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Key Messages 

 Interprofessional team working is largely invisible to patients who have 

had a stroke and their family carers. It is an important determinant of 

the care and service they receive but not necessarily noticed by them.  

 Patients and carers value communication with team members. When this 

meets their needs for information and explanation they are reassured, 

feel safe and have confidence in the team.  

 Large interprofessional teams restrict the involvement and contribution of 

all team members. This often results in subgroups that are likely to 

reinforce uniprofessional boundaries. 

 Unambiguous leadership is highly predictive of overall team performance. 

There is more conflict and ambiguity over leadership in larger teams. 

 Uniprofessional performance targets in stroke care are a disincentive to 

collaborative working within the interprofessional team.  

 There is a significant, positive association between team performance and 

work related quality of life.  Initiatives to develop and strengthen team 

working are likely to improve staff morale and job satisfaction. 

 The quality of relationships between interprofessional team members, 

facilitated through face-to-face contact at interprofessional meetings, 

shared workspace and opportunities to socialise are important 

determinants of team working. 

 Nursing staff appear to be least involved in the interprofessional team 

despite having the most contact with patients and carers. 

 

 NHS Organisations need to: 

 

o Ensure that the leadership of interprofessional teams in stroke care is 

explicit to all stakeholders to reduce conflict and ambiguity. 

o Consider how to facilitate the optimum size and stability of stroke 

teams for interprofessional working that may mean implementation of 

structures such as multiteam systems and longer staff rotational 

periods. 

o Recognise the significance for patient outcomes and invest in the 

opportunities for interprofessional team face to face communication, 

patient and processes review.  

o Discourage the use of uniprofessional performance targets in stroke 

care. 

o Recognise and capitalise on the interplay between team performance 

and staff work related quality of life by investing in interprofessional 

teamwork and considering the involvement of those currently poorly 

represented e.g. nursing staff within inpatient settings.  
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Executive Summary 

Background 

Healthcare delivery is increasingly complex, requiring the input of a variety 

of professionals organised in a multiplicity of teams. Whilst there is an 

extensive literature on team working in healthcare this focuses on team 

processes and staff outcomes and the impact of interprofessional team 

working on patient experiences and outcomes remains poorly understood. 

Furthermore, there is also a lack of research that explores the effectiveness 

and impact of team working on patients as they transfer between care 

settings.  

This study examines the impact of interprofessional team working on 

patient outcomes and patient and carer experience across the stroke care 

pathway. Stroke pathways were selected to investigate this because there is 

strong evidence that patients who receive care from interprofessional teams 

in stroke units and community teams are more likely to be alive, 

independent and living at home one year after stroke. There is an implicit 

assumption that better patient outcomes are a consequence of 

interprofessional team working, however, the contribution of the team to 

these favourable outcomes is unclear and there is a need to understand 

what aspects and characteristics of teams and team working influence 

outcome and patient and carer experience to enable further development of 

stroke services. 

Aims 

The aim of the study was to investigate the impact and effectiveness of 

teamwork on a range of patient outcomes and experiences of care at 

different points in the stroke care pathway from hospital admission, through 

rehabilitation to discharge home or to a care home. In order to achieve 

these aims, the study set out to: 

1. Investigate clinical outcomes of care using data collected for hospital 

based stroke registers and the statistical associations between team 

characteristics and functioning and patients’ clinical outcomes of care by: 

a) Describing how stroke teams and services within the acute hospital and 

community health and social care are organised and supported. 

b) Examining the mechanisms that support team working and the 

facilitators and barriers to effective teamwork in the care of stroke 

patients. 

c) Conducting multivariate statistical analysis to explore relationships 

between patient outcomes and team attributes. 
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d) Exploring staff experience of team working and their understanding of 

what makes an effective team. 

e) Exploring patient and carer experience of care in the context of their 

understanding of what makes an effective team along the stroke care 

pathway from hospital admission to 90 days post discharge. 

2. Develop hypotheses about which aspects or features of teams and team 

working are effective in improving patient clinical outcome and experience 

of care. 

Methods 

We undertook a mixed methods exploratory study drawing on a realist 

approach, with a realist synthesis of the literature on interprofessional 

teamwork providing an analytic framework for use throughout the study. 

Five stroke teams (two acute, one inpatient rehabilitation and two 

community teams) working across two stroke care pathways were involved 

in this study.  

At the onset of the study we conducted key informant interviews with 19 

senior members of staff and documentary analysis to produce context maps 

of each of the participating teams and the organisations in which they 

worked. We collected anonymised patient outcome data from stroke 

registers held at the two acute units to investigate clinical outcomes of care 

for stroke patients.  

We conducted critical incident interviews with 50 patients and 33 carers to 

explore their perspectives on teamwork and its impact on their experience 

of stroke care. Patients and carers were interviewed two or three times 

along their care pathway: in acute care, inpatient rehabilitation if they went 

there and in the community, after they had been home for three months.  

We invited all members of the participating teams (n=263) to complete two 

staff questionnaires - one measuring team characteristics and effectiveness 

(the Aston Team Performance Inventory, ATPI – overall response rate 69%) 

and one measuring individuals’ quality of life at work (the Work-Related 

Quality of Life Scale, WRQoL – overall response rate 56%). Multiple analysis 

of variance was conducted to test the effects of various factors (e.g. team, 

professional group etc) on standardised ATPI scores and the correlation 

between WRQoL and ATPI scores was measured. The potential for 

examining the relationship between standardised ATPI scores and patient 

outcomes was also explored. 

We interviewed 56 members of staff from a range of professions and grades 

across all five teams to explore professional perspectives of teamwork and 

barriers and facilitators to teamwork.  
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We observed two to four interprofessional team meetings for each of the 

interprofessional teams and analysed these data using an ethnographic 

approach.  

Results 

The realist synthesis identified 13 ‘mechanisms’ of team working (i.e. 

processes that underpin team working) and these formed the analytic 

framework for the study. These mechanisms are: 

 Shared sense of purpose 
 Pooling of resources 
 Collaboration and coordination 

 Efficient, open and equitable communication 
 Shared responsibility and influence 

 Support and value 
 Critically reviewing performance and decisions 
 Generating and implementing new ideas 

 Individual learning 
 Leadership 

 Tactical communication 
 Role blurring 
 Team behavioural norms 

The five teams operated within diverse organisational structures and 

facilities. Variations were identified in a number of areas including team 

size, model of leadership, team organisation, format of multidisciplinary 

team meeting and patterns of working within and between the teams. 

These contextual features of how teams were organised had an impact on 

staff experience of working in an interprofessional team and how patient 

care was delivered. Major changes were occurring to local stroke services 

during the course of the study, which involved expansion and restructuring 

of services with accompanying financial investment and new performance 

standards for all elements of the stroke care pathway.   

Much of the stroke register data collected at both sites did not meet the 

study requirements, as there was significant missing data within both 

registers. The available patient outcome data revealed that the age of the 

patient and the severity of their stroke had a statistically significant effect 

on mortality at three months and recovery from stroke after one year. 

However, despite differences in service structure no differences in patient 

outcome were found between the two stroke care pathways, therefore 

relationships between team working and clinical outcomes could not be 

explored.  

Patient and carer perspectives 

Patients and carers talked a great deal about their experiences of care, 

however, the majority found it difficult to talk in detail about 
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interprofessional teamwork. For some it was not their priority, whilst others 

could not remember or had not taken notice of what happened around 

them. Others only saw one professional group at a time. When they did talk 

about teamwork, ‘open communication’ and ‘collaboration and coordination’ 

were the most frequently discussed mechanisms. A tentative new 

mechanism of ‘advocacy’ was identified in the community setting. Patients 

and carers rarely made explicit links between the processes of teamwork 

they described and their experiences of stroke care. The main exception to 

this was the ‘open communication’ mechanism where some reported feeling 

reassured, confident in the team, and safe when they perceived 

communication to be good, and stressed, anxious and annoyed when it was 

not.  

Staff perspectives  

In contrast staff talked extensively about their experience of working in an 

interprofessional team suggesting that it was more important and visible to 

them. The mechanisms most frequently discussed by staff were ‘open 

communication’, ‘collaboration and coordination’ and ‘pooling of resources’ 

which were most commonly linked to perceived benefits to patient 

outcomes; and ‘support and value’ which was most commonly linked to 

individual staff or team outcomes. However, our findings show that some 

aspects worked better for some teams and team members than others. 

Members of the community teams assessed their team’s performance more 

highly. Medical staff thought team performance was significantly better that 

other professional groups. In contrast, nursing and unqualified staff, viewed 

by some as having lower status in the team hierarchy, felt powerless and 

taken for granted and had less positive experiences of team working than 

their interprofessional colleagues. The quality of relationships between 

interprofessional team members, facilitated through face-to-face contact at 

interprofessional meetings, shared workspace and opportunities to socialise 

were important determinants of team working.  

The interprofessional teams were large, particularly in inpatient units, and 

while this was thought to increase the range of expertise and resources of 

the team there are greater co-ordination and communication challenges. 

Our findings show that team size influences staff perception of team 

working where team performance was assessed to be better in the smaller 

community teams. Furthermore, size and structure of the interprofessional 

team restricts the involvement and contribution of all team members and 

opportunities for joint working between professional groups.  Co-location, 

identified as an important context that triggered several mechanisms of 

teamwork, was less likely to occur in larger teams. As a result, there were a 

number of smaller teams or subgroups within the interprofessional team, 

frequently reinforcing uniprofessional teams, but also groups of staff who 

had worked together on the unit for longer periods of time. This potentially 

reduced clarity of leadership within the interprofessional team, which was 

demonstrated to reduce team performance.   
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Leadership was complex within these interprofessional teams and staff in 

acute and rehabilitation settings found it difficult to identify a clear leader. 

Staff talked more about the support and guidance provided by their 

uniprofessional team leader. Being managed by someone outside their 

professional background could be difficult at times and therefore 

participants felt it was important that there was a clear structure of 

uniprofessional managers and interprofessional leaders available to them. 

Clear leadership emerged as a highly significant predictor of how team 

members rated their team, suggesting that it is an important mechanism 

that supports team working. Furthermore, staff perception of the way their 

team worked was correlated with their quality of life at work.  

Workload was frequently mentioned as a barrier to teamwork and more 

specifically uniprofessional activity/patient contact targets inhibited 

interprofessional working and could lead to conflicting priorities amongst 

professional groups.  

Implications for practice 

To improve interprofessional working it is recommended that: 

 Team structures are redesigned to reflect developments in service 

delivery. Where teams are large communication and co-ordination 

are challenging and the involvement and contribution of all members 

is restricted. Structures that account for team complexity e.g. 

multiteam systems may be more appropriate.  

 Clear structures of leadership of interprofessional teams should be 

explicit and strengthened to reduce conflict and ambiguity. A full time 

leader with no additional clinical responsibility may be a good model 

to facilitate this. 

 Team structures should take into account overall leadership of the 

interprofessional team, alignment of uniprofessional teams within the 

wider interprofessional team, leadership of professional issues for 

individual disciplines and leadership for specific team functions. 

 Opportunities for co-location and regular face-to-face contact e.g. 

regular interprofessional team meetings for all members of the team 

should be maximised to facilitate mechanisms of teamwork and 

reinforce consistency in team processes. 

 Teams should take time out to reflect on patient cases and on how 

they work as a team. Senior managers should ensure teams have 

appropriate time to reflect together. 

 Collaboration between professionals in joint sessions with patients is 

facilitated particularly between therapists and nurses who can 

implement therapy plans throughout the day and at evenings and 

weekends. 



© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health

      19 

Project 08/1819/219 

To improve patient and carer experience of care delivered by an 

interprofessional team it is recommended that: 

 Time for direct interaction with patients and carers by individual 

professionals and on behalf of the team are promoted and developed. 

 Methods of communication with patient and carers and co-ordination 

of care are developed, strengthened and given priority.  

 Team structures are developed that support the way in which team 

members allocated to each patient, i.e. the ‘people around my bed’, 

work together. 

To enhance staff experience of working in an interprofessional team it is 

recommended that: 

 Develop and support clear structures of interprofessional team 

leadership to reduce conflict and ambiguity in leadership.  

 Team size should not be too large as this can result in staff feeling 

too intimidated to contribute and team members not knowing each 

other. 

 Structures and processes that strengthen the alignment of 

uniprofessional teams should be considered.  

 Professions and individuals be valued equally as this raises morale 

and confidence, reduces stress and feeling of personal burden and 

enables all staff to contribute to team discussions. 

 Nursing staff appear to be least involved in the interprofessional team 

despite having the most contact with patients and carers. The need 

remains for nursing staff to develop a distinct and recognised role in 

stroke rehabilitation.  

 There is an association between team performance and work related 

quality of life, therefore initiatives to develop and strengthen team 

working are likely to improve staff morale and job satisfaction. 

Implications for policy 

Interprofessional teamwork is a fundamental element of the delivery of 

many healthcare services and therefore the findings of this study have 

widespread relevance. Specific recommendations are: 

 Activity targets and patient contact targets for stroke care should be 

interprofessional not uniprofessional to facilitate the interprofessional 

team working together rather than reducing the incentives to work 

together. 

 Consideration be given to the optimal number of rotational posts that can 

be supported within the stroke cares services and the duration of these 

rotation posts to support team stability while contributing to 

professional development. 
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 Although the patient outcome data in this study is weak no significant 

differences in patient outcomes between the two pathways were 

identified. This tentatively suggests that stroke services can be 

responsive to local circumstances and interprofessional teams can 

develop and adapt flexibly to address local needs without negatively 

affecting patient outcomes. 

Conclusions 

Our study has found that patients and carers do not specifically notice 

interprofessional team working even though it may be an important 

determinant of the care they receive. Communication with staff was 

identified as the aspect of teamwork that had the biggest impact on patient 

and carer experience. 

Team working was much more visible to staff and some aspects of team 

work had an important impact on the way the interprofessional team 

worked together and staff work-related quality of life. In particular, clear 

leadership and conflict over leadership were highly predictive of overall 

team performance.  

Our findings unpack the very complex processes inherent in 

interprofessional team working. They make a significant contribution to 

knowledge of the effectiveness of interprofessional teamwork, in particular 

what works, for whom and in what circumstances and have clear 

implications for the structure and support of interprofessional teams. 
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The Report 

1 Introduction 

1.1 Introduction 

Healthcare delivery is increasingly complex, requiring the input of a variety 

of professionals organised in multiple teams, frequently over long periods of 

time. Whilst there is an extensive literature to guide professionals and 

managers on methods and types of team working, little is known about the 

impact of team working on patients and their outcomes. This study 

investigates the experience and impact of team working on patients who 

have had a cerebrovascular accident (stroke), their carers and team 

members in order to inform professionals and managers of the key factors 

in the organisation of professionals and their services. This introductory 

chapter provides the background and rationale for the study, its aims, 

objectives and patient and public involvement. It concludes by describing 

the content of the report. 

1.2 Background 

1.2.1 Policy context and rationale 

This study examines the impact of team working through the exemplar of 

the stroke care pathway. Stroke is a common health problem that causes 

considerable disability and frequently requires acute, rehabilitative and 

longer-term care input in both hospital and community settings. Stroke 

affects between 174 and 216 people per 100,000 population in the UK each 

year1 and this is expected to rise in future decades2. The need for effective 

management and treatment is very important and has implications for the 

organisation and delivery of health and social care services. Further 

development of teamwork is an important feature of both the stroke 

standard in the National Service Framework for Older People3 and the 

National Stroke Strategy4. There is strong evidence that patients who 

receive care in stroke units with interprofessional specialist teams are more 

likely to be alive, independent and living at home one year after stroke5. 

Furthermore, early supported discharge by specialist interprofessional 

stroke teams is associated with improved patient outcome and satisfaction6.  

There is an implicit assumption in stroke care that better patient outcomes 

are a consequence of good interprofessional teamwork, however, its 

contribution to these favourable outcomes is unclear and there is a need to 

understand what aspects or components of teams and team working 

influence patient outcome to enable further development of stroke 

services7. Thus, stroke care, a national clinical priority area, offers an ideal 
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area within which to investigate the mechanisms of effective teamwork and 

what aspects of team working work, for whom and in what circumstances 

across the whole pathway of care from acute to community care. This 

specifically addresses topic one in the commissioning brief to draw lessons 

from effective models of interprofessional working to inform which aspects 

of the ‘context’ within which an interprofessional team operates and which 

characteristics of an interprofessional team have an impact on the 

effectiveness of teams and to identify the facilitators and barriers to 

effective team working.  

Interprofessional teams are prevalent in many developed countries, where 

the role of teamwork in care quality, patient safety and staff satisfaction is 

advocated, e.g. Canada8. In the UK, professionals are organised into 

healthcare teams and work across professional and organisational 

boundaries to achieve high quality and efficient care. This has become an 

integral feature of healthcare delivery in a wide range of conditions and 

services. In acute, rehabilitation and community settings interprofessional 

teamwork is an assumed element of health and social care provision. Key 

health and social care policies in England over the past decade have 

highlighted the importance of teamwork to respond to the changing needs 

of healthcare provision and to achieve high quality, efficient, cost-effective 

patient care3,4,9,10. Most recently, the Department of Health’s plans will place 

quality information about the performance of clinical teams in England in 

the public domain11. 

Despite extensive literature defining and describing effective teamwork, 

there remains a lack of robust evidence of the impact of interprofessional 

teamwork on patient outcomes and experiences and a continued need for 

applied research to inform the management and development of healthcare 

teams12. There is also a lack of literature that explores the effectiveness and 

impact of team working on patients as they transfer between care settings. 

This lack of evidence relating to the patient’s perspective is noteworthy 

given the current administration’s intention to widen the use of patient-

reported outcome measures (PROMs) in England11 and government drivers 

to provide more NHS care and treatment in the community.  

1.2.2 Understanding teamwork performance 

Although definitions of teams differ, there is general consensus that they 

are comprised of a small, manageable number of members with an 

appropriate mix of skills and expertise, who are all committed to a 

meaningful purpose and have collective responsibility to achieve 

performance objectives and outcomes. Each team member should have a 

distinctive and necessary role13.  

A large proportion of research to evaluate team performance and output 

has used a systems model of teamwork examining the main inputs or 

contextual factors, including the structure of the team, team processes and 

leadership processes14. Hackman’s influential model of team effectiveness 
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describes five conditions that influence team performance: a) that the 

people responsible for the work are a real team and not in name only, b) 

the team has a compelling direction for its work, c) the team’s structure 

facilitates collective work, d) the organisational context within which the 

team works provides support for task activities, and e) the team has access 

to ample hands-on coaching to help members maximise their performance 

within the work circumstances15,16. Shea & Guzzo17 identify the concept of 

‘potency’ which is characterised by a team sense of ability to meet 

challenges and likely success as important to team effectiveness. West18, 

however, has proposed the need for models of teamwork to become more 

dynamic and take into account that teams are increasingly made up of 

professionals from diverse backgrounds and are working in challenging and 

changing environments. He proposes that task team reflexivity where teams 

reflect upon their objectives, strategies, processes and environment and 

adapt these to their work situations is an overarching factor that influences 

team effectiveness19. 

1.2.3 Understanding teamwork performance in healthcare 

There is a large volume of research evaluating team effectiveness in 

healthcare on the basis of productive output, team processes, e.g. team 

cohesion, and individual team member outcomes, e.g. staff satisfaction and 

well-being14. Team effectiveness, however, may be perceived differently by 

team members, healthcare organisations, patients and carers20, so whilst 

staff satisfaction and well-being are important, they do not necessarily 

reflect every aspect of effective teamwork. So despite the centrality of 

teamwork to healthcare delivery, organisation and patient safety, a number 

of issues remain poorly understood21. Arguably, the most important of these 

is the impact of team working on patient outcomes and their perceptions 

and experiences of care. The importance of evaluating patient outcomes is 

emphasised in a number of high profile reviews of the healthcare 

workforce22,23 and organisational effectiveness24. 

Another important issue to consider is the changing boundaries in team 

working and healthcare delivery. The organisation of healthcare now 

recognises the patient care pathway which extends beyond the boundaries 

of one service or organisation3,9.  One example is the stroke care pathway, 

recognised through the reorganisation of stroke care in England4,25. In this, 

patients are cared for by several interconnected and networked teams 

during their recovery through acute care, inpatient rehabilitation and 

community health and social care. Teams and services are also part of local 

care networks (e.g. stroke4 and cancer26), whose remit is to improve 

cooperation between NHS commissioners, providers and other 

organisations, develop and organise integrated services and support 

commissioning along care pathways. Furthermore, team boundaries are 

often fluid with some members belonging to several work groups, for 

example uniprofessional teams working within a wider interprofessional 

team. Lemieux-Charles & McGuire27 suggest that teams might be composed 
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of core and extended team members, which can change over time. A 

complex landscape therefore exists in which to define, explore and 

understand teamwork performance and its impact on patients.  

Uniquely this study goes beyond simply understanding team processes to 

seeking to understand the relationships between team working and clinical 

outcomes and patient and carer experience of care.  

1.3 Aims and objectives 

The aims of this study were to investigate the impact and effectiveness of 

teamwork on a range of patient outcomes and on stroke survivors’ and 

carers’ experiences of care at different points in their care pathway from 

hospital admission, through rehabilitation to discharge home or to a care 

home. The study took place within two world class tertiary referral stroke 

care centres and two Primary Care Trusts to which patients were 

discharged. 

The objectives were: 

1. To investigate clinical outcomes of care using data collected for hospital 

based stroke registers and the statistical associations between team 

characteristics and functioning and patients’ clinical outcomes of care 

by: 

f) Describing how stroke teams and services within the acute hospital and 

community health and social care are organised and supported. 

g) Examining the mechanisms that support team working and the 

facilitators and barriers to effective teamwork in care of stroke patients. 

h) Conducting multivariate statistical analysis to explore relationships 

between patient outcomes and team attributes. 

i) Exploring staff experience of team working and their understanding of 

what makes an effective team. 

j) Exploring patient and carer experience of care in the context of their 

understanding of what makes an effective team along the stroke care 

pathway from hospital admission to 90 days post discharge. 

2. To develop hypotheses about which aspects or features of teams and 

team working are effective in improving patient clinical outcome and 

experience of care. 

1.4 The Service User and Carer Advisory group 

The research was informed throughout by service users and their carers to 

ground the study in their perspective of what is important to them. The 

Service User and Carer Advisory Group (SUCAG) was formed specifically for 

this study, with 15 service users and carers recruited from local stroke 
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clubs. The SUCAG met on three occasions during the study to advise on 

practical and methodological aspects of the research. The members 

commented on the content and structure of patient information sheets and 

consent forms, advised on patient and carer interview schedules, made 

recommendations on the recruitment of stroke patients and carers, assisted 

with the analysis of patient and carer interview data and suggested 

appropriate networks and publications for dissemination of the study 

findings. Appendix 1 provides further details of the group, its formation and 

contributions to the study. 

1.5 The study method and structure of the report 

There are significant methodological issues inherent in exploring the impact 

of teamwork on stroke patient outcomes because teams operate in different 

contexts and modes of service delivery with varying membership across 

different professional groups and agencies. To address this we drew on a 

realist approach28,29, which provided a framework to explore the interaction 

between the contexts and mechanisms of team working that influence 

patient and carer experience of care and clinical outcomes.  

The first element of the study was the realist synthesis of the evidence 

which set out to identify the mechanisms of teamwork and provide a 

theoretical framework. The realist synthesis is reported in chapter 2. The 

second element was an in-depth investigation of the impact and 

effectiveness of team working in two stroke care pathways. A longitudinal 

study design was used, involving multiple methods of enquiry to explore 

trends and associations, over time, between service structure and 

interprofessional team working, staff experiences, patient outcomes and 

patient and carer experiences. Details of the methods are presented in 

chapter 3. Chapter 4 reports the context maps describing how the stroke 

services within the care pathways were structured, organised and 

supported. Chapters 5-7 report the study findings and chapter 8 the 

synthesis of findings. Chapter 9 presents recommendations for 

professionals, managers and future research and the study conclusions. 

Throughout the report ‘interprofessional teamwork’ is used to reflect the 

commissioning brief, but we acknowledge the conceptual differences 

between multi-, inter- and trans- professional (or disciplinary) teamwork30-

32. In multiprofessional teamwork, members share information but work in 

parallel, assessing and treating patients independently with discipline-

specific goals. In interprofessional teamwork levels of communication 

increase and collective planning and decision-making occur and members 

may assess and treat patients together to achieve joint goals. In 

transprofessional teamwork boundaries between professions are blurred and 

disciplines learn and use each other’s knowledge and skills to harmonise 

their approaches. Individual teams, however, do not necessarily fall neatly 

into these discrete classifications as some elements of their work may be 

conducted according to one type of teamwork and other elements to 
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another type32. The teamwork types are often therefore viewed as lying on 

a continuum from multiprofessional at one end to transprofessional at the 

other30,32. ‘Multidisciplinary teamwork’ was very much embedded in the 

language of the teams participating in the second element of the study and 

their use of it has not been changed in any quotes. It was not the aim of 

this study to classify the type of teamwork the participating teams 

employed, rather to understand how they functioned as a team of mixed 

professionals and the consequences of that. 

The authors of the report are referred to by their initials throughout. 
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2 Element 1: Realist synthesis of the 
evidence 

This chapter describes the first element of the study, the realist synthesis of 

the evidence on interprofessional teamwork in health and social care. It 

outlines the approach, method undertaken and the findings. 

2.1 Introduction 

Realist synthesis is drawn from the seminal work of Pawson and Tilley. It is 

a theory-driven approach to evaluating social policies, programmes and 

complex interventions using empirical evidence from the literature28. It 

explicitly recognises that all interventions inevitably succeed for some 

participants but fail for others. Its focus, therefore, is on explanation and on 

understanding not only for whom the intervention works and does not work, 

but also how, why and in what circumstances. In realist synthesis 

interventions are perceived as theories or ‘mechanisms’, which are the 

underlying processes through which the intervention produces its effects or 

outcomes. Mechanisms, however, are always context dependent and realist 

synthesis aims to identify the context-mechanism-outcome (CMO) 

configurations that explain the intervention’s successes and failures28,33. 

The realist approach is particularly useful in the evaluation of complex social 

interventions, characterised as those that offer some form of resource to 

intervention participants and require a reasoned response from them33. In 

this study of interprofessional teamwork, the team itself was considered to 

be the resource and the ways in which staff responded to their team 

membership were the mechanisms of interprofessional teamwork. 

The aim of this realist synthesis was to identify the purported mechanisms 

of interprofessional teamwork and to explore their nature in primary 

research studies. The mechanisms identified then formed an analytical 

framework for the rest of the study.  

2.2 Method 

The realist synthesis began with a two-stage literature search to identify 

potential mechanisms and evidence for them. Evidence extracted from 

empirical research papers was then analysed and synthesised, with further 

cycles of searching and synthesis where needed. 

The literature search was carried out in two main stages28. In the first stage 

a preliminary search of academic and policy literature was undertaken to 

identify the purported mechanisms of interprofessional teamwork. The 

electronic databases AMED, CINAHL, MEDLINE and IBSS, limited to English 
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language publications, were searched in October 2008 using the strategy 

shown in Table 1. Three hundred and one records were retrieved and GH, 

RH and SS screened the record titles and abstracts. All papers that were 

potentially relevant (i.e. any type of paper that focused on the functioning 

and/or benefits of interprofessional teams in health and social care) were 

read in full and provisional mechanisms identified independently. Relevant 

health policy documents were also read. These were identified from multiple 

sources including Department of Health, Stroke Association, Care Quality 

Commission, King’s Fund and NHS London websites3,4,9,10,23,34-59. The 

searches were further supplemented by materials held by members of the 

research team. Through consensus GH, RH and SS compiled a list of nine 

mechanisms of interprofessional teamwork and briefly described them. 

Feedback from the study’s professional advisory group suggested adding 

leadership a tenth mechanism (Table 2). 

 

Table 1. Strategy for first stage search: free text terms and operators 

 

theor* OR feature* OR trait* OR characteristic* OR attribute* 

AND 

interprofessional OR multiprofessional OR interdisciplinary OR multidisciplinary 

OR transdisciplinary OR multi agency OR collaborat* OR integrate* 

AND 

teamwork* OR team work* OR team-work* 

AND 

health* 

 

In the second stage a more comprehensive search of eight electronic health 

and social care databases was conducted using both free text terms and 

database subject headings (see appendix 2). The aim was to identify 

empirical research that addressed (directly or indirectly) the provisional 

mechanisms identified in the first stage and could be used to test them. 

Additional databases searched were HMIC, Psychinfo, ASSIA and Scopus. 

The search strategy used terms for inter/multi/trans-disciplinary or -

professional combined with terms for team and teamwork and with health-

related terms such as rehabilitation. The search generated 1865 records 

(Figure 1). Abstracts were screened to identify empirical research studies 

and to discard studies clearly irrelevant to interprofessional teamwork. 

Studies that focused on interprofessional education of students were also 

excluded, leaving 762 records. Empirical research studies from the first 

stage of the search were retrieved and reviews of interprofessional 
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teamwork collected during the first stage were hand searched to identify 

additional relevant papers. 

GH and SS began reviewing the papers compiled in the second stage. Broad 

inclusion criteria were used, meaning that if a paper described empirical 

research in any field of health, addressed interprofessional team working 

and was relevant to one of the provisional mechanisms or suggested a new 

mechanism it was included. A summary form was completed for every 

paper, recording either the reason for its exclusion or salient details on the 

study design and participants and the mechanisms, contexts and outcomes 

addressed. Details were extracted from Methods, Findings and Discussion 

sections. Methods sections often described the teams and settings being 

studied, thereby providing information on contexts. Themes presented in 

the Findings sections of qualitative papers, or detail and participant quotes 

within themes, were extracted where they pertained to contexts, 

mechanisms or outcomes. In quantitative papers, findings from team 

questionnaires were extracted where they related to mechanisms and 

outcomes. Finally, and as the realist method describes28, authors’ inferences 

were extracted from Discussion sections if they were relevant and justified 

by the reported data. Early on in the data extraction process the same nine 

papers were read by GH, RH and SS to ensure that contexts, mechanisms 

and outcomes were being consistently identified and interpreted. Three 

further mechanisms were identified at this stage (Table 2). 
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Figure 1. Flow chart of the second stage search to identify evidence for the 

mechanisms 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

After reviewing 232 papers (of which 109 were included) the evidence 

collected for each of the 13 mechanisms was synthesised by drawing 

together the information on contexts, mechanisms and outcomes from the 

summary forms. The aim of this process was to test and develop the initial 

descriptions of the mechanisms (Table 2) with the empirical evidence. 

Relevant sections of the papers were re-read and similarities and 

differences in their findings sought in order to build as comprehensive a 

description as possible of the mechanism and its role in interprofessional 

teamwork. Contexts that appeared to trigger or inhibit the mechanism were 

identified and outcomes for patients, teams and organisations when the 

mechanism was present or absent were noted. 

Titles and abstracts 

screened for original 

research, interprofessional 

education and obvious 

irrelevance 

232 papers read  

87 records 

identified from 

reviews and other 

sources  

109 included 

123 excluded 

3 new mechanisms identified; 

evidence for all 13 mechanisms 

synthesised 

Focused searches conducted where 

needed; 19 additional papers 

included 

35 records 

retrieved from 

first stage 

search 

1103 

excluded 762 records 

remaining; 110 

papers read in full  

1865 records 

identified 
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Table 2. Mechanisms of interprofessional teamwork 

Mechanism Description 

Shared sense of 

purpose 

Teams have an explicit and shared understanding of their objectives, values and vision which leads to a 

consistent approach to care and enhances team member motivation and commitment. 

Pooling of resources Team working enables team members to pool their diverse knowledge, skills, experience, influence, resources 

and networks. This leads to a more comprehensive understanding of the patient and more efficient use of 

resources. 

Collaboration and 

coordination 

Role clarity within the team allows members to collaborate and coordinate their work. This reduces duplication 

or omission of services, ensures team members’ skills are fully utilised and increases continuity of care. 

Efficient, open and 

equitable 

communication 

Team members can offer their opinion and challenge one another and all contributions are given due 

consideration. Free and efficient flow of information helps avoid error, builds trust and allows decisions to be 

rigorously debated. 

Shared responsibility 

and influence 

Team members can influence team decisions and share responsibility for them. This makes members more 

committed to implementing team decisions, gives junior staff a greater sense of responsibility and provides 

members with support. 

Support and value Members of a team feel supported and valued and have mutual trust and respect for each other’s skills, 

knowledge and perspectives. This fosters motivation and commitment to the team and its goals and improves 

staff relationships.  

Critically reviewing 

performance and 

decisions 

Team working provides opportunity for group reflection, giving the team space to critically review its 

performance and decisions and to share feedback. This can result in better quality decision-making, the 

resolution of problems and greater self-regulation. 

Generating and 

implementing new 

ideas 

Team working provides opportunity for collective learning and development, including sharing ideas and 

identifying and implementing of new ways of working. This can improve team effectiveness and improve 

patient care. 
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Mechanism Description 

Individual learning Team working provides individual learning opportunities and relationships which promote professional 

development and help foster mutual respect for other professions, resulting in a higher quality of patient care. 

