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Abstract

Despite the development and implementation of team training models in geriatrics and palliative care, little attention
has been paid to the nature and process of teamwork. Geriatrics and palliative care in the clinical setting offer an
interdisciplinary approach structured to meet the comprehensive needs of a patient and his or her family, Fellowship
members of an interdisciplinary geriatric and palliative care team participated in semistructured interviews. Team
members represented social wark, chaplaincy, psychology, nursing, and medicine. A functional narrative analysis revealed
four themes: voice of the lifeworld, caregiver teamwork, alone on a team, and storying disciplinary communication.The
content-ordering function of narratives revealed 2 divergence in team members’ conceptualization of teamwork and
team effectiveness, and group ordering of narratives documented the collaborative nature of teams. The study findings
demonstrate the potential for narratives as a pedagogical tool in team training, highlighting the benefits of reflective

practice for improving teamwork and sustainabificy.
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One of the core elements of both palliative care and geri-
atrics is the collaborative practice of the interdisciplinary
team (Mcier & Beresford, 2008). Geriatrics is a subspe-
cialty of internal medicine or family practice that focuses
on the health and illnesses of the aging adult. Likewise,
palliative care, also a subspecialty of internal medicine,
focuses on pain management and comfort measures. For
both geriatrics and palliative care, the focus is on quality
of life, the functional status of the patient, and the patient’s
family. Both approaches to medicine are grounded in an
interdisciplinary care model, The interdisciplinary care
model is a process of care based on collaboration among
health care providers with specialized knowledge from
muitiple disciplines (Geriatrics Interdisciplinary Advisory
Group, 2006). Throughout the last decade, interdisciplin-
ary team training programs have been established to
train health care professionals how to work together
and collaborate. However, little is known about how team
training impacts_the detailed, informed critique of team
members® actual practices, which arc important to effec-
tive teamwork (Opie, 1998). In thishé-tﬁy we exammed

narratives colle

Hiative cate team members o provide a qualitative assess-
mgent of interdisciplinacy-based care approaches.

Literature Review Aﬂﬂm ’& FTEONDO

There are a number of benefits to providing interdisciplinary~
based care, especially with geriatric and palliative care
patients. The American Geriatric Society surmises that
interdisciplinary care improves health care processes,
benefits the health care system and caregivers, and ade-
quately prepares health care providers for better care of
older adults (Geriatrics Interdisciplinary Advisory Group,
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2006). In palliative care, improved outcomes regarding
patient time spent at home, patient and family satisfac-
tion, symptom control, reduction of days in the hospital,
decreased costs, and patients’ increased likelihood of dying
where they want, can all be attributed to interdisciplinary
care (Hearn & Higginson, 1998). Overall, interdisciplinary
health care approaches improve client understanding
and benefit team members as they are able to expand
their knowledge from interactions with other disciplines
{(Abramson & Mizrahi, 1996).

In 1995, the John A. Hartford Foundation implemented
geriatrics interdisciplinary team training to establish and
enhance interdisciplinary team training, Ideally, the shared
educational experience breaks down discipline-specific
barriers and fosters the development of trust and under-
standing between and across disciplines, and joined learning
provides an immediate context for practice and modeling
(Mellor, Hyer, & Howe, 2002). Although the program
evaluation found that trainees demonstrated improvement
in all attitudinal change scores, there was no change on the
geriatric care planning measure, and only some change on
seli-reported team skills (Fulmer et al., 2005). Several
factors might explain these findings. First, bureaucracy in
the clinical setting determines the amount and type of
interaction among team members, inadvertently creating
barriers to team effectiveness (Hinojosa et al., 2001).
Second, a disciplinary split can result from differing regu-
latory and accreditation barriers among the disciplines
(Reuben ct al., 2004). Finally, collaborative efforts can be
stymied by varying levels of personal health care experi-
ences, knowledge, and skill among team members, as well
as differing languages and discipline-specific jargon, vary-
ing philosophies, and discipline-specific codes of ethics
(Mellor et al., 2002).

Recent research on interdisciplinary-based care
approaches in palliative care has been grounded in natu-
ralistic inquiry and has focused on communication in
team meetings (Arber, 2007, 2008; Li & Arber, 2006;
Wittenberg-Lyles, 2005; Wittenberg-Lyles & Parker
Oliver, 2007; Wittenberg-Lyles, Parker Oliver, Demiris,
& Regehr, 2009). Studies have explored how a patient’s
psychosocial information is addressed in interdisci-
plinary team meetings (Arber, 2007, Wittenberg-Lyles,
2005). Findings indicate that communication in team
meetings is distorted by an emphasis on biomedical
information sharing (Wittenberg-Lyles, 2005); however,
sharing psychosocial stories helps build a positive rela-
tionship among team members (Arber, 2007; Li, 2004,
2003). Additional research on collaboration in team
meetings suggests that the team meeting environment is
influential (Wittenberg-Lyles & Parker Oliver, 2007}, and
the strategic use of questions among interdisciplinary team
members during meetings can be used to communicate

interprofessionality, team identity, collegial decisions,
and professional identity (Arber, 2008). Still, improvement
in team member support and communication effective-
ness are needed (Demiris, Washington, Doorenbos, Parker
Oliver, & Wittenberg-Lyles, 2008).

