications and being ready to collaborate when in fact
there is not, a Type I error exists. Type Il error is a false negative. For example, if
results for the validation of the Readiness to Collaborate Scale indicate there is no
relationship between interprofessional trust and readiness to collaborate when there is a

relationship, a Type II error has occurred (Polit & Beck, 2008).
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CHAPTER - FIVE METHODS

Research Questions

The research questions for this study were:
1. What questions can be used to identify the readiness of a post-licensure healthcare

provider to enter into an interprofessional collaborative team?

2. Can readiness to collaborate be measured under three distinct components: readiness
for interprofessional collaboration; readiness for interprofessional communication and;

readiness for interprofessional trust?

3. Will a group that self-identifies as participating in a high functioning team show
higher scores in readiness for interprofessional collaboration, communication and trust

versus a group that self-identifies as never participating in a high functioning team?

Step 1: Item Generation

Valentine et al., (2011), in their article titled ‘Measuring team work in health care
settings: A review of survey instruments’ provided the framework to determine what
validated instruments could be used to develop the Readiness to Collaborate Scale. The
Readiness to Collaborate Scale included questions from validated tools that included:
Readiness for Interprofessional Learning Scale - 2006 (RIPLS), Team Climate Inventory
- 1998 (TCI), Attitudes Toward Healthcare Teams - 1999 (ATHT) Team Effectiveness

Audit Tool — 2002 and the Queen's University Interprofessional Patient-Centred
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Education Direction — 2007/2008 (QUIPPED) scale. Some questions used the exact
wording from the aforementioned scales while some questions were adapted and others
were completely original questions (Appendix 1).

When creating the items for the instrument, careful attention was given to ensure
items were consistent in terms of perspective and that each item only addressed a single
issue. Based on the literature, the scale had three overarching categories:

1. Readiness for Interprofessional Collaboration
2. Readiness for Interprofessional Communication

3. Readiness for Interprofessional Trust

Step 2: Instrument Administration and Initial Item Reduction/ Phase 1 — Content
Validity

Phase I, Content Validation included the nine experts reviewing the initial survey
(Appendix 4) which included 66 readiness questions a demographic question; ‘What is
your Profession’ and; a Content Validity Index (Table 1). Each expert respondent was
given the newly developed descriptions of interprofessional collaboration,
communication and trust. Each respondent then rated the readiness questions against a 5-
point Likert scale whereby 1 was ‘strongly disagree’ and 5 was ‘strongly agree’.
Respondents rated each question to how well it linked to the descriptions of the
constructs provided. Initially the questions fell into three main categories: Readiness for
Interprofessional Collaboration, Communication and Trust. The questions were a
combination of previously validated and originally drafted questions. Some questions

were exact wording from existing validated tools, some were adaptations and some were
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originally developed questions. Appendix 1 shows the original questions, the adapted

questions and those that were used in their exact wording.

Interviews

Content Validation included interviews of some of the Phase I experts who
completed the survey (n=3/9). Three practitioners from the group of nine experts were
interviewed. These included: 1 Obstetrician, 1 Family Physician and 1 Midwife. The
purpose of the interview was to generate thoughts on interprofessional collaboration and
to engage the experts in further commentary regarding the survey itself. The sample size
for the Content Validation was sufficient because, “the validity, meaningfulness, and
insights generated from qualitative inquiry have more to do with the information-richness
of the cases selected and the observational/analytical capabilities of the researcher than
with sample size” (Sendjaya, S., Sarros, J., & Santora, J. 2008: pg. 3)

This process informed the deletion of items that were deemed to be conceptually

inconsistent and/or changed those questions that needed better direction or wording.

Step 3: Re-Administration of Revised Readiness to Collaborate Scale / Phase 11

The revised tool was re-administered to a new group of obstetrical providers in
Canada (n=1487). Additionally, to obtain criterion validation, these practitioners were
asked if they are or have been in a team. Results indicated if the respondent participated

in a high or low functioning team (Borrill, 2001).
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Step 4 — Principal Component Analysis — Construct Validity and Internal Consistency
Reliability

Principal components analysis was performed on results from Phase II. The
principal components analysis determined the extent to which the generated items
clustered into the appropriate component for which they were developed. Subscales are:
1. Interprofessional Collaboration; 2. Interprofessional Communication and; 3.
Interprofessional Trust. The actual principal components analysis was conducted by
using Statistical Package for the Social Science (SPSS).

The steps are as follows:
A. Correlation Matrix
B. Principal Component Analysis (PCA)
— Scree Plot
— Identify the preliminary factors
C. Oblique Rotation
D. Factor Matrix

E. Repeat Oblique Rotation

Correlation Matrix

The first step in the analysis was the generation of a Correlation Matrix. The
correlation matrix determined clusters of shared variance between the variables. Pearson's
correlation coefficient was used to measure the strength of the associations between
variables. Pearson correlation measures the correlation between two variables X and Y,

giving a value between +1 and —1 inclusive, where 1 is total positive correlation, 0 is no
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correlation, and —1 is total negative correlation (Stommel, 2014). While the matrix can
demonstrate relationships or correlations between the variables, it does not prove that one
variable causes the other. For example, the correlation matrix did not prove that being
ready to collaborate in an interprofessional team meant being ready to either
communicate and/or trust in an interprofessional team.

Using SPSS, a 2 x 2 Correlation Matrix was created. Each number reflected
correlation between two variables. When initially analyzing the Correlation Matrix, the

following interpretation rules were used (Gaskin and Happell, 2014).

Table 1: Correlation Strengths

Value of r (correlation coefficients) Strength of relationship
-1.0t0o-0.50r 1.0 to 0.5 Strong

-0.5t0-0.3 0r 0.3t0 0.5 Moderate
-0.3t0-0.10r0.1t00.3 Weak

-0.1t0 0.1 None or very weak

(Hemphill, 2003).

Examples of correlations, both positive and negative, were identified (Appendix
8). Positive or negative scores indicate whether the score is positively or negatively
correlated and the number provides the strength of the correlation (Hemphill, 2003). For
example, Q4 ‘I want to work with a group of practitioners I feel proud of” and Q3 ‘I
understand the importance of valuing my co-workers’ have a positive correlation of .623.
This means that if people score high on Q5, they will likely score high on Q4.

Conversely, Q10 ‘I prefer to work on my own and consult when I need to’ and Q15
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‘Interprofessional clinical team work will provide my patient with comprehensive care’
have a negative correlation of -.343. Although a weak correlation, this means that a
person who scores relatively high on Q10 may score low on Q15 or visa versa. This step
in the analysis revealed the connection or association, between the interprofessional
collaboration, communication and trust questions and where they were maximally
correlated with one another and minimally correlated with others thus helping to

determine how many dependent variables there are to readiness to collaborate overall.