Leadership An identifiable leader establishes the team’s culture, engages and motivates the team, ensures communication 

flows and creates a safe climate for constructive debate. Through this they elicit commitment to the team and 

its objectives.  

Tactical communicationa Team members control the amount or type of information they share with other team members for their own 

or what they perceive to be their patient’s advantage. This can avert open disagreements and help to 

negotiate team hierarchies or conflicting treatment models. 

Role blurringa A shared body of knowledge and skills between team members means that some elements of a professional’s 

roles can be taken on by others if needed. This overlapping of roles helps ensure the carryover of tasks when 

a professional is absent. It can also aid professional development and lead to greater continuity of patient 

care. 

Team behavioural 

normsa 

Teams develop and share behavioural rules (explicit or implicit) which govern acceptable ways of working 

together, e.g. expected standards of practice, behaviour and attitude. Failure to follow the team’s norms can 

have negative consequences, including unpopularity or exclusion from the team.  

a Mechanism identified during the second stage of the search 
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The syntheses for a number of the mechanisms were based on a small 

number of papers, so further focused literature searches were conducted for 

these mechanisms. The remaining records from the second stage search 

were searched, as were the Journal of Interprofessional Care, MEDLINE and 

CINAHL, using key words appropriate to the mechanism. A further 19 

papers were identified. Summary forms were completed for these and the 

evidence therein fed into the syntheses of the mechanisms. 

In line with the realist synthesis methodology, conventional approaches to 

quality appraisal were not used28,60. Realist synthesis aims to explain 

complex interventions and their effects by drawing together evidence from 

diverse sources to provide a rich and detailed picture. The method is 

therefore inclusive in terms of sources of evidence and does not rank or 

exclude studies according to their research design. Rather, the approach is 

to assess a study’s fitness for purpose (i.e. explanation) by considering its 

relevance and rigour during the synthesis, rather than judging it against 

rigid quality criteria as a pre-qualification exercise. Relevance refers to 

whether the study addresses the mechanism of interest and rigour to 

whether the inferences drawn by the authors from their findings make a 

methodologically convincing contribution to the assessment of the 

mechanism. 

2.3 Findings 

This section presents the findings of the realist synthesis. Table 2 contains 

the provisional descriptions of the ten mechanisms identified during the first 

stage of the literature search and the three mechanisms identified in the 

second stage. The empirical evidence pertaining to each of the 13 

mechanisms, retrieved during the second stage literature search, is 

presented here. Many disparate CMO configurations were identified for each 

mechanism, so they are not presented. Instead, details of the nature of 

each mechanism, the range of contexts that triggered and inhibited it and 

its outcomes for teams and patients are each described. Two detailed 

examples, however, illustrate a CMO configuration when a mechanism was 

present and absent (Boxes 1 and 2). 

The number of studies relevant to each mechanism varied widely (Table 3), 

although in all cases the majority were qualitative. The robustness of the 

findings and their significance are discussed in section 2.4. 

Findings referred to directly in the subsections below are referenced therein, 

but limitations of space mean that some information about the mechanisms 

is not presented. A list of all studies that informed the synthesis is provided 

in appendix 3. 
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Table 3. Number and type of studies included in the synthesis of each 

mechanism 

 

Mechanism Number of 

studies 

Quantitative 

studies 

Qualitative 

studies 

Mixed 

method 

studies 

Shared sense of 

purpose 

37 6 31 0 

Pooling of resources 23 0 20 3 

Collaboration and 

coordination 

47 3 41 3 

Efficient, open and 

equitable 

communication 

51 4 43 4 

Shared 

responsibility and 

influence 

31 3 26 2 

Support and value 59 2 52 5 

Critically reviewing 

performance and 

decisions 

13 1 9 3 

Generating and 

implementing new 

ideas 

15 4 10 1 

Individual learning  19 0 17 2 

Leadership 30 6 24 0 

Tactical 

communication 

14 0 14 0 

Role blurring 24 0 23 1 

Team behavioural 

norms 

4 1 3 0 

 

2.3.1 Shared sense of purpose 

A shared sense of purpose referred not only to a team’s aims but also to 

how they intended to achieve them and members’ commitment to them. 

When the mechanism was present members embraced and pursued clearly 
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defined team goals or objectives61-68 and they agreed on how to achieve 

them through a common approach to care and interprofessional 

collaboration61,67,69. Some teams also established a ‘mission’ and had a 

vision or philosophy which all members shared63,70-74. Teams where the 

mechanism was absent, however, had members who subscribed to different 

models of illness and treatment or who had conflicting approaches to care, 

even though they shared the same ultimate goal75-80. 

The main context that influenced a shared sense of purpose was whether 

individual team members had a shared understanding or ‘mental model’ of 

what teamwork and collaboration actually meant67,73,77,81-86. Individuals’ 

philosophies of teamwork shaped their perception of how they should work 

together and teamwork was subsequently inhibited if members had different 

understandings of what it meant to work in a team, what constituted ‘good’ 

teamwork and what members’ roles should be. Inductions for new team 

members and preparatory work for new teams where members had time to 

agree their purpose and vision were also important, as were team-building 

exercises for established teams61,66,68,71,76,87. 

Clarity of objectives had no association with chronic disease management in 

one quantitative study88, but others found that shared objectives were 

positively associated with team effectiveness, which included measures of 

patient-centred care and organisational efficiency89. Conflicting approaches 

to treatment within teams caused anxiety, defensiveness, confrontational 

relationships and a blaming culture, resulting in reduced collaboration as 

members pursued their own approaches76,78-80. Tactical communication was 

also observed as members tried to assert their approach78. Conversely, 

where aims were shared, team members successfully collaborated and even 

blurred their roles68,90,91. 

2.3.2 Pooling of resources 

This mechanism was quite well supported in the literature where teams 

were reported to pool different types of knowledge62,92-95 and their individual 

experiences96. Doctors, for example, brought medical expertise such as 

interpretation of test results, whilst nurses brought knowledge arising from 

their direct care of patients, including knowledge of families and social 

circumstances. Team members also held a unique perspective of each 

patient based on their individual interactions with them and this, combined 

with their professional knowledge, meant they elaborated on patients in 

different ways when pooling their knowledge. Team members also pooled 

their experiences from different settings and teams to help guide their 

team. 

The pooling mechanism was very closely linked to open communication and 

aspects of support and value62,63,66,67,70,87,92,94,96-99. Pooling was fostered by 

ongoing communication across the team, so space and time to 

communicate, both formally and informally, were required to pool 

information and experiences. Working in close proximity further aided 
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this100. Comprehensive pooling also required all team members to 

participate so trust and respect within the team was necessary. This made 

members feel safe and comfortable and that their contributions would be 

listened to. Related to this, the traditional status hierarchy was also 

identified as a context whereby pooling was restricted if some professions’ 

contributions were viewed more highly than others92,97. 

Pooling meant individual team members gained new knowledge and skills 

and felt more confident when voicing their opinions or concerns62,100,101. 

When the mechanism was absent, however, team members felt isolated, 

frustrated and devalued75,97. At the team level, pooling improved problem-

solving and decision-making and helped teams arrive at mutually agreed 

decisions62,70,100,102,103. It also helped them develop integrated treatment 

plans and supported role blurring between team members66,67,87,96. The 

most frequently cited outcome, however, was that pooling led to a more 

holistic understanding of the patient that in turn led to more rounded and 

optimal care66,84,93,101,102,104. 

2.3.3 Collaboration and coordination 

When teams collaborated they planned together, making use of initiatives 

such as integrated care pathways and interprofessional discharge planning. 

They coordinated and integrated their roles in response to patient needs 

and goals and solved problems together96,105-110. Teams that failed to 

collaborate did not integrate their activities and had members who resisted 

collaboration and interprofessional initiatives62,67,78,79,109,111-114. Role clarity 

was associated with collaboration and role ambiguity the 

opposite62,66,84,87,115. Role clarity meant team members understood their own 

and each other’s professional boundaries, skills and 

responsibilities66,84,100,107,116. They also understood the demands and 

potential of each other’s roles and where colleagues’ strengths lay63,115,117. 

Role ambiguity, on the other hand, manifested as a lack of understanding of 

other’s roles, procedures, priorities and skills62,87,111,118-121 or as a poor 

understanding of one’s own role80,104,109,122. Team members also stereotyped 

or held unrealistic expectations of their teammates76,83,104,121,123.  

Aspects of the support and value mechanism triggered or inhibited 

collaboration, including trust, value and recognition of other team members’ 

expertise and competence62,65,69,78,113,114,117,124-126. Familiarity and rapport 

were also important. Physical proximity and open communication 

contributed to role clarity83,107,112,127 and the latter also conveyed receptivity 

to collaboration, allowing collaborative problem-solving, planning and 

coordination to occur62,67,79,96,103,108,112,113,125. Conversely, haphazard 

communication diminished opportunities for collaboration115. Collaboration 

required time and urgent situations such as medical crises made 

interactions more hierarchical than collaborative62,69. Workloads and staff 

shortages were also influential as they diminished time available for 

integrated working practices. Some professions, e.g. nurses, also had less 
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control over their time, making it harder for them to collaborate75,107,109,115. 

Roles that were new, developmental or quickly evolving tended to trigger 

role ambiguity, as did roles that were varied or 

complex72,80,107,111,115,116,118,119,126. 

Collaboration had a positive impact on discharge planning and transfer 

decisions105,106,125, with one study finding that greater nurse-physician 

collaboration on intensive care unit (ICU) transfers was associated with 

fewer readmissions and deaths128. Collaborating on assessments led to a 

more comprehensive understanding of patients67 and in general was an 

intellectually challenging experience that led to individual learning62. Where 

collaboration and coordination were lacking care became inconsistent, 

delayed or inappropriate64,76,109,125 and team member relationships became 

strained as individuals grew frustrated with the lack of 

coordination64,79,112,125. Additional outcomes for role clarity were a greater 

sense of team cohesion and trust when it was present63,65,117,122, but 

frustration, conflict and confusion when roles were 

ambiguous72,80,109,111,115,119,120,122,123. 

2.3.4 Efficient, open and equitable communication 

When present, this mechanism took the form of team members updating 

each other and exchanging information. They negotiated with one another, 

raising and discussing ideas, issues and concerns, debating and 

challenging70,98. Open communication had a number of features, including 

equity, meaning all team members participated, accessible language, 

accuracy and timeliness84,108. It also included active listening and an 

openness to constructive criticism and candid input62,70,92,98,129. Further 

features were that team members were responsive, taking opportunities for 

ad hoc communication66,113,117, and making appropriate use of all means of 

communication, e.g. shared notes, whiteboards and face-to-face65,84,108,120. 

There were, however, many examples of the mechanism being absent. 

These included team members being ignored, talked over or excluded from 

discussions92,97,103,113,130-132, use of profession-specific language87,105,115,130 

and the perspective of one professional group continually 

dominating130,131,133. Full advantage was not taken of interprofessional 

meetings where team members attended erratically, there were no 

discussion protocols, attendees arrived unprepared and there was no 

allocated minute-taker83,85,93,113,115,134. Information was exchanged in an 

inconsistent or casual manner, even via patients65,85,109,115, and some team 

members were unwilling to provide information or listen to new 

members67,78,105,116. 

Physical proximity and face-to-face contact were contexts for this 

mechanism38,45,55,79,80,87,96,97,107. Communication was often hampered when 

team members were not co-located or had unpredictable or irregular 

attendance at the main team base. When they were co-located, however, 

communication improved through increased frequency of sharing 
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information and more ad hoc exchanges. Proximity was also essential for 

some aids to communication such as whiteboards. The mechanism of 

support and value was also closely linked to open communication. Lack of 

trust in new team members, for example, made some professionals 

unwilling to engage with them, whilst respect for another profession’s 

knowledge led to direct and egalitarian 

communication67,69,78,98,103,113,115,123,135. (See also section 2.3.6.) Aids to 

communication that the whole team could utilise and were suitable for their 

setting and needs facilitated open communication, as did established fora 

such as interprofessional ward rounds and meetings65,66,83-

85,105,106,108,112,113,120,123,124,127,130-132,134. The latter, however, could be 

detrimental if there was no agreed format or poor chairmanship. Individual 

attributes and attitudes towards communication were an important 

influence, for example confidence and flexibility66,67,70,105,111,117,120,129,130,132, 

as were workforce and organisational issues85,109,115. Nurses were 

particularly affected by the latter as staff shortages and a lower level of 

control over their workload and pattern made it difficult for them to attend 

meetings. 

Open communication led to team members developing a deeper 

understanding of each other’s roles, skills and responsibilities and to 

improved coordination of their approaches96,106-108,112,127. Individuals were 

more satisfied with their teammates when communication was open and the 

mechanism helped diffuse tensions and resolve conflicts83,117,136. Open 

communication in meetings meant there was a forum for joint decision-

making and a feeling of collective responsibility developed112,137. When the 

mechanism was absent, however, the input of some team members was 

restricted and they lost the opportunity to contribute, feeling they had no 

influence on team decisions79,113,130,131. A lack of open communication led to 

confusion and distress for patients when they were given inconsistent 

information about discharge, but few other outcomes for patients were 

identified67,79,133. 

2.3.5 Shared responsibility and influence 

Shared influence referred to the influence of all team members in decision-

making, usually clinical decisions. Decisions were also referred to as joint, 

collective, democratic or consensual79,104,129,137-139. Involvement in decision-

making was active: team members were not passive sources of information 

but committed problem-solvers, working together to identify 

solutions78,97,104,129,138,139. They influenced decisions directly or indirectly 

through professional group representatives and whilst their suggestions 

were not always adopted, they were considered by the 

team82,83,92,97,118,123,129,130,138,140-142. Shared responsibility was reported less 

often but was referred to in terms of collective responsibility and 

accountability or members feeling less individual responsibility when 

decisions were team-based63,70,73,100,101,112,137,143. When shared responsibility 

was absent, team members tended to blame each other for failings and 
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believed responsibility always lay with an individual, not the team86. Some 

doctors felt they should or did carry responsibility for the team and some 

team members felt the same way77,101,143,144. 

The presence or absence of open communication was a key context for 

shared influence because settings for communication were often the fora 

where participation in decision-making occurred, e.g. team meetings. 

Where communication from all members was encouraged, opportunities for 

influence increased78,123,130,137,138. The traditional status hierarchy also 

featured strongly as a context, particularly in doctor-nurse relationships. 

Whilst some doctors actively sought nursing input, they still retained control 

of decision-making and some nurses felt their opinions were not welcomed 

and they were information providers only92,97,100,123,129,139,140,144. The 

traditional hierarchy was in turn influenced by team members’ skills, 

attributes and attitudes, for example confidence and assertiveness (often 

gained through experience) helped team members exert influence, whilst 

some doctors believed teams wanted them to take control of 

decisions73,82,97,104,123,139. 

Participation in decision-making engendered team cohesiveness130,138 and 

individuals felt greater job satisfaction when they could participate and 

frustration when they could not97,130,145. Sharing responsibility relieved 

stress for some individuals, but others did not welcome the extra 

responsibility team working gave them63,100,137,143. A study of palliative care 

teams found that democratic or consensual decision-making often resulted 

in decisions being postponed104. 

2.3.6 Support and value 

Support and value manifested in a number of ways, the most prominent 

being that all team members’ contributions were valued equally when the 

mechanism was present62,63,70,74,83,84,117, but not when it was 

absent78,80,103,113-115,121,132,139. When valued, all contributions were seen as 

important and everyone’s knowledge and skills were recognised for their 

part in patient care. Team members showed interest in other’s opinions and 

encouraged teammates to participate. Social rapport was also a feature and 

team members formed social bonds, valuing and respecting each other as 

friends as well as colleagues75,85,111,126,146-148. Interactions were friendly and 

included small talk and humour. Team members also praised each 

other74,129,138,147, backed up or advocated on behalf of others75,83,138,139 and 

shared their emotions when stressed99,149. When the mechanism was 

absent, lack of trust, obstructive behaviour, bullying and withdrawal from 

team activities were evident111,114,117,129,147,150. 

Open communication was tightly linked to support and value as it meant 

everyone could contribute and it allowed team members to get to know one 

another personally and professionally65,67,74,83,99,112,113,127,129,138,150,151. This 

built respect between professional groups and team cohesion. Familiarity 

was another prominent context as it helped build trust in and respect for 
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other’s capabilities65,68,74,78,85,111,117,126,135,142,147. Within teams familiarity was 

greatest between long-standing team members and those who worked in 

close proximity. Trust within teams was undermined by role ambiguity but 

promoted when team members understood each other’s roles65,111,115,117,126. 

Finally, the traditional status hierarchy made it difficult for some individuals 

to feel a valued part of the team65,79,85,86,97,98,103,117,125,129,132,151,152. Some 

doctors found it hard to accept a sense of equality in the team and those in 

lower status roles felt they were less trusted and valued than other team 

members. 

Support and value fed back into open communication by improving team 

communication when present67,69,78,98,111,135 and hampering it when 

absent103,113,115,123,139,150. Individuals, for example, felt unable or unwilling to 

voice their opinions or challenge others when the mechanism was absent. 

Support and value had a similar relationship with collaboration whereby its 

presence improved team collaboration and its absence diminished 

it62,76,78,113,114,117,125,152. Strained relationships, tension and conflict were 

further team-level outcomes associated with a lack of support and 

value69,76,83,97,114 and individuals felt marginalised, unappreciated and 

frustrated97,114,123,139. When present, however, the mechanism improved 

self-esteem, gave members a sense of belonging and helped them cope 

with stress and uncertainty72,83,138,147. 

2.3.7 Critically reviewing performance and decisions 

Critical reflection took place in regular interprofessional meetings where 

team members tried to learn from each other and openly reflected on issues 

or stresses they faced, the clinical progress or outcomes of particular cases, 

procedural issues or their team’s underpinning philosophy70,72,83,99,142,152,153. 

Teams reflected to identify lessons learned, to pinpoint barriers to achieving 

their goals or to reach a shared understanding of an incident69,99. When this 

mechanism operated team members challenged one another’s actions, but 

did so in a non-judgemental and non-threatening way139. Where team 

reflection did not take place, small groups within the team may still have 

reflected together, but in a more ad hoc and less formal way154. 

The personal attributes of team members were identified as a context for 

this mechanism as it needed self awareness, self reflection, openness to 

criticism and the confidence to question others. It also required team 

members to see the need for reflection (see Box 1), to view each other as 

knowledgeable contributors and to create a non-threatening atmosphere, 

enabling the whole team to participate69,70,139,142. Quantitative research 

found that professional diversity predicted team reflexivity, as did the 

number of professional groups who led team discussions155. Critical 

reviewing required regular meetings and sufficient time, so was not 

prioritised at busy times70,83,99,154. Finally, team stability meant trust built to 

a level at which members could review one another, but new members 

joining such teams felt a lack of authority to express their opinions83,142.  
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At the level of the team, critical reviewing fostered learning99,103,153,156, 

reinforced collective goals99 and helped teams develop, so long as 

individuals did not react defensively139. It also enhanced team cohesiveness 

and collaboration and increased team communication83,99,153. For individuals, 

the mechanism increased awareness of personal accountability through 

justification of decisions to the team and helped reduce stress83,142,153,156. 

Conversely, the absence of critical reflection after medical emergencies left 

nurses with unanswered questions and strong negative emotions69 (see Box 

1). 

 

Box 1 CMO configuration: Critically reviewing performance and 
decisions  

A study of four intensive care units (ICUs) in a Canadian hospital found that 

the transition from a medical crisis to the post-crisis period was problematic 

for nurses because of the absence of any form of reflective debriefing69.  

Context Physicians and respiratory therapists were unaware of nurses’ 

need for a structured discussion. Whilst senior physicians sometimes held 
post-crisis reviews with their trainees, they never thought to include nurses, 
assuming “they go about their things, and we do our things as physicians”. 

Mechanism Medical crises raised questions for nurses that their limited 

medical knowledge could not resolve. They therefore wanted a structured 
interprofessional debriefing, which would result in a common understanding 
of what had happened. They believed this would allay their doubts about 

their own performance during the crisis, help them cope with the emotion of 
the situation and improve individual and team performance. No such 

debriefing took place. 

Outcome Nurses were deeply affected by patient crises, but were left with 

unanswered questions, doubts and negative emotions they could only share 
in uniprofessional discussions. 

Whole team does not see need for reflection (C)  No interprofessional 

post-crisis debriefing held (M absent)  Nurses left with unanswered 

questions and strong negative emotions (O) 

 

2.3.8 Generating and implementing new ideas 

Little information was found that provided further detail on this mechanism. 

What was found suggested that collective learning and innovation involved 

team members, as a group, sharing their specialist knowledge and skills 

and offering their opinions on how problems might be resolved, negotiating 

solutions and trying out new ideas. They also developed new ways of 

working that increased specialist knowledge in all team members98,148,157. 

Conversely, a team that was failing to innovate was characterised by strict 



© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health

      42 

Project 08/1819/219 

rituals and routine and new staff feeling they had to comply with existing 

ways of working139. 

A number of aspects of team leadership triggered this mechanism, for 

example quantitative studies found that conflict over and lack of clear 

leadership were negatively associated with team support for 

innovation155,158. Where leaders created a safe climate for communication 

and encouraged teams to learn together and contribute to team practice 

collective learning and innovation followed70,84,98,159. Innovation was also 

related to the level of participation in the team: the routine inclusion of all 

staff in shared training was beneficial, whereas staff having little 

involvement in decision-making was detrimental139,148,158,160. At the 

individual level, commitment and a willingness to invest time in the 

mechanism were identified as contexts148,161. 

Some outcomes were suggested, but beyond the development of particular 

innovations did not touch directly on patient outcomes other than ‘client-

centred care’98. Detail at the team level was likewise sparse, but innovation 

correlated positively with team effectiveness and contributed to individual 

knowledge and skills, development of team practice and an inclusive team 

culture89,139,148. 

2.3.9 Individual learning 

There were few detailed descriptions of this mechanism, but studies that 

addressed it suggested individual learning involved gaining knowledge and 

understanding of patient care and of teammates’ roles, strengths, abilities 

and weaknesses. Members also learnt how circumstances could impact on 

interprofessional teamwork156,162,163. Learning often occurred in team 

meetings and through junior staff having a role model within the 

team92,99,112,139. Team members learnt through watching, asking questions 

and then trying things for themselves and as a consequence of pooling their 

knowledge and skills101,163 (section 2.3.2). Learning could be a process of 

trial and error and was often unconscious, happening intuitively as part of 

the working day163. 

Learning from one another required respect for the skills and knowledge of 

other professional groups and a willingness to learn from them67,163. Teams 

with a ‘learning culture’ encouraged members to view learning as an 

essential part of effective teamwork and such a culture was created through 

open communication, an aspiration to learn and a nurturing 

leader63,70,139,163. The traditional status hierarchy could impede learning, for 

example if junior nurses were excluded from team meetings, and learning 

was hampered when workloads were high and time became 

limited82,104,110,163. Working in close proximity, however, supported the 

mechanism as exposure to one another was an effective way to learn100,163. 

The outcomes for this mechanism were mostly at the level of the individual 

team member, but one study of primary care teams found that learning 
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helped teams as a whole cope with the demands of patient care and 

changes in service provision163. Individual team members expressed greater 

job satisfaction if they were learning from their teammates. They acquired 

knowledge and skills, learned lessons about themselves and their team and 

felt secure knowing they could draw on expertise within their team62,162,163. 

2.3.10 Leadership 

Leadership encompassed a number of tasks relating to practical, supportive 

and visionary leadership. Leaders organised their teams by allocating tasks 

and ensuring work was done and outcomes achieved63,107,115,149,164, but they 

also influenced teams’ missions, direction and objectives by setting clear 

goals and creating a clear vision for team members63,84,149,159,164-166. They set 

the ‘tone’ of the team, meaning its climate, culture or values and ensured 

time was available for team-building. They also offered guidance, support 

and motivation, particularly during times of 

change63,70,74,84,98,107,117,141,159,164,166,167. It is interesting to note, however, 

that some teams had shared leadership models, rather than a single team 

leader137,144,155,165. 

Few contexts were identified, but the traditional status hierarchy was an 

influence on who became the leader, with medical members often assuming 

the role or feeling disgruntled if they could not. This in turn, however, was 

dependent on the doctor’s attitude because there were examples of doctors 

not wanting the role. The traditional hierarchy also created expectations 

from some team members who assumed doctors would become the team 

leader73,74,92,113,117,123,144,150,164,168. The skills and attributes of the leader then 

influenced their execution of the role and these included chairmanship, 

facilitation and communication skills92,164,165,169. 

Self- and externally-rated team effectiveness and team innovation were 

associated with clear leadership in several types of team in both 

quantitative and qualitative studies155,157-159,164,166. A number of studies also 

found that leadership affected decision-making by fostering participation in 

decisions or by weakening decision-making capacity when leadership was 

unclear84,98,104,113,123,149,155,158. Leadership’s other main outcome was 

communication whereby the attitude and approach of the leader determined 

the degree to which communication was free-flowing and 

equal92,98,117,141,144,155. A study of neonatal units, for example, found that the 

teams of inclusive leaders who welcomed ideas had greater ‘psychological 

safety’, defined as the degree to which members felt safe to voice their 

opinions167. 

2.3.11 Tactical communication 

This mechanism referred to the conscious control of what, when or how 

something was communicated between team members. Examples were 

found of team members using specific terms or phrases when conveying 
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information in order to elicit the response they wanted75,78,97,117 (see Box 2) 

or selectively withholding information they believed would lead a teammate 

to make a decision they disagreed with65,78,111,150. Some team members 

used strategies such as polite or deferential questioning to steer 

conversations or introduce ideas in a non-threatening manner and others 

used silence or laconic communication to undermine other team 

members118,129,170-172. Further strategies involved targeting team members 

known to be amenable or easy to persuade117,118,129 and groups within 

teams communicating separately in order to present a ‘united front’ to their 

wider team100,137. 

A number of contexts emerged that appeared to trigger the mechanism, but 

it was the traditional status hierarchy within teams that arose most often 

and led lower status team members to communicate tactically in order to 

achieve something they wanted. Higher status team members also 

communicated tactically as a means of giving lower status members 

instructions without raising tensions129,171, but others used silence or 

sarcasm to undermine colleagues who tried to assert themselves171,172. 

Other contexts that triggered tactical communication were a team member 

wanting to cross a traditional professional boundary170, being in a new role 

in a team118, teams having a shared goal but lacking a shared vision of how 

to attain it78, and not trusting or valuing others’ professional input111,150. 

(See also Box 2.) 

Box 2 CMO configuration: Tactical communication  

A study of six community mental health teams (CMHTs) in England found 

that some team members used carefully chosen phrases in order to 
influence case allocation decisions75.  

Context Fundholding GPs were forcing inappropriate referrals onto the 
CMHTs, thereby substantially increasing their caseloads and creating 

tension between social services and health professionals.  

Mechanism Two teams had implemented a multidisciplinary rota system 

for the assessment of new referrals. In their allocation meeting the assessor 
would report their findings and the team would decide which member would 

be the most appropriate case manager for the new client. The assessor, 
however, was in an influential position and knew that by stressing certain 
things about the client, they could push the team towards the decision they 

wanted. If, for example, a nurse had made the assessment but did not want 
to be the case manager, s/he would emphasise the client’s social issues so 

that a social worker was allocated as case manager: “I know I can be quite 
manipulative. If I want social services to pick that client up I know what to 
write.”  

Outcome Assessors were able to exert influence over case management 

decisions and thereby try to control their own caseloads. 

Pressure of excessive referrals (C)  Tactical presentation of new clients to 

team (M)  Individual controls their caseload (O) 
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At the level of the individual, tactical communication meant lower status 

team members could disrupt the conventional hierarchy and gain influence 

over team decisions, but this could be at the expense of losing credit for 

their ideas65,75,78,100,117,118,129,137,172. At the team level, tactical communication 

meant overt conflict was avoided and working relationships maintained, but 

the team hierarchy consequently remained unchallenged118,129,170,171. Finally, 

many team members believed their use of tactical communication benefited 

their patients78,118, but this was not objectively explored in any of the 

studies. 

2.3.12 Role blurring 

This mechanism captured the notion that team members shared their 

knowledge and skills to the point to which they could undertake less 

specialist aspects of one another’s roles. Role blurring was most commonly 

observed amongst therapists and nurses, with the latter’s 24-hour care 

responsibilities providing them with opportunities to develop skills to 

support therapists, particularly in their absence91,109,110,120,148,173,174. There 

were limits, however, to the extent to which roles were blurred, dependent 

on the individual’s skills, knowledge and experience, and professionals 

retained core specialist tasks that could not be shared83,90,91,141,148,174,175. In 

some circumstances, however, role blurring extended to more substantial 

redefinition and redistribution of roles, resulting in the creation of generic 

roles, such as ‘mental health practitioner’87,91,93,100,142,175. 

Role blurring was strongly influenced by team members’ 

attitudes67,122,124,148, confidence and trust84,90,91,100,103,109,122,141,142,148,174. 

Confidence in their role and core skills made individuals more open to role 

blurring and less likely to have a protectionist mentality towards their 

profession. If they believed that blurring would serve the interests of their 

patient and trusted their colleagues they were also more likely to accept 

it90,93,148. Role clarity supported the mechanism as it raised awareness of 

which tasks could be shared and which could not118,161,174. Conversely, one 

study found that a poorly defined new specialist nurse role triggered role 

blurring as the incumbent performed a variety of tasks in order to gain 

acceptance118. Workforce contexts included high workload, whereby staff 

resisted role blurring if they perceived it as more work for them107,124, and 

staff shortages within the team, whereby role blurring was a means to ‘fill 

the gaps’83,174. 

Role blurring allowed workloads to be shared109 and aided professional 

development as individuals learnt new skills67,141,174. Some staff thought role 

blurring enhanced continuity of care as therapies were frequently and 

consistently reinforced67,84,109,110. Role blurring had negative impacts as well 

and team members reported feeling stressed, anxious or resentful as 

boundaries were blurred83,87,109,142. Such feelings led to tensions and 

conflicts within teams and missed opportunities for innovation122.  
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2.3.13 Team behavioural norms 

This mechanism was well embodied by the phrase, ‘that’s not the way we 

do things here’ and encompassed the idea that teams had underlying ‘rules 

of engagement’, the accepted social ground rules that members followed as 

they interacted with one another. Norms were the shared standards or 

expectations that regulated team behaviours such as communication, 

resolving conflicts, constructive criticism, attitude and work ethic74,176-178. 

They also determined the ways in which team members traded commodities 

such as knowledge, skills, equipment and goodwill with each other114. 

Norms were implicit or explicit114,176, the latter being akin to a code of 

conduct177, but where they were implicit, new team members had difficulty 

in recognising and negotiating them114.  

Few contexts that influenced team behavioural norms were identified, but 

two studies identified team leadership as a factor that could sustain changes 

in explicit team norms and instil positive implicit norms74,177. Open 

communication was also required to develop positive behavioural norms 

such as inclusive problem-solving and conflict resolution74. A study of 

Canadian intensive care unit teams also found that when resources were 

scarce, members followed their ‘rules of trade’ strictly and tension rose 

quickly when the rules were ignored114. 

Although tension resulted from the teams’ norms not being followed, 

smooth collaboration was the outcome when they were114. Positive team 

relational norms were also found to predict perceived team effectiveness in 

quantitative research179 and other studies linked positive norms to improved 

staff morale, job satisfaction and staff retention74,176. Finally, team members 

in one study believed that their positive norms created an atmosphere that 

beneficially affected their patients and there was some evidence of 

improved patient satisfaction ratings for their health centres74. 

2.3.14 Links between the mechanisms 

The mechanisms identified in the realist synthesis were highly interlinked 

with all mechanisms either triggering or being triggered by at least one 

other. The complex links between the mechanisms are difficult to 

summarise, but Figures 2 and 3 go some way to demonstrating the web-like 

relationships between them. Figure 2 shows the three mechanisms (shaded) 

which triggered most other mechanisms, indicated by the arrows emanating 

from them. Figure 3 shows the two mechanisms (shaded) which were most 

often the outcomes of other mechanisms, indicated by the arrows pointing 

into them. The figures illustrate only some of the many interactions 

between the mechanisms as they do not show the links between the 

mechanisms in the unshaded boxes. If included, these would render the 

figure unreadable. The figures do, however, illustrate the potentially 

fundamental role that efficient, open and equitable communication, support 

and value and leadership have in interprofessional teamwork as so many of 

the other mechanisms are triggered by them. 
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Figure 2. Mechanisms triggered by efficient, open and equitable 

communication, support and value and leadership 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Efficient, open and equitable 

communication 

Support and value 
Leadership 

Individual learning 

Pooling 

Collaboration and 

coordination 

Tactical communication 

Role blurring 

Generating and 

implementing new 

ideas 

Team behavioural 

norms 

Shared responsibility 

and influence 

 



© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health

      48 

Project 08/1819/219 

 

Figure 3. Mechanisms which trigger individual learning and collaboration and 

coordination 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

2.4 Discussion 

The majority of the studies included in the synthesis were qualitative as 

they provided the richest detail about the processes of interprofessional 

teamwork. The studies had a wide geographical spread including North 

America, Western Europe and Australasia, but over half the papers were 

from the UK, enhancing the relevance of the findings to the NHS. A wide 

variety of teams from physical and mental health was also covered, 

including a number from stroke and neurorehabilitation, which improves the 

generalisability of the findings. 