There is an assumption that interdisciplinary teams
operate cficctively by virtue of having multiple team
members present (O’Connor, Fisher, & Guilfoyle,
2006}; however, early work on health care teams found
that detailed accounts of teamwork emphasized power
and control (Opie, 1998). Cultural patterns, perceived
absences of equity and fairness in expectations, and a
lack of understanding between team members can con-
tribute to power differentials among team members
(Martin, O’Brien, Heyworth, & Meyer, 2008). Especially
among physicians, there is a lack of understanding of
professional team roles (Martin et al., 2008), and maiy
physicians believe that they have the right to alter patient
care plans developed by the team (Leipzig et al., 2002).

Interdisciplinary-based care requires a realignment
of traditional power relations within health care {Opie,
1998). One way to assess changes in practice is to examine
health care professionals’ discourse; stories, in particu-
lar, function as a way of constructing identity within the
interdisciplinary team (Arber, 2007; Li, 2004, 2003). The
reflective practices of team functioning can assist in eval-
uation of the success of interdisciplinary team approaches
(Hall & Weaver, 2001). In this investigation we first
explored interdisciplinary geriatric and palliative care
tearm member narratives about dying patients, their fami-
lies, and team process; and second, employed a fiunctional
narrative analysis to identify and interpret themes of con-
tent and group ordering to reflect on interdisciplinary
collaboration practices and barriers.

Theoretical Lens CD
This study is situated in a ) 1o
communication and interaction. The narrative paradigm
assumes that all forms of human communication can be
seen fundamentally as storics, as interpretations of aspects
of the world occurring in time and shaped by history, cul-
ture, and character (Fisher, 1987). A team member’s
expericnee of caring for someone with illness, like narra-
tive, occurs within context at the same time it reshapes
context, within relationships at the same time it reshapes
relationships, and within a person’s life at the same time
that it reshapes that life. One of Fisher’s aims was “4o
account for how people come to adopt stories that guide
behavior” (1987, p. 87). These d stories can order
and disorder human experience. Fisher’s interest centered
on how people came to adopt narratives that directed
action. He pointed out that many dominant social science
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theorists/theories take up an interest in prediction of behav-
ior. Fisher’s ideas mark a clear break with rational
positivism by naming all people as creators of knowledge
that guide action.

Personal narratives serve as building blocks for public
knowledge about public performance. The stories of indi-
viduals cannot be built and understood separately from
public narrative. Critical care issues present a desire and

way to organize, understand,_make meaning,_and reduce
uncertainty; it is a communicative vehicle to perform these

tasks. Narration provides those caring for individuals

with serious illness a way to inte
manage. and respond fo care,

Interdisciplinary team member narratives reveal sto-
ries that involve the experience of working with and
without other team members, and ifluminate our under-
standing of this specialized care process (Sharf &
Vanderford, 2003). These narratives incorporate the team
members’ humanistic perspectives of disease and illness
as they extend beyond biological suffering and include
the interdisciplinary team experience with illncss as
related to changing roles, relationships, and identities
(Sharf & Vanderford, 2003). The inclusion of these nar-
ratives in research is an approach that challenges the
assumptions of existing knowledge, thus enabling us to
highlight and focus on the communicative domain of
interdisciplinary-based care. Stories of interdisciplinary
team approaches demand a shift from a biomedical model
to a biospychosocial one that includes a sociocultural,
political, and historical understanding of teamwork (Geist
& Gates, 1996).

Poitter (2002) discussed the multiplicity of the inter-
disciplinary team narrative and applied Bakhtin®s concept
of heteroglossia, the many voices in a novel. The voices
represented 10 a novel are relevant to those on an inter-
disciplinary team (IDT) in that so many disciplinary
orientations will profoundly shape decision-making pro-
cesses and actions (Poirier, 2002). “The conferences . . .
are clearly multivocal, with each participant contributing
a ccrtain kind of knowledge and skill to planning the
patient’s care. The multivocality displayed in these staff-
ings reflects part of the ideology of interprofessional
teams, which holds that no single health professional can
fully assess a patient’s condition or needs” (Poirier, 2002,
p. 53). Ateam is without Bakhtin’s dialogism if individu-
als only provide data to the group without reflecting on
the impact or meaning of that data, or fail to consider its
meaning in light of other disciplinary voices. Moving
reflexively from the act of dialogism, in this study we
revisited team member stories to identify what French lit-
erary theorist Gerard Genette described as narrative levels
(Genette, 1980). It is in these levels of individualized

storying that we can begin to discern the contributors
(i.c., patients, family members, other team metmbers) to
the current teller’s story (Genette, 1980). The notion here
is that every retelling of the story places the current narra-
tor at a level further removed from the initial telling. The
basic existence of the team meeting predicates the story-
ing of patient/family cases by various team members. In
light of Genette’s concept, team member narratives about
their team experiences are reliant on earlier levels of
storying.