Principle component analysis

Identifying preliminary factors

Once the correlation matrix was complete, Principle Component Analysis began.
PCA is considered the best method for data reduction (Polit & Beck, 2008; Gaskin &
Happell, 2014). As such, PCA was used to analyze all of the variance between all of the
questions in the survey. This included simplifying and bundling the items into a smaller,
more comprehensive set of factors. In particular, it identified the principal directions in
which the factors vary.
Scree Plot

The most common method of deciding the number of factors is to create a scree
plot. The scree plot is a two dimensional graph with factors on the x-axis and
eigenvalues on the y-axis. Eigenvalues are produced through PCA and represent the
variance of each factor. They are not represented by percentages but scores that total to

the number of items. In the Readiness to Collaborate Scale, each factor has an
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eigenvalue that indicates the amount of variation in the items accounted for by each
factor.
Data Extraction

Components were decided and data extraction occurred. The extraction method
produced factor loadings for every item on every extracted component. This resulted in
a simple structure, with most items loading on the first factor and smaller loadings on the
remaining factors.
Oblique Rotation

Oblique rotation was calculated through SPSS using the ‘Oblimin’ method. The
overall outcome of this exercise generated a simple structure of the components. Simple
structure is a condition whereby variables load at near 1 or at near 0 on an eigenvector or
factor. Eigenvectors are the linear combinations of the original variables and they
described how variables "contribute" to each factor. Variables that load near 1 are
significant in the interpretation of the factor while variables that load near 0 are not
significant.
Factor Matrix

Correlations among factors were shown on a factor matrix. Loading the items, or
questions, onto the factors showed variance better than .30. In other words, each item or
variable was unique to the individual factor. If they are less than .3 or loading on more
than one factor, the variable/question was removed (Tabachnick & Fidell, 2007). With a
sample size of approximately 130 participants, loadings of .30 or higher was considered

significant (Gaskin & Happell, 2014).
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Internal Consistency Reliability

The main procedure for estimating the internal consistency among a number of
different questions is corrected item-total correlation and alpha reliability coefficients.
Corrected item total correlation is the correlation between an item and the rest of the
survey, without that item considered part of the survey. If the correlation is low for an
item, the item is not measuring the same thing the rest of the survey is measuring (Aday
& Cornelius, 2006). Cronbach’s Alpha, was used to predict positive correlations
between each question. Cronbach’s Alpha is a summary correlation that is better than an
average as it tells the researcher that the items all rise and fall together and that each of
the items reinforce the factors that are being measured. This determined internal
consistency between all items within the individual component. A result of >.7
indicated that the questions within the clusters are consistent and reliable and will
demonstrate that all questions are measuring the same thing (Aday & Cornelius, 2006).
In order to get an accurate Alpha, responses on negatively worded items must be recoded
to reverse the scoring (e.g., 1=5, 5=1). In other words, if there are questions for which

the wording is reversed, the responses must be re-coded (Aday & Cornelius, 2006).

Step 5: Criterion Validity

Criterion Validity was done using a t-Test to contrast the two groups; low and
high functioning teams based on Borrill’s (2001) questions. The average scores of the
low and high functioning interprofessional teams were compared. This was done to
determine if the difference between the two scores was significant (P=<.05). It was
expected that the scores on the high functioning group would be higher than the scores on

the low functioning group.
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Sensitivity and Specificity

In order to confirm validity and reliability of the Readiness to Collaborate Scale,
sensitivity and specificity of the new instrument will be done. Sensitivity of the RCS is
determined by the number of practitioners who test as ready to collaborate by having high
scores. Specificity of the RCS is determined by the number of practitioners who test as
not ready to collaborate by having low scores (Chen, Chia- Wei, Chu, Hsin, Tsai,

Chia- Fen, Yang, Hui- Ling, Tsai, Jui- Chen, Chung, Min- Huey, . .. Chou & Kuei-
Ru, 2015). Sensitivity and specificity will be tested using a 2 x 2 table (Table 2) that will
compare the performance of the new RCS to a gold standard test. Due to the fact that
there is not such an instrument available like the RCS, applying the concept of clinical
test validation using Borrill’s five questions during the test re-test phase will provide a
gold standard set of data that can be used (Rutjes, Reitsma, Coomarasamy, Khan, &

Bossuyt, 2007).

Table 2: Sensitivity and Specificity

Ready to Collaborate Not Ready to Collaborate

RCS Ready to A = True Ready B
Collaborate

RCS Not Ready C

D = True Not Read
to Collaborate " y
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Sensitivity will correctly identify those who are ready to collaborate (A) from all
individuals surveyed showing as ready (A+C). Specificity will correctly identify those
who are not ready to collaborate (D) from all individuals surveyed who show as not being

ready (B+D).

Step 6: Final Survey Developed - The Validated Readiness to Collaborate Scale

The final Readiness to Collaborate Scale only retained the new items under the
identified constructs minus the questions with exact wording from other validated

surveys.
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CHAPTER SIX - FINDINGS

The following chapter describes the findings of the study. The chapter includes
Phase I and Phase II activities. Phase I activities contain the findings from the Content
Validation process including survey response and the initial item reduction. Phase II
contains findings from the Construct Validation process including principal component
analysis and final description of the factors of the new scale.

The aim of the study was to develop a new tool that would be able to measure the
readiness of practitioners entering and participating in an interprofessional team
effectively. The initial objective was to determine if an instrument, the new Readiness to
Collaborate Scale, could in fact measure interprofessional team readiness and; secondly,
to determine, the number of factors present in the instrument. Finally, whether or not the
new tool could predict those practitioners who were participating in an already high
functioning team. This last objective provided criterion validation for the new

instrument.

Phase I — Content Validation

Participant Demographics

Overall, thirteen practitioners were invited to complete the survey, of which ten
responded, resulting in a response rate of 77%. However, only nine completed the
survey. All of them work with women of low obstetrical risk and, have full scope of low-

risk obstetrical care, including prenatal, intrapartum and post-partum care within their
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professional license and have in various degrees, worked on teams that delivered
prenatal, intrapartum and postnatal care. These nine participants were further broken
down into: one Obstetrician, three Family Physicians/General Practitioners, two Nurses

and three Midwives.

Initial Item Reduction

Based on the Content Validation process that included both expert survey
response and three expert interviews, a total of seventeen questions were removed from
the original tool, leaving 49 readiness questions. The process of initial item reduction
allowed for questions that did not meet the definitions of Readiness to Collaborate,
Communicate and/or Trust as well as those that did not aim at readiness to collaborate in
an interprofessional team in general to be removed. Based on the literature, questions
that were ranked with total scores >70% were kept and those below were discarded
(Gaskin, C. J., and Happell, B. 2013; Rattray J., Jones, M., 2007; Polit, D. F., and Beck,
C.T., 2006). Ultimately, 12 of the newly developed questions, two of the adapted
questions and three of the exact worded questions were removed as a result of Phase |

Content Validation.

Interviews

Content Validation included interviews of some of the Phase I experts who
completed the survey (n=3/9). Three practitioners from the group of nine experts were
interviewed. These included: 1 Obstetrician, 1 Family Physician and 1 Midwife. The
purpose of the interview was to generate thoughts on interprofessional collaboration and

to engage the experts in further commentary on the survey itself.
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Common reflections that emerged from these semi-structured questions included:
poor definitions of collaboration throughout the health system and organizations as well
as difficulty in clearly defining interprofessional collaboration, as these terms are often
interchanged with multidisciplinary definitions. One expert believed that collaboration
occurred when the team took the direction from the doctor and implemented their
instructions as directed, clearly describing the belief that the physician was the leader.
All three participants highlighted the importance of team based. All three practitioners
indicated that they have always worked in a team and could not conceive working in
isolation, yet their terms of engagement differed. For example, interviewees suggested
that the goal of interprofessional collaboration among most practitioners was to enhance
overall patient care. However, there was a strong belief that many organizations
assembled teams to improve productivity and contain costs (e.g. co-location and shared
administration) with little emphasis on patient care and/or practitioner satisfaction.