Table 3 shows, however, that the evidence base for some of the 

mechanisms was small, with five having fewer than 20 studies addressing 

them. There was also a paucity of detailed evidence on outcomes. Most 

were team or team member outcomes and many studies barely mentioned 

the impact of teamwork on patients or did so only speculatively or from the 

perspective of staff. Information on contexts was more abundant, but not 
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always clearly reported, and it was found that they often acted in 

combination to trigger or inhibit mechanisms, rather than singly.  

Discrepancies existed between the findings and the provisional descriptions 

in Table 2, where the outcomes in particular were not always supported. 

Within the shared responsibility and influence mechanism, for example, 

surprisingly few studies focused on the issue of responsibility and 

accountability within teams and none of the studies addressed commitment 

to implementing team decisions or junior staff having a greater sense of 

responsibility as described in Table 2. 

Some evidence was found for all the mechanisms, however, so this 

synthesis tentatively suggests that they are valid processes through which 

interprofessional teams operate. Our understanding of many of the 

mechanisms, however, is limited and their applicability to all teams is 

unclear as there were numerous examples of their absence in team 

working. Where this was the case, negative outcomes often resulted, for 

example the absence of the shared sense of purpose mechanism led to 

anxiety and confrontational relationships (section 2.3.1). This highlights the 

importance of understanding the contexts that influenced those absent 

mechanisms. It was clearly apparent from the synthesis that 

interprofessional teamwork was not a universally positive experience for 

staff and it required confidence, flexibility and buy-in on the part of 

individuals.  

The realist synthesis methodology recommends searching for evidence 

across disciplinary fields28, but this was not undertaken as the volume of 

relevant literature within health and social care was very large. Indeed not 

all the studies identified in the second stage search were reviewed for 

inclusion (only 110 of 762 were reviewed; Figure 1). Realist synthesis, 

however, uses the qualitative analysis principle of saturation, meaning that 

when newly identified studies are no longer contributing new information, 

the search can cease28. To ensure saturation was achieved, focussed 

searches were conducted for a number of mechanisms and some additional 

studies were located. Finding appropriate search terms, however, proved 

difficult.  

This realist synthesis has identified and explored the nature, contexts and 

outcomes of 13 mechanisms of interprofessional teamwork. Evidence from 

the literature suggests these identified mechanisms are valid processes 

through which teams work, but further evidence is required to fully 

understand them and the contexts that influence them. Chapter 3 outlines 

how the 13 mechanisms are used as an analytical framework in the rest of 

this study and provides an overview of the study’s second element and the 

methods used therein. 
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3 Element 2: In-depth study of two stroke 
care pathways 

The second element of the study was an in-depth, longitudinal exploration 

of interprofessional teamwork in two stroke care pathways. This chapter 

outlines the study design and setting and gives an overview of the methods 

used to address the study objectives. 

3.1 Design 

3.1.1 Study design 

The aim of this element was to investigate the impact and effectiveness of 

team working on a range of patient outcomes and on stroke patients’ and 

carers’ experiences of teamwork along the care pathway from hospital 

admission, through rehabilitation to discharge home (section 1.3). There 

are significant methodological issues inherent in exploring the impact of 

teamwork on stroke patient outcomes because stroke teams operate in 

different contexts and modes of service delivery and have varying 

membership across different professional groups and agencies. An 

exploratory design was therefore adopted, using mixed methods and 

drawing on a realist approach29. The realist synthesis (chapter 2) provided a 

theoretical framework with which to explore how the contexts and 

mechanisms of team working influenced patient and carer experiences of 

care and clinical outcomes. 

The study comprised several components which used different methods to 

answer the study objectives (section 1.3). This is illustrated in Figure 4, 

which also indicates the chapter(s) in which each objective is addressed. 

Each component of the study generated data which gave a different 

perspective of interprofessional team working. The components, described 

further in section 3.2.2 and chapters 4 to 7, were: 

 

 generation of context maps  

 stroke register data  

 staff questionnaires  

 staff interviews 

 team observations  

 patient and carer interviews.  
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The context mapping was conducted first as it produced a detailed 

description of the teams and their organisational contexts (chapter 4), 

which formed a basis for the other components. These were generally 

conducted concurrently, although administration of the staff questionnaires 

was completed before staff interviews commenced (chapters 5 and 6). The 

data from each component were analysed separately before being 

considered together to interpret the relationships between context, team 

performance and characteristics, professional experience of 

interprofessional team working, patient and carer experience of care and 
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Figure 4. Map of study objectives and methods 

Aim 
To investigate the impact and effectiveness of team working on patient outcomes and experiences 

Objective 1  

 

To investigate clinical 
outcomes of care for 

stroke patients. 

Objective 1a  

 

To describe how stroke 
teams and services are 
organised and supported. 

Objective 1b  

To examine the 
mechanisms that support 
team working and the 
facilitators and barriers to 
effective team working. 

Objective 1c 

To conduct statistical 
analyses to explore 
relationships between 
patient outcomes and 
team attributes. 

Objective 1d 

To explore staff 
experiences of team 
working. 

Objective 1ea 

To explore patient and 
carer experiences of 
teamwork in the context 
of their understandings of 
effective teamwork. 

      

Patient outcome data 
collected from hospital 
stroke registers. 

 

Key informant interviews 
and documentary 
analysis. 

Critical incident interviews 
with stroke team 
professionals. 

Teamwork questionnaire 
for team members. 

 

Patient outcome data 
collected from hospital 
stroke registers. 

Teamwork and quality of 
working life 
questionnaires for team 
members. 

Critical incident interviews 
with stroke team 
professionals. 

Observations of team 
meetings 

Teamwork and quality of 

working life 
questionnaires for team 
members 

Critical incident interviews 
with patients and carers 
in hospital, inpatient 

rehabilitation and at 
home. 

Chapter 5 Chapter 4 Chapters 5 
(questionnaires) and 6 

(interviews) 

Chapter 5 Chapters 5 
(questionnaires) and 6 

(interviews) 

Chapter 7 

      
Synthesis of findings 

Chapter 8 

 
Objective 2 

To develop hypotheses about the aspects of teams and team working that are effective in improving patient outcomes and experiences. 
Chapter 8 

a 
The SUCAG were involved throughout the collection, analysis and interpretation of the patient and carer interviews (appendix  1).
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patient outcomes (chapter 8). The theoretical framework developed in the 

realist synthesis facilitated the linking of data from the different 

components180. The data were scrutinised for patterns of congruence and 

discordance to develop an overall picture of what aspects of teamwork work 

for whom and in what circumstances (chapter 8). 

3.1.2 Ethical approvals 

The study was given a favourable ethical review from the local NHS 

research ethics committee. All direct quotes from study participants are 

presented anonymously. 

Research governance approvals were granted from the relevant NHS Trusts 

and the study was adopted by the Stroke Research Network of the UK 

Clinical Research Network (UKCRN). 

3.1.3 Study setting 

The study took place in two world class tertiary referral stroke centres in an 

inner city area and in two of the primary care trusts (PCTs) to which 

patients were discharged. Further details of the individual settings are given 

in chapter 4. 

3.2 Overview of data collection and analysis 

3.2.1 Stroke pathways and participating teams 

Five teams (two acute stroke units, one inpatient neurorehabilitation centre 

and two community neurorehabilitation teams) from two stroke care 

pathways participated in the study. These pathways are referred to 

throughout this report as ‘Pathway A’ and ‘Pathway B’. Pathway A consisted 

of one acute team, one rehabilitation team and one community team. 

Pathway B consisted of one acute team and one community team. 

3.2.2 Summary of data collection and analysis methods 

In order to aid understanding of the different components of the 

multifaceted study a detailed account of the methods is reported alongside 

the findings of each component in chapters 4 to 7. An outline is given here. 

Key informant interviews and documentary analysis were used to collect 

information on the participating teams and the organisational contexts in 

which they worked. This information was collated into the context maps 

presented in chapter 4 and appendix 5. 

Patient outcome data were collected from stroke registers held at the two 

acute units to investigate clinical outcomes of care for stroke patients 

(chapter 5). The registers included demographic data, stroke subtype and 
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outcomes at three and 12 months (Pathway B only). Anonymised data were 

retrieved for all patients from the two participating PCTs from 2008 

onwards. Analysis of variance and logistic regression techniques were used 

to test the effects of gender, stroke subtype and ethnic group on recovery 

after stroke (Barthel score) and death or stroke recurrence at three months 

post stroke.  

All members of the five participating teams were invited to complete two 

questionnaires, the Aston Team Performance Inventory (ATPI) and the 

Work-Related Quality of Life Scale (WRQoL). The ATPI measured team 

members’ views on the inputs, processes (including leadership processes) 

and outputs of their team and the WRQoL measured the quality of their 

working lives, including job satisfaction and stress at work. Multiple analysis 

of variance was conducted to test the effects of various factors (e.g. 

professional group, age, team, clear leadership) on standardised ATPI 

scores. WRQoL scores were compared to an NHS comparison group and 

correlation between WRQoL and ATPI scores was measured. The potential 

for examining the relationship between standardised ATPI scores and 

patient outcomes was also explored. These analyses are also presented in 

chapter 5. 

Staff interviews and team observations were used to explore professional 

perspectives of teamwork and barriers and facilitators to teamwork (chapter 

6). Critical incident interviews were conducted with 56 team members from 

a wide range of professional groups and level of seniority. Team members 

were asked to describe positive and negative incidents of teamwork they 

had witnessed or experienced and to discuss any factors they felt promoted 

or inhibited their team. These interviews were analysed using the 

Framework approach181, an applied form of thematic analysis. The analytic 

framework from the realist synthesis (chapter 2) was utilised for this.  

Two to four interprofessional team meetings for each of the participating 

teams were observed by GH and SS. They made field notes during the 

meetings on how the teams shared information and made decisions and on 

members’ roles in the meeting. Full accounts of the meetings were then 

written as soon as possible afterwards and analysed using an ethnographic 

approach, utilising the analytic framework from the realist synthesis 

(chapter 2).  

Patient and carer perspectives on teamwork and its impact on their 

experience of stroke care were also investigated using critical incident 

interviews (chapter 7). Patients and carers from the two study Boroughs 

were recruited in the participating stroke units and interviewed there shortly 

before discharge. They were then interviewed once or twice more as they 

continued along their care pathway: in inpatient rehabilitation if they went 

there (Pathway A only) and in the community, after they had been home for 

three months. Participants were asked to describe incidents of good and 

poor teamwork they had witnessed and if they had felt involved or part of 

the team themselves. ‘Indicators’ of teamwork were identified in their 
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interviews (see chapter 7) and analysed using the analytic framework from 

the realist synthesis (chapter 2). Information relating to participants’ 

involvement in their care was thematically coded. 

Different approaches were used for the analyses of the staff and patient and 

carer interviews because different questions were being asked of their 

interview data. With patient and carers, it was important to understand 

what good and poor teamwork looked like to them and how prominent it 

was, so structuring the analysis of their interviews around incidents of 

teamwork was useful. For staff, the critical incident interview technique was 

an effective way to focus their discourse on teamwork, but the specific 

types or number of incidents of teamwork they described were not the main 

focus. Rather it was the mechanisms of teamwork they talked about and 

how they impacted on their experience of working in an interprofessional 

team that was central.  

This chapter has described the second element of the study. It has given an 

overview of its different components and the methods utilised to meet the 

study objectives. The following chapters (4 to 7) contain detailed methods 

and findings from this element of the study. 
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4 Organisation of stroke teams and services 

This chapter addresses objective 1a and describes how the five stroke 

teams and services in this study were organised and supported (see Figure 

4). This information gave the other parts of the study a detailed contextual 

grounding and aided in the interpretation of some of the findings. The 

chapter describes the methods used to collect and analyse the data 

gathered from key informant interviews within the services and the 

documents interviewees provided.  

To map the organisational and service delivery context in which the 

participating teams operated, individual semi-structured ‘fact-finding’ 

interviews were conducted with key members of staff delivering different 

aspects of the service in each of the teams. A topic guide was designed 

specifically for the purposes of the study, drawing upon McKevitt et al’s 

model182, to collect information about the teams’ organisational structures, 

location and premises, facilities, finance and budget, aims and objectives, 

referral and discharge procedures and average length of patient stay (see 

appendix 4). The topic guide also included questions about the composition 

of the team, staff retention, turnover and sickness, and spaces and 

opportunities available for formal and informal interprofessional working. 

GH and SS conducted all the interviews (one pathway each). Interviews 

lasted for up to an hour and were digitally audio-recorded, with signed 

consent obtained before the interview. Interviewees were also asked to 

provide any documents they could that contained information on their team 

or service. Nineteen members of staff were interviewed between July 2009 

and December 2009 (Table 4). 
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Table 4. Professional group of staff interviewed 

 

Professional group Pathway A Pathway B 

Acute Rehab Community Acute Community 

Nursing 1 1  1  

Medicine  1    

Physiotherapy   1   

Occupational therapy 1     

Speech and language therapy   1   

Social work  1  1  

Discharge / stroke pathway 

coordinator 

1 1  2  

Management 1 1 1 1 2 

Total 4 5 3 5 2 

 

Audio files were transcribed by GH and SS to produce a detailed description 

of the organisational context in which each team operated. Documents 

provided by staff were also examined for any further information about the 

services. Table 5 gives an overview of each of the services and Table 6 an 

overview of each of the teams. More detailed descriptions of each of the 

teams are provided in the full context maps in appendix 5.  

Major changes were occurring to local stroke services during the course of 

the study. These involved expansion and restructuring of services with 

accompanying financial investment and new performance standards for all 

elements of the stroke care pathway. Details of how the participating teams 

were affected by these changes are detailed in the full context maps 

(appendix 5). 
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Table 5. Description of the services 

Service Brief description of service Referrals procedure Patient inclusion criteria Average length of patient contact 

Pathway A, 
acute 

Specialist unit providing hyperacute and acute 
stroke services and a 24-hour, 7-days a week 

thrombolysis service. Initially hyperacute beds 

were in a separate bay on the stroke unit, but 

during the course of the study, the team 
developed into two separate wards – a 

hyperacute ward and a stroke unit.    

Patients were referred to the stroke unit from Accident 
and Emergency (A&E), GPs and from other wards in the 

hospital. When the hyperacute and stroke unit beds 

were co-located, patients started in the hyperacute beds 

and were then moved to a stroke unit bed on the same 
ward. Later, patients were moved from the hyperacute 

ward to the stroke unit.  

Initially, anyone presenting at the unit who 
had had a stroke could receive care 

(including national, regional and local 

patients). When the wards changed, anyone 

could receive hyperacute care but only local 
patients could receive care on the stroke 

unit. There was no minimum age limit for 

the ASU, though children would probably be 

treated elsewhere.  

As of August 2009, the average length of 
stay on the stroke unit was 12.6 days. 

There was no time limit on length of stay 

for local patients. There were targets set 

for the time in which patients should be 
transferred from a hyperacute bed to a 

stroke unit bed and for non-local patients 

to be repatriated back to their local 

hospital.  

Pathway A, 
rehab 

Purpose-built, post-acute specialist centre for 
inpatient neurorehabilitation, with stroke 

patients accounting for approximately 75% of 

all referrals.  

Up to 12 designated district stroke beds were available 
for local patients from the Pathway A stroke unit. The 

same supervising medical consultant worked between 

the two sites, helping to ensure a smooth transfer of 

care for patients.  

Patients must: be over 18 years of age; 
be medically stable; require bed based 

stroke rehabilitation; have a reliable 

route of nutrition; and be able to 

tolerate a minimum of two hours 

therapy per day. 

For short-term stroke, the average length 
of stay was 3-6 weeks, while for long-term 

stroke the average length of stay was 10-

12 weeks. The maximum length of time 

that patients could stay was 12 weeks.  

Pathway A, 
community 

Specialist, community-based service for local 
people with a newly acquired or long-term 

neurological condition. Stroke patients 

accounted for approximately 50% of all 

referrals. The service operated within normal 

working hours, Monday to Friday. 

The main route for referrals was from local hospitals and 
rehabilitation centres (including Pathway A acute and 

rehab teams). Referrals also came from GPs, district 

nurses and other health and social care professionals, 

the local Prison, and from patient and carers own 

referrals.  

Patients must be over 16 years of age with a 
newly acquired or long-term neurological 

condition and be a resident of the specific 

local borough. 

Contact with the team was needs-driven 
and each professional group had as much 

contact with a patient as required. 

Pathway B, 
acute 

Specialist acute unit offering a fully integrated, 
co-located hyperacute and in-patient 

rehabilitation stroke service and a 24-hour, 7-

days a week thrombolysis service. 

Patients were referred to the hyperacute unit from A&E, 
GPs and from other wards in the hospital. There was an 

established criteria and process for the rapid and 

seamless transfer of local patients from the hyperacute 

unit to the co-located stroke unit when they were 

medically and neurologically stable.  

Patients needed to be over the age of 16 
years. The hyper acute unit admitted 

patients from across the south east of 

England, but the stroke unit was restricted 

to local patients only. 

There was a locally agreed length of stay 
target of 21 days (for whole hospital stay). 

The average length of stay on the 

hyperacute unit was five days and 13 days 

on the stroke unit. 

 

Pathway B, 
community 

Specialist, community-based team providing 
rehabilitation services offering an early 

supported discharge (ESD) pathway to local 

stroke patients and a long term conditions 

(LTC) pathway to local patients with other 

neurological diseases. The team operated 

outside of normal working hours.  

The main route for referrals was from local hospitals 
(including the Pathway B acute team). A stroke pathway 

coordinator in the community team liaised regularly with 

the Pathway B acute team and many patients were 

directly referred to the stroke pathway coordinator in 

person at the weekly acute team meeting. Referrals 

were also received from other local rehabilitation units. 

Patients must live within the specific local 
borough and be aged over 16 years with a 

neurological diagnosis.  

The ESD pathway had a maximum contact 
time of 12 weeks. Most people were on 

the ESD pathway for about 10 weeks and 

then moved on to the LTC pathway if that 

was appropriate. Patients stayed on the 

LTC pathway for as long as they had 

justifiable need.  
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Table 6. Description of the teams 

Team Number of staff in team  Staff rotations Location of staff Leadership of 

team 

 

Spaces/opportunities for interprofessional working 

Pathway A, 

acute 

Medicine: 4 multidisciplinary 

consultant physicians; 4.0 WTE 
registrars (3 training posts); 3.0 
WTE senior house officers (SHO). 

Nursing:  1.0 WTE clinical nurse 
specialist (CNS); 1.0 WTE 
matron; 25.0 WTE trained nurses 
(Band 5-8); 13.0 WTE untrained 
nurses (Band 2). 

Therapies: 1.2 WTE 
physiotherapists (PT) (Band 7); 
1.2 WTE PTs (Band 6); 2.0 WTE 
PTs (Band 5); 1.0 WTE 
occupational therapist (OT) 
(Band 7); 2.0 WTE OTs (Band 

6); 1.0 WTE OT (Band 5); 0.2 
WTE OT (Band 3); 0.75 WTE 
speech therapist (SALT) (Band 
7); 0.75 WTE SALT (Band 6). 

Other:  1.0 WTE social worker; 
1.0 WTE discharge coordinator; 
1.0 WTE ward receptionist; 1.0 
WTE ward housekeeper. 1.0 WTE 
psychologist and 1.0 WTE 
dietician were also recruited 
during course of study.   

Medicine: SHO’s 

rotated every year 
and registrars 
rotated every 18 
months.  

Nursing: Student 
nurses rotated but 
the rest of the 
nursing team did 
not. 

Therapies: Band 5 
OTs rotated every 
6 months and 
Band 5 PTs every 
4-months. Band 6 

OTs rotated every 
9 months and 
Band 6 PTs every 8 
months.  

Other: Other staff 
did not rotate.  

 

The nursing and 

medical staff, 
receptionist and 
discharge 
coordinator were 
all based on the 
ward. 

Consultants, 
therapists and the 
social worker all 
had offices 
elsewhere.  

The four 

consultants rotated 
leadership on the 
ward on a monthly 
basis.  

 

The main formal space for interprofessional working was the weekly 

team meeting, which was attended by all professional groups in the 
day room on the ward. The consultants, CNS, Sister, discharge 
coordinator and social worker attended each week. All other team 
members attended as a representative of their profession to 
feedback updates from their uniprofessional teams. Representatives 
from external teams often attended. The weekly team meeting was 
always chaired by a medic, usually the consultant. Each patient on 
the ward was discussed in turn using a structured pro-forma that 
covered the patient’s medical details and function (including OT, 
physiotherapy, SALT, continence, mood, cognition, and nursing).  

There was also an operational meeting for staff once a month to 
discuss day-to-day issues on the ward, as well as stroke unit 
meetings four to five times a year to discuss more regional or 
national issues. There were two consultant-led ward rounds each 
week, which were attended by all medical staff, the CNS, nurse in 
charge and discharge coordinator. Therapists did not go to the ward 
rounds. On the days in between the consultant ward rounds, there 
were registrar ward rounds, which were attended by medicine only. 
There was a quick handover session every weekday morning, which 
lasted around 15 minutes and was attended by medical staff, the 
nurse in charge, and all therapies staff. There was a weekly therapies 
caseload meeting for therapies staff to organise timetabling issues 
amongst themselves. Family meetings were also arranged when 
required and included different professions, depending upon the 
purpose of the meeting. Informal interprofessional working occurred 
on the ward, in corridors, around the nursing station, and in the team 
office behind the nursing station.  

Each patient had a set of hand-written medical notes, which were 

accessible by all staff. Each professional group also had their own 
notes, which were kept at the bottom of the patient beds, and were 
accessible to other groups (though they tended not to write in them). 
Staff also used a large whiteboard in the team office. No key worker 
system operated on the ward. 
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Team Number of staff in team  Staff rotations Location of staff Leadership of 
team 

Spaces/opportunities for interprofessional working 

Pathway A, 
rehabilitation 

Medicine: 3 multidisciplinary 
consultant physicians (1 full-time, 
2 part-time); 1 registrar; 1 
supernumerary registrar (1 year 
contract); 1 SHO.  

Nursing: 1.0 WTE matron (Band 
8a); 1.0 WTE nurse (Band 7); 4.0 
WTE nurses (Band 6); 17.19 WTE 
nurses (Band 5); 1.0 WTE 
housekeeper (Band 3); 13.65 WTE 
nursing assistants (Band 2). 

Therapies: 13 PTs (3 Band 8a, 3 

Band 7, 4 Band 6, 1 Band 5, 2 
Band 3); 12 OTs (2 Band 8a, 2 
Band 7, 4 Band 6, 1 Band 5, 2 
Band 3, 1 Band 2); 6 SALTS (1 
Band 8, 2 Band 7, 2 Band 6, 1 
Band 5).  

Other: 3 social services staff; 4 
psychologists; at least 2 assistant 
psychologists; 1 admissions 
coordinator (Band 4); 1 discharge 
coordinator; 3 medical secretaries.  

Medicine: SHO’s 
and registrars 
rotated and also 
worked on-call at 
the local hospital.  

Nursing: Student 
nurses rotated but 
the rest of the 
nursing team did 
not. 

Therapies: Band 5 

OTs rotated every 
6 months, Band 5 
PTs rotated every 
4 months. Band 6 
OTs rotated every 
9 months, Band 6 
PTs rotated every 
8 months.  

Other: Other staff 
did not rotate.  

 

The 
interprofessional 
team was divided 
into two distinct 
teams known as 
the ‘red’ and ‘blue’ 
teams and each 
had their own 
team base. Whilst 
nursing staff were 
split across the 
two teams, they 
did not use the 
team bases as 
much as the other 
professional 
groups. 

All consultants 

and heads of 
department 
shared a heads of 
department office.  

Social services 
staff had their 
own office.  

Junior doctors 
shared a clinical 
room and 
administrative 

staff also had 
their own 
separate offices. 

Each 
uniprofessional 
team had their 
own head of 
department.  

The clinical director 
role rotated every 
3 years between 
the heads of 
department and 
one of the 
consultants was 
the clinical director 
at the time of the 

research. 

All staff initially met weekly for one interprofessional team meeting, 
but this was later changed so that the red and blue teams had their 
own interprofessional meetings on the same day, one after the 
other. Staff who worked across both teams (e.g. consultants etc) 
moved from one meeting to the other. The red and blue teams were 
able to decide the process of their own meetings but they followed a 
similar structure, with each patient in the team being discussed in 
turn. There was no formal chairing process at the meetings at the 
time of the research.  

Goal planning meetings were also a formal opportunity for 
interprofessional working (NB - Each patient was allocated their own 
‘treating team’ within either the red or blue team before they were 
admitted to the centre (all men were allocated to one team, all 
women were allocated to the other). Treating teams were different 

for every patient, but usually consisted of representatives from 
different professional groups, depending upon the patients’ needs. 
Within each treating team, a Chair was nominated who was 
responsible for overseeing the patients’ stay and was the main 
contact point for the patient and their family. Treating team Chairs 
could be from any profession and were usually chosen according to 
the patients’ most pressing need). A goal planning meeting took 
place every 2-3 weeks and was attended by the whole treating 
team, the Chair, the patient and their family.  

The heads of department also met fortnightly and there was an 
additional monthly meeting for strategic business. There was a 
weekly therapies caseload meeting for therapies staff to organise 
timetabling issues amongst themselves. Informal interprofessional 
working took place all over the centre, including in the team bases, 
in the corridors and in the staff lounge.  

Patient notes were paper records that were accessible by all team 

members. Goal planning records were kept in these notes and 
updated after every goal planning meeting. Patient notes were 
stored in the team bases. Nurses tended not to use the patient 
notes, but instead used the kardex files, which were also accessible 
by all team members. All kardex files were stored in the red team 
base, as this was more easily accessible for the nursing staff. 
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Team Number of staff in team  Staff rotations Location of staff Leadership of 
team 

Spaces/opportunities for interprofessional working 

Pathway A, 
community 

Medicine: 0.5 WTE consultant 
psychiatrist in physical 
disability.  

Nursing: 1.0 WTE mental 
health nurse (Band 7). 

Therapies: 0.6 WTE PT (Band 

8a); 2.0 WTE PTs (Band 7); 
2.0 WTE PTs (Band 6); 1.6 
WTE OTs (Band 7); 1.0 WTE 
OT (Band 6); 0.6 WTE SALT 
(Band 8a); 0.6 WTE SALT 
(Band 7); 1.6 WTE SALTs 
(Band 6); 3.0 WTE 
rehabilitation assistants (Band 
3). 

Other: 0.5 WTE clinical team 
leader (Band 8a); 1.0 WTE 
clinical neuropsychologist 
(Band 8a); 1.0 WTE business 
administrator (Band 4); 1.0 
WTE admin assistant (Band 3).  

3.0 WTE Band 6 
staff (1 OT and 2 
PTs) rotated every 
9 months. 

 

The 
interprofessional 
team was divided 
into two ‘patches’ 
– one covering 
the east of the 
borough and the 
other covering the 
west. All team 
members used a 
therapy centre as 
their main team 
base and shared 
one large open-
plan office. The 
clinical team 
leader had a 
separate office 
inside this large 
room. The 
administrators 
and the 
psychiatrist also 
shared an office.  

Stroke patients 

were mainly seen 
at home, although 
sessions were 
sometimes held at 
the therapy centre 
or at a local 
hospital.  

A clinical team 
leader had overall 
managerial 
responsibility for 
the team. Each 
patch team also 
had one Band 8a 
clinical specialist 
who provided 
clinical leadership 
to their patch and 
to their 
uniprofessional 
teams. 

Both patches had a weekly interprofessional team meeting, and 
these meetings ran concurrently in separate rooms in the therapy 
centre. The weekly patch meetings were used to discuss all of the 
multidisciplinary patients (e.g. to discuss progress, coordinate joint 
visits, clarify which professional groups were doing what and to 
discuss referrals to other agencies etc) and to highlight any new 
referrals. Each patch team attended their own team meeting, with 
those working across the patches (e.g. mental health nurse, 
psychologist etc) moving between meetings halfway through. The 
psychiatrist, clinical team leader, and administrators did not attend 
the patch meetings. Staff said that there was a rotating Chair 
system for the patch meetings. After the patch meetings, the whole 
team came together for one of the following rotating programme of 
team sessions: a monthly team business meeting led by the clinical 
team leader for discussion of organisational or operational issues; a 
monthly multidisciplinary in-service teaching session; a monthly 
multidisciplinary shared practice session; or a monthly 
unidisciplinary team training session.  

Another allocated space for interprofessional working was the 

weekly multidisciplinary goal planning slot. This protected time 
ensured that all team members were in the office at this time and 
were available to discuss patients’ multidisciplinary goals, where 
required. There was a key worker system operating in the team and 
the key worker was the main contact point for the patient and their 
family whilst in contact with the service. The key worker ensured 
that a goal planning meeting was organised for the patient, their 
family and the therapists involved in their care every 6-8 weeks. 
The main informal space for interprofessional working was within 
the shared team office or in the staff room, where staff could eat 
lunch together (though patient cases would not be discussed here).  

Patient notes were kept in paper copy and were accessible by all 
team members. The team also had a shared computer drive, where 
they stored pictures, videos, reports and exercise programmes etc. 
A shared database was accessible by all members of the team and 
by the local social services.  
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Team Number of staff in team  Staff rotations Location of staff Leadership of 
team 

Spaces/opportunities for interprofessional working 

Pathway B, 
acute 

Medicine: 4 consultant physicians 
on the hyperacute stroke unit; 1 
rehabilitation consultant on the 
stroke unit. The consultants 
oversaw a team of registrars and 
doctors in training.  

Nursing: 1 consultant nurse; 1 unit 
manager; approx 46 nurses, 
including approx 16 healthcare 
assistants (HCAs), 1 TIA nurse.  

Therapies: 1 Therapy lead for 

stroke (Band 8c); 0.5 WTE 
Consultant therapist in stroke and 
neurorehabilitation;  

0.35 WTE PT (Band 8a); 1.14 WTE 
PTs (Band 7); 2.0 WTE PTs (Band 
6); 1.0 WTE PT (Band 5); 0.6 WTE 
PT assistant (Band 3); 1.0 WTE OT 
(Band 7); 1.0 WTE OT (Band 6); 
1.0 WTE OT (Band 5); 2.0 WTE OT 
assistants (Band 3); 0.8 WTE SALT 
(Band 7); 0.5 WTE SALT (Band 6); 
1.0 WTE SALT (Band 5); 1 
rehabilitation assistant (Band 3).  

Other: 0.7 WTE clinical 

neuropsychologist (Band 8b); 1.0 
WTE stroke pathway coordinator 
(Band 5); 1 ward administrator; 1 
stroke secretary (medical secretary 
to the consultants); 1 discharge 
coordinator; 1 social worker.  

Band 6 SALTs were 
on a 12 month 
rotation and Band 5 
SALTs were on an 
18 month rotation. 
Band 5 PTs were on 
a four month 
rotation and Band 6 
PTs were on a 
seven month 
rotation. Band 5 
and 6 OTs also 
rotated. 

Other: Other staff 

did not rotate. 

The stroke 
pathway 
coordinator and 
nursing staff were 
all based on the 
ward.  

The medical 
consultants, 
therapists and 
social worker all 
had offices 
elsewhere.  

The discharge 

coordinator spent 
half her time on 
the ward and the 
other half on 
another ward. 

The senior clinical 
team consisted of 
the five medical 
consultants, the 
consultant nurse 
and the consultant 
therapist.  

One of the acute 
medical 
consultants was 
the clinical lead for 
the Unit. 

There were two weekly interprofessional team meetings, one for 
hyperacute patients and one for stroke unit patients. The aim of the 
stroke unit team meeting was to collate and disseminate information 
on patients and to aid treatment and discharge planning.  Patients 
were discussed in Borough order and there was a checklist of 
assessments and activities that had occurred that week. A pro-
forma was used that covered the patient’s medical details, function 
(including OT, physiotherapy, SALT, continence, mood, cognition, 
and nursing), achievable functional goals, disposition and 
management. Minutes of the meeting were made directly onto their 
electronic notes system (EPR). (NB all notes taken in this team were 
stored electronically on EPR). The stroke unit team meeting was 
attended by the rehabilitation consultant, doctors, the consultant 
nurse, a nurse representative (usually a Band 6), a representative 
from each of the therapies, the clinical psychologist, the discharge 
coordinator, social workers, the stroke pathway coordinator and 
other representatives from external teams. Chairmanship rotated 
monthly between doctors, nurses and therapists. The weekly 
hyperacute team meeting was for discussing new admissions and 
was less formal than the stroke unit team meeting.  