Stories are the action of being a member of an interdis-
ciplinary health care team. In essence, team member
storytelling is part of the “ongoing struggle to create and
maintain a coherent systermn of meanings” (Langellier &
Peterson, 2006). Stories are partial, conflicting, fragmen-
tary, and contradictory; even so, they become a vehicle for
sense and meaning making. Some team members share
the “same™ story, but the performer of the story shapes it
very differently than another team member’s voice. In all
of these performances, team and disciplinary identity is
constructed and revealed. Poirier (2002) suggested that
the particular individuals composing a health care team
radically influence its way of working and communi-
cating. Team identity is embodied and discursive, both
performed and performative (Langellier & Peterson,
2006). Narrative analysis allowed us to study this perfor-
mance of team experience while appreciating the impact
of a particular team’s dynamic. We explored the narrative
function for team members in varying disciplines work-
ing together on an interdisciplinary geriatric and palliative
care team.

Methodology
Participant Recruitment

Participants were IDT members in 1-vear fellowship

placements, working in a combined consultation service in
geriatrics and palliative care at a Veterans Affairs (VA)
hospital in the southern United States. Each year a fellow-
ship fcam is assembled to {fill positions in the medical
center’s geriatric and palliative care services. At the start of
the 9th month of the 2006-2007 academic fellowship vear,
the second author personally invited members of the fel-
lowship team to participate in this study and accompanied
this verbal invitation with a bricf written description of the
project, an interview guide, and confidentiality measures.
The second author served the IDT in the capacity of a com-
munication specialist, and had cultivated a professional
relationship with each fellow during her 6-month presence
as an ethnographic rescarcher. Because of the close work-
ing contact between the second author and the participants,
they arranged individual meeting times for interviews.
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condyeted face to face in a participant’s office or the

fellows’ conference room at the hospital. Data gathering

calls, All interviews wege_conducted during the fast 2

months of the fellowshm \vear, At the begmmng of each

was obtained from the | cxpantPartlcxgantsmcludeda

psychologist (P), a social worker (SW), a chaplain (€l a

nurse (N), and 2 medical fellows (MF1 and MF2). The
onignal fellowship team included 4 medical fellows, only
2 of whom participated, with the others citing heavy work-
ioads and time commitments.

Setting

The medical director of inpatient interdisciplinary services
and the geriatric oncology program oversaw the IDT and
their involvement with patients in two hospital programs.
Inpatient interdisciplinary services cared for 100 to 150
adults per month, providing geriatric expertise and pallia-
tive care consultation to frail elderly patients from other
services such as orthopedics, surgery, psychiatry, and
medicine. The geriatric oncology program was a not-for-
profit, interdisciplinary, outpatient clinic and research
center combining geriatrics, palliative medicine, and med-
ical oncology. This program offered newly diagnosed
cancer patients aged 70 vears and older with optimized
geriatric assessment as an integral part of treatment
and follow-up.

The culture of the fellows was established through
their team meetings and rounds. Here we describe the
schedule and presence of team meetings in their work.
Interdisciplinary team members rounded (visited patients)
each moming, and attended individually to the same
patients for the rest of the day. As a team, the fellows
held a daily meeting in their conference room, lasting
from 20 to 60 minutes, depending on the number of new
patient consultations/admissions (a new patient load was
between 5 and 12 patients per day). A once-weekiy edu-
cational session was held for all fellows, lasting 1 hour.
During these sessions, fellows might have heard about
innovations in palliative care, geriatric care, small group
communication, or other applicable topics. Additionalty,
weekly interdisciplinary evaluations were performed on
all patients, and monthly team mcetings were held spe-
cifically to assess the management of siress and loss for
team members.

DISESHRTEMD R4 CERCA

Research Design and Ethpcs Review

We designed interview prompts to enable fellows to
reflect on their own perceptions about their disciplinary
position and function on the team. Semistructured inter-
yiews lasted between 35 and 70 minutes,]and were

follmﬁcd an open-ended interview guide based on 6 months
of ethnographic observiation of the team and included the

following prompis: b M% A,

1. How did you get involved in the palliative care \

fellowship?
2. What previous experience did you have work-
ing in hospice and palliative care?
3. Describe your most memorable patient during
your fellowship. DoANE
4. Describe one of your most challenging experi- e
ences from this year. \’/
Who has taught you the most this yeat?
Who do you turn to when you have a problem?
Describe a bad experience as a fellow,
Did you enjoy working with medical students
as part of their coursework?
. What advice will you give the next fellow?
10. What do vou still feel insecure about in this
setting?
11. What are your thoughts on your own death? )
[STICA
Interviews were conducted within 2 months of complet-
ing the I-year fellowship. The second author conducted the
interviews and recorded the data. All participants agrecdCQF Se N&o
to the recording of data; interviews were audiotaped and !
fanscribed, resulting in 104 typed, double-spaced pages. Qgs‘ W

Thls study was reviewed and approved by the institutional

% = o

o

Team member conf identiality, as well as paueni conﬁ-
dentiality, was protected by our coding labels, and family
and professional identifiers have been chan ed To fur-
ther protect participant conﬁdcntjahty, we did not collect

demographic 1dent1ﬁeg§.. ;