When asked about personal barriers to collaboration, there were two main themes:
trust of other practitioners and belief that they themselves could do the task better. For
example, delegating activities and ‘signing out’ to another practitioner, even of the same
profession, was rarely done, especially among the primary care providers. When asked
what the term ‘shared-responsibility’ meant, two of the three experts interviewed stated
that it was linked to the requirement of regulatory bodies to ensure appropriate scope of
practice and guidelines, and was observed by all team members. Ultimately, there was
agreement that, although they were willing to enter an interprofessional team,
individually, they needed coaching and ongoing support from team members and their

organization.
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Further consideration and discussion of some items was explored as part of the
interview process. Three questions were reworded based on the following. Question 42
‘I can share information freely with my colleagues better than keeping it to myself © was
reworded to read ‘I can share information freely with my colleagues about clinical
challenges I have’ after two of the three experts mentioned that the original question was
aiming to reveal individual practitioners overall comfort with clinical challenges as
opposed to concealing clinical problems they may have. Also, it was suggested that Q50
would be more appropriate if reworded from ‘I am able to implement an order from a
team member without question’ to: ‘I am able to implement an order from a team
member of another discipline’ as this wording pushes the respondent to consider trusting
another disciplines clinical judgement through implementing their order. Although
‘order’ is typically used when referring to a physician, the term is meant to also include
other healthcare providers such as nurses. For example, a nurse may suggest to a
physician to order an intervenous infusion for hydration that the physician would either
accept or decline.

Finally, Q51 ‘I need to know exactly what my colleague does in order to trust
their clinical judgment’ was reworded to read ‘I need to know exactly what my
colleague’s scope of practice is in order to trust their clinical judgment’. This was
because some experts felt that it was necessary to understand the scope of practice as
opposed to the individual actions of their colleagues in different professions. Two
questions on the survey spurred further discussion in interviews. Question 12 ‘I prefer to
work on my own and consult when I need to’ (55.55%) and Q26 ‘Working in teams

unnecessarily complicates things most of the time’ (66.6%) both originally ranked low

148



and initially were removed. However, when discussed with the three experts, the
questions were kept. Experts shared that teamwork takes more effort than working solo
and although could be seen as being complicated at times, the participants did not feel
less committed to working collaboratively. It was suggested that complications and
preferences to work alone were often due to lack of role clarity. To address role clarity
and it’s importance in interprofessional teams (Headrick et al. 1998; Kennedy, 2001;
Belanger and Rodriguez, 2008; Choi and Ruona, 2011; Mitchell et al., 2011; Campbell
2014), a new question was developed and added to the next iteration of the survey; ‘I am
aware of the roles of all of my colleagues’. Interestingly, two of the seventeen questions
removed did rank above 70% and were taken out of the survey based on discussions
during the interviews. Question 10 ‘I expect my colleagues to work to their full scope of
practice’ (77.78%) and Q62 ‘Establishing trust with my patients is important to me’
(88.89%) were removed. Question 10 was not considered germane to collaboration but
instead related to professionalism. Question 62 was more aimed at the relationship

between patient and provider as opposed to interprofessional collaboration.

Content Validity Index (CVI)

Scale content validity relates to the degree to which a scale has an appropriate
sample of items to represent the construct of interest—that is, whether the domain of
content for the construct is adequately represented by the items (Waltz, Strickland and
Lenz, 2005). In the case of the Readiness to Collaborate Scale, these items and constructs

include: Communication, Collaboration and Trust.
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The Content Validity Index (CVI) estimated the validity of the new tool
(Yaghmale, 2003; Beck et al., 2007). This implies that at the beginning of the content
validation process, good items and construct specifications were developed and a panel of
experts were selected. The CVI had seven questions (Table 1): clarity and simplicity of
the instrument; time and effort to complete; instructions and definitions provided; 5-point
scale adequate; measures perceptions of what collaborative practice could be; likelihood
of instrument being used by health professionals and decision makers and; applicability
to practice setting (Lynn, 1986; Haynes, Richard, Kubany, 1995; Yaghmale, 2003; Beck
et al., 2007). Polit and Beck (2006) describe a method of calculating CVI by adding up
all of the scores and dividing by the number of experts. In the case of the Readiness to
Collaborate Scale, not all questions were answered. Therefore, the average number of
experts that answered the questions was used (n=8.7). This was calculated by adding up
the scores, (n=61) and dividing it by the number of questions answered (n=7). A scale
with excellent content validity should have an CVI of 0.8 to 0.9 among experts that rated
each category as a 4 or 5 (Polit and Beck 2006; Shi, Mo and Sun, 2012).

Based on the number of 4’s and 5’s ranked on the CVI divided by the average
number of Experts who responded (n=8.7), the survey has an overall rating of 90% (Total
of all percentages = 631%/7questions =90%). Experts reported that the tool did measure
their perception of interprofessional collaboration and also reported that the new tool
would be helpful to be used by healthcare organizations and others (80%). For instance,
organizations could implement this tool prior to assembling a team to ensure all members

are ready to collaborate.
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Table 3: Phase I Content Validity Index (CVI) - using seven criteria to validate the

Readiness to Collaborate Scale's structure and utility

Unacceptable
-1

2

3

4

Excellent
-5

% = (4’s+5’s)/
Average # of
*Experts

Clarity and
simplicity of the
instrument

4

(4+4)/8.7=92%

Time and effort to
complete

(7+2)/8.7=103%

Instructions and
definitions
provided

(6+2)/8.7=92%

5-point Likert
scale adequate for
measuring
questions

(6+2)/8.7=92%

Measures your
perceptions of
what collaborative
practice could be

(4+3)/8.7=80%

Likelihood of
instrument being
used by health
professionals and
decision makers

(4+3)/8.7=80%

Applicable to your
practice setting

(4+4)/8.7=92%

* Expert Rating on a Scale of 1 — 5 Whereby 1 is Unacceptable and 5 is Excellent. Validity

measured based on scores of 4/5 and 5/5

Phase II — Construct Validation

Participant Demographics

The number of respondents was n=174 and the number of completed surveys

were 140. The actual number of Readiness to Collaborate Scales that were sent out to the
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practitioners was 1487 to account for non-response and/or ineligible responses. Based
on the literature, the number of respondents required with communalities >50% is 100 —
130 (MacCallum et al., 2001; Gaskin & Happell, 2014). Phase II, included providers
from the same categories as in Phase I but also included: nurses and midwifery and

nursing students. (Table 2).

Table 4: Phase II Participant Professions (n=140)

Participant Profession Number %
Obstetrician 9 6%
Family Physician/General Practitioner 37 26%
Midwife 49 36%
Nurse 39 28%
Other (midwifery and nurse students/clerks) 6 4%

Of the 140 participants, 139 (99%) indicated their primary place of work
(Appendix 9). Place of work is defined as the environment where most work related
activity is conducted (Polit and Beck, 2006). Working in a hospital as a member of an in-
hospital team with different professions was the most commonly reported place of work
(n=61, 44%) followed by those who, in addition to working in a hospital, also work in a
community-based team with the same professions as their own. The remaining 33% of
respondents worked either in hospital with the same professions (17%) or in the
community with different professions (16%). Additionally, 49 of the respondents

provided data on their collaborative working arrangements. The fewest number of
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respondents (n=2, 4%) worked in a consultant role only. Consultants typically do not do
any clinical work, and instead are available for consultation. This role is different from a
solo practitioner who works alone and independently performs all clinical aspects of their
role. The most reported collaborative arrangement was a shared-call system with the
same profession (67%). An example of this would be midwives who would share an on-
call roster for the clients in their clinic. Solo practitioners who do clinical work and
practitioners who share an on-call schedule with different professions than their own,
accounted for the remaining 28% of respondents. Of the 140 respondents, 131 indicated
their years in service. Most (n=47, 35.9%) have been working for 16 years or more;
while those who have been in practice for 0-5, 6-10, 11-15 years, (n = 38, 29.0%), (n =
22, 16.8%) and (n=22, 16.8%) respectively, account for the balance. Those who are

retired contributed to approximately 1.5% of the total (n=2).