There was a daily multidisciplinary hyperacute (HASU) ward round, 

which the consultant nurse attended and often led. This ward round 
was also attended by the (hyperacute) nurse-in-charge and one 
representative of each of the therapies (apart from Fridays when the 
physiotherapists did not go, and were instead represented by OT or 
SALT). There was a stroke unit ward round every day, and two days 
a week this ward round was multidisciplinary. Meetings with 
multidisciplinary input were also held for patients’ goal-setting and 
FIM FAM scoring. Each patient was given a key worker and the key 
worker was responsible for arranging family meetings, to which all 
professionals involved in the patient’s care were invited to attend. 
However, changes were made to this process during the course of 
the study and therapists had stopped attending these meetings.  

Social workers had a separate computer system but also used EPR 
in their offices and on the unit.  

 

 



© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. under the terms of a commissioning contract 

issued by the Secretary of State for Health      63 

Project 08/1819/219 

Team Number of staff in team  Staff rotations Location of staff Leadership of 
team 

Spaces/opportunities for interprofessional working 

Pathway B, 
community  

Therapies: 1.0 WTE stroke 
pathway coordinator/rehab 
support worker manager/lead 
OT (Band 7); 1.0 WTE lead PT 
(Band 7); 3.0 WTE PTs (Band 
6) ; 1.0 WTE lead OT (Band 
7); 2.0 WTE OTs (Band 6); 1.0 
WTE lead SALT (Band 7); 1.0 
WTE SALT (Band 6); 0.89 WTE 
rehabilitation assistant (Band 
4); 0.58 WTE SALT 
rehabilitation assistant (Band 
4).    

Other: 1.0 WTE team manager 

(Band 8b); 0.47 WTE 
administrator (Band 4); 7.0 
WTE rehabilitation support 
workers (RSW) (Band 3).   

 

The team was 
organised into two 
pathways: early 
supported 
discharge (ESD) for 
stroke patients and 
the long term 
conditions (LTC) 
pathway. There 
was a staggered 
rotation of 
therapists between 
the ESD and LTC 
pathways, with 
rotations lasting 
between nine 
months to a year. 
Because staff were 
co-located and 
familiar with both 
pathways, there 
was some flexibility 
and team members 
worked across both 
pathways as 
service needs 
dictated. 

There were also 

two rotational Band 
6 PT posts in the 
team, who rotated 
every seven 
months. 

All staff were 
based at a local 
community 
hospital in an 
open plan team 
office. The 
manager had their 
own office.  

Stroke patients 
were mainly seen 
in their own 
homes, although 
group activities 
were held in 

community 
venues.  

The team had a full 
time manager. 

There was an hour-long team meeting every week, which alternated 
between a business meeting and the ESD team meeting. At the ESD 
meeting, the team discussed patient goals. They did not go through 
all patients, but decided at the previous meeting who was for 
discussion and when. The stroke pathway coordinator chaired the 
meeting and talked through who the patient was and then the 
therapists talked through the patient’s goals and achievements and 
their plans. The meeting was attended by all the ESD pathway 
therapists, the rehabilitation consultant from the Pathway B acute 
unit and the social workers from the two local hospitals. The LTC 
pathway had their own team meetings.  

The stroke pathway coordinator (who was also the RSW manager) 
attended the stroke unit team meeting at the Pathway B acute unit 
(and at another local hospital). Patients suitable for ESD were 

flagged up at this meeting and the stroke pathway coordinator 
gathered the information the community team needed to ensure that 
they were as well informed as they could be before the patient 
arrived home. There was a twice weekly integrated stroke pathway 
(ISP) meeting between the stroke pathway coordinator and the 
therapists in the ESD pathway to feed this information back from the 
pathway B acute team meeting and the other local hospital team 
meeting. There were also informal opportunities for interprofessional 
team working in the shared team office.  

Patient notes were kept in paper copy. They were multidisciplinary 
and used by all team members, who wrote in them chronologically, 
not by profession. Therapy assistants also used them too. The team 
had a shared record keeping system (RiO), but this was not yet used 
for everything. There were plans for the team to move to paper light 
client records as they increased their use of RiO for assessments and 
progress notes. No key worker system operated in the team. 
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5 Team attributes and patient outcomes 

This chapter addresses objectives 1, 1b, 1c and 1d and explores the 

statistical relationships and associations between quantitative team 

performance measures, patient clinical outcomes and staff work-related 

quality of life. In combination with chapter 6 it contributes to our 

understanding of the factors that support or inhibit teamwork and to the 

exploration of staff experiences of working in interprofessional teams (see 

Figure 4). It also describes the methods used to collect and analyse the 

quantitative questionnaire data from staff and the patient outcome data 

from the local stroke registers held at both sites. A degree of missing data 

is all but inevitable in disease registers and beyond the control of those 

conducting secondary analyses of register data. This chapter also outlines 

how this issue was minimised and dealt with in this study. 

5.1 Methods 

5.1.1 Data Collection 

Staff questionnaires 

All staff in the five participating teams were invited to complete two 

quantitative questionnaires in order to measure team characteristics and 

effectiveness and individuals’ quality of life at work.  

The Aston Team Performance Inventory (ATPI) is a 100-item questionnaire 

developed by Aston Organisation Development Ltd (AOD). During the study 

AOD were involved in the administration and collation of the ATPI 

questionnaires and returned raw data to the research team for analysis. The 

ATPI covers the inputs, processes, leadership processes and outputs of 

teamwork and respondents rate each item on a 5-point scale from strongly 

agree to strongly disagree. It also collects biographical details and asks a 

number of questions about the respondent’s team, including, ‘Does your 

team have a clear leader?’ and ‘Is there conflict over leadership in your 

team?’. In addition, a number of supplementary questions were appended 

to the ATPI, including the respondent’s professional group, band or pay 

grade, tenure in their team and attendance at interprofessional meetings 

(see appendix 6 for complete inventory). The Work-Related Quality of Life 

Scale183 (WRQoL) is a 24-item questionnaire covering six domains of quality 

of working life including job satisfaction, home-work interface, general well 

being and stress at work. As with the ATPI, team members rated each item 

on a 5-point scale from strongly agree to strongly disagree (see appendix 6 

for scale). 

The ATPI was sent directly from AOD via email to all team members who 

had ready access to a computer at work. The email gave instructions on 
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completing the ATPI and listed all the team members’ names so that 

respondents would be clear they were answering about their 

interprofessional team, not their uniprofessional team. Each team member 

was also asked to answer the leadership questions with regard to the 

person who was identified as the team leader in the context mapping phase 

of the study. This was so they would be clear that they were answering the 

questions about their interprofessional team leader, not their 

uniprofessional team leaders. The team leader was named in the covering 

email and was the consultant physicians in the acute and rehabilitation 

teams and the community team leaders in the community settings. If 

participants did not want or were unable to complete the questionnaire 

about this named leader, they were asked to name the leader about whom 

they were answering the questions.  

ATPIs were completed on-line and collated by AOD. At the same time, team 

members were also sent a hard copy of the WRQoL along with a study 

information sheet, a consent form and a pre-paid envelope. They were 

asked to sign the consent form, complete the WRQoL and return both to the 

research team. For those team members who did not have easy computer 

access (nurses in the acute and rehabilitation teams and rehabilitation 

support workers in community team B) a hard copy of the ATPI was 

included with their WRQoL with additional instructions. All hard copy 

questionnaires were marked with participant codes rather than names. The 

questionnaires were distributed between September 2009 and March 2010 

and were sent to all members of each team at the same time. Each team 

member was sent up to three reminders by email or letter and a number of 

nursing handovers and meetings were attended by members of the 

research team to encourage nurses to complete the questionnaires. 

Response rates were higher for the ATPI, ranging from 63 to 95% compared 

to 48 to 71% for the WRQoL (Table 7). Response rates were highest in the 

community teams. 

 

Table 7. Staff questionnaire response rates, n (%) 

 

 Pathway A Pathway B 

 Acute 

(n=57) 

Rehab 

(n=83) 

Community 

(n=21) 

Acute 

(n=81) 

Community 

(n=21) 

ATPI 39  (68) 55 (66) 20  (95) 51  (63) 16  (76) 

WRQoL 30  (53) 51  (61) 15  (71) 39  (48) 13  (62) 
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Patient outcome data 

Data were retrieved from stroke registers held at both sites which contained 

a range of demographic, stroke subtype and outcome data. Outcome data 
at three months included functional independence measures (Barthel 

Index184, Modified Rankin score185), anxiety and depression (Hospital 
Anxiety and Depression Scale186), mortality, stroke recurrence and 

Reintegration to Normal Living Index187. The register at Pathway B also 
contained outcome data at twelve months. Information about data fields 
collected is provided in appendix 7.  

Anonymised data were retrieved for all patients from the PCTs in which the 

two community teams were based and who were admitted to each acute 

centre during the study period (2008 onwards). The intention was to collect 

data on 200 patients from each pathway, but there were issues with the 

completeness of the data on both registers. In Pathway A clinical staff 

searched patient records in order to minimise gaps in the register. The 

register for Pathway B was more complete, but the geographical area 

covered by the register was reduced at the beginning of the study, which in 

turn reduced the number of records available. Constraints to retrieving the 

full dataset emerged after the study commenced. This created some 

unanticipated challenges which were discussed with the funder. A decision 

was therefore made to access data for Pathway B patients from 2006. 

Overall, data were retrieved for 261 patients from the Pathway A register 

and 276 patients from the Pathway B register. 

5.1.2 Data analysis 

All statistical analysis was performed with R (64-bit) version 2.13.1 

software. The first strand of the analysis concerned the staff questionnaires 

and the second the patient outcome data retrieved from the stroke 

registers. 

Analysis of staff questionnaires 

The ATPI  

The ATPI data set consisted of 180 responses from the two pathways, which 

comprised the five teams (Table 7; one questionnaire return was removed 

due to unrecognisable responses.) The first 79 (of 100) items of the ATPI 

were used in the analysis and these covered the inputs, processes and 

leadership elements of the inventory. The 21 items that made up the 

outputs element were not included because there was a need to reduce the 

number of variables to increase statistical power. Following discussion with 

AOD about the possible options it was decided to prioritise inputs, processes 

and leadership elements as other data sources focused on outcomes. Each 

element of the ATPI is made up of a number of dimensions, containing three 

to eight items from the inventory (see Table 11, section 5.2.1). 

Responses to the biographical and appended questions (see section 5.1.1) 

and the 79 items divided into the ATPI elements of inputs, processes and 
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leadership constituted potential explanatory variables in an analysis of 

variance conducted on this data. Prior to analysis, however, the responses 

to the 79 items were averaged across the three elements, creating 

subscores for inputs (mean of the responses to items 1 to 34), processes 

(mean of the responses to items 35 to 62) and leadership (mean of the 

responses to items 63 to 79). These scores were then standardised and 

these standardised variables are subsequently referred to as the 

standardised inputs, processes and leadership scores. The ATPI data were 

examined for non-normality, outliers and for the assumptions of the 

statistical tests undertaken. 

The aim of the analysis was to investigate potential differences in the 

standardised inputs, processes and leadership scores by team and by the 

variables generated from the biographical and appended questions. These 

were gender, age, ethnic group, professional group, professional band, type 

of post, length of time in present position (months), length of time in team 

(months), perception of a clear leader and perception of conflict over 

leadership. Further details of these variables and how they were created are 

given in appendix 8.  

A multiple analysis of variance (MANOVA) was carried out to evaluate the 

potential effects of the variables listed above on the standardised inputs, 

processes and leadership scores. A significant effect, if found, would 

suggest differences in the perception of the quality of teamwork across the 

variables. Any significances to the MANOVA test were further investigated 

using appropriate ANOVA tests (analysis of variance on one dependent 

variable) with α-levels reset using a Bonferroni correction to take into 

account the number of significance tests performed. Post-hoc testing was 

performed using Tukey's HSD test (see, for example, Winer, Brown and 

Michels188). 

The consistency and reliability of the ATPI were also evaluated. The 

methods and results of this evaluation are presented in appendix 8. 

The WRQoL 

WRQoL responses were returned to the developers of the scale (QoWL Ltd, 

Portsmouth) for initial analysis, which included calculating the six domain 

scores for each respondent (see section 5.1.1). WRQoL responses of two 

participants were excluded because there were more than two missing 

answers to individual questions. There was one missing answer in responses 

of 15 participants and two missing answers in the responses of six 

participants. In these cases missing values were replaced with the median 

value for the responses of all participants for the specific question following 

QoWL Ltd’s recommended method. 

An effect of team on the overall WRQoL score was investigated. Firstly, an 

analysis of variance was performed on the scores, then subsequent post-

hoc comparisons using Tukey tests were made. 
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Analysis of patient outcome data 

The main objective of this part of the study was to explore the effect of 

teamwork on patient outcomes after adjustment for other variables 

recorded in the registers, namely age, gender, ethnic group, stroke subtype 

and stroke severity. The aim was to build a model of risk factors for adverse 

outcomes and predictors of recovery that would allow a fair investigation of 

any impact teamwork might have. 

The analysis proceeded on two fronts, recovery after stroke and adverse 

outcomes after first stroke. The approach taken was not intended to 

contrast care in the participating centres. 

Recovery after stroke (see Toschke et al189, for example) was measured by 

the difference in the Barthel Index score184 registered at three months from 

that registered in the first week after stroke; a priori, improvement in 

functional ability is monitored by the difference in these scores. Factors that 

might have influenced this difference were explored using analysis of 

variance techniques on the other variables collected from the registers (age, 

gender, ethnic group, stroke subtype and stroke severity). On Pathway B it 

was also possible to construct an indicator for recovery after one year, 

being the difference between Barthel Index score at one year and at one 

week. Barthel Index scores were standardised to create scores for recovery 

at three months and at one year. 

Mortality at three months and recurrence of stroke at three months were 

identified as important adverse outcomes. Two binary responses were 

formed both of which were either zero or one (in the case when a death 

occurred within three months or the patient suffered another stroke within 

three months of the first stroke, respectively). These were native to the 

Pathway A stroke register but were inferred in Pathway B by examination of 

the date fields. It was assumed that a missing death and/or recurrence date 

field indicated that such events had not been realised. Logistic regression 

techniques were implemented in an effort to predict the odds of occurrence 

of such events. Again, regression was upon the register fields age, gender, 

ethnic group, stroke subtype and stroke severity. 

Missing data  

Both stroke registers contained age, gender and ethnic group and overall 

coverage of these variables was good. Missing data items for other variables 

was greater (Table 8), particularly Barthel Index. Since algorithmic methods 

for imputing missing data may distort coefficients of association and 

correlation relating variables190, no attempt was made to impute plausible 

values and patients with missing data were excluded from the analysis. We 

tested for differential attrition causing bias in deleted analysis sets.  
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Stroke severity and stroke subtype 

Stroke severity and stroke subtype are potential predictors of outcome in 

stroke. Stroke severity was defined using the 20-point Barthel Index at one 

week as follows191: 

 0 – 2   Severe stroke 

 3 – 9   Moderate stroke 

 10 – 20  Mild stroke 

The distribution of stroke severity classifications across the two pathways is 

shown in Table 9. 

 
Table 8. Missing data from stroke registers, n (%) 

 

 Pathway A Acute 

(n=261) 

Pathway B Acute 

(n=276) 

Stroke subtype 28  (11) 65  (24) 

Mortality at 3 months 19  (7) 0a 

Recurrence of stroke at 3 months 16  (6) 0 a 

Barthel Index at 1 week 207  (79) 35  (13) 

Barthel Index at 3 months 138  (53) 184  (67) 

a At Pathway B Acute mortality is inferred from dates of death. A missing date of 

death is assumed to be indicative of no occurrence of death (rather than a missing 

value). Likewise a missing date of recurrence is taken to be no recurrence. 

 

Table 9. Distribution of stroke severity, % 

 

Stroke severity Pathway 

A B 

Mild 77.8 49.8 

Moderate 11.1 20.7 

Severe 11.1 29.4 

 

The Bamford classification of stroke subtypes was used at Pathway B, but 
the etiological types was used at Pathway A. Expert opinion was sought for 
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a reliable translation between the two and a subtype factor was created 
based upon the translation (Table 10). 

 

Table 10. Translation of stroke subtypes 

 

Pathway A, etiological 

categories 

Pathway B, Bamford 

categories 

Subtype factor 

intercerebral haem PICH, SAH haem 

ischaemic_lacunar_2 LACI lacunar 

ischaemic-cadioembolic 

and ischaemic large 

vessel disease 

TACI, PACI and POCI ischaemic 

 

No bias, or differential attrition was detected in the missing Barthel Index 

score at three months with respect to age, gender or ethnic group. There 

was however, statistically significant evidence of differential attrition with 

respect to missing Barthel Index score at three months and stroke subtype 

and severity (p<0.01). Deviations from expected numbers result in an 

under-representation of haem type stroke (26 expected, 15 observed) and 

an over-representation of lacunar subtypes in the analysis set (expected 30, 

observed 41). There was no evidence of bias caused by deletion of missing 

cases of the Barthel score at one week. 

5.2 Findings 

5.2.1 Team attributes: findings from the ATPI 

Table 11 shows each team’s mean scores (before standardisation) for the 

inputs, processes, leadership processes and outputs by their constituent 

dimensions. The Pathway B community team tended to have the highest 

average score for each dimension, and the Pathway B acute team the 

lowest. 

Twenty-six respondents (15%) gave non-integer responses to the question 

on professional band and one further respondent did not answer the 
question on clear leadership. These cases were removed to leave a data set 

of 153 ATPI responses. 

Table 12 shows the medians and ranges of the standardised inputs, 

processes and leadership scores for all the teams combined and Table 13 

the distribution of responses across the explanatory variables. The data set 

contained 128 women and 25 men and 33 people in rotational posts 

compared to 120 in fixed term or permanent posts. The distributions of the 

length of time respondents had worked in their present position and in their 
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team were skewed, as expected. The mean time in present position was 44 

months (median 24 months) and the mean time in team was 39 months 

(median 17 months). There were some very long-standing team members: 

the third quartile was 60 months and the maximum 192 months. 
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Table 11. ATPI mean scores by team 

 
Element Dimension Pathway A Pathway B 

Acute Rehab-

ilitation 

Community Acute Community 

Team 

inputs 

Task design 3.91 3.89 3.88 3.86 3.97 

Team effort and 

skills 

3.84 3.87 3.78 3.63 4.19 

Organisational 

support 

3.74 3.60 3.61 3.51 4.09 

Resources 2.97 3.04 3.26 3.25 3.00 

Team 

Processes 

Objectives 3.93 3.92 3.83 3.59 4.08 

Reflexivity 3.56 3.60 3.55 3.27 4.03 

Participation 3.74 3.69 3.74 3.28 4.25 

Task focus 3.95 3.89 3.80 3.66 4.21 

Team conflict 2.36 2.45 2.20 2.72 2.49 

Creativity and 

innovation 

3.73 3.77 3.72 3.33 4.08 

Leadership 

processes 

Leading 3.83 3.67 3.76 3.57 4.13 

Managing 3.83 3.71 3.48 3.50 4.14 

Coaching 3.88 3.72 3.27 3.39 4.46 

Team 

Outputs 

Team member 

satisfaction 

3.70 3.63 3.65 3.40 4.00 

Attachment 4.07 3.93 3.82 3.48 4.17 

Team 

effectiveness 

3.41 3.25 2.56 3.34 3.73 

Inter-team 

relationships 

3.42 3.35 3.59 3.33 3.41 

Team innovation 3.83 3.66 3.65 3.53 4.09 
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Table 12. Descriptive statistics for the standardised ATPI scores (n=153) 

 

Statistic Standardised average score 

Inputs Processes Leadership 

Minimum -2.91 -3.66 -4.82 

1st Quartile -0.62 -0.81 -1.15 

Median -0.06 0.01 0.03 

3rd Quartile 0.43 0.59 0.68 

Maximum 2.52 2.69 2.78 

 

Correlations between variables and distributions 

To check that the responses to the ATPI broadly followed the pattern one 

would expect, i.e. that the three elements would be positively correlated, 

correlation coefficients for the standardised scores were calculated. 

Correlation was highest between inputs and processes (0.81) and similar 

between inputs and leadership (0.60) and processes and leadership (0.62).  

Figure 5 shows the distributions of the ATPI elements as box plots and 

Figures 6 and 7 show respectively the distribution of the time respondents 

had worked in their present position and their time in their team across the 

age bands. (See appendix 8 for details of age bands.) 

 

Figure 5. Boxplot of standardised ATPI elements 
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Table 13. Distribution of responses across explanatory variablesa 

 

Team Age Ethnic group Professional group Professional band Perception of 

clear leader 

Perception of 

conflict over 

leadership 

Name n Band n Group n Group n Band n Response n Response n 

Pathway A 

Acute 

33 1 37 Asian 31 Nursing 48 1 10 Yes 126 Yes 18 

Pathway A 

Rehab. 

47 2 55 Black 5 Physio-

therapy 

33 2 20 No 27 No 135 

Pathway A 

Community 

18 3 38 Mixed 4 OT 24 3 10     

Pathway B 

Acute 

43 4 20 White 103 SALT 15 4 5     

Pathway B 

Community 

12 5 3 Other 10 Medicine 11 5 23     

      Psychology 7 6 34     

      Social work 4 7 31     

      Other 11 8 20     

a See appendix 8 for details of groups and bands. 
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Figure 6. Distribution of time worked in present position (months) across 

age bands 

 

 
 

Figure 7. Distribution of time worked in team (months) across age bands 

 
 

 

There appeared to be skewness in these distributions as well as differences 

in location although no tests were performed. In addition, there appeared to 

be outliers but no action was taken to test or remove these cases. 
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The distributions of the standardised scores for each of the ATPI elements 

were examined across the teams (Figure 8) and across professional group 

(Figure 9).  

 

From top to bottom the figures show the distribution of the standardised 

scores of the ATPI elements of inputs, processes and leadership. The figures 

suggest that members of the community teams tended to rate their teams’ 

inputs and processes more highly than the other teams, whilst the Pathway 

B acute team members rated their processes and leadership lower than the 

other teams. It also appears that members of the medical professional 

group rated all the elements more highly than other professional groups and 

members of the psychology group rated them lower. There was, however, a 

large degree of overlap between all the teams and professional groups. The 

figures therefore suggest differences between the standardised ATPI scores 

across team and professional group and these were investigated further as 

described below. 
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Figure 8. Standardised scores for the ATPI elements inputs (top), processes 

(centre) and leadership (bottom) across the five teams 
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Figure 9. Standardised scores for the ATPI elements inputs (top), processes 

(centre) and leadership (bottom) across professional groups 

 

 

 

Figure 10 shows the responses to the question ‘Does the team have a clear 

leader?’ (x-axis) against the responses to the question ‘Is there conflict over 

leadership in the team?’. Team members identified a clear leader in the 

majority of cases and in such cases conflict over leadership was relatively 

small. When no clear leader was identified by respondents, relatively more 

conflict over leadership was present. 
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Figure 10. Clarity of leadership and conflict over leadership 

 

 

Modelling predictors of ATPI scores 

An initial MANOVA examined the three standardised means of the ATPI 

elements inputs, processes and leadership as dependent variables and the 

following as independent variables: team, gender, age, ethnic group, 

professional group, professional band, perception of a clear leader and 

conflict over leadership (see appendix 8 for a description of the variables). 

The MANOVA showed significant multivariate effects for the three ATPI 

elements as a group in relation to team (p<0.001), age (p<0.05), 

professional group (p<0.01), perception of a clear leader (p<0.001), and 

conflict over leadership (p<0.05). The remaining variables (ethnic group 

and gender) were not found to be significant and were therefore removed 

from the model.  

Three follow-up univariate tests for the Between-Subjects Effects using a 

Bonferroni correction to the alpha-level, accepting statistical significance at 

p<0.0167, were performed.  

Univariate analysis of variance for the dependent variable: standardised 

leadership score 

Team, professional group and conflict over leadership had a significant 

effect on the leadership scores (p<0.01), but it was the perception of a 

clear leader that had the most significant effect (p<0.001).  

Univariate analysis of variance for the dependent variable: standardised 

processes score and standardised inputs score 
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After diagnosis using the normal Q-Q plot and Cook's distance ten cases 

were removed from the data set as outliers. Examination revealed, in one 

case, that the respondent had answered ‘strongly agree’ to all the ATPI 

items. Similar extremes were found in several others and it was therefore 

deemed reasonable to remove these cases. The reduced data set of 143 

respondents was used to examine the Between-Subjects Effects for 

processes and inputs. The model for leadership was not faulted by the 

above outliers cases and therefore the data set consisting of the original 

153 cases was used.  

Team, age, professional group, perception of a clear leader and conflict over 

leadership all had a significant effect on the processes scores (p<0.001). 

Professional group, perception of a clear leader and conflict over leadership 

all had a significant effect on the inputs scores (p<0.001). No significant 

effect was found for team. 

Post-hoc testing 

These significant ANOVAs were followed up with Tukey's (multiple 

comparison of means) HSD post-hoc tests (95% family-wise confidence 

level), as shown in the Multiple Comparisons Tables below (Tables 14 to 

16). 

 

Table 14. Post-hoc testing for standardised leadership score 

 

Variable  Groups 95%-confidence 

interval for 

difference 

P-value 

Team Pathway B Community – 

Pathway B Acute    

(0.28, 2.51) <0.001 

Professional 

group 

Physiotherapy – medicine (-2.93, -0.28) <0.001 

Perception of a 

clear leader 

Yes – No (0.61, 1.65) <0.001 

Conflict over 

leadership 

Yes – No  (-1.38, -0.16) <0.001 

 

Table 14 shows there is significant statistical evidence (p<0.01) that the 

Pathway B Community team’s average responses to the leadership items of 

the ATPI are higher than those of the Pathway B acute team by a 

standardised value that falls in the 95% confidence interval (0.28 to 2.51). 

Likewise, there is evidence that physiotherapists across the teams gave 

lower responses to the leadership items than doctors. 
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Table 15. Post-hoc testing for standardised processes score 

 

Variable  Groups 95%-confidence 

interval for difference 

P-value 

Team Pathway B Acute –

Pathway A Community 

(-1.65, -0.31) <0.01 

Pathway B Acute –

Pathway A Rehab. 

(-1.20, -0.19) <0.01 

Pathway B Community – 

Pathway B Acute    

(0.20, 1.77) <0.01 

Age Age band 4 – Age band 

2   

(0.12, 1.35) <0.05 

Professional 

group 

Nursing - medicine (-1.97, -0.20) <0.01 

OT – medicine (-2.17, -0.25) <0.01 

Other – medicine (-2.48, -0.21) <0.01 

Physiotherapy – 

medicine  

(-2.11, -0.27) <0.01 

Psychology – medicine (-3.21, -0.60) <0.01 

Perception of 

a clear 

leader 

Yes – No (0.42, 1.15) <0.001 

Conflict over 

leadership 

Yes – No (-1.12, -0.28) <0.001 

 

Table 16. Post-hoc testing for standardised inputs score 

 

Variable  Groups 95%-confidence 

interval for difference 

P-value 

Professional 

group 

Psychology – medicine (-3.12, -0.64) <0.001 

Perception of 

a clear 

leader 

Yes – No (0.35, 1.04) <0.001 

Conflict over 

leadership 

Yes – No (-0.98, -0.18) <0.01 
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Table 16, for example, shows that responding ‘Yes’ to the question ‘Does 

your team have a clear leader?’ resulted in a statistically significant increase 

in the standardised inputs score. The confidence interval for the increase is 

indicated in the table. This means that respondents were more likely to 

agree with the inputs items on the ATPI if they perceived there to be a clear 

leader in their team. Other variables in the tables can be similarly 

interpreted. The effect of perception of a clear leader was highly significant 

for all three elements (inputs, processes and leadership). Table 15 clearly 

shows the effect of professional group on standardised processes scores, 

with a number of groups scoring the process items lower than doctors. 

5.2.2 Team attributes: findings from the Work-Related Quality of 

Life scale 

Scores were transformed and comparison group stanine-weighted by the 

developers of the scale (QoWL Ltd, Portsmouth). Mean scores for each of 

the six domains that comprise the WRQoL are presented in Table 17 for 

each of the teams. Pathway B community and Pathway A rehabilitation 

team members appeared to have a higher quality of working life than the 

other teams, whilst Pathway B acute team members had the lowest. 

 

Table 17. Mean transformed scores for WRQoL factors by team 

 

Domain Pathway A Pathway B 

Acute 

(n=30) 

Rehabilitation 

(n=51) 

Community 

(n=15) 

Acute 

(n=37) 

Community 

(n=13) 

General well 

being 

5.23 5.68 5.64 5.16 5.48 

Home-work 

interface 

5.35 6.65 5.48 5.07 6.78 

Job and career 

satisfaction 

5.86 6.22 5.31 5.61 6.93 

Control at 

work 

5.22 5.87 4.99 4.81 5.82 

Working 

conditions 

5.61 6.09 6.09 5.28 6.47 

Stress at work 4.84 5.16 5.53 5.10 5.59 

Overall 

WRQoL 

5.35 5.94 5.51 5.17 6.18 
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An analysis of variance was performed in order to test for differences in 

overall WRQoL score across the five participating teams. The overall test 

was significant at the 0.05 level, F(4,141)=2.62. A subsequent Tukey HSD 

test was performed for the pairwise comparisons. We determined no 

significant differences among teams, although the WRQoL score at Pathway 

A rehabilitation was marginally significantly larger than the Pathway B acute 

scores (p=0.07 and 95% confidence interval for the difference of -0.036, 

1.58). 

A multivariate test analysis of variance was performed on the six scores but 

no significant multivariate effect of team was found. 

The additional predictors used to model the ATPI scores (age, gender, 

ethnic group, professional group, perception of a clear leader and conflict 

over leadership) were not used to model WRQoL because the focus of this 

part of the study was any difference in quality of working life between the 

teams, rather than what predicted it. 

The correlation coefficient between overall WRQol and overall ATPI index 

was 0.67, indicating, as would perhaps be expected, that those who rated 

their team more highly in the ATPI also had a better quality of working life. 

5.2.3 Patient outcomes 

Recovery at three months 

It was not possible to analyse recovery at three months because casewise 

deletion of missing data caused approximately 78% of cases (417 out of 

537) to be removed.  

Recovery at one year 

This analysis was only possible for Pathway B (see section 5.1.2) and 451 

observations were deleted due to missing data, so the results of these tests 

should be treated with caution. On this subset, however, an analysis of 

variance was successful for recovery at one year (i.e. all test assumptions 

from Pena and Slate192 were validated). 

The six age bands were found to have a significantly different spread of 

recovery at one year (p<0.01), as was severity of stroke (p<0.001). 

Post-hoc tests for recovery at one year 

Tukey's (multiple comparison of means) HSD post-hoc tests (95% family-

wise confidence level) were used. The confidence intervals for the 

significant differences in recovery at one year are shown in Table 18 below. 

Figure 11 illustrates the results in Table 18 and shows the distributions of 

recovery at one year in Pathway B patients by age band and by stroke 

severity. 
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Table 18. Post-hoc testing for recovery at one year (standardised Barthel 

Index score) in Pathway B patients 

 

Variable  Groups 95%-confidence 

interval for difference 

P-value 

Age Age band 2 – Age band 1 (-2.16, -0.29) <0.01 

 Age band 3 – Age band 1 (-1.76, -0.05) <0.05 

 Age band 5 – Age band 1 (-1.87, -0.19) <0.01 

Severity Moderate – Mild (0.24, 1.13) <0.01 

 

 

Figure 11. Distribution of recovery at one year (standardised Barthel 

Index score) in Pathway B patients 

 

 

 

Mortality at three months 

Here the loss of data due to missing items was still of concern (244 

observations deleted due to missing data items), so we again caution 

interpretation of the results. A logistic regression model was fitted to 

explore the relationship between mortality at three months and the factors 

Pathway, age, gender, ethnic group, stroke subtype and stroke severity. 

Removing the non-significant factors from the model revealed significant 

effects due to age and stroke severity. Pathway, gender and ethnic group 

were not found to be significant. The absence of an effect of pathway meant 

the relationship between team attributes (the ATPI and WRQoL) and patient 

outcomes could not be explored. 
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Recurrence at three months 

Logistic regression revealed no significant effects for any of the following 

factors: Pathway, gender, ethnic group, age, stroke subtype or stroke 

severity. In this analysis 54 observations were deleted due to missingness. 

5.2.4 Summary 

This section has presented findings on the statistical relationships and 

associations between quantitative team performance measures, staff work-

related quality of life and patient clinical outcomes using quantitative 

questionnaire data and patient outcome data from the local stroke registers 

held at both sites. The key points arising from the analysis are: 

 We have identified factors (age and stroke severity) that have a 

statistically significant effect on mortality at three months in our data 

set as well as on recovery at one year after stroke (objective 1). The 

analysis on patient outcomes revealed no effect of Pathway on our 

indicators. If such an effect had been found we could then have 

examined differences in ATPI scores across the Pathways to infer team 

effects (objective 1c).  