&h%p@r\oé/a&xw

Data Analysis and Trustworthiness

In this study we cmployed a narrative functional analy-
sis that focused on what stories did, the setting in which
they were told, and the effects they had (Mishler,
1895). More specifically, “function is defined in a vari-
ety of ways both within and across different disciplinary
traditions. These differences tend to reflect their primary
units of thecretical analysis: persons, cultures, social pro-
cesses, and institutions™ (Mishler, 1993, p. 108). As we sought
to locate what these IDT stories were “doing,” we integrated
two key concepts that identify story function in namrative
performance theory: content ordering and group ordering
{Langellier & Peterson, 2006). Content ordering attends to
the sense-making of events, the innovations of meanings,

TR 4 INTERISTA
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and the relocating or rejecting of what content has been
seminal. Selecting content for narration cngages the pro-
cess of navigating choices about meanings, events,
activities, and identities. Group ordering speaks to the
identities that are formed, maintained, and reformed as
they become visible or invisible in storytelling narratives,

This namrative analysis was conducted by the first
three authors, who identified narrative themes within
cach transcript. Interview dialogue was considered narra-
tive if the participant provided temporally situated
information offering an account that revealed specific,
unique, and contextualized information (Sharf & Vander-
ford, 2003). After identifying narrative themes indepen-
dently, authers reached consensus by discussing areas
of divergence. Natratives for each participant were clas-

sified by story theme. After categorizing narratives
thematically, rescarchers (the first and sccond authors)
examined stories for frequency as well as absence across
_participant data. The trustworthiness of the réstlis was
established in three ways. First, ethnographic field notes
of the team’s practices and barriers were collected during
the final 6 months of the fellowship year as part of another
study. These field notes were reviewed, analyzed, and
developed | month following the completion of inter-
view collections for this article, to check for accuracy of
respondents’ interview answers. Second, these field
notes were summarized and presented for feedback to the
fellowship team for the purpose of identifying and
addressing discrepancies. Third, these field notes ultimately
were the centerpiece in a manuscript about breaking bad
news in the terminal context that was published in a
peer-reviewed medical journal in the spring of 2008
(Wittenberg-Lyles, Goldsmith, Sanchez-Reilly, & Ragan,
2008). The final published analysis of ficld notes also
supported some of the interpretative claims made in this
article.

Interpretive Claims
Voice of the Lifeworld

The lifeworld perspective (Gadamer, 1998; Heidegger,
1962; Husserl, 1970a, 1970b; Merleau-Ponty, 1962)
finds the greatest value in the richness of daily living; it
is the meaningful part of the world for us. This meaning
can be ignored or taken for granted in the actions of
others (Asp & Fagerberg, 2005). Language that addresses
the psychosocial experiences of the seriously or chroni-
cally ill person, the humanistic side of disease/illness, can
be identified as the “voice of the feworld” in Mishler’s
narrative theory (Mishler, 1981). To relicve suffering and
ensure quality of Jife for a patient and his or her family, a
geriatric and palliative care team must recognize the four

dimensions of pain: physical, emotional, spiritnal, and
psychological. These dimensions of pain include the
multiplicity of losses in a patient’s/family’s personal life
because ofa decrease in activities of daily living. Although
interdisciplinary tcam members represented both medi-
cal (physician, nurse) and nonmedical (social worker,
chaplain, psychologist) disciplines, team members pre-
dominantly recalled stories about patients’ emofional,
spiritual, and psychological pain. Analyzing team mem-
bers” responses for the lifeworld perspective reveals
the value and weight of the psychosocial impact of ill-
ncss, and allows us to assess how disciplinary members
approach their patients’ daily living, Despite the first
priority in palliative care to provide expert symptom
management of physical pain, the voice of medicine was
absent among all team members, including team mem-
bers whose expertise represented a medical specialty. The
nurse described a man enduring emotional pain accom-
panying the loss of his independence:

There was one gentleman who, was dying and was
in denial . . . and he was very cultured. He liked the
music, books. That was an important piece of his
lifestyle. And so you would go into his room and it
was Jike no other VA room . . . his, uh, sister, um,
was supportive, but she drew the line because she
didn’t, she couldn’t take him home . . . and that was
4 hard one to just sit with because there was noth-
g you can do with that. You could just fecl his
pain in not being able to go home, ‘cause that’s
what he really wanted. Those other things were
nice, but we couldn’t, um, give him what he really
wanted.

Also relating a lasting memory of emotional pain, the
team psychologist described a discussion with a dying
man about euthanasia:

He .. . he had, for all intents and purposes made a
promise to family that he would fight, and he
came o a point when he asked me about cuthana-
sia. | mean, he sat there, he looked totally drained
of energy, and he said, “I feel like crying,” but he
couldn’t ery because he was so tired from fighting.
He just wanted to rest, he wanted to stop fighting
but he was struggling against that and the promisc
he’d made to fight. Tt was really suffering, uh,
emotionally.