Item Response Rate

Of the 140 respondents, nine partially answered the full survey; accounting for
approximately .06% while 131 completed all 50-readiness questions (93%) (Table 3).
The nine professions who partially answered the survey were: three physicians, four

nurses, one midwife and one student midwife.
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Table 5: Breakdown of Partial Respondents and % of Questions Answered

. Number of Partial % Answered From All 50
Professions .
Respondents Questions
ALL 9 15%
1 Physician, 2 Nurses, 0
| Midwife, 1 Student > 31%
1 Nurse, 1 Midwife, 1 0
Student 3 45%
1 Nurse 1 66%
Missing Data

Of 140 respondents answering 50 readiness questions in the Phase II survey (n=
7000 items), the total number of missing inputs for the survey is 337; ranging from 4 — 12
items on questions with missing data (Appendix 10). Therefore, the percentage of
missing data is .048%. Due to the number of subjects in the study, it was not reasonable
to delete the participants who did not complete the survey. Therefore, missing values
were replaced with the variable mean (Sainani, 2015). For example, on Q9, respondent’s
average answer on the 5 point Likert Scale was 4.82. Therefore, the four missing
respondents on that question would be scored at 4.82. This method is appropriate in this

study due to the small percentage of missing items.

Initial Data Analysis

Appendix 10 shows Descriptive Statistics on the questions from Phase II. The
Standard Deviation of many of the individual items tells us that the spread of the 140
individual respondents’ scores across the scale is similar with some interesting

exceptions. For example, Q7 — ‘I feel useful to my work colleagues’ - has a mean score
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of 4.35 and a standard deviation of .822 while Q9 — ‘I acknowledge that there are others
who may know more than me among my colleagues’ — has a mean score of 4.82 and a
standard deviation of .552. In three questions respondents scored a mean value far below
4.31. These included: Q10 (2.90), Q23 (2.16) and Q51 (2.29). These calculations were

achieved through a correlation matrix.

Bartlett test of Spehericity and Keiser-Meyer-Olkin

Bartlett test of Sphericity and Keiser-Meyer-Olkin (KMO) test was used to examine
the correlation of the different variables and whether conducting factor analysis was
appropriate as well as an assessment of sampling adequacy during the factor analyzing
(Table 5). Each individual variable has a KMO and their sum is the KMO overall
statistic. KMO varies from 0 to 1.0 and KMO overall should be .60 or higher to proceed
with factor analysis. The study KMO is .833 demonstrating good sampling to predict
factors.

Bartlett's test of sphericity tests the hypothesis that the correlation matrix is an
identity matrix; i.e. all diagonal elements are 1 and all off-diagonal elements are 0,
implying that there is a redundancy within the variables that can be surmised with a few
factors. The analysis therefore concludes that there are correlations in the data set that

are appropriate for factor analysis.
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Table 6: KMO and Bartlett's Test

Kaiser-Meyer-Olkin Measure of Sampling Adequacy. .833
Bartlett's Test of Approx. Chi-Square 3343.799
Sphericity
Df (degree of freedom) 1225
Sig. . .000

Principal Components Analysis (PCA) and Scree Plot

The initial principal component analysis (PCA) was conducted on Phase II results
(50 questions) of the Readiness to Collaborate Scale (Appendix 7). Initially, an
eigenvalue > or = 1 was used to determine the number of factors, in combination with a
scree plot (Gaskin & Happell, 2014). When examining the scree plot the eigenvalues
plotted are against the factor numbers. The scree plot for the data analyzed is presented in
Figure 4. Before the line makes an abrupt change in direction to becoming flatter, we see
there are approximately 13 factors. Thus the scree plot shown does not entirely support
the earlier three-factor survey.

The total variance of the 13 factors in the scree plot showed that the first four
factors explain approximately 44% of the variance in the data (Table 6). The remaining
nine factors only account for another 20%, thus reducing their merit and strength as a
stand-alone factor. Results of the Correlation Matrix indicated that Factor 1 represents

the majority of core qualities of readiness to collaborate. This is based on correlations of
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>4. However, Factor 2, 3, 4, 5, 6 and 7 also possess some variables with correlations
>4, most of the correlations are at >.3. The Initial assessment of number of factors
would therefore suggest there are between 1 and 7 factors. Given the close variation, an
oblique rotation of these factors was completed to further delineate the factors that make

up the new tool.

Scree Plot
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Figure 4: [Initial Scree Plot Indicating 13 Possible Factors in the Tool with Eigenvalues
>1.0
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Table 7: Initial Total Variance Showing 13 Factors with Eigenvalues >1.0

Component Extraction Sums of Squared Loadings
Total % of Variance Cumulative %

1 13.676 27.353 27.353
2 3.620 7.239 34.592
3 2.642 5.284 39.877
4 2.012 4.024 43.901
5 1.975 3.950 47.851
6 1.720 3.440 51.291
7 1.590 3.181 54.472
8 1.474 2.949 57.421
9 1.277 2.553 59.974
10 1.159 2.317 62.291
11 1.125 2.249 64.541
12 1.029 2.057 66.598
13 1.015 2.029 68.627

Extraction method — Principal Components Analysis

Communalities

Communality measures the proportion of common variance explained by the 13
factors present in the latent variable of readiness to collaborate. For example, 71.6% of
the variance of all 13 factors can be explained by Q14 ‘Interprofessional teamwork
improves patient outcomes’ (Appendix 2). According to Mundfrom’s (2005) criterion,
an individual value of >0.7 or an average value of >0.6 indicates sufficient communality
(Mundfrom, Shaw, Tian, 2005). In this sample, 20 items

(Q:8,9,14,15,16,18,19,20,21,29,33,34,35,36,40,42,45,46,48,51) had values of >0.7.

Oblique Rotation

Due to the underlying assumption that variables in the factor analysis were

correlated, the use of an oblique rotation (SPSS - Direct Oblimin) to allow for the
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maximum amount of non-correlation and factor loading, was completed (Costello &
Osborne, 2005; Yong, & Pearce 2013). There are two objectives when doing rotations.
The first is for further data reduction to help reduce factors and two, to increase the
understanding of the factors. The outcome is a simple structure that allows for clear
interpretation. Ultimately, the simple structure attempts to have each factor define a
distinct cluster of interrelated variables so that interpretation is easier (Gie Yong, &
Pearce, 2013). For example, variables that relate to interprofessional trust should load
highly on trust factors but should have close to zero loadings on the interprofessional

communication factor.
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Figure 5: Rotated Factors Scree Plot Indicating Four Factors with Eigenvalues >1.0

The rotation produced a Scree Plot that indicated four factors (Figure 5). The first
factor shows the most variance while the remaining three continued to show variance

until the fifth when the factors became closer in variance and flattened out on the Scree
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Plot. The total variance shows that approximately 44% of the variance can be explained
in the first four factors while the remaining factors only contribute to minor variances in
the Tool (Appendix 11). Additionally, the completed rotation created a simple structure
or pattern matrix of the factors (Appendix 12). One factor was selected based on the
most plausible solution and construct. The pattern and structure matrices were compared
to reveal the influence of shared variance. Shared variance indicates the relationship of

variance between factors (Kay, 2009).

Pattern Matrix

With Rotation, the Pattern Matrix (Appendix 12) indicates clearly that there is a
simple structure with four distinct factors. Principal components analysis was the factor
analysis used for data reduction. Initially, three main factors were being extracted but
instead thirteen factors were extracted on the PCA. After oblique rotation, a simple
pattern matrix indicated variables that loaded highly on four factors which is what was

chosen for the study.