 Clear leadership emerged as a highly significant predictor of how team 

members rated their team’s inputs, processes and leadership, 

suggesting that it is an important mechanism that supports team 

working (objective 1b).  

 Staff’s perception of the way their team worked was correlated with their 

quality of life at work (objective 1d). The two community teams and the 

rehabilitation team scored their quality of life at work highest, whilst the 

two acute teams scored it lowest. 

The next chapter builds on these initial findings regarding mechanisms that 

support or inhibit team working and staff experiences of  interprofessional 

teamwork by presenting the critical incident interviews with team members. 
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6 Professional perspectives of 
interprofessional teamwork 

This chapter addresses objectives 1b and 1d and explores staff experiences 

of interprofessional team working and the facilitators and barriers to it, 

along with extracts from the observations of team meetings (Figure 4). This 

builds on the findings presented in chapter 5 which suggested that clear 

leadership was an important facilitator of teamwork and that quality of 

working life was associated with teamwork. The chapter first describes the 

methods used to collect and analyse interview data from members of staff 

in all five teams on the two stroke pathways, as well as the methods used 

to collect and analyse observational data from two to four team meetings at 

each site. 

6.1 Methods 

6.1.1 Data collection 

Staff interviews 

Team members were purposively sampled to attain a range of professions 

(Table 19), grades, permanent, rotational and locum staff and length of 

time in the team. Team members were invited to participate by email and 

the interview was held in private at a time of their convenience. 

During the interview team members were asked what they liked and 

disliked about interprofessional teamwork and they were then asked to 

describe some ‘critical incidents’193, namely specific events that they had 

either witnessed or been involved in that they felt demonstrated good or 

poor interprofessional teamwork or a missed opportunity for teamwork (see 

appendix 4 for interview schedule). After describing the incident they were 

probed for further details on the circumstances surrounding it, the people 

involved, the impact of the incident and what made it a good or poor 

example of teamwork. Further questions elicited the factors they felt 

inhibited or encouraged interprofessional teamwork in their organisation. 

GH and SS conducted all the interviews (one pathway each). Interviews 

lasted for up to an hour and were digitally audio-recorded. Signed consent 

was obtained before the interview.  

Fifty-six members of staff from within all five teams on both stroke 

pathways were interviewed (Table 19). During recruitment an additional 15 

were approached but did not participate (three declined, five left or rotated 

to another post, three did not respond, three did not have time and one was 

ill). Once non-participation of an invited team member was established, 
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another team member, preferably of similar profession and/or grade, was 

approached. 

Interviews were conducted between April 2010 and January 2011 and after 

the teams had completed the staff questionnaires. 

 

Table 19. Professional group of team members interviewed 

 

Professional Group Pathway A Pathway B 

Acute Rehabilitation Community Acute Community 

Nursing 2 2  3  

Healthcare assistant 1 1  1  

Medicine 2 1  3  

Physiotherapy 2 2 2 2 2 

Occupational therapy 2 2 1 2 1 

Speech and language 

therapy 

1 2 1 2 1 

Therapy / rehab 

assistant 

  1 2 1 

Social work  1  1  

Psychology / mental 

health  

 1 2 1  

Dietetics 1     

Discharge / stroke 

pathway coordinator 

1    1 

Managementa   1  1 

Total 12 12 8 17 7 

a Acute and rehabilitation team managers are recorded under their health 

profession 

 

Observations 

Staff experiences of teamwork were further explored through non-

participant observation of 20 interprofessional team meetings where 

information sharing, team member roles and team decision-making were 

observed. All meetings were attended by two observers (GH and SS for 
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pathway A teams and community team B; GH and RH for acute team B) 

between April and October 2010. 

All team members likely to attend the team meetings were contacted by 

email to explain the purpose of the observations and the observers 

introduced themselves and reiterated the purpose at the beginning of each 

meeting. The observers sat in the circle of staff and made hand-written 

notes of what they saw and heard as the meetings progressed. As soon as 

possible afterwards they wrote up their notes into an unstructured, 

anonymised account of the meeting, separating out their observations from 

their thoughts and impressions. The accounts included a description of the 

room in which the meeting was held, how the meeting was structured and 

recorded, chairmanship, interruptions, pace and discussions between team 

members. No patient details were recorded and the process rather than the 

content of discussions was noted. The two observers did not discuss the 

meetings until they had written their full accounts. 

A pilot observation was carried out at one team meeting for each team in 

order for the observers to familiarise themselves with the process of the 

meetings. Notes from these pilot observations were not analysed. Three 

meetings each were then observed for the acute teams and community 

team B. Staff in rehabilitation team A and community team A, however, 

were both organised into two working teams which held their own meetings. 

In rehabilitation team A, therefore, two meetings for one working team and 

two for the other were observed. In community team A, one meeting with 

one working team was observed and one for the other. All other meetings 

were the teams’ weekly or fortnightly setting to discuss the treatment, 

progress and discharge of their current patients. 

6.1.2 Data analysis 

Staff interviews 

The aim of this analysis was to identify and describe mechanisms of 

interprofessional teamwork from team members’ accounts of their 

experiences. Within this analysis the contexts and outcomes associated with 

the mechanisms were explored as well as patterns and variations in how 

different grades and professions experienced the mechanisms. The 

Framework analytic approach was used to conduct the analysis181,194. 

The Framework approach has been found to be a useful means of managing 

large amounts of qualitative data in healthcare research, and ensures that 

the analyser maintains an explicit audit trail so that it is clear how the 

findings have been obtained. This enhances the rigour of the analytical 

process and a greater confidence in the credibility of the findings195. 

 

All transcripts were professionally transcribed and checked by the 

interviewer. 
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A sample of 21 transcripts was used to construct a coding index. Initially 

seven transcripts were read and coded independently by GH and SS who 

then agreed a draft index. They then independently coded a further seven 

transcripts each and met to explain and agree any new codes they had 

added to the draft index. The 13 mechanisms of interprofessional teamwork 

identified in the realist synthesis were used as deductively derived main 

themes in the index, as per the Framework approach. Sub-themes and any 

additional themes were inductively derived from the transcripts (Box 3).  

SS then applied the index to all of the transcripts, adding new sub-themes 

as necessary. The transcripts were then charted. This involved writing a 

concise summary of what the respondent had said about each sub-theme, 

retaining as far as possible the respondent’s own terms and phrases and 

capturing any contexts and outcomes they mentioned. Two of these charts 

were scrutinised by FJ and discussed. Any disagreements about how themes 

had been charted were debated until agreement was reached. Each 

respondent’s chart was then entered into QSR NVivo 8 software, along with 

their personal and professional characteristics, and the software was used 

to aid data retrieval and organisation. 

 

Box 3 Extract from coding index 

5. Shared responsibility and influence 

 5.1 Decision makers 

 5.2 Shared decisions 

 5.3 Shared responsibility 

6. Support and value 

 6.1 Membership of team 

 6.2 Value and respect 

 6.3 Support from within the team 

 6.4 Equality and perceptions of hierarchy 

 6.5 Friendly relationships 

 6.6 Forming opinions of team members 

 6.7 Trust 

 

Each theme and sub-theme within it was then scrutinised by SS in order to 

describe its nature and scope. SS read over each theme and sub-theme a 

number of times until familiar with the data and then began identifying the 

different elements of each sub-theme and noting them in a separate 

document, along with any pertinent examples or quotes. These elements 
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were then grouped together in higher order labels where appropriate. 

Similarities and differences between professional groups, grades and team 

setting were investigated, with attention being paid to whether any groups 

did not mention particular sub-themes. Patterns in the contexts and 

outcomes associated with each sub-theme were also explored.  

Observations 

The aim of this analysis was to identify and describe mechanisms of 

interprofessional teamwork from researchers’ field notes of their 

observation of the team meetings including team roles, information sharing 

and processes of decision making. The contexts and, where possible, the 

outcomes associated with the mechanisms were identified. The analysis was 

undertaken qualitatively using an ethnographic approach196. The field notes 

of each researcher for each meeting were read several times by RH. There 

were some minor differences between the observers’ accounts of the 

meeting demonstrating the volume of activity and frequently fast pace of 

the meetings. The following observational dimensions were used to describe 

the working of the interprofessional team: 

 the space in which the meeting took place  

 the members of staff who attended and what they did e.g. who chaired, 

who contributed  

 the activities that occurred e.g. meeting style, case review, decision 

making, patterns and variations between meetings   

 the atmosphere of the meeting e.g. style of meeting, role of the chair, 

scope to contribute, interruptions. 

The 13 mechanisms of interprofessional teamwork identified in the realist 

synthesis were used as the main themes for the analysis. Further detailed 

coding was not conducted but instead detailed descriptions of each theme 

were produced for each meeting and each team. 

6.2 Findings 

6.2.1 Mechanisms of teamwork and staff experience 

This section presents team members accounts of their experiences of the 

mechanisms of interprofessional team working. Extracts from the 

observations are highlighted in boxes to augment the interview data (Boxes 

4, 7 to 13 and 15). More information from the observations is provided in 

appendix 9. 

It should be noted that within their interviews, some participants talked 

about their experiences of uniprofessional team working, their experiences 

of wider liaison with external teams (e.g. district nurses, GPs etc) and their 

experiences of being a member of multiple teams. However, these issues 

were not explored in the analysis of the data. 
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The team members described teamwork processes which corresponded with 

the mechanisms identified in the realist synthesis. The analysis of their 

accounts of critical incidents provided some evidence for all 13 mechanisms 

(see Table 2 for the 13 mechanisms highlighted in the realist synthesis). 

However, some mechanisms were discussed more frequently than others. 

For example, collaboration and coordination, open and equitable 

communication, support and value and pooling were discussed more 

frequently than team behavioural norms, tactical communication or 

generating and implementing new ideas etc. The analysis of staff interview 

data did not identify any additional mechanisms.  

Within their accounts of critical incidents, team members sometimes 

described the mechanisms as being interlinked, for example, some said 

‘Mechanism 1’ (e.g. pooling of resources) could be a context for ‘Mechanism 

2’ (e.g. open and equitable communication) and/or an outcome of 

‘Mechanism 3’ (e.g. resulting in staff feeling supported and valued). 

However, for the purposes of this report, mechanisms are reported, as far 

as possible, in isolation from each other.  

In the next section, evidence will be presented by the team members 

interviewed which confirms or rejects the existence of each mechanism, the 

contexts which impact it and their associated outcomes. Direct quotes from 

team members are provided throughout and are formatted in quotation 

marks and italics. To protect staff confidentiality when using quotes, no 

information has been provided as to the setting in which the member of 

staff worked (i.e. acute, rehabilitation or community). However, quotes 

have been taken from staff working in all three settings. 

Mechanism: Shared sense of purpose 

Initial definition: Teams have an explicit and shared understanding of their 

objectives, values and vision which leads to a consistent approach to care 

and enhances team member motivation and commitment. 

Team identity  

When the mechanism was present, staff in all settings and across most 

professions and grades (though not social workers or HCAs) said that there 

was a shared team identity and that team members had the ethos of all 

being “in it together”. This was reported as satisfying to these staff, who 

described experiencing pleasure from feeling “part of something”, though 

they did not discuss the impact this had on patient care. In comparison, 

community team leaders/managers had experienced some difficulties with 

the strong team identity that the therapists in their teams had developed 

and had found that, on occasion, when these therapists had not agreed with 

the decisions management had made, they had joined together to oppose 

the management, leading to some conflict between the managers and the 

rest of the team: 
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 “the backlash was very much “we’re not going to do it, we don’t want 

to do it”... but because they were doing that in a collective format they 

were all kind of, you know, reassuring each other that “no we need to 

stand firm, we need to do this” (Pathway A, team leader). 

“it felt like a bit like a pack mentality. [...] it felt very threatening, it 

felt, it felt there was a lot of criticism” (Pathway B, manager) 

Staff did not discuss any experience of the absence of a shared team 

identity.  

The values of the wider organisation within which teams worked was a 

context influencing team identity, as a few staff in the community and 

rehabilitation settings felt that their managing organisations valued the 

acute teams more than the community or rehabilitation teams. These staff 

thought that their teams came closer together and developed a stronger 

team identity when they felt that their managing organisation did not value 

them. 

 

Box 4 Observation of the ‘shared purpose’ mechanism in 

interprofessional team meetings 

It was difficult to observe actions that specifically indicated that the teams 

had a shared sense of purpose, but generally discussions did seem 

purposeful to the observers, with a view to patients regaining independence 

and returning home or managing better at home. However, there were a 

few occasions, particularly in the acute team meetings, where the 

professional groups did seem to have different perspectives, with some 

tension between maximising patient potential/circumstances and 

discharging a patient home: 

Physiotherapist gave both short (standing transfer with one) and longer-

term goals (walking with stick indoors and outdoors) for the patient. The 

chair of the meeting sought clarification about the short-term goal. 

Physiotherapist referred to her notes about what her colleague had written 

about the patient. Colleague thought that the patient needed two to three 

weeks in unit. The medical consultant asked about suitability of early 

supported discharge, and together with the chair of the meeting asked why 

there was a need for extra time. Physiotherapist referred to notes and said 

for increased mobility. It was argued that the patient would get therapy at 

home but the physiotherapist responded that in their opinion the patient 

would benefit from more time on the unit. (Observation notes from a 

Pathway B team meeting) 

 

Shared focus and goal 

When the mechanism was present, staff in all settings and across all 

professions and grades talked about having a shared focus. They all said 
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that this shared focus was on the patients and that the common goal of the 

interprofessional team was to get patients better and discharged. No one 

highlighted any wider goals for the team itself outside of those relating to 

patients, though some staff within each team said that they did come 

together to reflect on what they wanted from their service (see ‘critically 

reviewing performance and decisions’). A few staff said that having a shared 

patient focus reduced conflict within their team because everyone worked to 

what the patient wanted as opposed to what the team wanted. Some also 

said that a shared focus resulted in more “holistic” or “better all round care” 

for patients, though one nurse acknowledged that this was an assumption 

rather than a fact.  

When the mechanism was absent, staff in the acute teams thought that the 

different professions had different or conflicting priorities of care and said 

that this made team working more difficult. Examples of this mainly centred 

around therapists and doctors and both said that external pressures (e.g. 

hospital bed demands, targets on patient length of stay etc) meant that 

doctors put pressure on therapists to discharge patients quickly when 

therapists wanted to do further assessments. This was a source of 

awkwardness and frustration within the teams, as therapists felt that 

doctors did not understand or disagreed with their reasoning, whilst doctors 

felt that therapists were overly cautious and protective over patients. 

However, the specific impact these conflicting priorities had on patient care 

was not discussed. Box 5 provides a CMO configuration for another example 

of conflicting priorities which was provided by a number of different 

therapists in one of the community teams. 
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Box 5 CMO configuration highlighting the absence of the ‘shared 

purpose’ mechanism in a community team 

Context A changing economic climate meant greater pressures were placed 

on community teams to prove their level of productivity and value for 

money to commissioners.  

Mechanism Community team leaders reinforced the need for therapists to 

meet particular standards by increasing their uniprofessional activity targets 

around patient contact (i.e. each therapy had to ensure that they saw X 

amount of patients per day, per week and per month). Therapists felt that 

their leaders’ priorities around these uniprofessional activity targets 

conflicted with their own desire to participate in more high quality 

interprofessional teamwork. 

Outcome As staff targets were uniprofessional, their uniprofessional work 

became their focus. Therapists started to spend more time alone out in the 

community with clients and less time goal setting and reviewing with the 

rest of the interprofessional team. Staff felt this was detrimental to 

interprofessional team working.  

Changing economic climate required community teams to prove their level 

of productivity to commissioners (C) → Therapists were given 

uniprofessional activity targets by their manager which they felt conflicted 

with their own desire to participate in more high quality interprofessional 

team working (M absent) → Staff concentrated on their own 

uniprofessional work at the expense of working together as an 

interprofessional team (O). 

 

In conclusion, the issues raised by staff around a shared sense of purpose 

were somewhat consistent with the initial definition of the mechanism, in 

that when the mechanism was present, staff felt they had a shared identity 

and a shared desire to offer high quality, patient-centred care. However, 

there was no discussion of a broader vision or goal for the team outside of 

patient care, as the initial definition described. There were few examples 

provided of the outcomes of the mechanism (other than that team working 

was more enjoyable to staff when the mechanism was present), and there 

was no discussion of how a shared sense of purpose might impact on 

patient care. Notably, community team leaders were also able to highlight 

some of the negative implications of a shared sense of purpose, which were 

not described in the initial definition. Furthermore, staff talked more 

frequently about the absence of the mechanism and the implications this 

had upon their working lives (though not on patient care), which suggests 

that the shared purpose mechanism may be more noticeable to staff when 

absent than when present. The targets and external pressures placed upon 
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staff were a key context impacting upon a shared sense of purpose which 

was also not highlighted in the initial definition. 

Mechanism: Pooling of resources 

Initial definition: Team working enables team members to pool their diverse 

knowledge, skills, experience, influence, resources and networks. This leads 

to a more comprehensive understanding of the patient and more efficient 

use of resources. 

Many staff from all settings and across all professions and grades 

acknowledged that strokes affected patients in very different and complex 

ways and that no one professional group (or individual) could have the 

knowledge or expertise required to treat the wide range of needs that 

followed a stroke. Therefore, these staff felt that one of the strengths of 

interprofessional team working was being able to draw upon different 

professional groups for the varying needs of the patient: 

“you’ve just got a big pool of skills when you have so many different 

people” (Pathway A, physiotherapist). 

“a bright and interested group of professionals who all bring different 

things to the patients’ care and the sum of which is much greater than 

the individual parts” (Pathway A, doctor).  

When the mechanism was present, each profession brought specific skills 

and expertise to the team that others did not possess and each profession 

knew different types of information about patients. A number of different 

outcomes of pooling were identified by various members of staff, including: 

higher quality decision making; more holistic care for patients; more 

thorough risk assessments; more comprehensive care packages; and either 

a quicker or a more appropriate (safer) discharge. A number of staff also 

said that pooling improved staff enjoyment and motivation at work and was 

beneficial for team members’ clinical practice and decision making. Box 6 

provides a CMO configuration for an example of the pooling mechanism 

which was provided by a member of staff in one of the acute teams. 

When the mechanism was absent, particular professions or individuals failed 

to contribute their knowledge, expertise or skill to the rest of the team. One 

example of this was highlighted by a few different members of staff in one 

acute team who all talked about the same incident with a patient. They said 

that doctors had failed to prescribe the patient the pain relief they required 

in order to participate in therapy, even though the therapists had repeatedly 

asked for it, as had the senior doctors. This had resulted in the patient 

experiencing unnecessary pain and discomfort and not being able to 

participate in therapy sessions, as well as the therapists feeling upset at 

having to see the patient in so much pain and frustrated that there was 

nothing more that they could do to help.  
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Box 6 CMO configuration highlighting the presence of the ‘pooling’ 

mechanism in an acute team 

Context A carer was very abrasive and aggressive with therapists and this 

had started to interfere with the patient’s therapy.  

Mechanism A therapist asked the psychologist to speak to the carer about 

this. The psychologist also talked to the therapists afterwards and explained 

that some of the carer’s behaviour was related to their culture (the 

psychologist had a good awareness of this culture) and that some of their 

behaviour was linked to the psychological impact the patient’s stroke had 

had upon them.  

Outcome This helped the therapists develop a better understanding of the 

carer’s circumstances. They worked with the psychologist to find ways that 

the carer could be involved with some parts of the therapy whilst still giving 

the patient and therapists the space that they needed in other sessions. The 

carer accepted this level of involvement and began to work more cohesively 

with the therapists and had less of a negative impact upon the patient’s 

therapy sessions.  

Carer disrupting therapy sessions (C)  Therapists asked psychologist to 

speak to carer and psychologist also helped explain carer behaviour to 

therapists (M)  Carer and therapist relationship improved and patient 

therapy time benefitted (O) 

 

With regards to contexts influencing pooling, some staff thought that 

pooling was aided by different professionals working in close proximity, 

whilst others thought that it was influenced by the complexity of the patient 

(i.e. patients with more complicated health care needs required more 

pooling of information from staff) and the size of the team (i.e. it was more 

difficult for everyone to pool information in very large teams without this 

taking up an inordinate amount of time).  

In conclusion, the issues raised by staff around pooling were consistent with 

the initial definition of the mechanism, in that when the mechanism was 

present, staff pooled their diverse knowledge, skills, expertise, ideas and 

resources. This resulted in many positive outcomes for both patients (e.g. 

more holistic care, more thorough risk assessments, more comprehensive 

care packages etc) and staff (e.g. improved staff enjoyment, motivation, 

clinical practice and decision making). Some staff had also experienced the 

absence of the mechanism and were able to highlight the negative 

implications this had upon themselves and the patient. A number of 

influencing contexts for pooling (e.g. size of team, proximity of staff and 

complexity of patient) were also highlighted, which were not originally taken 

into account in the definition of the mechanism. 
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Box 7 Observation of the ‘pooling’ mechanism in interprofessional 

team meetings 

Pooling of resources was observed during the meetings (although to a much 

lesser degree in the community team that discussed a very large number of 

patients in their meeting). During discussions of the patients, team 

members contributed their specific technical knowledge and assessment of 

the patient’s ability/function/condition and family and home circumstances 

(and the conversations they had had with patients and families). Sometimes 

this knowledge was not known by other team members, surprised them or 

was about something they would not normally see. Other times information 

was shared and verified. Team members often asked each other questions 

and appeared able to chip in with their own ideas and suggestions about 

patient care. Team members also pooled procedural/organisational 

policy/legal knowledge in response to team member’s questions.  

 

The consultant said the patient can’t move his arm well and asked the 

physiotherapist what impact this might have. The physiotherapist 

responded. The physiotherapist said there was mainly a problem with sitting 

balance. The sister said he was using a ‘standing hoist with two’ and was 

leaning to one side. The physiotherapist said “Oh really?” The OT said the 

notes said he had been sitting in an armchair in the nursing home he lives 

in. There seemed to have been some changes to the patient’s abilities since 

the handover from the nursing home and the OT said she would ask her 

colleague to review this. The sister said the patient is requiring one-to-one 

nursing care at night. The consultant seemed surprised by this and asked if 

that had changed. The sister and the discharge coordinator inputted to a 

short discussion on this. [...] The consultant asked the Registrar who the 

next of kin was but he didn’t know. The OT and the discharge coordinator 

fed back on this. (Observation notes from a Pathway A team meeting) 

 

Mechanism: Collaboration and coordination 

Initial definition: Role clarity within the team allows members to collaborate 

and coordinate their work. This reduces duplication or omission of services, 

ensures team members’ skills are fully utilised and increases continuity of 

care. 

Staff in all teams (but particularly those in the rehabilitation and community 

settings) talked of coordinating their services with external organisations 

and agencies, such as GPs and district nurses, but for the purpose of this 

report, only instances where staff talked about collaboration or coordination 

within their own team are reported.  
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Collaboration 

When the mechanism was present, therapists (particularly in the acute 

setting) said that they worked collaboratively with each other (i.e. different 

therapists worked with patients at the same time in joint therapy sessions 

and in combined patient assessments) and they felt that this was a more 

efficient use of their time and patients’ time. Some felt that joint sessions 

demonstrated to patients that staff were working as a team and were not 

just “random people coming and doing odd things”. Others said joint 

sessions helped their clinical reasoning and enabled therapists to make 

more rapid and focussed decisions together. However, some reported that 

problems arose in joint therapy sessions when one therapist was more 

senior than the other and when therapists were not clear about the reasons 

why they were working collaboratively: 

“if I am senior to the person I am doing a joint session, either she will 

kind of buy whatever I’m saying because I’m senior to her, okay, or 

else she won’t say her point of view” (Pathway B, OT).  

When the mechanism was absent, the different professions did not work 

collaboratively with each other. Examples provided of this mainly centred on 

therapists and nurses in the acute and rehabilitation settings not working 

collaboratively in joint sessions. Whilst a few therapists said that nurses 

would participate in joint sessions with them, many therapists and other 

professionals, such as a discharge coordinator and some nursing staff, said 

that therapists should involve nurses more often in their sessions. These 

staff felt that this would improve collaborative working and enhance the 

relationships between therapists and nurses, which would ultimately be 

beneficial to patient care (though they did not stipulate how):  

 “I think you can do all the joint sessions you like, but I think as a 

fundamental part of that joint session there should be a nurse 

because, whether they realise it or not, what you inadvertently do is 

empower the nurse even more and you also get them on side” 

(Pathway A, discharge coordinator).  

However, many of those who suggested that nurses should be more 

involved in therapy also acknowledged that nursing was under-staffed and 

therefore nurses often would not have the time to participate in any joint 

sessions.  

Coordinated care 

More staff (in all settings and across all professions and grades) talked 

about providing coordinated care than talked about working collaboratively 

together. These staff described coordination differently from collaboration, 

in that they felt it did not necessarily require joint working. Instead, they 

said this was about each profession taking responsibility for completing their 

own part of a patient’s care, whilst communicating regularly with others for 
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updates and feedback and ensuring that their work complemented, rather 

than contradicted others’ aims.  

When present, a frequently cited example of coordinated care in the acute 

and rehabilitation settings was nurses carrying out therapists 

recommendations when positioning and transferring patients. Many 

therapists and nurses in these settings felt it was important that nurses 

positioned and transferred patients in a way which complemented 

therapists’ recommendations because therapists spent a limited amount of 

time with patients and only worked on weekdays, whereas nurses were with 

patients twenty-four hours a day, seven days a week: 

“There’s no point us putting in some sort of treatment or technique 

that’s meant to be used and it only gets used on the... forty five 

minutes they’re with the OT... and not the rest of the time, it’s 

pointless” (Pathway A, OT).  

Most nurses said that they were happy to do this, but that they required 

clear and precise information from therapists in order to carry out their 

recommendations effectively. If nurses were short-staffed or if the 

instructions therapists provided were unclear, then they said that they were 

sometimes not able to follow through with therapists’ recommendations. 

Some felt that the large numbers of nurses working across shifts also made 

it more difficult for therapy recommendations to be accurately and 

consistently handed over to different members of nursing staff.  

Another frequently cited example of successful coordination in the acute, 

rehabilitation and community settings was staff making appropriate 

referrals to the other professional groups within their team. There were 

many examples of this provided by staff of all grades and professions, 

including nurses noticing that a patient’s mood had deteriorated and 

referring the patient to the psychologist and occupational therapists noticing 

that a patient was coughing on liquids and making a referral to the speech 

therapist.  

Some staff reported that having the ability to make referrals within the 

team made the process quicker than referring to external teams and 

ensured that patients received the appropriate specialist care for their 

needs as quickly as possible. In terms of other outcomes, a number of staff 

in all settings said that coordinated care contributed to patient goals being 

met and patients being successfully discharged from the team. They also 

said that coordinated care was more efficient, rewarding, supportive and 

enjoyable for staff.  

However, not all care delivered by the teams was felt to be coordinated and 

some staff gave examples of times when the mechanism was absent. This 

was most commonly highlighted in the community setting at times when 

different professions had different length waiting lists for patients. Many 

community staff felt that their care became disjointed at these times as 

instead of all professional groups seeing patients at the same time, one 
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might have finished working with a patient before another had even started. 

These staff felt it was more beneficial when the waiting lists were equal 

across all the different therapies and some talked about the benefits of 

bringing in locum cover when necessary in order to avoid these differential 

waiting times occurring. Different staff said that a lack of coordinated care 

had led to: patients being in contact with teams for longer; conflicting 

messages being given to patients and families by staff; frustration and 

hostility between staff; and a duplication of tasks and effort.   

In conclusion, the issues raised by staff around collaboration and 

coordination were consistent with the initial definition of the mechanism 

(although the role clarity aspect of the mechanism is discussed elsewhere – 

see ‘role blurring’). Staff of all professions said that they did effectively 

coordinate their work and therapists frequently said that they collaborated 

with one another in joint sessions and assessments (although it was less 

common for other professionals to collaborate in this way). Staff felt that 

collaboration and coordination reduced duplication and made the delivery of 

patient care more efficient and holistic. Some also felt it demonstrated to 

patients that the different professions involved in their care worked as a 

team. However, some staff also talked about the absence of the mechanism 

and the implications this had on their working lives (e.g. frustration and 

hostility between staff and a duplication of tasks and effort) and upon 

patient care (e.g. longer length of contact with team, and conflicting 

messages being received). It was felt that improving collaboration and 

coordination across all disciplines would further benefit patient care. The 

main contexts influencing the mechanism included staff shortages and the 

differential shift patterns of the different professions. 
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Box 8 Observation of the ‘collaboration and coordination’ 

mechanism in interprofessional team meetings 

Collaboration and coordination were observed during the meetings of all 

teams. There were opportunities for the team to check that certain activities 

had been completed and to coordinate their diaries and inform each other 

about planned meetings (e.g. case conferences, family meetings etc). 

During all the meetings, team members were also observed to ask other 

members of the team to see a particular patient or to share information 

about patient issues that they wanted the rest of the team to look out for: 

 

The speech therapist said that she was seeing the patient next week with 

the clinical specialist speech therapist and an interpreter. The 

physiotherapist wrote this in her diary. [...] The physiotherapist said that if 

she couldn’t rearrange her diary to go along to the meeting could the 

speech therapist try and arrange an appointment for her. The speech 

therapist offered to try and change the appointment time so that the 

physiotherapist could attend. (Observation notes from a Pathway A team 

meeting) 

 

Mechanism: Efficient, open and equitable communication 

Initial definition: Team members can offer their opinion and challenge one 

another and all contributions are given due consideration. Free and efficient 

flow of information helps avoid error, builds trust and allows decisions to be 

rigorously debated. 

Staff frequently talked about how they communicated with patients and 

their families, particularly around the importance of providing them with 

consistent messages. However, for the purposes of this report, only the 

descriptions of how staff communicated amongst themselves were 

highlighted.  
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Exchanging information 

When the mechanism was present, staff from all settings and all professions 

and grades said that their teams exchanged information verbally about 

patients in formal settings, such as ward rounds, handovers and team 

meetings and in informal, ad hoc conversations on the ward or in shared 

offices. This involved professional groups updating each other about how 

they found patients to behave or present within different settings, with 

different people and at various times of the day or night:  

 “I’d say ‘Oh I’ve been to see so and so today’ just to give an update 

on what I’d done” (Pathway B, speech therapist).  

“[the nurses] fed back to me that they felt the feeding regime needed 

to be changed because her position wasn’t very good overnight... so I 

used that information to then change it to a daytime regime so it just 

meant the patient was more comfortable” (Pathway A, dietician) 

The majority of staff also talked about how they made use of different forms 

of written communication within their teams, and this included using shared 

notes; whiteboards; patient folders; notice boards behind the patient’s bed; 

and email. Overall, most staff felt that good information exchange involved 

team members making use of both written and verbal methods of 

communication and they reported that this led to staff having a deeper 

understanding of what was happening in a patient’s care and being able to 

make better-informed decisions.  

When the mechanism was absent, staff did not exchange information 

appropriately and this led to patients not receiving the correct treatment or 

medication; delayed discharges or referrals; staff misinforming patients and 

families; a duplication of tasks and effort; and antagonistic relationships 

and staff frustration. 

With regards to contexts influencing information exchange, some staff felt 

that it was aided by co-location but hindered when there were language 

barriers between staff; when there were lots of part-time workers; when 

the team were short-staffed; and when different professional groups kept 

their own notes rather than using one centralised system. Even when there 

were shared notes, some said that problems still arose when staff did not 

read them, did not document information clearly within them, or used 

abbreviations and terms that others did not understand.  

Open and equitable communication 

When the mechanism was present, staff had in-depth and detailed 

conversations about patients with other professions and felt able to input 

their opinion on patients alongside those of others. Most of those who 

talked about this said that they felt their input was listened to and was 

valued, regardless of their profession or level of experience:  
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“I started there as a band five and immediately made to feel that my 

contribution to inpatient care was as valid as anybody else’s, which 

was really important” (Pathway A, speech therapist).  

However, in the acute setting, one HCA and one rehabilitation assistant said 

that they did not feel able to contribute to these discussions and both felt 

that this was related to the hierarchy in the team. One felt that they could 

not contribute because were not given a “voice” in the team, and the other 

regulated her contribution herself out of fear of saying the wrong thing:  

“I think it’s quite intimidating environment because there’s lots of very 

knowledgeable people...  and you’re aware of saying something stupid” 

(Pathway B, rehabilitation assistant).  

A number of outcomes of open discussion were identified by staff, and those 

who experienced the mechanism said it made them feel valued and 

supported and enabled disagreements within the team to be quickly 

resolved. Those who had not experienced the mechanism said that they felt 

unable to contribute to team discussions and this negatively impacted upon 

their confidence and made them feel that they were not valued members of 

the team. The direct impact of the presence (or absence) of open discussion 

on patients was not discussed. 

The most frequently cited context that staff felt enabled open discussion 

was teams having regular and appropriate communication forums (e.g. 

team meetings etc) in which these discussions could take place. The size of 

the team was also felt by a few as an important context, in that very large 

teams could be more intimidating or makes it more difficult for staff to be 

heard.  