Similarly, the medical fellows demonstrated an acute
awareness of the patient’s life beyond the disease. Both
doctors frequently framed their stories of patient loss by
talking about the impact this would have on their own
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lives were they in the position of their patients. They
were aware of their specific team role of managing
physical pain, but in their patient reflections they spoke
most often about the emotional pain of terminal illness—
demonstrating the dominance of the lifeworld in their
narrative reflections through empathy, which palliative
care physician James Tulsky simply defined as, “I could
be you™ (Tuilsky, 2009):

I mean the high impact is seeing yourself, I mean,
that can happen to you. And how prepared will you
be if somebody comes and tells you exactly the
same news, and uh, I mean, during that interview
with him {patient] you notice that it was not physi-
cal that the guy had, it was the morphine that would
relieve that pain. I’s the pain that all your plans
vou have made out won’t happen. You have now
left behind a wife and a child. (MF2)

The team chaplain shared stories that reveal acute
attention to patients’ spiritual pain and strength in the face
of loss. In this passage she described her assessment of
how that spiritual pain is produced:

The saddest moments are to know that they [patients]
have no security in what’s next, and 1 have to stand
quiet and fet them pass . . . and it’s not my place, you
know, you [a dying patient] haven’t invited me to do
that, or maybe the time hasn’t been developed for
you to trust me, or for whatever reason. You know,
you're angry, you're bitter, your life is up and you’re
leaving quickly and you just haven’t had time to sort
those things out.

Each of the 6 team members recalled several stories
centered on the voice of the lifeworld, and had come to
know patients through their lives beyond the illness.
The team: members’ disciplinary roles established a lens
through which they could appreciate the lifeworlds of
their patients. The nurse and psychologist content
ordercd patients’ pain concerning their worldly life
and losses (jobs, home comforts, identity, family). As
patients realized they were dying, the chaplain primar-
ily narrated sense-making cfforts about life beyond
earthly living, removed from the trappings of a patient’s
accomplishments, family, or job. The social worker’s
content ordering addressed systems affecting the patient:
the organizations of health care, finances, and family.
The two medical fellows revealed a clear empathic
function in their narrative, identifying strongly with
the loss in patients’ lifeworlds. Team members were in
consonance with the common goal of improving
patient quality of life; their narratives revealed this
practice.

Caregiver Teamwork

Health care workers practicing an interdisciplinary care
approach consider the patient and family as the unit of
care. Involvement of the family is necessary when makin g
decisions about day-to-day care, living arrangements,
follow-up care, and advance directive communication.
The narratives captured in this study reveal that family
members and caregivers are often the primary focus of
work for a team. Reflective narratives shared by team
members did not focus on discipline-specific team roles,
but rather on the team’s efforts as a whole.

The social worker recounted the story of a family who
wanted the patient to be “full code” (which means that
the patient would be resuscitated if his or her heart were
to stop beating). Typically, when patients are dying, their
status is “do not resuscitate.” The patient endured head
and neck cancer with a poor prognosis, and had already
received his lifetime radiation limit:

They [family] were still trying to possibly do these
experimental procedures with him, and he was
clearly declining. The staff was very upset . . . we
were all worried that the tunor was going to impinge
on his airway. He was going to suffocate to death . . .
she wanted him to be full code . . . I remember [the
doctor] saying to her, “They’re gonna push on his
chest and they could break all his ribs, and it’s gonna
bereaily painful for your father,” and she was saying,
“Oh yes, I've broken people’s ribs before,” Some
people thought that they were trying to keep him
alive longer maybe to get the wife more oney,
because they get more income when, the veleran is
alive. Just the thought of him having to suffocate to
death was horrible. Of course he ended up coding,
and then half way through the code they called the
daughter, and she did stop it.

Similarly, team members shared narratives in which their
tasks were eased by caregivers who had already prepared
for transitional health care situations. The social worker
recalled a patient under her care who was not able to com-
municate, but had previously made end-of-life plans with
his daughter:

She knew exactly what he wanted and . . . he had
done it ail with his family, and we just felt like we
had gotten to know him so well even though he
couldn’t talk to us. . . . She was terribly upset, but
- . . it was so interesting to see someone very sad,
but also very at peace with it.

In both instances, the SW described caregiver choices
that revealed not only what was meaningful to each of
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those families, but how those caregiver choices affected
the teamn and the care of the dying patient. Caregiver
decisions are identified as vitally important to this SW
through narrative, especially how it related to the team,
Note that in both narrative accounts the SW reflected on
the team’s experience of the caregiver’s role in facilitat-
ing care, highlighting that caregiver choices impacted the
entire team. Her narrative account did not depict her role,
but rather the team’s role in these stories.

Family meetings with the health care tcam are an
important part of facilitating the role of the family/caregiver.
By mecting together, the health care team is able to sup-
port the family’s goals of care by providing information
and assisting in their decision-making process. Family
meetings are especially important when patients are not
able to communicate. A medical fellow recalled a family
mecting about transitioning goals of care for a patient
who was demented:

I don’t know if they [family] didn’t want to know
what’s going on . . . but it’s like every time we
explained they came with a different story about
what’s going on. And at the end of the meeting they
are able to explain back what’s going on with the
patient and the patient is dying, And at the next
meeting it’s like that never took place, never hap-
pened. Finally, after three or four meetings the family
decided they don’t want any hospice. . . . T don™
think we got across the message. . . . I couldn’t pin-
point our failure, (MFF2)

The medical fellow attempted to identify the failure of
the team-~the ways in which they were unable to create
meaning for the family and effect positive change in the
dying experience. Not only does this narrative reveal
content ordering in function, but also group ordering as
the team’s purpose and role is called into question in the
medical fellow’s story. The focus is once again on the
impact to the tcam, as he references “we™ and “our”
rather than positioning himself as solely responsible for
the interaction.