Factor Questions Post Rotations

Upon review, Factor 1, previous to rotation, had numerous variables loading onto
it. After rotation, this factor has six questions loading at >.45 (Appendix 13). When
reviewing the questions that load onto Factor 1, they seem to match the construct of
Readiness for Interprofessional Collaboration. All questions will be answered positively
(high on the Likert scale) if the respondent is ready to collaborate in an interprofessional

team.
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Factor 3 has loadings between -.460 and .780 (Appendix 14). Questions appear to
fit into the construct of Readiness for Interprofessional Trust. Seven of the eight
questions have positive loadimgs; those answering high on the Likert scale will agree
with these questions. One of the questions, Q51, ‘I am threatened when I express new
and different ideas to my colleagues about a course of care’ should be answered low on
the Likert scale, indicating a negative response to this question.

Factor 4 loadings were between .452 and .768 (Appendix 15). This factor
indicates questions that fit into the construct of Readiness for Interprofessional
Communication. Those who respond high on the Likert scale indicate a readiness to
communicate within and among team members.

The results in Factor 2 show a distinct group of negative loadings (Appendix 16).
For example, a respondent who scores low on the 5 point Likert scale to Q44,
‘Interprofessional teams help build professional relationships’, clearly indicates their
reluctance to believe that interprofessional teamwork will improve and build other
professional relationships. Similarly, those who answer negatively to Q15,
‘Interprofessional clinical team work will provide my patient with comprehensive care’,
indicates that they do not believe that utilizing a team based model will in fact improve

patient care.

Repeat Oblique Rotation and Chronbach’s Alpha

Chronbach’s Alpha was completed on the factors that emerged from the first
rotation (Costello & Osborne, 2005; Aday et al., 2011; Yong & Pearce 2013). Findings
indicated that Factor 2, 3 and 4 had internal consistency of >.7, however, Factor 1 had a

CA of only .55. The initial rotation used a correlation cut off of .45. With this finding, a
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repeat rotation was carried out using items that had loadings of >.39. The second rotation
indicated a minor improvement on the first factor from .559 to .585. Although this factor
is loading less than .7, the other factors remain strong with CA’s of .85 (Factor 2), .72

(Factor 3) and .89 (Factor 4). See Appendix 17 for added questions.

Internal Consistency — Chronbach’s Alpha

To measure the instrument’s internal consistency, Cronbach's Alpha (CA) for
each Factor was completed (Appendix 18). Factor 1: .58; Factor 2: .85; Factor 3: .72 and,
Factor 4: .89. In general, a value of >.7 is considered an acceptable value, indicating
sufficient internal consistency (Cao et al., 2015). In addition, the number of items
influences the value of CA. As the number of items increase CA will also increase.
Subsequently, Factor 2 that consists of 16 items had a higher CA than Factor 1 with 8
items. When Chronbach’s Alpha for the entire Readiness to Collaborate Scale as a whole
was done, a CA of .92 was indicated. This shows strong internal consistency of the new

survey.

Completion of the Readiness To Collaborate Scale

As per the Study Design framework — step 6, any question that had the exact
wording from previously validated tools were removed (Heinemann et al., 1999). In total
five exact questions were removed after the factor analysis (Appendix 19)

Three additional questions were also removed based on loadings <.39. These

included:
e 2, ‘I can identify the people I work with’
e 21, ‘Interprofessional clinical teams are non-hierarchical’ and;
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e Q45 ‘Interprofessional collaboration will only work if practitioners trust
one another’.
The new Readiness to Collaborate Scale has a total of 42 validated original and

modified questions; 41 readiness questions and 1 demographic questions (Appendix 20).

Criterion Validation -T-Test (comparing high and low function teams)

In addition to completing the survey, respondents were asked five questions
during the second phase construct validation to determine level of participation in a
functioning team (Borrill, C.S., 2001).

The questions were derived from Borrill’s work and included the following:

1. Does your team have clear objectives?

2. Do you frequently work with other team members in order to achieve these team
objectives?

3. Are there different roles for team members within this team?

4. Is your team recognized by others in the hospital as a clearly defined work team to
perform a specific function?

5. Does your team effect change in the organization?

The results indicated that when a group of self-identified high functioning team
participants answered yes to all five questions of Borrill’s survey (Borrill, 2001)
compared to a group of self-identified low functioning team participants who answered
no to all five questions, a difference in their overall scores on the Readiness to
Collaborate Scale was noted. Of the 140 respondents, 131 answered all five questions.

Table 7 illustrates the breakdown of functional team participants as described by Borrill
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(2001). Those who answered yes to all 5 questions are considered by Borrill (Borrill,

C.S.,2001) to be part of a fully functional team.

Table 8: Practitioners Identified as Participating in High and Low Functioning Teams

# Yes/ 5 questions

Participation in a

n % Functioning Team
5/5 31 23.70% Fully Functioning Team 5/5
4/5 36 27.50%
3/5 21 16.00%
2/5 11 8.40%
1/5 11 8.40%
0/5 21 16.00% Not Functioning Team 0/5

The score on the high functioning team is approximately 10% higher than the low

functioning team (Table 8). The mean for the high functioning participants is 209.887

and the low functioning mean is 196.862 indicating statistical significance (p value <.05).

Both these values indicate that the difference in groups is not due to chance but due to the

groups overall readiness to collaborate in an interprofessional team.

Table 9: Criterion Validation for High and Low Functioning Team Respondents: t-Test

Participant | N Mean Std. Deviation | Std. Error Mean
High Functioning | 31 209.887 11.8564 2.1295
Low Functioning | 21 196.862 15.0094 3.2753

Summary of Findings: A two-phased approach was undertaken to determine content and

construct validation as well as criterion validation. Through Construct validation the new

scale has four main factors: Readiness for Interprofessional Collaboration,
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Communication, Trust and Reluctance for Interprofessional Collaboration. The new tool
has 41 validated readiness questions that can be answered on a 5-point Likert Scale
whereby 1 was strongly disagree and 5 was strongly agree. Phase I, Content Validation,
included 9 low-risk obstetrical providers and included Obstetricians, Family
Physicians/General Practitioners, Nurses and Midwives. Phase II, Construct Validation
had 140 respondents: 9 Obstetricians; 37 Family Physicians/General Practitioners; 39
Nurses; 49 Midwives and; 6 others (clinical students/residents from nursing and
midwifery).
Chronbach’s Alpha was completed on the factors. Factor 1:.58; Factor 2: .85;

Factor 3: .72 and; Factor 4: .89. When Chronbach’s Alpha for the entire Readiness to
Collaborate Scale as a whole was performed, a CA of .92 was indicated. This shows
strong internal consistency of the new survey. To complete the validation of the new
survey tool, criterion validation was carried out. A t-test was run to provide statistical
evidence of this finding. The score on the high functioning team was approximately
10% higher than the low functioning team. The p value for the high functioning
participants is .005 and the low functioning p value is .007. Approximately 24% of
respondents are or have been involved in a team that is considered fully functioning.
Conversely, approximately 16% indicated they are not, nor ever were, involved in a

functioning team.

165



CHAPTER SEVEN - DISCUSSION

The purpose of this study was to develop and validate a new survey instrument
that aimed at identifying individual practitioners’ readiness to collaborate, communicate
and trust in an interprofessional team. Through content, construct and criterion validation
processes, the instrument was validated among a group of healthcare practitioners in
maternal newborn and low-risk obstetrical service delivery. Being ready to collaborate
and understanding the factors related to readiness to collaborate either in a healthcare or
non-healthcare team is an essential component to successful team effectiveness and
potentially overall organizational success.

In the following chapter, discussion and considerations regarding the new
Readiness to Collaborate Scale (RCS) within the context of the health services system
and the contribution of the new RCS to the knowledge about interprofessional
collaboration will be outlined. Additionally, results reported in Chapter Six will be
discussed. Although the development and validation of the new RCS was done within
the healthcare system, potential application of the survey into other industries will be
addressed. Finally, strengths and limitations of the study are outlined and
recommendations for future research are proposed.