Debating and challenging, disagreements and conflict 

When the mechanism was present, a small number of senior staff in all 

settings said that they were able to debate with and to challenge other 

team members if they did not agree with them. However, this did not apply 

to all senior staff, as some said that they still found it difficult to challenge 

or disagree with colleagues who had particularly strong or dominant 

personalities:  

“sometimes there can be dominance from one particular person, whose 

opinions will... take over [...] If you’re not necessarily confident to 

challenge that, it can be quite intimidating to turn round with an 

opinion to say, “Actually I’m not sure I do agree with that”” (Pathway 

B, physiotherapist).  

“you can argue with [Name] but you will always lose” (Pathway B, 

doctor).  

Many staff felt that it was inevitable that they would disagree with each 

other at times but some said that it was important that these 

disagreements did not become personal.  Instead, they felt it was important 
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that disagreements were handled professionally, with staff explaining why 

they each felt the way they did and trying to reach a mutually agreeable 

compromise. When issues did become personal between staff it was felt to 

be detrimental to team working. Incidents of interpersonal conflict were 

highlighted by a couple of staff and they said that this had resulted in the 

individuals involved staying away from each other or refusing to speak to 

each other outside of their professional capacity. They felt that this had 

made the environment uncomfortable or awkward for others.  

 

Box 9 Observation of the ‘efficient, open and equitable 

communication’ mechanism in interprofessional team meetings 

Communication was the main activity observed during the meetings, but it 

was difficult to judge exactly how efficient, open and equitable it was, since 

this is determined by the perspective of the people involved. However, at 

the majority of meetings, team members seemed comfortable with asking 

each other questions and chipping in when they had something to 

contribute. Sometimes their conversations were very detailed, 

demonstrating that the team had a good grasp of what the issues were for 

patients. Team members also sometimes disagreed with the views of 

another colleague and raised concerns about patient progress and clarity of 

treatment plans. However, within most of the team meetings, there were 

instances where it was suggested that further discussion about patients 

take place outside of the meeting. This suggests that perhaps these 

meetings were not intended to be a comprehensive review of patients in 

which all members of the team could discuss and provide input.  

In one of the community teams, a very large number of patients were 

reviewed in the meetings and the observers felt that this restricted the 

efficient, open and equitable communication mechanism. There were few 

opportunities to discuss patients in any depth in these meetings and the 

feedback that was given for some patients was very brief, with team 

members not questioning or challenging each others’ plans of care. 

Furthermore, as some team members left the meetings halfway through, 

there were fewer colleagues present to offer their opinion or ask questions: 

 

Patient 18 – The OT said the name of the patient and the physiotherapist 

gave some feedback. 

 [...]  

Patient 21 – The OT said the name of the patient but then skipped over the 

patient as the therapist treating him was not at the meeting. (Observation 

notes from a team meeting on Pathway A) 

In conclusion, the issues raised by staff around efficient, open and equitable 

communication were consistent with the initial definition of the mechanism. 

Staff said that they efficiently shared information with each other using a 

variety of communication aids and were able to have detailed and in-depth 
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discussions with each other about patients. Staff also said that they were 

generally able to mutually resolve disagreements and senior staff felt able 

to constructively challenge others. When present, the mechanism had 

numerous positive outcomes for staff, such as staff feeling able to make 

better-informed decisions and feeling valued and supported. However, no 

direct impact of the presence of the mechanism was identified for patients. 

In comparison, several negative outcomes for patients were identified when 

the mechanism was absent, including patients not receiving the correct 

treatment or medication and having delayed discharges or referrals. Thus, 

the direct impact of open and equitable communication on patients may be 

more noticeable to staff when the mechanism is absent than when present. 

A number of contexts were also felt to influence the mechanism including: 

the co-location of staff; the size of the team; staff shortages; and the 

availability of regular and appropriate communication forums and shared 

team notes. These findings further enhance the initial definition of the 

mechanism. 

Mechanism: Shared responsibility and influence 

Initial definition: Team members can influence team decisions and share 

responsibility for them. This makes members more committed to 

implementing team decisions, gives junior staff a greater sense of 

responsibility and provides members with support. 

Shared decision making 

When the mechanism was present, staff (most commonly doctors, senior 

therapists and senior nurses) said that they had an influence over clinical 

decision making in the team, particularly when there were complex or 

difficult decisions to be made. A few of those who mentioned shared 

decision making also said that staff who disagreed or objected to decisions 

were encouraged to share their feelings and that this was useful to the 

team, as individuals would sometimes change their opinion after hearing 

other people’s point of view. The presence of the mechanism resulted in 

more informed and higher quality decisions being reached by the team. This 

was because staff had the opportunity to gauge other people’s “moral 

compass”, so that they were sure their decisions were appropriate and were 

“the right thing to do” for the patient.  

Occasionally, staff also reported the absence of the mechanism. Some staff 

acknowledged that sometimes decisions had to be made without shared 

input, for example, decisions made at weekends when therapists were not 

around, and they thought that this was reasonable. Others felt frustrated by 

a lack of shared decision making, particularly if the reasons why the 

decision was made were not explained to them: 

“I suppose maybe your opinion isn’t taken into consideration as much 

as it should be... a decision is made but then you don’t really feel that 

your opinion’s been taken into consideration” (Pathway B, speech 

therapist).  
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With regards to contexts influencing the mechanism, staff felt that good 

communication through regular team meetings and a pooling of patient 

information enhanced shared decision making, as did having a lack of 

hierarchy within the team. 

Decision makers 

The initial definition of the mechanism states that all team members 

influence team decisions and share responsibility for them. However, in the 

acute setting, some staff felt that whilst they could provide input into 

decisions and that these were listened to and valued, the consultants had 

final accountability for patients and were therefore ultimately responsible 

for making a final decision. This seemed to have its benefits and challenges, 

as some staff agreed that there did need to be someone responsible for 

making a final decision, particularly in large teams where it was likely there 

would be many different perspectives and differences of opinion, otherwise 

important decisions would be delayed: 

“sometimes a decision just needs to be made and people need to be 

told “That’s not gonna happen and you need to listen to me.”” 

(Pathway B, social worker) 

However, a challenge of having an ultimate decision maker was that some 

therapists could feel devalued and de-motivated if they thought that doctors 

would always have the final say in decisions.  

Not all staff agreed that the doctors were the final decision makers, 

however, as a couple of staff felt that the ‘decision maker’ role changed 

depending upon the nature of the problem and the expertise, interests and 

skills of staff in the team at any given time. Even some of those who felt 

that doctors were the final decision makers acknowledged that the other 

professional groups had more influence in these teams than in other parts 

of the hospital. 

Shared responsibility  

Very few staff talked about shared responsibility within teams, however, a 

few staff in the acute and rehabilitation settings did say that when working 

with complex patients or difficult families, team working offered staff an 

opportunity to share responsibility and to protect themselves from 

individual blame by family members. There were no notable distinctions 

between the grade or profession of staff who felt this:  

“should there be difficult cases arise with family members, it’s useful 

that no one person is holding the whole blame” (Pathway B, doctor). 

“people are covering their arse... that’s why when the difficult stuff 

happens, everybody knows about it.” (Pathway A, nurse). 

In conclusion, the issues raised by staff around shared responsibility and 

influence were somewhat consistent with the initial definition of the 

mechanism. A number of staff did feel that they could influence decisions 
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(though it tended to be the more senior team members who said this). In 

most cases, shared decision making was seen to be advantageous and to 

ultimately benefit patient care. However, in contrast to the initial definition, 

not all staff felt that they could share decision making, and in the acute 

setting, the consultants were seen to have ultimate responsibility for 

making decisions. Whilst this was seen to be important for rapid decision 

making, it also made some therapists feel devalued and de-motivated if 

they thought that doctors would always have the final say. Similarly, very 

few staff talked about the shared responsibility aspect of the mechanism, as 

highlighted in the initial definition. Contexts influencing the mechanism 

were good communication through regular team meetings, pooling of 

patient information and hierarchy within the team. 

Box 10 Observation of the ‘shared responsibility and influence’ 

mechanism in interprofessional team meetings 

In the team meetings observed, some decisions appeared to be made very 

quickly, possibly because the decisions were easy to make (for example, 

because they were guided by operational guidelines or patient and family 

wishes, or they were issues that had been discussed in previous weeks etc). 

However, other decisions appeared to be very difficult to make and resulted 

in long discussions around ethical issues. This occurred most commonly in 

the acute setting, when teams talked about patients’ ongoing feeding plans. 

The chair of the meetings seemed to facilitate these difficult discussions by 

asking questions of staff and encouraging them to contribute their opinions 

to the decision making process: 

 

The consultant talked about the specific details of this patient’s care, raising 

the possibility of a PEG. He asked if anyone felt that putting in a PEG was 

not in her best interests. [...] The consultant said that they needed to take 

thought about possibly managing this patient’s end of life care on the ward. 

(Observation notes from a team meeting on Pathway A) 

 

In situations where the team could not agree, a decision was often deferred 

for a week, until the next meeting. Where a chair did not facilitate the 

discussion of difficult, value-laden clinical decisions, some team members 

appeared frustrated and asked them direct questions in order to move 

things forward (e.g. “so what’s the plan?”), suggesting that the team valued 

clarity and directness in dealing with complex cases and saw the need to 

ensure that difficult decisions were made. Sometimes it appeared that the 

team looked to the medical consultant to make a final difficult decision, 

although the medical consultants did also reinforce this at times. For 

example, with the patient described in the incident above, the consultant 

acknowledged that he would be the one who would have to sign the consent 

form for the PEG should they decide to go down this route, suggesting that 

he would be the one to take the ultimate responsibility for this decision.   
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Mechanism: Support and value 

Initial definition: Members of a team feel supported and valued and have 

mutual trust and respect for each other’s skills, knowledge and 

perspectives. This fosters motivation and commitment to the team and its 

goals and improves staff relationships. 

Friendly relationships 

“We’re very lucky here that the team gets on very well” (Pathway B, 

physiotherapist). 

When the mechanism was present, staff said they had a good rapport and 

had fun together at work, without crossing the boundaries of professional 

conduct. This was important to many staff and they reported that a good 

rapport eased the burden of their pressurised roles; made coming to work 

more enjoyable; helped them feel more comfortable in contributing ideas 

and input; assisted them in resolving disagreements more quickly; and 

encouraged more of a “give and take” attitude. Though most staff did not 

discuss the impact their friendly relations had on patients, two members of 

staff in the community teams said that patients preferred working with 

therapists who got on well because their enjoyment of the job “rubs off” on 

them. When the mechanism was absent, staff did not have these close, 

friendly relationships with each other. However, the direct impact of this 

was not discussed for either staff or patients. 

With regard to contexts, working consistently with the same people and 

being based on the same ward or shared office were felt to support friendly 

relations, as did having opportunities to meet informally outside of work, for 

example, at after-work drinks and Christmas parties. In the acute and 

rehabilitation settings, the large size of the teams made it more difficult for 

staff to all get to know each other, as did the different shift patterns that 

nursing staff worked. Some staff in these settings said that they did not 

always know the names of their colleagues and this made communication 

more difficult. They felt that uniforms and name badges helped with this, as 

did the weekly team meetings, which offered an opportunity for staff to get 

to know each other. Junior therapists and doctors also worked on rotation, 

therefore team members said that they had to try and build a rapport each 

time new staff entered the team. One rotational member of staff said that 

they did not put all their effort into building good relationships with their 

colleagues as they knew they would be moving on from the team after a 

short period of time.  

Support 

When the mechanism was present, staff said that the interprofessional team 

supported and assisted each other when they were busy or under-staffed. 

Some staff said that they worked in a stressful and often emotionally 

draining environment and that a supportive team enabled them to share 

their emotions, which reduced their feelings of personal burden and made 



© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health

      109 

Project 08/1819/219 

them feel less isolated. Others said that receiving support from colleagues 

improved team morale and made the working environment more enjoyable. 

However, occasionally the mechanism appeared to be absent, as some 

nursing staff and a discharge coordinator felt that the teams could be better 

at supporting each other. In particular, they felt that therapists could be 

better at supporting nursing staff and being more understanding if they 

were unable to get patients out of bed in time for therapy. No one discussed 

the impact that the lack of support had on staff or patients or highlighted 

the contexts that influenced supportive teams. 

Value and respect  

When the mechanism was present, staff said they felt valued as an 

individual and as a profession. It was important to these staff that each 

profession’s contribution was recognised and held in equal esteem and that 

everyone’s opinion mattered. They reported that this made the working 

environment more enjoyable for staff, raised their morale, increased their 

confidence and encouraged them to contribute more to team discussions. 

Having someone in a more senior position ask your advice helped staff feel 

more valued, as did: other professional groups being considerate of your 

workload and offering to help you with tasks; being praised for 

achievements; being trusted by others; being kept informed of decisions; 

having time for team reflection and development; and having a team leader 

who recognised and appreciated the team’s work.  

When the mechanism was absent, staff felt that the different professional 

groups were not equally valued or respected. Some nursing staff (nurses 

and HCAs) and a couple of rehabilitation assistants felt that there was a 

hierarchy within the teams (either currently or that there had been in the 

past), and that this meant other groups were seen as more important, had 

more power or were more appreciated than them:  

“if you told me to make a pyramid it would be... the doctors and the 

consultants on top with the consultants at the peak, therapists in the 

middle, ward manager, then towards the end the nurse, then at the 

end of the barrel the healthcare assistants.”  (Pathway A, HCA).  

“people... see [nurses] as a bit of a dogsbody and they’re there to do 

the washing and that’s about it” (Pathway B, nurse).  

“there’s definitely been dissatisfaction in this post... because 

[rehabilitation assistants] don’t feel that they are appreciated enough 

and they don’t feel they’re paid enough” (Pathway A, rehabilitation 

assistant). 

A couple of therapists also acknowledged that, although it was wrong to do 

so, some therapists didn’t always treat nursing staff with the greatest 

respect and that some might “rate themselves higher than nurses”:  
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“if the patient, for example, needed to go to the toilet, rather than us 

sort of like chipping in and helping, often we’ll be the first ones to step 

back and ask a nurse. And I think that’s quite hierarchical to sort of 

say, you know, “I’m too good for this”” (Pathway A, physiotherapist).   

With regard to nursing staff, some felt this hierarchy existed because there 

was very little research around the role of the nurse in stroke rehabilitation, 

whilst others felt it was because nursing staff were viewed as less qualified 

than other professions or were not as good at promoting themselves to 

others. With rehabilitation assistants, some thought the problems were 

linked to the lack of clarity around their role and to problems that had been 

experienced with staff in this role in the past. Believing that your profession 

was less valued than others made staff feel dissatisfied in their role and that 

they were sometimes taken for granted by others. One HCA described this 

by saying that HCAs were used as “a tool in the team, not a member of the 

team”, and that this could lead to a “we against them thing” (i.e. nursing 

staff versus the rest of the interprofessional team).  

Some therapists in the acute setting also felt that there was a medical 

hierarchy within the teams, in that medical staff had greater power or 

influence in the team than they did. Whilst some felt this medical hierarchy 

reinforced the lack of equality amongst team members and made therapists 

feel powerless at times, it did also have its benefits, for example, 

sometimes therapists felt that patients were more likely to listen to staff 

recommendations if they came from a doctor:  

“[the patient] wasn’t listening to anything I was going to say. He didn’t 

listen to the nurses as well, so I suppose it was the fact that [the 

doctors] were more authoritative... I think that [the patient] listened 

to them” (Pathway B, speech therapist).  

Trust 

When the mechanism was present, staff said that they were able to trust 

the expertise of other professional groups. They felt that trust developed 

over time and through getting to know different team members and 

learning about how they worked. However, the impact of trust within teams 

or the contexts influencing it were not explored. 

Forming opinions of others 

One aspect not highlighted in the initial definition of the mechanism was 

that different professions might hold stereotypical opinions of each other 

which negatively impact their relationships. However, some staff in the 

acute and rehabilitation settings talked about how they did hold 

stereotypical opinions or made judgements about their colleagues based 

upon their professional group and this was felt to be a barrier to team 

working. Past experience clouded judgement, and some acknowledged that 

they had joined their team with stereotypical opinions about other 

professions, including opinions about their character and how they behaved. 
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However, having the opportunity to work closely with these professional 

groups and to get to know them informally helped change their opinions 

and break down these stereotypes.  

In conclusion, the issues raised by staff were consistent with the initial 

definition of the mechanism, as many staff talked about feeling supported, 

valued, trusted and respected. However, a number of nursing staff and 

unqualified staff had experienced the absence of the mechanism, and there 

was some suggestion that they were less valued than other professional 

groups. This impacted the extent to which nursing staff and unqualified staff 

saw themselves as part of the team and led some to withdraw from it. 

Some staff also discussed the importance of their friendly relationships with 

each other and the stereotypical opinions they held about other professional 

groups that impacted upon these relationships, neither of which were 

identified in the initial definition. Whilst staff could easily identify the impact 

that the presence (or absence) of support and value had upon their own 

working lives, little discussion was given to the impact it might have upon 

patient care, which suggests that perhaps the mechanism is more important 

to staff job satisfaction and quality of working life than it is to care delivery. 

Hierarchy within teams appeared to be the contextual factor which had the 

greatest influence on the mechanism. 

Box 11 Observation of the ‘support and value’ mechanism in 

interprofessional team meetings 

It was difficult to observe whether members of the team felt supported and 

valued. However, there was generally a light-hearted atmosphere in the 

majority of meetings, with some humour and laughter which included the 

whole team. The chairs of the meetings did appear to influence a supportive 

atmosphere, particularly where team members were thanked for their input 

or the team were complimented for the work they were doing with patients. 

The chairs of some meetings were also observed to be respectful to team 

members, to encourage people not to interrupt and to listen to each other, 

to facilitate additional support to team members who were overburdened 

with work, to value the views of the team, and to be concerned for the 

wellbeing of team members:  

 

[The manager] said they had made “good progress. Well done!” 

(Observation notes from a team meeting on Pathway B) 

 

The speech therapist said that the patient had given her a bottle of wine to 

say thank you for carrying out the initial assessment. The physiotherapist 

teased her about taking the wine and the speech therapist said that she 

hadn’t wanted to offend him by not taking it. [...] Someone joked that 

perhaps they should all carry out their assessments separately to make sure 

that they all get their own bottle of wine and do not need to share one. 

There was more laughter. (Observation notes from a team meeting on 

Pathway A) 
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Mechanism: Critically reviewing performance and decisions 

Initial definition: Team working provides opportunity for group reflection, 

giving the team space to critically review its performance and decisions and 

to share feedback. This can result in better quality decision-making, the 

resolution of problems and greater self-regulation. 

Reflecting on patient cases 

A number of different professions (but not doctors) in all settings said that 

reflecting on patient cases after discharge was important for teams, both to 

identify where things had gone well and to acknowledge where things had 

gone badly. This team reflection was felt by some to result in collective 

‘team learning’.  

When the mechanism was present, teams reflected on patient cases 

together. Staff who talked about this said that teams needed to be able to 

accept that they sometimes made mistakes in order to learn from them and 

to make changes in the future, and that this required good communication 

amongst staff, an environment of trust, and an absence of blame. These 

staff also thought it was important to identify where things had gone well 

and to celebrate successes, as this enabled teams to think about how they 

could replicate this with other patients:  

“successes are brought back into the office and... I think we’re a good 

team for doing that... we will share successes. And share failures and 

reflect on them” (Pathway B, physiotherapist).  

However, in the majority of cases the mechanism was absent. Many staff in 

the acute teams said that they did not reflect as a group on patient cases. 

Most people who acknowledged this felt that this was a missed opportunity 

but struggled to identify when they would find time or what forum would be 

appropriate for reflection. A number of staff in the rehabilitation and 

community teams said that they did review patient cases as a team but 

would have preferred more opportunity to do so.  

Reflecting on team processes  

When the mechanism was present, staff in all teams and from all grades 

and professions, including doctors, said that they had the opportunity to 

consider team processes and procedural issues at their clinical governance 

meetings, in-service training sessions, team meetings and ‘away days’ and 

they reported that this was important for the development of the team:  

“if we don’t talk and reflect and think... there’s no kind of, flow or 

growth” (Pathway A, rehabilitation assistant).   

Some staff said that reflecting on procedural issues resulted in the 

generation of new or amended ways of working (see ‘generating and 

implementing new ideas’) but was restricted when staff simply accepted 
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that things operated in a particular way without questioning the reasons 

why, or were overly focussed on clinical work rather than team 

development.  

In conclusion, the issues around team reflection highlighted by staff were 

fairly consistent with the initial definition of the mechanism, though 

relatively few members of staff mentioned it in comparison to other 

mechanisms. Some staff did talk about how they reflected on patient cases 

and on team procedures, but most felt it would be beneficial to have more 

time and opportunity to do so. There was little discussion of the outcomes 

of team reflection other than its impact on team learning and development. 

Its impact upon patients was more assumed than explicit. Discussion of 

contexts influencing team reflection was also limited. 

 

Box 12 Observation of the ‘critically reviewing performance and 

decisions’ mechanism in interprofessional team meetings 

There were no instances of the team reflecting on their past performance 

with patients observed at any of the meetings. However, these meetings 

may not have been an appropriate forum for this, considering the volume of 

patients discussed at most meetings and the overriding need for the team 

to manage and review current patient care. There were a couple of 

instances where the team did discuss some procedural issues (e.g. the clear 

recording of external appointments for patients so that everyone knew 

about them and ensured they did not clash with scheduled therapy 

sessions). However, these tended to be general discussions about issues or 

comments made by individuals rather than team reflections:  

 

... the physiotherapist said... that they had a joint session booked in with 

the patient tomorrow to look at her feet but the sister said something about 

the patient having an appointment at the hospital around the same time. 

[...] The head of speech said something about needing to check diaries 

about these sorts of clashing appointments. She also said that she would 

speak to the admissions coordinator to check that all patients’ appointments 

are in diaries. (Observation notes from a team meeting on Pathway A) 

 

Mechanism: Generating and implementing new ideas 

Initial definition: Team working provides opportunity for collective learning 

and development, including sharing ideas and identifying and implementing 

of new ways of working. This can improve team effectiveness and improve 

patient care. 

“I think it’s really positive that we are always trying to improve things 

here and looking for ways to progress” (Pathway A, OT).  
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When the mechanism was present, some staff (often the more senior team 

members in all settings) said that they were able to offer (either directly or 

indirectly through their uniprofessional leads) their thoughts on new or 

improved ways of working and to suggest solutions to problems within the 

team. These staff felt that changes within the teams were both reactive and 

proactive; some change was imposed upon them through organisational 

demands or external factors such as policy and legislation changes, and 

other changes were instigated by the teams themselves. These staff felt 

that some of the changes they had experienced over the years (e.g. 

amendments to team protocols and paperwork, the purchase of new 

equipment to aid communication, or more frequent team meetings etc) had 

improved the team and resulted in it becoming more efficient. Other 

changes however, were viewed by some as unsuccessful and in these 

instances, staff reported that this was because they had not been consulted 

or invited to comment upon the effectiveness of the change before the 

decision had been made by management. 

The majority of staff who talked about this mechanism did not mention the 

impact it might have on patient outcomes, although one doctor in the acute 

setting said that change in their team had resulted in improved quality 

indicators, such as length of stay and mortality, despite the increased 

workload for the team since changing to a hyperacute specialist unit. A 

couple of staff did talk about the impact of the mechanism on the team 

itself, and said that having change imposed upon them due to 

organisational demands or legislation changes meant that they could not 

always work in the way that they wanted to. They said that going through 

the process of change, particularly big changes, such as restructuring, could 

cause friction, alarm and uncertainty amongst team members, but once 

staff became comfortable with the change, things seemed to improve.  

A number of contexts were felt to influence this mechanism. For example, 

some staff said it was important that team members were all open and 

committed to hearing new ideas and thoughts on how things could be 

improved within the service, as this encouraged staff to contribute more. 

Senior members of staff also seemed to be more willing (or have more 

opportunity) to highlight and explore solutions to problems than junior staff. 

A couple of staff felt that the size of the team had an impact, as some felt it 

was easier to offer up suggestions and ideas in larger teams as they 

naturally had a broader range of perspectives and opinions within them. 

Conversely, others felt that the larger the team the longer the process of 

change took, because teams had to consult with more people before any 

decisions could be made:  

“you have to kind of go through lots of different emails and CC’s and 

make sure everybody’s happy, in agreement before you change 

something” (Pathway A, physiotherapist).  

In conclusion, the issues around generating and implementing new ideas 

highlighted by staff were fairly consistent with the initial definition of the 
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mechanism, though relatively few members of staff mentioned it and it was 

discussed less frequently than other mechanisms. Those who did mention it 

tended to be more senior team members and they talked mainly about how 

teams were open to change and to implementing new ways of working in 

response to changing needs, which was an important characteristic in light 

of the great number of developments being made within stroke care at the 

time of the interviews. The majority of staff who talked about this 

mechanism did not mention the impact it might have on patient outcomes, 

although one participant said that change in their team had resulted in 

improved quality indicators, such as length of stay and mortality. A number 

of contexts were felt to influence this mechanism, such as the size of the 

team and the experience of team members, which further enhances the 

initial description of the mechanism. 

The mechanism was not observed in any of the team meetings. 

Mechanism: Individual learning 

Initial definition: Team working provides individual learning opportunities 

and relationships which promote professional development and help foster 

mutual respect for other professions, resulting in a higher quality of patient 

care. 

Learning from each other 

When the mechanism was present, interprofessional team working offered 

staff the opportunity to learn about areas of healthcare outside of their 

professional remit and to use this learning to enhance their work with 

patients in the future. However, it was mainly therapists who talked about 

this learning and in the majority of cases they referred to learning from 

each other rather than learning from doctors or other professional groups. 

No one talked of learning anything from nurses.  

Most staff said that this learning gave them a better understanding and a 

greater appreciation of the roles of other professions and was an important 

part of their professional development, and one which they found 

stimulating and enjoyable. They talked of this learning helping them to 

develop a more “rounded” view of patients and to “become a better worker 

holistically”. They said that they were able to adapt their interactions with 

patients based upon what they had learnt from others to ensure that their 

therapy time was maximised.  

Staff who talked about individual learning said that there were a number of 

formal and informal settings for this, including: in-service training; joint 

assessments and therapy sessions; team meetings; and day-to-day 

experiences on the wards. Some staff said that they learned more when 

there was a good mix of skills within the team, and whilst a few thought 

that the learning curve was steepest for junior staff rotating into teams, 

some senior staff also acknowledged that they continued to learn from 

others throughout their time in the team:  
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“I like acknowledging that there’s a lot I don’t know and then asking 

the question “well what’s that?”, you know, “that’s an abbreviation, I 

don’t know what that is, what is that diagnosis?” ‘cause you can never 

know it all.” (Pathway B, manager).  

Teaching others 

In addition to learning from others, some staff also talked about the 

importance of teaching other members of the team. When the mechanism 

was present, a few senior members of staff talked about teaching the newer 

and more junior colleagues within their team: 

“being quite senior in the team... my legacy is to pass it all on to other 

staff that are either new to the team or are of a more junior grade so 

that my experience I hand on to them... I hope that that aids their 

learning and competency development during the time that they’re 

here” (Pathway B, manager).  

These staff generally found teaching others to be rewarding, although one 

member of staff said that they also found it frustrating and disrespectful 

when junior staff came into the team who did not recognise that they could 

learn from others and were not prepared to listen or take on board what 

she taught them. The direct impact that teaching in teams had upon 

patients was not explored. 

In conclusion, the issues around individual learning highlighted by staff 

were somewhat consistent with the initial definition of the mechanism, 

though it was mainly therapists who said that they learned from each other, 

rather than this learning occurring across the whole team. Many staff felt 

that learning aided their professional development and they enjoyed and 

were stimulated by learning from (and teaching) others. These staff also felt 

that they were able to develop a more holistic view of patients through 

learning and reported that this helped maximise their patient contact time. 

Few contexts influencing the mechanisms were discussed.  

The mechanism was not observed in any of the team meetings. 

Mechanism: Leadership 

Initial definition: An identifiable leader establishes the team’s culture, 

engages and motivates the team, ensures communication flows and creates 

a safe climate for constructive debate. Through this they elicit commitment 

to the team and its objectives. 
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In contrast to the initial definition of the mechanism, there was a sense that 

leadership was not simple in these teams and that instead a complex 

leadership structure of uniprofessional managers and interprofessional leads 

was required in order to meet the needs of the team:  

“that vertical horizontal kind of column overlap... is how the team 

works [...] you do need that, the criss-crossing of the [uniprofessional 

managers and the interprofessional lead] to make a multidisciplinary 

team effective” (Pathway A, physiotherapist).  

Staff talked most frequently and fervently about their uniprofessional 

managers and the guidance and support offered by them. However, for the 

purposes of this report, only the instances where staff discussed the 

overarching interprofessional team leader were highlighted and this was one 

area in which the three settings greatly differed; community teams had a 

very clear team leader, the rehabilitation team lacked clarity over 

leadership and the acute teams were generally seen to be consultant-led, 

with one acute team having rotating leadership between the consultants.  

Leadership in community teams  

The community teams had leaders who were responsible for the line 

management of all professions and most staff experienced no problems 

being managed by a different profession: 

“it doesn’t necessarily have to be, you know, somebody from the same 

discipline as you... I don’t think that matters, I think managerial skills 

are managerial skills and you’re either gonna be good at it or you’re 

gonna be bad” (Pathway B, OT).    

There were, however, some challenges in being managed by another 

profession. For example, some staff had encountered questions about 

complex issues specific to their own profession that a team leader outside of 

that profession did not know the answer to. Leaders/managers also 

sometimes felt they had a difficult role and did not always feel like part of 

the team because they had to challenge therapists and to steer them to 

think more organisationally and that this “doesn’t make you popular”.  

Leadership in the rehabilitation team 

Most staff in the rehabilitation setting spoke of leadership relating to their 

uniprofessional team and did not talk of a distinct interprofessional team 

leader. However, a couple of staff said that the team did not have an 

interprofessional leader and that this was to its detriment:  

“I think the whole place does suffer from the fact that there is... 

nobody really in charge... there is no, sort of, centralised lead for the 

place” (Pathway A, speech therapist).  

The main concern for these staff was that without one overarching team 

leader, each uniprofessional lead had to agree to a decision for it to be 
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approved and that this could sometimes slow down the decision making 

process. These staff felt that having one team leader or centre manager 

would therefore be beneficial to team working.  

Leadership in acute teams 

In the acute setting, most staff felt that the units were consultant-led. For 

some this was because doctors were seen to carry the final responsibility for 

patients (see ‘shared responsibility and influence’), whilst others felt that 

this was simply the natural role that doctors assumed: 

“... the medical fraternity do tend to be natural leaders because they 

have that natural confidence, they’ve been the top of whatever they’ve 

done beforehand so they naturally lead, whereas I think from a 

nursing perspective I don’t think we’re natural leaders necessarily... I 

think we tend to compromise more.” (Pathway A, nurse). 

In one of the acute teams, consultants rotated their leadership on the ward 

and some staff said that this could be “destabilising” for the team. Some 

staff felt that they were better able to communicate with some consultants 

than others (mainly because some consultants came on to the ward more 

often than others when they were leading the team). One nurse also 

referred to the different personalities of the consultants as causing “a Jekyll 

and Hyde aspect to our being on the ward”, but felt that because the 

consultants were all so good at their jobs this did not have a negative 

impact upon the unit.  

Not everyone agreed, however, that the acute units were medically led, and 

a few said that whilst the consultants were the “figurehead” of the wards, 

there were in fact “different leaders for different parts of the team” and that 

each had responsibility for leading and managing their own part. In one 

unit, a senior nurse was seen as “the heart of the... whole ward” and as 

being a positive role model for all professional groups, including doctors.  
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Box 13 Observation of the ‘leadership’ mechanism in 

interprofessional team meetings 

In one acute team, the identified team leader always assumed a leadership 

role within the meeting, even if not present at the start. The attendees 

appeared to look to him to lead the team and often mentioned his views 

when he was not present. Although he was observed to do most of the 

talking during the meeting, he appeared to trigger most of the discussion by 

asking team members direct questions or asking general questions of the 

team such as “does that sound reasonable do you think?”  He allocated 

himself difficult conversations with relatives in order to avoid any tension 

between the team and the family:  

The consultant... said that he would need to talk to the patient’s wife about 

this. [He] said that he did not want there to be any awkwardness between 

the team and the patient’s family about this issue (Observation notes from 

a team meeting on Pathway A) 

In comparison, the identified leader of the interprofessional team was not 

present at any of the meetings in the other teams. However, the majority of 

these meetings were skilfully chaired by other senior team members. 