In addition to providing information and facilitating
decision making, family meetings were also primary
opportunities for the health care team to provide emo-
tional support for family. The nurse recalled a family
meeting that shifted the team’s role as information pro-
viders to supportive carers for the family:

They had the awareness of what they’d [family]
done, and . .. it was all the things he {patient] hadn’t
wanted, but they had done em well intended. But
to see their awareness of what they had done and
how 3t wasn’t what he wanted. . . . The family had

o} from ghr.

their “aha” . . . in the family meeting. And then . . .
your role switches in that moment, . . . Your overall
goal is to journey with the family and the patient
for the patient’s best outcome. . . . And, our role
went from basically bringing koowledge and
options to comforting the family, you know .
which it typically does. (N)

The chaplain was the only 1 of the 6 participants who
did not mention family in a developed narrative; the
other 5 team members did include family heavily in
their stories. The social worker’s data included the
highest frequency of family stories, with the nurse and
psychologist close behind, Our data trustworthiness
process confirms that the chaplain interacted frequently
with family members/caregivers.

Alone on aTeam

Reflecting on their year and patient/family interactions,
the 6 participants readily incorporated narratives about
team structure and role performance challenges/successes.
These role narratives were revealing in terms of how each
team member viewed himself or herself, their personal
agency, and guidance that was or was not available to
them in light of their disciplinary specialty. Also included
in this thematic section arc ideas participants shared about
implementing educational training components for future
IDT members—specifically physicians. A common sub-
Jject for nonphysician team members was a desire for
mentoring. Below are extracts of the psychologist and the
nurse describing their preceptor desires:

You have to create your own structure. You have to
20 out there and just do things independently, um,
which can be, have a lot of advantages "cause that’s
essentially what allowed me to go up to the ICU. It
makes it harder {0, to get mentoring . . . there is no
palliative care staff member in my discipline. (P)

I need a strong mentor here and T, and | don’t have
one, you know. 1 have people who are wonderful in
different areas, um, but I don’t have a strong nurse
mentor, and I need that. (N)

One of the medical fellows clearly articulated the strong
guidance/cohort he had available to him in this fellow-
ship process:

If you have a problem with the system I will go
straight to [names a person] and she will tell me
how. .. . If'it’s um, knowledge-wise a problem, [ £o
straight to [names a different person]. She will
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cither have the answer right away, or she will direct
yvou how to get the answer. . . . You always have
somebody that you can come to, to ask any doubt,
any question. In this case I have [names a person],
I have some of the other, uh, attending that you
always just call and say, “Well, you know, this
patient has this, this, and that. What should I do?”
(MF2)

Some team members expressed a desire for more team
time. Their individual responsibilities seemed to pull
them away from cohesiveness that might ideally be found
in an IDT, The implication in the talk of the psychologist,
nurse, and chaplain shown below is that a more unified
teant approach might improve the holistic care effort for
patients, also decreasing frustrations and prejudices pro-
duced by disciplinary differences. The medical fellows
were the only 2 participants who did not remark on team
cohesion/time in narrative:

It’s difficult to not be able to work with the other
disciplines more because of the nature of how they
work, um, of how busy they are, of how hard it is to,
to find time for kind of team-building . . . types of
experiences. Um, and kind of the misunderstand-
ings of each other in, in how we work, Um, like I
can’t just drop my patients and move to another
rotation. That’s unethical according to my disci-
pling’s ethics code . . . they work differently. Um,
but i# makes it more difficult to work together. (P)

So my appointment at the school, even though it
was at halflime, I was on eleven commitlees. I was
chair of one, I ran a course, I had ali the lectures for
that course, 1 had clinical instructors under the
course that were doing different things, um, and [
was, | was on some big committees. 1 think all the
other fellows are full time. So to be half time to
begin with and then to be overextended as well, my
role, I’m not as, I’'m not as visually seen, and, and,
uh, Thad a lot of late nights. (N)

Pve learned that, uh, doctors are, um, not all-knowing
in all areas, that they are specific to the field that
they go into, and just like every other profession in
the world, they can get in a rut and not look outside
the box for the answers. . . . doctors are o0 busy,
they don’t have time. . . . I’ve learned there’s a lot
of ego. (C)

Team members expressed in detail how they wanted
physicians to understand and wutilize their particular
disciplinary role, and the benefits they brought to the

end-of-life challenge with a patient and farnily. These nar-
ratives reveal that disciplinary tcam members did not
believe they were fully integrated and valued in their
participation with patient cases. Group ordering serves as
the vehicle to understand how the following stories func-
tion in reflecting role identities on the team:

Well the nurse is often the eyes and ears . . . we're
[physicians and nurses] all in the same boat. You
know, um, and that it’s a partnership . . . and that
we’re a, a good resource, so they [physicians] don’t
have to reinvent the wheel every time . . . our role
is to facilitate. (N)

Our expertise in working with families . . . a 8Ys-
tems approach. . . . I think it’s very imporiant for
them [physicians) to understand. Actally this is a
specific thing that, um, that I always found myself
talking to doctors about, and other team members, . . .
Research has shown there’s a lot of conflict in the
discharge planning process, and sometimes the
other team members don’t understand if the, if the
patient wants to go home, the social worker is kind
of advocating for the patient to go home. . . .
They’re [physicians] very anxious because they
feel responsible for all these things. . . . I think it’s
important to train them early on how to use social
workers and what they can do, and that they’re an
important part of the team . . . and that they're not
Just case managers. We’re not there just to set up
the transportation. (SW)