Validated team assessment tools that have been developed include those that
measure the effectiveness of already assembled teams, and those that measure the
educational structures needed to develop high functioning teams (Anderson & West,
1998; Heinemann et al., 1999; Millward & Jeffries, 2001; Bateman et al., 2002; Doolen,
Hacker, VanAken, 2003; Reid et al., 2006; QUIPPED, 2007-2008; Kozusznik et al.,

2015; Valentine et al., 2015). These tools are targeted at individuals who are currently
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participating in teams and include a number of items aimed at determining the overall
productivity, engagement and success of teams. However, there is little, if any, research
conducted to identify the characteristics and qualities of an individual prior to
participating in a team. The focus has been on an individual’s experience of being in the
team, not her/his readiness to participate in a team. Rosas and Camarinha-Matos (2009)
investigated the readiness of organizations to collaborate on joint projects. They stated
that there is ‘incompleteness of information and uncertainties associated with the
readiness assessment process’ (Rosas and Camrinha-Matos pg. 4711. 2009),
demonstrating the requirement of other forms of measures to test readiness. Using a
combination of already validated questions from existing relevant tools (Anderson and
West, 1998; Heinemann 1999; Bateman, 2200; Reid et al., 2006; QUIPPED 2007),
together with carefully written new questions, a 42-item survey constructed to test the
readiness of individuals to enter and participate effectively in a team has been completed;

the new Readiness to Collaborate Scale.

Validation Overview

The Readiness to Collaborate Scale was developed based on the gaps in the
literature surrounding ways in which organizations and health care providers can evaluate
individual practitioner’s readiness to collaborate in interprofessional teams. New
definitions of these constructs were developed and tested against a series of both new and
existing questions from validated surveys, mainly focusing on team effectiveness and
interprofessional learning. These new constructs and definitions are new to the literature
and therefore have added value to the ongoing understanding of interprofessional

collaboration and readiness.
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Chronbach’s Alpha was completed on the factors that emerged from the first
rotation (Costello & Osborne, 2005; Aday et al., 2011; Yong & Pearce 2013). Findings
showed that Factor 1 had a CA of only .55. A study by Cao et al (Cao, Chen, Diao, Tian,
Liu, and Jiang, 2015) faced a similar challenge whereby factors on a new survey they
were validating loaded less than .7. Learning’s from this study are supported in the
literature showing when there are more items in a factor the larger the Cronbach’s Alpha
(CA) for that factor; and the goal of the factor analysis is to provide construct validation
for the instrument as a whole. The Factor Analysis demonstrated that the items in the
instrument as a whole (42 items) have been summarized in four factors that make sense
in terms of readiness for collaboration. Therefore, Chronbach’s Alpha for the entire

instrument was completed resulting in a CA of .92 for the whole scale.

Research Questions and Response

Through a systematic process that included content, construct and criterion
validation as well as factor analysis and calculation of Chronbach’s Alpha, the following

research questions have been answered.

1. What questions can be used to identify the readiness of a post-licensure health care
provider to enter into an interprofessional team?

For the development of the RCS, five validated instruments were used. These
included: Team Effectiveness Audit Tool (Bateman, 2002); the Collaborative Practice
Assessment Tool (CPAT) (Quipped, Queens University 2007-2008); the Team Climate
Inventory (Anderson & West, 1998); Heinemann’s Attitudes Toward Health Care Teams

Scale (ATHCTS) (1999) and; the Readiness for Interprofessional Learning Scale
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(RIPLS), (Reid et al., 2006). Each existing instrument contributed valuable insights to
the development of the tool. However, all tools were limited in their scope regarding the
elements required to assess readiness to enter into an interprofessional team.

Through a process of Content and Construct Validation, a series of questions were
created based, in part, by using the mentioned existing tools. These questions aimed to
assess an individual practitioners’ readiness to collaborate, communicate and trust in an
interprofessional team. The final survey has a total of 42 questions including one
demographic question. Eighteen of the questions were derived from existing validated
questions while the remaining 23 were originally created. All questions are considered
valid and accurately gauge readiness to collaborate (Appendix 21).

Answers to correlated questions are of particular significance as results may point
to areas requiring intervention and provide queues to help enhance understanding of an
individual’s readiness to collaborate. Organizations wishing to use the new Readiness to
Collaborate Scale will require this information to develop interventions that target areas
for development and training. For example, organizations may have particular interest in
an individual who scores low on Q12 ‘I would willingly enter an interprofessional
clinical team’ and higher on Q23 ‘Working in teams unnecessarily complicates things
most of the time’ as they may wish to target interventions that aim to educate individuals
on the benefits of teamwork and the positive contributions that teams make to

organizations (Borrill, 2001).
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2. Can readiness to collaborate be measured under three distinct factors:
interprofessional collaboration, communication and trust?

Factor analysis has demonstrated that not only three but, four distinct factors can
be used to measure readiness to collaborate. They include the original three; readiness to
collaborate, communicate and trust and a new factor that further strengthens the scales
utility i.e. reluctance for interprofessional collaboration. These four factors together build
a robust tool that will assist in identification of areas of strength and opportunity among

individual practitioners who are seeking to participate in an interprofessional team.

Factor 1: Readiness for Interprofessional Collaboration

The first factor identified is readiness for interprofessional collaboration. This
factor has eight questions and although has the lowest CA (.58), remains an important
construct for the new tool. Numerous studies that have examined team functioning
support that there is a gap in the research regarding readiness and have provided
understanding of how individual readiness to collaborate may appear (Armenakis, Harris
1993; Goldman, Meuser, Lawrie et al 2010; Choi and Ruona 2011; Pfortmiller, Mustain
etal 2011; Lawn, S., Lloyd, A., King, A., Sweet, L., & Gum, L. 2014; Strype, J.,
Gundhus, H., Egge, M., & @degard, A. 2014). Not all teams that are assembled produce
positive outcomes. Sometimes teams that are assembled in haste, and without the
required organizational support, erode quickly and lose any positive outcomes that may
have been anticipated initially (Hall, 2005; Sargeant, 2008; Suter et al. 2009). Some
literature that has focused on organizational readiness for team collaboration has

provided insights leading to further understanding of individual readiness.
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Studies have identified the importance of policy, planning and system
development using evidence to support successful implementation of team development
and collaboration (Goldman et al., 2010). Research on positive system-wide impacts,
practitioner productivity such as working to full scope of practice and avoidance of
unnecessary duplication of services, point to how collaborative teams improve health,
system and provider outcomes (Cassidy, 2002; Amatayakul, 2005; Goldman, Meuser,
Lawrie et al 2010; Tomblin Murphy, MacKenzie, Alder & Cruickshank, 2013; Tomblin
Murphy et al., 2013).

The Readiness to Collaborate Scale has now provided an evidence-informed tool
to support testing the readiness of practitioners in order to help position organizations to
best support successful team collaboration and meet the needs of their populations. It is
therefore expected that results from the RCS may also support the need for resources that
are committed to improving readiness of individual practitioners to participate in
interprofessional teams. The RCS provides a tangible validated method to ensure that
organizations can target their professional development exercises and policies for team
development in ways that will best support individual practitioners who will eventually
work together in them.