Generally, meeting chairs provided a clear process throughout the meeting 

and kept everyone on track, by providing summaries and action points at 

the end of discussions. Some chairs appeared more assertive than others, 

particularly in the acute care units, where perhaps care processes are more 

time pressured. However, there was the sense that discussions were 

supported and allowed to occur before drawing to a close and moving on to 

the next patient:  

 

[The manager] finished by asking “is there anything else we want to say?” 

and no one added anything. (Observation notes from a team meeting on 

Pathway B) 

 

Characteristics of good leaders 

Despite the different leadership structures within the teams, staff all 

generally agreed on the qualities and characteristics of good leaders, which 

included: noticing and praising staff for good work; motivating others; 

having a desire to provide high quality care and expecting this from others; 

asking for feedback; being a good communicator and listening to others; 

facilitating different opinions and points of view in order to achieve a 

positive outcome; managing conflict; being supportive and approachable; 

being willing and able to apologise for mistakes made; having optimism and 

resilience; fostering a team identity and ethos; being realistic about what 

people can achieve; and making staff feel trusted and valued. Staff also felt 

that leaders had a responsibility to: ensure that all professional groups were 
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involved in decisions; assist staff in managing stress; advocate for the team 

to the wider organisation, commissioners and other external agencies; and 

to ensure that the team had adequate time and space for reflection and 

development.  

In conclusion, the issues around leadership discussed by staff were different 

to the initial definition of the mechanism, perhaps because the context 

within which these teams worked was more complex than the definition 

suggests. Whilst the qualities and characteristics of good leaders highlighted 

by staff were consistent with those in the initial definition, these were often 

only attributed to uniprofessional leads or to community team leaders 

because staff found it difficult to identify one clear interprofessional team 

leader within the other settings. Even in the community teams, there were 

challenges of managing and being managed by someone of a different 

profession which were not identified in the initial definition. Few outcomes 

or influencing contexts of leadership were identified by staff.  

Mechanism: Tactical communication 

Initial definition: Team members control the amount or type of information 

they share with other team members for their own or what they perceive to 

be their patient’s advantage. This can avert open disagreements and help to 

negotiate team hierarchies or conflicting treatment models. 

When the mechanism was present, a few staff in the acute and 

rehabilitation settings (there were no notable distinctions between 

profession or grade) said that either they or others within the team 

occasionally participated in obstructive behaviour when communicating with 

others in order to achieve an outcome that was to their own advantage. In 

only one case was this obstructive behaviour attributed to the personality of 

the individual themselves, i.e. being focussed only on the interests of their 

uniprofessional team and therefore prepared to “sabotage” anything which 

did not benefit their agenda. For others, obstructive behaviour arose out of 

feeling aggrieved in some way by team members. For example, one HCA 

said that she was willing to help other professionals so long as they were 

being respectful towards her, but if she felt that they were being 

disrespectful, she would refuse to help.  

Other ways of communicating tactically in all three settings included saying 

or doing things in a specific way in order to influence a decision or allocation 

of a task. For example, one nurse said that they had learnt to adapt the 

way they talked to other professionals in order to ensure that things were 

done in the way that they wanted them to be: 

“I’ve learnt a way of kind of getting my own way in a manner where 

they think that we’ve come to a sort of a sensible solution” (Pathway 

A, nurse).  

The impact of tactical communication on patients was not discussed. The 

small number of staff who acknowledged that they communicated tactically 
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on occasion said that these techniques were either learned through 

experience or by seeing how different kinds of communication patterns 

worked successfully for others.  

In conclusion, many of the issues around tactical communication highlighted 

by staff were consistent with the initial definition of the mechanism, as 

some staff did say that they consciously controlled the ways in which they 

communicated with other team members. However, this method of 

controlling communication was related to achieving a particular outcome for 

someone’s own advantage (or for the team’s advantage) and not 

necessarily for the patient’s advantage, as highlighted in the initial 

description. No ways in which tactical communication impacted patients 

were explicitly discussed. The main influencing context for tactical 

communication appeared to be whether staff felt aggrieved in some way by 

their colleagues. They were more likely to participate in tactical 

communication when this was the case. 

The mechanism was not observed in any of the team meetings. 

Mechanism: Role blurring 

Initial definition: A shared body of knowledge and skills between team 

members means that some elements of a professional’s roles can be taken 

on by others if needed. This overlapping of roles helps ensure the carryover 

of tasks when a professional is absent. It can also aid professional 

development and lead to greater continuity of patient care. 

For the purposes of the staff interviews, role clarity was moved from the 

‘collaboration and coordination’ mechanism to the ‘role blurring’ mechanism. 

Staff talked more frequently about the importance of role clarity than of role 

blurring, and when role blurring was discussed, it was usually in the context 

that this firstly required role clarity.  

Role clarity 

Across all professions and grades in all teams, staff referred to the 

importance of role clarity, both in terms of their own role and also about 

other people’s roles: 

“understanding each other’s role is really important because if you 

don’t understand what your role is and what somebody else’s role is 

you can’t really work effectively together” (Pathway A, OT).  

Understanding one’s own role. When the mechanism was present, staff felt 

that they had a good understanding of their own roles. However, in the 

acute setting, some felt that junior staff rotating in to the team were not 

always aware of the tasks within their remit, particularly if they had not 

worked in the field before.  

Understanding the role of others. When the mechanism was present, staff 

also had clarity around the roles of other professions and their timetables 

and working practices. This meant that staff were more able to understand 
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the reasons why certain protocols or restrictions were put in place by others 

and more likely to prevent inappropriate referrals being made.  

Staff highlighted a variety of different contexts which they felt enabled them 

to know more about each other’s roles, including: being based on the same 

ward or working closely together on a regular basis; having an induction 

process upon joining the team, whereby they spent time with different 

professional groups; being open and interested in learning about other 

roles; and having regular team meetings. Some staff also felt that 

professional groups had a better understanding of the roles in the team that 

were more similar to their own.  

Whilst understanding the roles of other professions was acknowledged to be 

important, staff did not always feel that others had a good understanding of 

their role and remit, therefore on these occasions role clarity was felt to be 

absent. This was most notable amongst nurses and OTs in the acute and 

rehabilitation settings.  Some nurses felt that the team did not acknowledge 

all of the different things that nurses did on a daily basis and thought that 

therapists did not always have a good understanding of nursing timetables 

and would therefore book meetings at times that were inconvenient for 

nursing staff to attend. A number of OTs also felt there was a poor 

understanding of their role, particularly around issues associated with 

ordering and accessing equipment:  

“there seems to be this perception that... we seem to have this 

stockpile of all these chairs, that we can just go and get one, and it 

isn’t like that at all” (Pathway A, OT). 

This was frustrating for these OTs and made them feel the need to 

frequently state what they were doing and why, and to try and convey the 

value of what they were doing to other professional groups, while at the 

same time being conscious of not going “on and on” about it. However, the 

OTs interviewed in the community setting said that their colleagues had a 

good understanding of their role, and that this came from working closely 

together, sharing patients, and from previous training.  

Role blurring 

When the mechanism was present, staff went beyond the boundaries of 

their role, when this was required, in order to meet the needs of the 

patient:  

“I am willing to, you know, bend guidelines... and think outside the 

box to get the best outcome. (Pathway B, social worker) 

One way in which staff went beyond their professional boundaries for the 

benefit of patients was by taking on additional non-specialist tasks. For 

example a physiotherapist in the acute setting said that she made a 

telephone call to family members, even though she felt it was not within her 

remit to do so, because she felt this “fills in those gaps” and “makes the 

team run a bit smoother”.  
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Occasionally staff also talked about specialist tasks that could be 

undertaken by other professions, and in the majority of cases, this was 

therapists referring to nursing staff carrying over their recommendations 

around particular ways of transferring or positioning patients (i.e. the 

nurses carrying out a role which was already within their remit but in a 

slightly different way, in order to complement the recommendations of the 

therapist - see ‘collaboration and coordination’). Actual instances of role 

blurring (i.e. one professional carrying out a task specifically within the 

remit of another) were rarely mentioned, but one example involving 

psychologists was highlighted by members of staff in two different settings, 

whereby the psychologists advised other professions on psychological 

principles that they could incorporate into their therapeutic work in order to 

manage a difficult situation without the psychologist’s direct involvement. 

An example of this, which was provided in the rehabilitation team, is 

highlighted as a CMO configuration in Box 14. 

 

Box 14 CMO configuration highlighting the presence of the ‘role 

blurring’ mechanism in a rehabilitation team 

Context The patient wanted to leave the unit but the treating team felt that 

the patient lacked the capacity to make this decision. The patient’s 

psychologist (who would typically be responsible for dealing with issues 

around capacity) was on leave but it was felt by the rest of the patient’s 

treating team that asking another psychologist (that was unknown to the 

patient) to carry out a capacity assessment would be perceived as 

threatening by the patient.  

Mechanism The other professions in the treating team consulted a 

psychologist around the capacity issue and asked for their advice in carrying 

out the assessment but did not feel that this psychologist necessarily 

needed to be the one to carry out the assessment. Instead another member 

of the patient’s treating team, who knew the patient well, carried out the 

assessment, whilst taking on board the advice of a psychologist.  

Outcome The assessment was carried out and a contract was agreed 

between the patient and the team, with a structure put in place on when 

and how the patient could access the community. This enabled the team to 

maintain their positive therapeutic relationship with the patient.   

Patient required a capacity assessment but was threatened by a 

psychologist that was unknown to them carrying this out (C)  

Psychologist advised other professional groups so that they were able to 

carry out the assessment instead (M)  Therapeutic relationship between 

the team and the patient was maintained (O) 

 

In terms of the outcomes of role blurring, a small number of staff felt that 

one profession being able to take on certain aspects of another’s role was 
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beneficial to the team in busy periods, as if other people were brought in to 

help out with basic tasks, this reduced pressure and allowed staff to 

concentrate on the specialist tasks that only they could do. 

More people however, talked of the risk of tension or resentment building in 

the team around role blurring, particularly if one professional group always 

felt that they were doing someone else’s role or if this had a negative effect 

on the amount of time that someone was able to spend on their own role. 

Indeed, many staff said that it was more important for professional groups 

to maintain their professional identities and to recognise and respect where 

their role and specialism ended and someone else’s began than to have an 

overlapping of roles within the team. In this sense, the absence of role 

blurring appeared to be more important to the majority of staff than its 

presence. Overstepping boundaries through role blurring made some staff 

feel professionally threatened or irritated:  

“I don’t like it when therapists think they have enough clinical 

experience... to make a statement and not be persuaded by what I 

might say... so that can sometimes irk me if I feel my toes are being 

trod on a little bit, that I wouldn’t tell them how to do their therapy” 

(Pathway B, doctor).  

Some staff were also concerned that role blurring could lead patients to be 

confused about which profession to go to with the different problems they 

faced. 

With regard to contexts influencing the mechanism, where role blurring was 

a short term or temporary response to a problem, for example, in reaction 

to unequal waiting lists for different therapies within community teams, it 

did not seem to cause as many issues for the team as when this was a 

longer term or unresolved issue. Prior experience of team members also 

seemed to be helpful, as those who said they had prior experience of 

working in teams with blurred boundaries reported that they found it easier 

than those who did not. 

In conclusion, the issues around role blurring highlighted by staff were 

consistent with the initial definition of the mechanism, though the absence 

of the mechanism appeared to be more important to staff than its presence. 

Staff talked more frequently of the need for role clarity and the importance 

of maintaining professional boundaries and it was felt that staff should only 

step outside of these boundaries if it was for the specific benefit of the 

patient and if done with due care and attention. Though there were some 

positive outcomes associated with role blurring, staff were far more 

concerned with the negative outcomes the mechanism could provoke, 

including staff feeling professionally threatened and frustrated, resulting in 

tension within teams. There was also some concern that role blurring might 

be confusing for patients. Some important influencing contexts were 

highlighted for the mechanism, including whether role blurring was a short- 

or long-term response and whether staff had previous experience of 
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working within teams with blurred roles. All of these factors further enhance 

the initial definition of the mechanism. 

The mechanism was not observed in any of the team meetings. 

Mechanism: Team behavioural norms 

Initial definition: Teams develop and share behavioural rules (explicit or 

implicit) which govern acceptable ways of working together, e.g. expected 

standards of practice, behaviour and attitude. Failure to follow the team’s 

norms can have negative consequences, including unpopularity or exclusion 

from the team. 

The way things work 

Team behavioural norms were rarely mentioned by staff and only arose in a 

few interviews with senior staff (mainly in the acute setting) when they 

talked about interprofessional working as being ‘the way that things work’ in 

the team, though they didn’t articulate upon this in any greater detail:  

 “everybody here will be into multiprofessional working and I don’t 

think they’ll particularly think about it that much because that’s just 

what we do” (Pathway A, nurse). 

“it just happens automatically” (Pathway B, OT).  

“I think it’s just the sort of nature of the stroke team that we kind of 

do everything as a team” (Pathway A, doctor).  

The ‘way things work’ was always talked about in relation to new members 

of staff coming in to the team and learning about the way the team 

operated. Staff who talked about this said that inductions were the most 

important place for learning how things worked. One new member of staff 

in the acute setting said that she spent time observing how the team 

worked together and tried to participate in the same way. No one spoke 

about the outcome of team behavioural norms.  

Fitting in 

Only one member of staff (a HCA) talked about the need to fit in with the 

team: 

“you have to join the team, if you don’t join the team you look like an 

outsider” (Pathway A, HCA) 

She had experienced this when she reported an issue that she was unhappy 

about within the team, but was told by her senior, “it’s the normal way to 

behave... ‘don’t confront that, don’t challenge that’”. She found this difficult 

but did not know what else to do about it because “you’d be a fool to be the 

one who comes to stir the nest” and “either you join them or you leave 

them”. This was one of the issues that had led this HCA to feel somewhat 

disillusioned with the team.  
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In conclusion, the issues around team behavioural norms highlighted by 

staff were somewhat consistent with the initial definition of the mechanism, 

though very few members of staff actually mentioned it, and where it was 

mentioned, less detail was provided than in the initial mechanism. These 

staff simply discussed a general sense of ‘how it is’ in the team and gave 

examples of how new members of staff were introduced to that way of 

working. No one highlighted any explicit rules around standards of practice 

or appropriate behaviours or attitudes within the team and only one 

member of staff talked about the need to fit in. No impact of team 

behavioural norms for staff or patients was discussed. 

 

Box 15 Observation of the ‘team behavioural norms’ mechanism in 

interprofessional team meetings 

It is possible that there were team behavioural norms operating within the 

team meetings, although how strong these were was difficult to determine. 

In acute care meetings particularly, the structured order of feedback and 

swift exchange from one professional to another was possibly a behavioural 

norm, and attendees did sometimes comment when members of the team 

did not adhere to the structured order of discussions. However, senior 

members of the team did not always adhere to this order in the meetings 

observed.  

 

Summary 

This section has presented findings on staff experiences of the mechanisms 

of interprofessional team working using data collected from interviews with 

fifty six members of staff on both stroke care pathways.  In summary, the 

key points arising from the analysis are: 

 The mechanisms most frequently discussed by participants were open 

communication, support and value, collaboration and coordination and 

pooling. Open communication, collaboration and coordination and 

pooling were the mechanisms that participants most commonly linked to 

clear patient outcomes, whilst support and value was most commonly 

linked to staff or team outcomes. Other mechanisms were discussed 

less frequently by participants and they also seemed to have greater 

difficulty in linking these other mechanisms to clear patient outcomes.  

 Leadership was complex within these teams, and participants in the acute 

and rehabilitation settings found it difficult to identify one clear team 

leader. Participants talked more about their uniprofessional team 

leaders and the guidance and support offered by them. Being managed 

by someone outside of participants’ profession could be difficult at 

times, therefore participants felt it was important that there was a 
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structure of uniprofessional managers and interprofessional leaders 

available to them.  

 Whilst staff felt it was important that all professions within a team were 

valued and respected, there was suggestion that there were hierarchies 

within some of the teams and that nursing staff and unqualified staff 

were viewed as being at the bottom of that hierarchy and medicine at 

the top. Staff who were viewed as (or thought themselves to be viewed 

as) lower in the hierarchy sometimes felt that they were taken for 

granted by others or that they were powerless in the team and this 

sometimes negatively impacted upon their enjoyment of team working 

and the extent to which they saw themselves as part of the team.  

 Uniprofessional targets (e.g. activity targets, length of stay targets, 

patient contact targets) inhibited interprofessional working and could 

lead to conflicting priorities amongst professional groups.  

 Mechanisms of team working are complex and often interlinked, and one 

mechanism could be a context for another and/or an outcome of a 

further mechanism. Though considering mechanisms in isolation from 

each other is important for understanding the mechanisms themselves, 

it is important to be aware that, in reality, these mechanisms are closely 

intertwined and overlapping.   

6.2.2 Facilitators and barriers to effective team working 

This section presents participants accounts of their experiences of the 

facilitators and barriers to effective interprofessional team working. 

Participants were asked what factors facilitated and inhibited 

interprofessional teamwork at the individual, team or organisational level. 

Their responses were analysed as described in section 6.1.2.  

Participants suggested a variety of factors both internal and external to the 

teams that facilitated or hindered team working. Elements of some of the 

mechanisms identified in the realist synthesis were identified again as 

important influencing factors. In particular, the support and value 

mechanism and the open communication mechanism accounted for the 

majority of responses to questions about facilitators and barriers to 

effective team working. However, these have not been reported here in 

order to avoid repetition from section 6.2.1.  

Personal factors 

One of the most frequently raised influences on teamwork was the 

personalities and personal traits of team members. In acute setting, a 

positive attitude towards interprofessional teamwork was identified as 

helpful: 
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 “you’ve got to want to work within a team to work effectively in MDT. 

[...] you can’t be someone who thinks you can do it on your own.” 

(Pathway A, speech therapist) 

Participants acknowledged that there were always colleagues they worked 

with more successfully than others, but several mentioned dominant 

personalities who intimidated new team members or whose opinions could 

take over. Conversely, some dominant personalities were perceived to 

facilitate teamwork by motivating the team and setting an example.  

Team members’ training and skills also facilitated or inhibited teamwork. 

Acute team therapists contrasted the teamwork-relevant training they 

received with that of medical students and staff at the rehabilitation centre 

highlighted how its mix of expert specialist skills facilitated teamwork. 

 

Team level factors 

Participants from all settings said that their team leaders were important 

enablers of teamwork. Leaders were community team managers or senior 

acute team staff such as consultants or senior nurses. Leaders motivated, 

directed and involved team members and helped resolve problems. The 

need for uniprofessional team leaders to “mould their team” toward 

interprofessional teamwork was also mentioned: 

“[the senior nurses] can really very well motivate people. Not only 

nursing staff but also doctors” (Pathway B, doctor) 

“that’s important as well [...] you can talk to your team leader if there 

are issues of concern and that you’re going to be listened to and, yeah, 

things get resolved.” (Pathway A, nurse) 

Consistency of people and processes was perceived to support teamwork. 

Stable teams meant members consistently dealt with the same people, 

enabling them to know each other better and giving people “a reason to 

invest in the team”. Views were mixed, however, on rotational posts, but 

several saw both advantages and disadvantages to them. Rotational staff 

took time to become fully effective team members, but they also brought 

new skills and fresh ideas. Regular meetings with a familiar format were an 

example of consistent processes: 

“a Monday MDM always happens, you know, and nine times out of ten 

it’s the same people there and the format’s pretty much the same” 

(Pathway B, social worker) 

Pathway B acute team participants felt the team’s large size inhibited 

communication at times and noted how large ward rounds had become, 

making it difficult for therapists to screen patients and intimidating for 

junior staff. Rehabilitation and community teams saw advantages in being 

smaller, as it meant they knew each other well, communicated easily and 
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had a “nicer hierarchy”. One participant, however, noted that in small 

teams: 

“there may be more of a narrowed view, especially when they’re all 

very static members of staff” (Pathway B, physiotherapist) 

Nearly all participants belonged to more than one team, the minimum being 

their interprofessional stroke team and their uniprofessional team. Such 

multiple team membership was perceived as an inhibitor of teamwork at the 

rehabilitation centre where an example was given of uniprofessional teams 

stifling innovation. Allegiance to uniprofessional teams was perceived by 

some to be detrimental to interprofessional care: 

“I don’t truly think that we are yet a multidisciplinary team working 

together and we won’t be a multidisciplinary team until we clear all 

those little silos” (Pathway A, nurse) 

Part-time working was seen by some as an inhibitor of teamwork because it 

made communication and scheduling harder, but one participant recognised 

that it also improved skill mix. 

Setting-related factors 

Participants raised a number of issues to do with the settings they currently 

or had previously worked in. The most frequently mentioned were co-

location or having a shared team base and, in the acute setting, having all 

their patients on one ward. Therapists in all settings raised the benefits of 

co-location, particularly its impact on communication: 

“we’re kind of amongst each other when we’re doing notes and stuff 

and we can kind of, “Oh, I need to catch up with you and chat with 

you” or overhear something and we can go “Oh, yes I just saw him or 

her”, and that really helps the communication flow.” (Pathway A, OT) 

Community team members noted, however, that meeting teammates face-

to-face could still be difficult because they were “in and out” of the office so 

much. Treating patients on only one ward was viewed positively because it 

increased team members’ contact with one another and built good working 

relationships: 

“being based on one ward and kind of seeing people, working with 

people day-to-day, kind of builds them working relationships up better 

than probably being on other wards” (Pathway B, speech therapist) 

A few participants with both acute and community-based experience felt 

that teamwork came more naturally and was better in community settings 

because teams were smaller and unqualified staff were valued more highly. 

Institutional and external factors 

Many participants raised busyness as an inhibitor of teamwork, caused by 

their workloads, pressure to meet targets and staff shortages. Busyness 

made it harder to work collaboratively or flexibly and to find time for 
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discussions. Busy team members also felt less connected to their team and 

it was harder to support one another. Several, however, said that workload 

pressures actually supported teamwork because achieving targets would be 

impossible without it and stressful days made teams gel together: 

“it makes you work better as a team actually [...] if you didn’t it would 

all go completely wrong” (Pathway B, physiotherapist) 

A number of different types of resource were proposed as factors that 

affected teamwork. Staffing levels were raised again and the adequacy of 

the built environment at the rehabilitation centre was questioned, e.g. no 

appropriate social space. Further complaints there related to the furniture, 

telephone system and lack of computers inhibiting teamwork. Good 

administrative support was perceived as an enabler of teamwork in the 

community: 

“they’re kind of our backbone in a way, and they very much help us 

with our communication as a team” (Pathway A, rehabilitation 

assistant) 

Participants from the community teams noted the importance of senior 

management understanding what their work entailed, what was meant by 

interprofessional teamwork and how that impacted on achieving targets.  

“management need to really understand what this team does [...] if 

[interprofessional working’s] not coming from management that’s quite 

difficult for the team to think about it or to change practice […] ‘cos 

the message coming through all the time is “these are your targets, 

this is how many people we need to see, this is what you have to do”” 

(Pathway A, speech therapist) 

Primary Care Trusts were also criticised for not ensuring community team 

members felt valued and for failing to provide promotion opportunities for 

experienced, unqualified staff, making them more likely to move on: 

“in this borough I sort of almost feel as if I couldn’t stay [...], which 

means that they are losing someone who I think they need in this 

team, who can take on more responsibility” (Pathway A, rehabilitation 

assistant) 

A senior medical participant emphasised the positive impact of the 

programme of change that was occurring to local stroke services during the 

course of the study, and said that the additional financial resources and the 

service model of hyperacute care had resulted in “an absolute sea change in 

how we’re working as a team”. 

Patient-related factors 

Patients with complex needs was raised as a facilitator in the rehabilitation 

centre where issues such as deprivation of liberty orders, safeguarding, 

challenging families and complex physical needs were thought to trigger 

better teamwork. In the acute setting on pathway B, however, one 
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participant disagreed with this and a doctor felt that teamwork was limited 

in medically complex cases because of patients’ diminished rehabilitation 

potential: 

“it doesn’t really matter, the complexity of it. Some straight in and out, 

some here many months, everybody has to contribute” (Pathway B, 

rehabilitation assistant) 

Finally, one member of staff felt that seeing patients improve was a 

facilitator as it demonstrated the benefits of teamwork, thereby encouraging 

staff to work as a team: 

“a lot of our patients make a very good recovery and to be able to see 

that happen, I think that is the main thing that sort of spurs everybody 

on and encourages people to do the very best they can and work well 

as a team.” (Pathway B, HCA) 

Summary 

This section has presented findings on staff experiences of the facilitators 

and barriers to effective interprofessional team working using data collected 

from interviews with fifty six members of staff on both stroke care 

pathways.  In summary, the key points arising from the analysis are:  

 The majority of responses around barriers and facilitators were related to 

the support and value mechanism and the open communication 

mechanism. This suggests that relationships between team members 

are crucial and highlights the potential negative impact on teamwork of 

fractured or dysfunctional relationships. The significant, facilitating role 

of face-to-face contact also emerged through the importance placed by 

staff on interprofessional meetings, co-location and opportunities to 

socialise together. 

 The personalities of team members and their workloads were also 

frequently mentioned as being important facilitators or barriers to 

effective team working. 

This chapter has presented findings from the critical incident interviews with 

staff and from the observations of team meetings. It has explored staff 

experiences of interprofessional team working and their perceptions of the 

facilitators and barriers to it. Chapter 7 builds upon this by outlining patient 

and carer experiences of teamwork in the five stroke teams and their 

understandings of effective team working. 
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7 Patient and carer perspectives of 
interprofessional teamwork 

This chapter explores patient and carer experiences of teamwork and their 

understandings of effective teamwork on the two stroke pathways 

(objective 1e, Figure 4). This broadens and strengthens the study by 

drawing in the patient and carer perspective alongside that of the 

professionals (presented in chapters 5 and 6) to allow a comprehensive 

exploration of the impacts of teamwork. The chapter describes the methods 

used to collect and analyse interview data from patient and carer 

participants and the subsequent findings on teamwork and patient and carer 

involvement. The input of the SUCAG throughout this part of the study is 

highlighted. 

7.1 Methods 

7.1.1 Critical incident interviews with patients and carers 

To explore patient and carer experiences of interprofessional teamwork 

critical incident interviews193 were conducted with patients and carers 

recruited from the two acute stroke units. The critical incident technique has 

been used to capture patient perceptions of care quality and been found 

useful for eliciting both negative and positive experiences from 

interviewees193.  

Participants were recruited between September 2009 and December 2010 

by GH and SS with assistance from local coordinators of the NIHR Stroke 

Research Network. Patients from the two study Boroughs were approached 

in person, told about the study and, on the advice of the SUCAG, given an 

aphasia-friendly information sheet (see appendix 1). The recruiter then 

answered any immediate questions or came back at a later date and if the 

patient wanted to participate they obtained signed consent from them or 

from a witness if required. A day and time for an interview was arranged, at 

which the patient was asked if they still wanted to participate. Some 

patients, however, preferred to be interviewed straight away. Potential 

carer participants were identified by research network coordinators and unit 

staff and approached by GH or SS, who determined their suitability and 

provided a carer information sheet. Carers were defined as regular visitors 

who would be closely involved in supporting patients after discharge and 

therefore likely to witness various aspects of patient care and treatment in 

all settings. Patients could be recruited without a carer and vice versa so 

the sample contained a mixture of ‘single’ and ‘paired’ participants. A 

description of the participants is given in section 7.2. 



© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health

      133 

Project 08/1819/219 

In order to elicit critical incidents, participants were asked which different 

professionals were involved in their or the patient’s care and whether they 

felt they worked as team (see appendix 4 for interview schedule). The 

interview questions were phrased in line with the advice of the SUCAG (see 

appendix 1). Participants were then asked to think of times when the 

professionals had worked together well or not so well and to describe what 

had happened. Probing questions were used to elicit further detail about 

these ‘critical incidents’. Finally participants were asked if they felt part of 

the team, for example if they felt involved or included in decisions about 

their or the patient’s care. This was done to explore their experiences and 

perceptions of the frequently espoused notion that patients and carers 

should be part of the healthcare team. 

Patients and carers on Pathway B were interviewed twice and those on 

Pathway A two or three times depending on whether or not they went to the 

rehabilitation centre. (Losses to follow up are given in section 7.2.) Acute 

and rehabilitation interviews were conducted as close to discharge as 

possible and community interviews were conducted three months after the 

patient returned home. In acute and rehabilitation settings participants 

were either interviewed in a quiet room or at their bedside with the curtains 

drawn. Community interviews were conducted in the participant’s home or 

at a place of their choosing. Paired participants were interviewed together if 

they preferred. All interviews were digitally audio-recorded unless the 

interviewee requested otherwise. 

7.1.2 Analysis of critical incident interviews 

The aim of this analysis was to explore patients’ and carers’ understandings 

of what constituted good and poor teamwork in stroke and the impact it had 

on their experiences of stroke care. Patients’ and carers’ constructions of 

teamwork were also compared to the initial definitions of the mechanisms of 

teamwork generated in the realist synthesis (Table 2, chapter 2). The 

critical incident analytical approach described by Redfern and Norman was 

drawn on for the analysis193, although the quantitative element of their 

approach was not followed. 

All transcripts were professionally transcribed and checked by the 

interviewer before being read through several times to identify ‘indicators’ 

of teamwork. To do this incidents of teamwork were first sought by 

identifying all statements participants made that related to any process of 

teamwork. For the purposes of analysis this included accounts where they 

did not actually use the word ‘teamwork’, for example if they recounted 

communication between a doctor and a therapist. A teamwork process 

involved two or more team members actively interacting or working 

together in their care of a patient, in their interaction with a carer or in their 

general activity on the ward. This therefore included, for example, how the 

team communicated with patients and carers as well as internal team 

communication, and interactions such as friendly banter between staff. In 
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the community setting teams were defined as all health and social care staff 

who contributed to the patient’s care, even if they came from 

organisationally distinct services, e.g. therapists, GPs, pharmacists, district 

nurses, hospital consultants, paid carers, etc. 

In the second stage, these incidents of teamwork were scrutinised to see if 

they contained any indicators of teamwork. To be included, indicators 

needed to fulfil the following criteria: 

1. The participant assigned a clear positive or negative value to the 

teamwork process they described. 

2. They described something that happened with their current acute, 

rehabilitation or community stroke team and that happened within it, 

rather than between it and another team. 

3. They justified or substantiated their account with sufficient detail to 

inform our understanding of teamwork. 

4. They were not describing general care issues such as food or ward 

cleanliness. 

5. They were not solely describing the personal characteristics of team 

members. 

Indicators were either positive or negative and were a short summary of 

what the participant said. They kept as close as possible to the participant’s 

original words and description and where provided, contexts and outcomes 

were incorporated into them. Accounts of single incidents of teamwork (e.g. 

a joint therapy session) could contain several indicators and multiple 

outcomes could arise from a single indicator. Responses from patients with 

aphasia often required a greater degree of input and clarification from the 

interviewer, but indicators were generated from them in the same way. 

There were times, however, where the meaning of the patient’s response 

could not be understood. Box 16 contains an example of a section of a 

transcript that was used to generate a positive indicator of teamwork in 

acute care. 

The incidents of teamwork sometimes generated indicators that met all of 

the criteria listed above but involved only team members from one 

professional group. These were recorded in the same way as the 

interprofessional indicators, but clearly marked as uniprofessional. Likewise 

patients and carers sometimes talked about experiences of teamwork 

elsewhere or what they believed ideal teamwork should be. If these 

experiences generated indicators they were recorded as general indicators. 

Early on in the process of identifying indicators GH, RH and SS read the 

same three transcripts and independently identified the indicators within 

them. They then compared their findings and clarified what constituted an 

indicator. The expertise of the SUCAG was also drawn on during the early 

stages of the analysis when the members met to review a number of 

transcript excerpts, commenting on what they considered important in the 

them and what they meant (see appendix 1). After this meeting GH and SS 
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went on to analyse all the remaining transcripts, analysing one pathway 

each. Two patient and two carer transcripts from each of the settings on 

each of the pathways (20 in total) were also analysed by either NG or RH 

and discussed with the interviewer. Disagreements about indicators were 

debated until agreement was reached. 

 

Box 16 Generation of an acute care teamwork indicator from 
Pathway B carer 08 

Interviewer: And can you think of any times when you’ve been 
particularly impressed with how they work as a team? 

Carer: They go, they do go round... Like I had three people talking to me 

and I don’t think they were all from the same... 

Professional group. 

Professional group, yes. So they obviously were going round as team then 
and they were exchanging information with me and with each other, so I 

think that was very good. But I haven’t seen enough of them to know 
anything else really.  

Uh huh. So was that just once that that happened? 

Yeah, that was twice.  

Twice. Okay, yeah. And what sort of things were they covering? Can 

you remember? 

They were just saying how he was progressing, I think, in their particular 

areas. 

[...] 

So how did you feel when they came round, that group of three of 

them, discussing things like that, what sort of impression did that 
leave you with? 

It left me feeling quite confident in them, really, that they knew what they 

were doing and, and... Yes, I would say I was impressed. 

Indicator: Good teamwork involves team members visiting a carer 
together and exchanging information about patient progress with the carer 

and each other. This gives the carer confidence. 