I want them [physicians] to sec us as a real and
valid resource to caring for their patients. . . . If
there’s conflict, the chaplain can, um, come in and,
and help maybe address the conflict, can give, uh,
help, solicit trust toward the medical team, toward
the doctor, can help s-, *cause a lot of times, uh, and
we can clarify. (C)

I would’ve liked to do more cducational interven-
tions with the residents. . . . A lot of it is family
support, um, talking with family about hospice,
end-of-life issues, uh, palliative care, explaining
that. . . . They’re [medical residents] either avoid-
ing certain patients ‘cause it brings up ceriain
feelings for them, or they’re doing interventions
badly, um, because they have their own difficultics
dealing with those kinds of issues, (P)

Group-ordering narratives reveal which team members
had a more-or-less positive experience with their role on
the team in relationship to preceptor guidance, and how
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that role was maintained and/or performed. The medical
feliows were the only team participants who noted a
strong sense of support and guidance from their disci-
piinary preceptor, and described multiple modalities of
suppoit. The lack of preceptor support within all other
disciplines was confirmed in the field notes, as other area
preceptors were functioning as such with one of the fol-
lowing deficits: no formal preceptor training, overloaded
preceptor, uninterested preceptor, no preceptor. In addi-
tion, a variance in the need for team “together time™ and
its purpose gave rise to stories about time, combining the
function of content and group ordering. Nonphysician
team members felt that tme (content ordering) was
essential to creating a collaborative, cohesive {group
ordering) team, whereas physician team members were
steessed by the team meeting demands,

Storying Disciplinary Communication

With dialogism and expertise at play in the illness con-
text, each participant made discipline-specific observations
about comumunication failures in their time with the geri-
atric palliative care program. In their descriptions they
cxpressed seeing opportunities for the team to improve
in its service to patients, and conmmunication with one
another. The chaplain articulated her ability to intercede
on behalf of a physician when a terminal prognosis com-
munication encounter was unsuccessful between doctor
and paticnt:

A doctor came in and gave him an explanation that
they couldn’t do any more chemo fchemotherapy]
on him. . . . The patient didn’t hear it, just didn’t
heat it . . . because I was the chaplain I said pretty
much the same thing as the doctor said, but I think
because I was just anormal person . . . he could hear
me. I don’t think the doctor appreciated, in that par-
ticular instance, what I did, but I know the patient
did. {C)

In the next exemplar, the psychologist recalled a termi-
nal prognosis communication in which his intercession
was valuable. In both prognosis communication exam-
ples, a team member other than the physician participated
to support and comfort the patient and family:

A resident had just observed their attendee com-
municating bad news to a family in an excellent
way . .. and not an hour or two later, I observed this
resident doing it terribly, just a horrible way of, of
almost srnashing the family over the head with this
information. I was there and [ worked to modify the
situation. The attending’s not by any means there all

the time, um, so the residents are the primary person
working with the patient. The resident chose to
stand in the hallway right outside the patient’s
room, so everybody’s standing, . . . I thought he
might, you know, “Let’s go to another room, fet’s
sit down,” um. No, he just plunged into it . . . in
front of other staff, other families, you know. And
without really . . . a lot of empathy apparent on his
face, umy, just repeatedly hammering themn over the
head. I was able to say, “Why don’t we move into a
private room. Let’s sit down.” (P)

Narratives about discipline-specific communication
articulated the heart of IDT strength, thougih the stories
were told with an air of derision and disappointment.
Both of these two exemplars were successes in terms of
the goals of interdisciplinary care. Team membership was
meant to ensure that patient/family needs were met, as the
needs at the end of life are too enormous for one indi-
vidual. In these stories, the content ordering of commu-
nication was identified as what was important by the
participants. We interpret this theme as unique in that con-
tent ordering becomes group ordering; each team mem-
ber’s communication was their identity in these storics.

Conclusion

Reflective narratives from their fellowship year on a
geriatric palliative care team described how IDT members
interpreted, analyzed, and valued an interdisciplinary-
based approach to care. The unique positioning of each
[DT member required that they filter stories of dying
patients and their families through their professional/
ethical lens, and in this process they identified collabora-
tive practices and barriers. The telling of a story and its
performance is as important as the narrative elements,
because the actual process and expression of communi-
cating a story reveals the implicit values of the teHer (Sharf
& Vanderford, 2003). These narratives have the potential
to become a source of knowledge for other health care
providers and future patients and families (Geist-Martin,
Ray, & Sharf, 2003),

When examining the fumctionality of the namatives—
described by Mishler (1995) as a combination of cognition,
memory, and self—the narratives in this stdy document
the interdependence of content and group ordering. That
is, the stories collected function as a means to understand
what was important in the realm of meaning and sense
making for team members (content ordering), as well as
collective identity (group ordering). Moreover, the reflec-
tive process of storytelling provided each IDT member
with a means for greater understanding of his or her own
role in the care process. Teams engage in storytelling as a
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way of interpreting their teamwork experiences. Stories
are embodied and contextualized, with discussive acts
providing a depth of information that allows us to truly
examine disciplinary perspectives as opposed to simply
assuming inferdisciplinary collaboration.