Given the understanding that high functioning and well-supported teams do
improve outcomes and productivity across the healthcare system (West et al., 2002),
testing the readiness of individuals prior to moving into a team is important. In the RCS,
eight questions have been identified to measure readiness to collaborate. These eight
questions have the greatest impact for the survey accounting for approximately 62% of

the total variance of all questions in the survey. Collaborative team members encourage
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each other to interact and to take part in group problem solving and decision-making
activities. They work toward making decisions together by polling each other for better
understanding of issues while at the same time, establishing norms for dealing with
sensitive concerns. Team members observe each other and provide constructive feedback
on how they are doing as individuals and as a team. Those who are ready to collaborate
will engage in activities that will support change and manage challenges effectively
together. These qualities and characteristics will help build positive relationships among
team members (Reina et al., 2007; Thistlethwaite et al., 2014; Scotten et al., 2015). Itis
therefore important to gauge the level of individual readiness and individual attributes to
collaborate in order to fully understand the varying areas of readiness among practitioners
who will ultimately share tasks, resources, responsibilities and leadership.

The eight questions in the Readiness to Collaborate Scale aim to measure
individuals readiness to engage in a collaborate team. Questions such as: Q8 ‘Patients
ultimately benefit if health care practitioners work together to solve patient problems’ and
Q4 ‘I acknowledge that there are others who may know more than me among my
colleagues’ may provide insights to an individuals understanding and acceptance of team

input and how it can benefit patients and improve health outcomes.

Factor 3: Readiness for Interprofessional Trust
This factor, Readiness for Interprofessonal Trust was identified in the literature
prior to the principal components analysis and validation and therefore, is being

described first, prior to Factor 2.
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Interprofessional trust figures prominently in studies that examine factors related
to successful teams. However, looking at these attributes in the aggregate and not from an
individual perspective only provides a picture of the team as a whole and not the
individuals who make up the team and who may be contributing to the lack or presence
of trust in the team. For example, some of the literature focuses on how trust among
already assembled teams positively impacts outcomes (Lewin, 1951; Morrow, 1969;
Goldman et al., 2010; Tomblin Murphy et al., 2013). The literature also addresses teams
that do not have trusting and/or good communication between them and shows how this
problem results in poor teamwork and lack of overall effectiveness (Smith, 2001; Farrell
et al., 2015; Scotten et al., 2015).

Interprofessional trust is a key competency required for the success of the team
and stems from knowledge of, and appreciation for, the contributions made by other team
members (Hall, 2005, Sergeant, 2008, Suter, 2009; Campbell, 2014). Trust between
individuals and other providers evolve as knowledge and understanding of competencies,
skills and scopes of practice are gained. Trust is also essential to ensuring that the team
functions efficiently and maximizes the contributions of all members (Reina, et al.,
2007).

The RCS has identified nine questions aimed at gauging the readiness of an
individual practitioner to trust and participate in an interprofessional team. Relationships
must be strong and resilient in interprofessional teams. Individuals scoring high on
questions such as Q21 ‘I can express to my colleagues when things they have suggested
to do have not worked’” and Q25 ‘When I make a mistake, I like to discuss it with my

colleagues and make a plan for improvement’ demonstrate that they are secure in their
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own practice and able to reach out to colleagues when needed. This requires a great deal
of trust particularly if the other provider is not from the same profession.

Team members have an opportunity to be positive role models to support and
inspire their colleagues as well as recognize and understand the contributions of each
provider to the team. When scoring high on questions such as Q24 ‘I know that my
colleagues are properly trained and are competent to do their job’ and Q26 ‘I am aware of
the roles of all of my colleagues’, this points to individuals who are knowledgeable about
what patients may need and with that knowledge are able to encourage their colleagues.
An interprofessional team that is built with a group of professionals who are ready to
trust will result in positive health and system outcomes (Reina et al., 2007; Varpio and
Regehr, 2013; Strype et al., 2015). In a study by Wu et al., (2013), team conflict is
negatively correlated with team effectiveness and team trust is the mediator between the
two. According to their study, team conflict is harmful to team effectiveness but with
team trust; the negative impact of overt conflict may be reduced (Wu Tiejun, Wang
Wenjun, Bi Xin, & Liu Dianzhi, 2013). The researchers assert that if the team
experiences a breakdown in collaboration, trust and communication, it will be trust that
‘glues’ the group together. Therefore, if individual professionals in the workplace are
willing to respect their colleagues roles and scope of practice and believe in their
contributions and clinical considerations regarding patient care, barriers to effective

interprofessional trust can be overcome (Gilbert, 2005; Nolte, 2005; Wu et al., 2013).
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Factor 4: Readiness for Interprofessional Communication

This factor, Readiness for Interprofessonal Communication was identified in the
literature prior to the principal components analysis and validation and therefore, is being
described first, prior to Factor 2.

Effective communication is a key competency, which is fundamental to positive
interprofessional collaboration. It has been linked to enhanced patient outcomes and
positive working environments among staff (Morgan et al., 2014; Tomblin et al., 2013).
Communication that is clear and unequivocal in interprofessional teams can be linked
directly to reduced morbidity and mortality in some cases (Haerkens et al., 2015).
Although communication principles are emphasized in many healthcare educational
curricula as an important component of professional practice, actual practitioner
interaction skills in team health care delivery remain relatively unstudied (Miller, Reeves,
Zwarenstein, Beales, Kenaszchuk, & Conn, 2008). The same is true for readiness of
team members to communicate together effectively. Despite an ever-growing interest in
using interprofessional approaches to promote effective communication and
collaboration among providers, few examples show how working toward effective
communication and collaboration will benefit teams and organizations (Zwarentstein et
al., 2007).

Organizations that choose to implement the RCS may find that many of the
barriers among practitioners stem from poor interprofessional communication. Therefore,
it is critical for organizations to be aware of how their staff communicate in general and
how ready individuals are to communicate in an interprofessional team setting. The

RCS, through a series of thirteen validated questions gauging both formal and informal
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communication interactions will identify individuals who are not ready to enter into an
interprofessional team and communicate effectively. With these results, organizations
can effectively address these challenges with interventions prior to the team being
assembled.

When scored high, questions such as Q33 ‘I look for opportunities to
communicate with my co-workers’ and Q34 ‘I am ready to solve clinical and/or system
problems with my colleagues’ demonstrate readiness regarding the skills and
competencies needed in proactive communication in a team. Questions such as Q37 ‘I am
able to clearly articulate my role and responsibility’ and Q36 ‘When a patient makes a
complaint that pertains to my practice, [ am ready to address the issue openly and discuss
with my colleagues how it can be avoided in the future’ identify those who see
communication within and among colleagues necessary to maintain their own
professional integrity as well as the integrity of the team overall.

There are a variety of reasons why high quality interprofessional communication
is necessary. Effective communication is related not only to what happens within the
team, but also to how the team communicates with the organization, patients and other
staff. Therefore, identification of barriers to interprofessional communication using the
RCS should be seen by healthcare organizations as an effective and efficient use of time
and resources. This is because without good and effective communication, system,
provider and health outcomes of people may be in jeopardy (Borrill, 2000; Borrill, 2001;
Reeves et al., 2008; San, Martin-Rodrigues, 2008; Tomblin Murphy et. al., 2009;

Tomblin Murphy et al., 2013; Walker, & Vlahaki, 2013; Kozusznik, 2015).
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Factor 2: Reluctance to Collaborate

The study has successfully identified a four-factor survey tool that includes the
following: Readiness for Interprofessional Collaboration; Readiness for Interprofessional
Communication; Readiness for Interprofessional Trust and Reluctance to Collaborate.
The final factor was identified during the factor analysis in Phase II and was not expected
when the study began. This factor accounts for approximately 34% of the variation in the
survey (Appendix 16). This means that Factor 2 has the second highest amount of
variance that contributes to the latent construct of readiness to collaborate in the tool
based on eigenvalues of > 1. Of'the 11 questions that have been retained for this factor,
only one has a positive loading while the remaining ten have negative loadings. This
means, that if scored high on these ten questions, individuals would be considered not
reluctant to collaborate. In other words, these ten questions are negatively related to
Reluctance to Collaborate. The one question, Q18 ‘I prefer to work on my own and only
consult when I need to’ is positively loaded onto this factor, meaning that those who
score high on this question could be considered reluctant to collaborate. This could only
be determined along with the analysis of the rest of their scores across the other three
factors. All in all, this factor can be used as a confirmation of the results of the other
three factors. High scores on Factor 1, 3 and 4 can be confirmed by corresponding high
scores on Factor 2, indicating an overall readiness to collaborate.