The content-ordered function of team members’
narratives reveals a divergence in team members’ con-
ceptualization of teamwork and team effectiveness. Team
members content ordered their care experiences by focus-
ing on the voice of the lifeworld through stories about
euthanasia requests, family meeting situations, and stories
of managing patients’ pain and loss of life. The content
ordering of experiences in the field reflects a clear under-
standing of team goals and measures of team effectiveness,
However, the content ordering of stories about disci-
plinary communication reveal that team members do not
easily recognize their role in achieving or producing
successtul teamwork. Natratives told as stories about dis-
ciplinary conununication functioned to highlight cach
team member’s role as separate from the team, especially
in light of communication failures. For example, there
were specific criticisms and points of conflict described
by nonphysician team nmembers concerning the matter of
breaking bad news about terminal prognosis matters. The
sense making of these events by content ordering the
narrative established team member identity in terms of
discipline, rather than a tcam identity,

In contrast, the group-ordering function of narratives
demonstrated team members’ abilities to engage in the
reflective process of teamwork. Narratives about care-
giver teamwork revealed team member attention to how
caregiver decision making impacts the team process and
the team as a whole. Team members expressed strong
ownership of team identity by group ordering work with
caregivers. Through group ordering, narratives docu-
mented the visible identity of the team (as they intervened
with caregivers), yet also revealed the invisible collabora-
tive performance of team members. In concert with other
findings, autonomy and competency in individual roles
among team members was valued as part of interdisciplin-
ary collaboration (Hinojosa et al., 2001). Although group
ordering of the narrative did not pinpoint discipline-
specific interventions, the presence of the team was
apparent in the reflective process and understanding of
team success and failures. The absence of chaplain’s nar-
ratives about caregivers suggests that the chaplain did not
share this enacted identity as an aspect of teamwork.

The reflective process of teamwork was also group
ordered in narratives about being alone on the team.
Nearly all participating team members described a
desire to draw together as a group and communicate role-
specific challenges. Narratives depicted a strong desire
for reformed identity in terins of team structure and role,

including more mentorship and more time. The themes of
role differences and communication, in particular, included
clear descriptions from teatn members about their lack of
utilization or agency in relationship to the case physician,
This discovery is consonant with previous rescarch
revealing that physicians typically dominate interpro-
fessional decision making, leaving other team members
feeling less engaged (Abramson & Mizrahi, 1996).
Although group-ordered narratives revealed needs for
team improvement, these narratives also demonstrated
that team member identity was clearly formed, as they
had an understanding of what was needed to be a success-
ful team.

Guided interviews of one team’s stories and the absence
of demographic measures comingle to present limitations
for this work. It is not possible to generalize the themes
coliected across other interdiscipiinary health care con-
texts. This study was limited by the number of participants
involved and the particular sctting of a VA hospital. Addi-
tionally, the structure of the system in which they worked
impacted their experiences. For example, this team was
situated at a VA hospital where more than 95% of their
patients were men. However, we make no claim that
this data set is representative of IDTs in palliative care or
geriatric consult services, and we make no claims about
gender, class, or race beyond those that were integrated
into the interview responses of our participants,

These IDT narratives unveil both the practice of an
innovative model for patient care, and formidable com-
munication challenges for those training to work as part
of a care team. This study reveals aspects of collaboration
and separation among team members as shared in their
reflective accounts of teamwork. A key aspect of effective
interdisciplinary care is to be knowledgeable about other
team members’ disciplines, as well as to recognize and
understand each discipline’s perspective about patient
care plans and goals. The professional filters that each
individual brought to the care process, even if conflict was
a part of building a care plan, strengthened the collab-
orative work of the team, Each fellow shared narratives
consistent with their disciplinary involvement in the care
process, and denoted their specific role in this environment.
The narratives demonstrate the strength of the interdisci-
plinary care model and give evidence to the importance
of narrative reflection of team experiences.

Interdisciplinary team training is still in its infancy. A
recent project modeled the pedagogical power of narra-
tives and professionals in training by sharing patient
narratives with an inferdisciplinary care team. In this
work, patient-centeredness was problematized in the
analysis of narrative responses by team members. There
was increased recognition of the need for different profes-
sionals to work closely together, to connect more directly
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to the patient/family, and most of all to better understand
the patient’s context via the help of other team members
{Blickem & Priyadharshini, 2007). Future interdisci-
plinary team training should incorporate the concept
of Bakhtin’s dialogism; the study and discussion of nar-
ratives for team members in training could bring an
awareness to care professionals about their discipline-
specific approaches, biases, and identities, and how these
might advance or obstruct good patient/family care,
As revealed here, narratives by other team members pro-
vide a demonstration of disciplinaty perspectives and
responsibilities and document aspects of teamwork and
divergence (Wittenberg-Lyles, Greene, & Sanchez-Reilly,
2007). By hearing each other’s stories, team members
can identify and evaluate team processes. Practice and
reflection can lead to positive team building and fiture
successes i teamwork,
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