Interprofessional collaboration has been described as an opportunity to meet the
demands of complex healthcare systems and organizations (Tomblin Murphy et al., 2013)
through making best use of available resources and ensuring that all care providers work

to the full extent of their scope of practice. However, interprofessional collaboration is
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often seen as a potential threat to professional autonomy (Ontario College of Family
Physicians, 2008). Reluctance to collaborate can be attributed to a variety of issues that
create difficulties within teams and negatively influence individual’s interest in
participating in teams (Brown, Smith, Stewart, Trim, Freeman, Beckhoff, & Kasperski,
2009). Some research states that maintaining and sustaining interprofessional teams is
more difficult and cumbersome than beneficial due to the challenges of collaborating
effectively (San Martin-Rodriguez et al., 2005; Jansen, 2008; Kvarnstrm, 2008; Richter et
al., 2011; Valentine et al., 2015). Some teams that are created by accident and/or by
professional agenda alone are often dysfunctional with poor communication and rising
resentments between team members (Kavanagh, S., and Cowan J., 2004).

Kvarnstrm (2008) studied the difficulties perceived by health professionals in
interprofessional teamwork. The main findings of the study showed the various
difficulties that teams experienced when individual members of the team were acting in
their professional silo as opposed to working together. The author found that when
members did not collaborate, available resources such as funding for continuing team
based education that aimed to assist and strengthen teams, were not used; ultimately
adversely affecting an overall team based approach to patient care (Kvarnstrm, 2008).
The authors noted that teams such as these had difficulties coming to agreement on
patient care. This type of difficulty could impact individuals’ willingness to participate
in a team. Amante et al., (2013) examined the willingness of university academic faculty
to work with librarians. A tool called the ‘Librarian-Library/Faculty Relationship Model’
was used to demonstrate the areas of most relevance in the collaborative relationship.

Their study confirmed that 14% of the willingness of faculty to collaborate with
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librarians could be attributed to some key attributes of faculty. These included: gender,
age, department, profession, and the length of career (Amante, M., Extremefo, A., & Da
Costa, A. 2013). Of interest, no interpersonal variables were noted such as
communication style. Based on Amante’s study (2013) it may be assumed that variables
such as professional designation and length of career can be attributed to the
trustworthiness of an individual based solely on their experience. Therefore individuals
who do not have the breadth and depth of experience others in the team have may result
in a reluctance to collaborate. The identification of this unexpected factor called
Reluctance to Collaborate in the new tool is therefore an important contribution to the
body of knowledge concerning the willingness for interprofessional collaboration.
Another study set out to identify factors that influenced willingness to collaborate
between practitioners who worked in HIV research (Pinto, 2013). Results showed that
perceptions of researchers’ availability, benefits of the research and the preparedness of
the agency doing the research were associated with overall willingness to engage and
pursue HIV prevention research. These findings supported the fact that researchers need
to be available professionally and socially and that the research that is being conducted
needs to be beneficial to both the research community and the end user. Finally, the
authors state, that agencies must be well resourced to ensure that research activities may
be carried out successfully. This last point is important as it speaks to the leadership that
organizations need to provide in terms of supporting successful innovation and research
activities. One possible way organizations can provide this type of support and
leadership is ensuring their research teams are ready to collaborate and not reluctant to

work together before embarking on their projects. The RCS is an instrument that would
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address this prior to teams being assembled and resources being applied to costly projects

and initiatives.

New Factor Definition: Reluctance to Collaborate

A new definition for the fourth new factor has been developed “Reluctance for
Interprofessional Collaboration”. This definition is the same as Readiness for

Interprofessional Collaboration with slight modifications:

Lack of preparedness, awareness, respect and/or interest by a professional to act

cooperatively and interdependently with other professionals in an interprofessional team.

This final factor is of particular interest as it adds a dimension to the tool;
strengthening what can be determined from an individual’s score on ‘readiness to
collaborate’, ‘readiness to trust’ and ‘readiness to communicate’. With a high score on
the ‘Reluctance to Collaborate’ factor, it is expected that there will be corresponding
high(er) scores on the other three factors, indicating a willingness to collaborate.
Conversely, with a low score on ‘Reluctance to Collaborate’, it will be expected that
there will be low(er) scores on the remaining factors. For example, if a respondent gives
a low score on Q12 ‘Interprofessional collaboration will improve my ability to
understand clinical problems’ (Factor: Reluctance to Collaborate) and a low score on Q24
‘I know that my colleagues are properly trained and are competent to do their job’
(Factor: Readiness for Interprofessional Trust), it can be assumed that this individual
may not trust enough and/or be ready and willing to enter an interprofessioanl team. Ifa

respondent provides a high score on Q9 ‘Interprofessional teams help build professional
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relationships’ (Factor: Reluctance to Collaborate) and a corresponding high score on Q40
‘I look for opportunities to communicate with my co-workers’ (Factor: Readiness for
Interprofessional Communication), it may be considered that this individual is more
prepared and willing to enter into an interprofessional team. Some other questions in the
Reluctance to Collaborate factor point to the level of trust and overall knowledge an
individual possesses regarding their colleague’s abilities. If an individual scores low on
questions such as Q15 ‘T am able to implement an order from a team member of another
discipline’ and low on Q17 ‘I would feel comfortable with another professional (same or
different profession than mine), knowing more than me on a subject matter’ (Reluctance
to Collaborate) and low on Q25 ‘“When I make a mistake, I like to discuss it with my
colleagues and make a plan for improvement’ (Readiness for Interprofessional Trust),
this may potentially point to a lack of trust and ultimately a reluctance to collaborate.

All in all, it will be the comparison of the scores of Factor 2: Reluctance to
Collaborate to the other factors that will also help to assess readiness. Although some
individuals may have low scores on Factor’s 1, 3 and 4 showing lack of readiness in one
of those three areas, the score on Factor 2 will help to identify overall interest or
reluctance to collaborate, helping determine the best intervention to support readiness if
necessary. By identifying these individuals, organizations will have a better idea of
where potential challenges with the future team may occur. In order for interprofessional
teams to be successful, individual team members must see that collaboration with their
colleagues will enhance their work as well as their work environment. Additionally,
they must see that effective and ready team members will further improve the outcomes

for patients, the system and the team as a whole (Zwarenstein et al., 2007; Tomblin
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Murphy et al., 2013). Implementation and use of the new RCS has potential to address
those who are reluctant to collaborate and identify their individual challenges so that

focussed interventions may be implemented prior to the team being assembled.

3. Will a group that has demonstrated excellence in interprofessional teaming, show
higher scores in interprofessional collaboration, communication and trust versus groups
that are considered lower functioning as an interprofessional team?

Concurrent validity has revealed clearly that when comparing two group’s
responses to Borrill’s (2001) five questions, determining the level of team functioning,
there is a difference in scores on the new RCS. Criterion validation has shown there is a
correlation between readiness to collaborate and quality of teams ie: those working in
good teams have higher readiness scores. Those respondents that answered ‘yes’
(participating in high functioning teams) to all questions and those who answered ‘no’
(participating in low functioning teams) to all questions showed a significant differe