 

Transcripts and their indicators were entered into QSR NVivo 8 software for 

organisation and coding of data. The interprofessional, uniprofessional and 

general indicators were initially assigned codes using the 13 mechanisms 

identified in the realist synthesis as code names. New codes were created if 

the indicator contained information about teamwork that did not fit any of 

these mechanisms and several codes could be assigned to one indicator if 

necessary. To check coding consistency GH, RH and SS independently 
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coded the indicators from two transcripts before GH and SS continued 

coding. Next all comments patients and carers made about feeling involved 

in their or their relative’s care or feeling part of the team were coded as 

‘Involvement’, even if they could also have generated an indicator. Finally, 

evidence pertaining to the way in which patients’ and carers’ talked about 

teamwork (including not talking about it at all) or to other aspects of their 

stroke experience were thematically coded. For example there were codes 

named ‘Seeing team individually’ for comments about only seeing team 

members one at a time and ‘Self reliance’ for comments about having to 

manage and motivate oneself. (Patient and carer stroke and stroke care 

experiences that were not directly relevant to teamwork were not analysed 

further for this report.) 

Once the initial coding of all the indicators was complete, it was double-

checked whereby each indicator was compared to the others in that code 

and re-coded if necessary. The new codes were also examined and some 

were merged or re-coded until their indicators were conceptually consistent. 

Each code was then examined in detail in order to describe its content and 

nature, dividing it into subcategories if necessary. Differences between the 

responses of patients and carers and between settings were explored and 

any CMO configurations were identified. The interprofessional indicators in 

each code were looked at first and then uniprofessional and general 

indicators were drawn in to see if they supported the interprofessional ones 

or added anything new. Finally, each code was compared to the initial 

definition of that mechanism of teamwork from the realist synthesis and its 

impact, if any, on patient and carer experience was identified. In the NVivo 

software each transcript was linked to its indicators so at all stages of the 

analysis the participants’ original words and their context were referred 

back to.  

The ‘Involvement’ code was explored to identify what participants perceived 

was done to make them feel involved in care or a member of the team 

themselves. Finally, the codes that addressed whether and how the 

participants talked about teamwork were analysed together in order to 

understand what practical and conceptual factors might limit or shape the 

ways in which they described teamwork. 

The following sections present the findings of the analysis. Section 7.2 

describes the participants and the losses to follow up incurred. The analysis 

of the ‘indicators’ of teamwork is presented in sections 7.3 and 7.4, with 

further findings relating to the factors that shaped how the participants 

talked about teams and teamwork and their perceptions of feeling involved 

presented in sections 7.5 and 7.6 respectively. 

7.2 Participants and losses to follow up 

A total of 50 patients and 33 carers were recruited. The recruitment of both 

was higher on Pathway A. Table 20 shows how the numbers and gender of 
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the participants were distributed across the two pathways. Patients ranged 

in age from 29 to 97 years (median 71.5 years) and carers from 23 to 84 

years (median 52 years). The majority of carers were either the son or 

daughter (19) or the spouse or partner (11) of a stroke patient. The sample 

was predominantly White British or Black Caribbean with small numbers of 

other ethnic groups (Table 21). For most patients (41) it was their first 

stroke and most patients’ strokes were classified as moderate (Table 22). 

Seven (23%) Pathway A and five (25%) Pathway B patients had impaired 

communication as a result of their stroke, which made some of their 

responses difficult to understand. 

Losses to follow up were modest (Figure 12).  

 

Table 20. Patient and carer gender distribution across the two stroke 

pathways 

 

 Patients, n (%) Carers, n (%) 

Pathway A Pathway B Pathway A Pathway B 

Men 14  (47) 8   (40) 8   (40) 2   (15) 

Women 16  (53) 12  (60) 12  (60) 11  (85) 

Total 30 20 20 13 

 

Table 21. Ethnic group of patients and carers 

 

 Patients, n (%) Carers, n (%) 

White British 27  (54) 19  (58) 

White Other 4    (8) 2    (6) 

Black Caribbean 11  (22) 4    (12) 

Black African 4    (8) 1    (3) 

Asian 2    (4) 3    (9) 

Chinese 1    (2) 1    (3) 

Turkish 1    (2) 3    (9) 

Total 50 33 
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Table 22. Stroke severity of patients 

 

 Pathway A, n (%) Pathway B, n (%) 

Mild 14  (47) 5    (25) 

Moderate 12  (40) 10  (50) 

Severe 4    (13) 3    (15) 

Not ascertained 0 2    (10) 
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Figure 12. Patient and carer recruitment flow chart 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Pathway A 

30 patients and 19 carers participate in first 

interview on acute stroke unit 

 

6 patients and 6 

carers discharged to 

rehabilitation centre 

24 patients and 13 

carers discharged 

home. 1 carer 

recruited at home 

5 patients and 4 carers 

interviewed for second 

time at rehabilitation 

centre. Others withdrew 

from study. 
15 patients and 8 carers 

interviewed for second 

time at home. 1 carer 

interviewed for first time 

at home. Others 

withdrew, died or were 

not contactable. 

4 patients and 4 carers 

interviewed for third 

time at home. Others 

withdrew or were not 

contactable. 

Pathway B 

20 patients and 13 carers participate in first 

interview on acute stroke unit 

 

20 patients and 13 

carers discharged 

home 

14 patients and 9 

carers interviewed 

for second time at 

home. Others 

withdrew or were 

not contactable.  
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7.3 Overview of indicators of teamwork 

A total of 261 indicators of interprofessional teamwork were identified in the 

transcripts, with a further 52 uniprofessional indicators and 49 general 

indicators (see section 7.1.2). The vast majority of uniprofessional 

indicators (44) were about nurses and HCAs. Table 23 shows how the 

interprofessional indicators were distributed between patients and carers on 

the two pathways. Twice as many indicators were identified from Pathway 

A, although this is to be expected given the greater number of patients and 

carers interviewed there and the impact of a particularly informative 

Pathway A carer (see below). Two-thirds of interprofessional indicators 

stemmed from the acute care settings and only two indicators were 

identified from Pathway B carers in the community. It should be noted, 

however, that more interviews were conducted in acute care than in the 

other settings due to losses to follow up. Equal numbers of indicators were 

therefore not expected from the three settings and this should be borne in 

mind when reading this chapter. Within the community setting, 39% of 

inter- and uniprofessional indicators related to the community 

neurorehabilitation teams only, whilst the remainder related to the wider 

team of health and social care professionals (section 7.1.2). 

 

Table 23. Numbers of interprofessional indicators identified in patient and 

carer transcripts 

 

 Patients Carers 

Pathway A Pathway B Total Pathway A Pathway B Total 

Acute 58 28 86 56 30 86 

Rehabilitation 12 - 12 21 - 21 

Community 29 12 41 13 2 15 

Total 99 40 139 90 32 122 

 

The distribution of indicators across individual participants was also variable 

and in particular there was one carer on Pathway A who talked about 

teamwork in great detail and who generated 37 interprofessional indicators 

(30% of all carer interprofessional indicators). On Pathway B, for example, 

three patients generated 17 of 28 indicators in acute care (61%) and eight 

patients generated none; likewise on pathway A three patients generated 

26 of 58 indicators (45%) and ten generated none. There were no clear 

trends in the age or ethnic group of the participants and the number of 

indicators they provided (data not shown). Patients with impaired 

communication were able to provide some indicators in all settings, 

although those with dysarthria provided more than those with aphasia.  



© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health

      141 

Project 08/1819/219 

The figures above illustrate that whilst some patients and carers talked a lot 

about teamwork, many did not and in nearly all interviews participants 

talked more generally about the care they’d received, most praising it 

highly. They also discussed matters such as information provision, problems 

with services and individuals and adjusting to their situation following a 

stroke. This chapter does not explore these issues further and presents only 

the findings on teamwork. It is important, however, that the reader is 

aware not only of the issues some participants faced in talking about 

teamwork but also that it did not appear to be a priority for them. The 

reasons why talking about teamwork may have been problematic are 

discussed in section 7.5. 

7.4 Mechanisms of teamwork and patient and carer 
experience 

This section presents the analysis of the indicators of teamwork using the 

analytical framework derived from the realist synthesis. It reports on what 

patients and carers identified as good teamwork under the 13 mechanisms 

in the framework and on some additional mechanisms and codes arising 

from the indicators. The resonance between what patients and carers said 

about the mechanisms and how they were initially defined is tested and the 

impact of the mechanisms on patient and carer experience is explored, 

along with any contexts identified by them. Where no contexts or outcomes 

are presented, none were described by participants. Table 24 shows the 

number of indicators coded under each mechanism. Four mechanisms from 

the framework were not identified in any of the indicators (‘critically 

reviewing performance and decisions’, ‘generating and implementing new 

ideas’, ‘tactical communication’ and ‘team behavioural norms’), but given 

the nature of these mechanisms, this is not surprising. 

7.4.1 Mechanisms identified in the realist synthesis 

Mechanism: Shared sense of purpose 

Initial definition: Teams have an explicit and shared understanding of their 

objectives, values and vision which leads to a consistent approach to care 

and enhances team member motivation and commitment. 

Three acute and one rehabilitation interprofessional indicators made 

reference to the presence of a shared sense of purpose and three of these 

were about having a shared focus on the patient, e.g. therapists working 

intensely so discharge could happen by Christmas. The fourth referred to 

acute staff having a shared standard, meaning they worked to the same 

level of “care and attention and detail”. Participants did not talk about 

teams having a broader shared sense of purpose or their values and vision 

as the initial definition described. No outcomes were mentioned within the 

indicators so the mechanism’s impact on patient and carer experience is 

unclear. 
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In conclusion, few participants talked about the shared sense of purpose 

mechanism and those who did talked about different factors than those 

outlined in the initial definition. 

 

Table 24. Number of interprofessional and uniprofessional indicators coded 

at each mechanism 

 

Mechanism Interprofessional 

indicators 

Uniprofessional 

indicators 

Total 

Shared sense of 

purpose 

4 1 5 

Pooling of resources 13 1 14 

Collaboration and 

coordination 

85 12 97 

Efficient, open and 

equitable 

communication 

147 23 170 

Shared responsibility 

and influence 

5 0 5 

Support and value 13 2 15 

Individual Learning 1 2 3 

Leadership 1 2 3 

Role blurring 13 0 13 

Advocacy 5 0 5 

Awareness 16 2 18 

Close care and 

attention 

5 4 9 

Patient knowledge 11 8 19 

Reliability 4 0 4 

 

Mechanism: Pooling of resources 

Initial definition: Team working enables team members to pool their diverse 

knowledge, skills, experience, influence, resources and networks. This leads 

to a more comprehensive understanding of the patient and more efficient 

use of resources. 

Eleven of the 13 interprofessional indicators related to pooling were 

provided by patients, with seven overall stemming from acute care and all 

referring to the presence of the mechanism. Patient information, skills and 

knowledge and ideas were pooled by team members, for example a patient 
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described how a physiotherapist called in a more experienced OT to review 

treatment of the patient’s hand. Some of the indicators, however, were less 

detailed and instead conveyed participants’ understanding that stroke care 

required the contributions of different professionals. 

“they work together because what information you get from me, the 

next one come and get information from me, they put together and 

you pick the right thing from it” (Pathway B acute, patient 14) 

“they seem to bring all these strands together” (Pathway A acute, 

patient 13) 

In conclusion, the indicators were consistent with the initial definition of 

pooling in that team members pooled their knowledge, skills and patient 

information; additionally there was an example of pooling ideas. No 

outcomes were specified by the participants, however, so it is not possible 

to say how, if at all, pooling impacted on patient and carer experiences. 

Mechanism: Collaboration and coordination 

Initial definition: Role clarity within the team allows members to collaborate 

and coordinate their work. This reduces duplication or omission of services, 

ensures team members’ skills are fully utilised and increases continuity of 

care. 

After communication, this was the mechanism to which most indicators 

were coded (Table 24) with patients and carers contributing approximately 

equal numbers of indicators. Acute care predominated with 49 

interprofessional indicators compared to 11 in rehabilitation and 25 in the 

community. A number of subcategories were identified within the 

mechanism, the main ones being ‘working together’, coordination, role 

clarity and ‘helping each other’ and these are described below.  

Many ‘working together’ indicators arose from joint therapy sessions. They 

suggested that patients and carers thought either that seeing therapists 

together was indicative of good teamwork per se or that the way therapists 

worked together constituted good teamwork. This included conducting 

assessments, demonstrating, experimenting and observing: 

“normally you’d think a session and another session separately, but 

they did it together which is good” (Pathway A acute, carer 09) 

“they sort of demonstrated to each other with me which was brilliant” 

(Pathway A acute, patient 14) 

Highlighting the importance of individual differences, however, a notable 

minority of participants clearly stated that they felt it was more appropriate 

to see team members one at a time: 

 “too many they did in one go, left me insecure. No, one by one was 

perfect for me” (Pathway A community, patient 12) 
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‘Coordination’ indicators fell broadly into coordination between individuals 

and between community services, the latter forming a significant proportion 

of all community-derived indicators (10 of 56). Most referred to 

coordination (be it present or absent) between anticoagulant clinics and 

district nurses or GPs or between GPs and pharmacists (repeat prescription 

services). Coordination between individuals or ‘smooth running’ was only 

vaguely described by some participants, but others referred to therapy 

timetables and staff appropriately spacing their visits as good teamwork.  

 “it wasn’t one after another, it was maybe in the morning and then in 

the afternoon” (Pathway A rehabilitation, carer 19) 

Organisation around discharge was also referred to in three indicators. 

“The only thing was the day she came home and that was a right muck 

up” (Pathway A acute, carer 20) 

Six interprofessional indicators related to the presence of role clarity. 

Participants referred to therapists being able to talk about their colleagues’ 

roles and to staff having clear boundaries around certain tasks such as drug 

prescribing. Finally the ‘helping each other’ indicators made reference to 

team members offering assistance and suggested that ‘mucking in’ was an 

element of good teamwork. 

Many aspects of collaboration and coordination did not clearly impact on 

patient and carer experience and only a minority of indicators suggested 

any outcomes. These were largely around patients and carers feeling 

confident when they perceived collaboration and coordination to be good 

and anxiety when they did not. 

“you have more confidence if it’s two different people with different 

skills who are [...] treating the thing, rather than one” (Pathway A 

rehabilitation, patient 06) 

In conclusion, the initial definition of collaboration and coordination referred 

to professional groups effectively coordinating their work, meaning they 

coordinated what they did. Coordination from the perspective of patients 

and carers, however, was more about temporal coordination or timetabling. 

Details of the precise nature of ‘working together’ was patchy and whilst 

some participants did pick up on role clarity, they did not clearly link it to 

working together as the initial definition did. They also rarely linked the 

presence or absence of the mechanism to any impact on their care or 

experience. Those who did said its presence made them feel confident, 

whilst its absence made them anxious. 

Mechanism: Efficient, open and equitable communication 

Initial definition: Team members can offer their opinion and challenge one 

another and all contributions are given due consideration. Free and efficient 

flow of information helps avoid error, builds trust and allows decisions to be 

rigorously debated. 
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This was the mechanism to which most indicators were coded (170) and 

again the acute setting dominated with 99 interprofessional indicators 

versus 21 in rehabilitation and 26 in community settings. A substantial 

number of interprofessional indicators (23) were derived from fairly general, 

positive statements about communication (e.g. “they were in touch with 

each other all the time”), but the remaining indicators fell into a number of 

subcategories.  

The first and largest of these was labelled ‘communication with patients and 

carers’ and contained over one quarter of the communication indicators. It 

encompassed the ways in which teams communicated with participants 

rather than internal team communication and it was raised more often by 

carers and was much more prevalent in acute care. Indicators in this 

subcategory referred to providing information to patients and carers, the 

manner with which staff communicated to participants, mixed or unclear 

messages from the team and staff finding out answers for participants: 

“they were just trying to explain to us that some aspects of things he 

won’t be able to do” (Pathway B acute, carer 10) 

“When they come here [...] they sit down with me, chat with me” 

(Pathway B community, patient 03) 

“I’d learnt from the social worker that maybe I was going and then the 

nurse did not know [...] I don’t know where I stand” (Pathway A acute, 

patient 12) 

“what I like is ‘I don’t know but I’ll go and find out’” (Pathway A acute, 

carer 18) 

The other main subcategories were about communication within the teams 

and included ‘informing the team’, ‘discussion and consultation’, ‘written 

communication’ and ‘giving instructions’. ‘Informing the team’ referred to 

team members passing information between themselves, either to the 

whole team or to specified individuals. The content of the communication 

varied, but often concerned patients’ status, progress, assessments or 

requirements.  

“they’d do that therapy and then they tell the nurses you can do that” 

(Pathway B acute, patient 02) 

When the mechanism was present, team members also told each other 

what patients or carers had said to them. 

“when I said something to somebody, they’ll say ‘Oh, you said to such 

and such that you felt like that’” (Pathway A community, patient 12) 

Related to this was ‘written communication’, which participants referred to 

quite extensively and positively. They spoke of various forms (paper and 

electronic patient notes, reports, signs above beds and letters) and of team 

members both writing and reading these documents. In the community 

letters between hospital consultants and GPs were viewed favourably. 
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The ‘discussion and consultation’ subcategory arose almost entirely from the 

acute setting (22 of 28 interprofessional indicators) and whilst some 

indicators were vague (“they consult with each other”) others specified 

discussions about matters such as discharge, therapy plans and patient 

treatment. Patients and carers commented on both discussions that 

happened in formal settings such as ward rounds and joint therapy sessions 

and on ad hoc discussions, e.g. around the nurses’ station. 

“everyone that comes to him and asks him the question, like they go 

and they talk to the other professional, what they’ve done and what 

they think” (Pathway A acute, carer 02) 

‘Giving instructions’ was a small subcategory of six interprofessional 

indicators that suggested giving clear instructions was perceived as a facet 

of good teamwork. In acute care, the presence of the mechanism involved 

therapists giving instructions to nursing staff and in the community, its 

absence referred to anticoagulant clinics failing to instruct district nurses 

and GPs. 

Whilst the majority of communication indicators did not include any 

outcomes, those that did suggested the mechanism had an impact on 

patient and carer experience. This largely concerned confidence, 

reassurance and safety when communication was perceived to be good and 

stress, annoyance and anxiety when it was not. Two carers, for example, 

said that being provided with information (part of ‘communication with 

patients and carers’) gave them confidence in the acute team and a carer in 

rehabilitation said her father felt secure knowing that if he said something 

to one professional, the whole team would be made aware.  

“I felt very comfortable and confident being advised by them, telling 

me what was going on” (Pathway A acute, carer 18) 

“Well it was very reassuring actually, very reassuring to think that 

things were being discussed” (Pathway A acute, carer 01) 

In conclusion, the initial description of efficient, open and equitable 

communication referred to team members offering their opinions, 

challenging one another, resolving disagreements, considering each other’s 

views and using aids to communication. The subcategory ‘written 

communication’ resonates with teams making use of communication aids 

(e.g. electronic notes) and ‘informing the team’ alludes to a free and 

efficient flow of information. Also, a small number of indicators in 

‘discussion and consultation’ referred to team members giving their 

opinions, resolving disagreements or reaching shared decisions. In contrast, 

however, the largest subcategory (communication with patients and carers) 

was not part of the initial definition, suggesting that from patient and carer 

perspectives, communication with them is as important as communication 

about them. Once again, the majority of participants did not link 

communication to any outcomes, but those who did said its presence made 
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them feel more confident, reassured and safe, whilst its absence made 

them feel stressed, annoyed and anxious. 

Mechanism: Shared responsibility and influence 

Initial definition: Team members can influence team decisions and share 

responsibility for them. This makes members more committed to 

implementing team decisions, gives junior staff a greater sense of 

responsibility and provides members with support. 

Five Pathway A patients provided indicators that related to the presence of 

shared responsibility and influence. They referred to doctors and therapists 

influencing discharge decisions and to physiotherapists and OTs reaching 

therapy decisions together: 

“it was the OT that took me down [...] then I went out with the 

physiotherapist [...] she spoke with the OT and together they decided” 

(Pathway A acute, patient 28) 

This was somewhat consistent with the initial definition of the mechanism in 

that the patients described different professions influencing decisions about 

discharge and therapy, but they did not mention staff sharing responsibility 

for decisions and their outcomes. No outcomes were associated with the 

indicators so the mechanism’s influence on patient and carer experience is 

unclear. 

Mechanism: Support and value 

Initial definition: Members of a team feel supported and valued and have 

mutual trust and respect for each other’s skills, knowledge and 

perspectives. This fosters motivation and commitment to the team and its 

goals and improves staff relationships. 

Support and value arose in 13 interprofessional indicators, ten of which 

were in acute care. Most of the indicators referred to friendly relationships 

between team members described in various ways, e.g. getting on well, 

banter and no disagreements. The other element emerging in the acute 

setting was equality and hierarchy. Two patients said they liked therapists 

to work as equals in joint therapy sessions and a carer noted that staff were 

willing to help each other “despite rank”. Another patient said staff treated 

each other “all the same”. One uniprofessional indicator introduced an 

additional element in the rehabilitation setting where a carer described 

HCAs as “a team amongst themselves”, suggesting they were not valued 

members of the interprofessional team: 

“they see themselves as doing what they do [...] and then going 

home” (Pathway A rehabilitation, carer 04) 

Regarding patient and carer experience, seeing therapists working as equals 

made one patient feel confident in them and that she “wasn’t just a 

number”. Another carer said friendly relationships amongst rehabilitation 

centre nurses generated a pleasant atmosphere. 
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In conclusion, patients and carers talked about the importance of friendly 

relationships and equality within the teams. These aspects were not directly 

referred to in the initial description of this mechanism, although it could be 

anticipated that members might gain support from good team relationships 

and that a diminished hierarchy might make members feel more valued. 

The uniprofessional indicator suggests that HCAs were not always seen as 

being ‘committed to the team and its goals’ as the initial description 

outlined. The mechanism’s impact on patient and carer experience is largely 

unclear as only two participants identified outcomes. 

Mechanism: Individual learning 

Initial definition: Team working provides individual learning opportunities 

and relationships which promote professional development and help foster 

mutual respect for other professions, resulting in a higher quality of patient 

care. 

Only one interprofessional indicator referred to team members learning 

from each other. This was observed by a Pathway A carer in the community 

and generated a clear CMO configuration whereby the positive personal 

attributes of the patient’s paid carer (C) meant she engaged in therapy 

sessions and learnt from the physiotherapist (M). She then implemented 

that knowledge as she helped the patient exercise, which gave the carer 

peace of mind (O) and helped the patient improve (O). 

In conclusion, this single indicator fitted well with the initial definition of 

individual learning, suggesting an individual learning relationship between 

the paid carer and the physiotherapist. This tentatively suggests that the 

mechanism could have a positive impact on patient and carer experience of 

community care. 

Mechanism: Leadership 

Initial definition: An identifiable leader establishes the team’s culture, 

engages and motivates the team, ensures communication flows and creates 

a safe climate for constructive debate. Through this they elicit commitment 

to the team and its objectives. 

Again only one interprofessional indicator touched on leadership when a 

Pathway A patient noted there were “too many chiefs and not enough 

Indians” in acute care, hinting at inadequate leadership structures. Two 

uniprofessional indicators could be seen as complimenting senior nurses for 

giving other nurses the opportunity to speak and for “galvanising” their 

team. 

In conclusion, the leadership mechanism was rarely discussed by 

participants. The uniprofessional indicators tie in with some aspects of the 

initial definition of the mechanism as they suggest a leader engages and 

motivates the team and ensures free flowing communication. The initial 

definition also referred to a ‘clearly identified leader’, but the 
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interprofessional indicator suggests this was absent. No impact on patient 

and carer experiences was suggested. 

Mechanism: Role blurring 

Initial definition: A shared body of knowledge and skills between team 

members means that some elements of a professional’s roles can be taken 

on by others if needed. This overlapping of roles helps ensure the carryover 

of tasks when a professional is absent. It can also aid professional 

development and lead to greater continuity of patient care. 

Four patients provided five interprofessional indicators of role blurring and 

one carer provided a further eight. In all settings participants identified 

nurses or paid carers helping patients with therapy exercises or 

incorporating elements of their therapy into nursing care as good teamwork. 

This carer also described incidents of role blurring in her father’s acute care 

where a physiotherapist performed care tasks after an emergency, a 

registrar washed his eyes and a physiotherapist took him to the toilet.  

Role blurring was viewed positively but only two participants identified 

outcomes related to patient and carer experience. The carer believed it 

meant acute care was more consistent and coordinated and she and her 

father felt comforted knowing they could request help without worrying 

about professional boundaries. In the community the carer and a patient 

believed that paid carers continuing with therapy helped the patient’s 

recovery. 

The carer and two patients indicated that communication and awareness 

were contexts for role blurring between therapists and nurses and one 

patient referred to nurses being  “specialists in their trade” which enabled 

them to “add to” what therapists did. The attitudes of paid carers and 

therapists in the community was also a context: 

“they look upon you as someone who will implement what they think 

should be done between visits.” (Pathway A community, paid carer) 

In conclusion, participants identified that staff sometimes undertook tasks 

they would usually associate with a different profession, although only one 

identified examples other than nursing staff assisting with therapy. This fits 

with the initial definition of a shared body of knowledge and skill and the 

carry-over of skills when other professions (therapists) are absent. Role 

blurring was viewed positively by participants and its presence was believed 

to help patients’ recovery and to make carers feel comfortable requesting 

help without worrying about staff professional boundaries. Some contexts 

for the mechanism were also identified (communication, awareness and the 

expertise and attitudes of staff), which further refine the initial definition. 

7.4.2 New mechanisms 

A number of indicators referred to elements of teamwork that did not 

correspond to the mechanisms in the analytical framework. Five additional 
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codes were created from them and are described below. Their status as new 

mechanisms is discussed in section 7.4.3. 

Advocacy 

This code was used when participants described one member of the team 

advocating on their behalf to another team member. Three pathway A 

patients provided five positive indicators of advocacy in the community. Two 

described a hospital consultant persuading the patient’s GP to prescribe a 

vitamin and make a referral, one a paid carer resolving a medication issue 

with the anticoagulant clinic and two a specialist carer advocating for her 

client with the community OT. 

All three patients lived alone suggesting a potential context and one patient 

felt more confident with her GP following her consultant’s intervention. No 

other outcomes were specified in the indicators. 

Awareness of team activity 

These indicators referred to team members knowing everything or, more 

specifically, being aware of what was happening or knowing what each 

other was doing. There were 18 indicators of awareness and 12 of these 

arose from the acute setting. One indicator referred to team members being 

aware what the patient had said. In none of these indicators, however, did 

participants explicitly link awareness to team communication. 

“everybody seemed to be up to speed with everything” (Pathway A 

acute, carer 01) 

“they knew what each one another was doing” (Pathway B acute, carer 

12) 

“if I say one thing, the other ones know” (Pathway B acute, patient 10) 

Although participants often sounded impressed with the level of awareness 

they sensed in the teams, few alluded to any clear impact it had on their 

experience with the exception of it making them feel confident. A patient 

said knowing that her GP, consultant and community physiotherapist knew 

what one another were doing built up her confidence. A carer in acute care 

said it made her feel “we could talk to anybody at any time”, whilst another 

that she could “go and tap into the nearest person I can find”.  

Close care and attention 

Although nine indicators were coded under close care and attention, only 

five were interprofessional and they all came from Pathway A carers in the 

acute setting. The uniprofessional indicators were about nurses in acute 

settings and echoed the interprofessional ones. Two main aspects emerged 

under this code. The first was that the team was a visible, available 

presence and the second that staff responded quickly, both in an 

emergency and when a patient was first admitted. 
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“there sort of almost wasn’t a time when there wasn’t somebody 

around his bed” (Pathway A acute, carer 04) 

“the attention that that woman’s having [...] they’re attending to her 

all day long” (Pathway A acute, patient 03) 

The relevance of close care and attention to patient and carer experience is 

not clear as no outcomes were mentioned in the indicators. 

Professionals’ knowledge of patients 

Nineteen indicators pointed towards ‘patient knowledge’ being an element 

of good teamwork. Eleven of the indicators were interprofessional and of 

these nine were in the acute setting. Participants referred to staff knowing 

about various aspects of patients, their care and treatment and these 

ranged from general (“they knew everything about you”) to more specific 

things such as knowing what had happened before admission, what 

medication patients had received and what patients’ goals were. A patient in 

acute care commented that nurses visited patients with other professionals 

so “it seems as if they know everything individually, what is going on with 

their patients”.  

Some positive and negative outcomes were raised with the indicators, 

suggesting that patient knowledge potentially had an impact on patient and 

carer experience. A carer felt able to ask questions of any team member 

because of their level of knowledge, whilst two others felt annoyed when 

knowledge of patients was lacking: a physiotherapist was unaware of one 

carer’s father’s operation and the other had to repeatedly tell different 

nurses about her mother’s aphasia. 

Reliability 

Only four interprofessional indicators related to reliability, but they arose 

from all three settings. Three referred to team members being reliable in 

their face-to-face contact with patients and carers by always attending 

meetings and always being punctual. The fourth indicator referred to 

community team members doing what they said they would do. None of 

these indicators contained any information on outcomes, so the impact of 

reliability on patient and carer experience is unclear. 

7.4.3 Summary 

There was very little disagreement amongst the participants about what 

constituted good and poor teamwork. Whilst positive indicators 

predominated, negative indicators rarely contradicted them, the only 

exception to this being those who preferred to see team members 

separately rather than jointly. Participants also identified aspects of the 

mechanisms that largely agreed with the definitions derived from the realist 

synthesis, although not usually describing all the aspects identified in the 

literature. The main exceptions to this were support and value where 

participants identified friendly relationships and equality and open 
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communication where they identified communication between the team and 

themselves as major aspects.  

Despite identifying over 250 indicators of teamwork, patients and carers 

rarely related these directly to their personal experience of stroke care 

services, suggesting that from their perspective the impact of teamwork 

may be unclear. Indeed one Pathway B patient, when asked if knowing he 

was discussed by his community therapists had any effect on him, 

responded: “Not really, I couldn’t care less [...] As long as I’ve seen ‘em, 

you know”, suggesting that as long as patients receive the service and 

treatment they expect, they are not greatly concerned with what underpins 

it. It is important to note, however, that most participants were largely 

satisfied with their care, which may have affected how they linked 

teamwork to their experiences. The possibility exists that a relationship 

between teamwork and their experiences may have been clearer if they 

were dissatisfied with their care and seeking reasons for it. As one patient 

noted, “I don’t have any complaints so I didn’t really think about it”. 

There was a notable difference between the number of indicators that 

related to open communication and collaboration and coordination and 

those pertaining to the other mechanisms identified in the realist synthesis. 

This suggests that these two mechanisms were the elements of teamwork 

most conceptually clear and visible to patients and carers, particularly in the 

acute setting. The communication mechanism, however, was as much about 

communication between teams and participants as it was about within-team 

communication, which was probably a reflection of patients’ and carers’ 

desire for clear communication and information. 

Of the new mechanisms identified only advocacy can really be described as 

such as the others were essentially about the outcomes of teamwork or 

general care. Whilst advocacy suggested a process whereby one member 

spoke up for the patient within the team, ‘close care and attention’ was 

about the care being delivered and awareness, patient knowledge and 

reliability were arguably the outcomes of mechanisms (open communication 

and collaboration and coordination), not processes themselves.  

7.5 Talking about teams and teamwork 

It was clear from the analysis of the indicators that patients and carers 

found it difficult to talk in detail about the process of teamwork. As 

mentioned in section 7.3, much of their interviews concerned other aspects 

of their experiences, suggesting that teamwork was not a priority for them. 

Their interviews contained a number of clues, however, as to why talking 

about teamwork was also difficult for practical and conceptual reasons. 

Firstly, a substantial number of patients and some carers had difficulties 

responding to questions because they did not know or could not remember 

who was treating them or their relative. Some made general comments 

about it not being obvious or they couldn’t remember who staff were and 
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what they did or that they found it generally confusing. Others indicated 

they had trouble remembering or could not identify specific professionals, 

particularly OT.  

 “I don’t know who does what and I don’t know what difference 

between this one and this one to be honest” (Pathway A acute, patient 

12) 

 “I think they’re called outpatients [...] they assess him around like 

doing daily routines” (Pathway A acute, carer 09) 

This made it difficult at times to know if uniprofessional or interprofessional 

teamwork was being described or which professions, especially 

distinguishing between physiotherapy and OT. This issue was most often 

raised by patients in acute care. 

Patients in acute care said this confusion arose because there were so many 

people and the way they dressed did not clearly distinguish them. In the 

community a carer and a patient both indicated they did not know which 

team their therapists came from. 

Participants also indicated that they were unaware what had happened. 

Sometimes this was because they were not looking out for teamwork, they 

“did not pay notice”, they weren’t curious, couldn’t remember or could only 

guess. One carer provided an illuminating analogy: 

 “it’s like if your car works really well and never goes wrong, you don’t 

open up the bonnet to see why the engine’s working so well do you? 

You’re not curious, you just, you take it for granted and are very 

pleased that it does.” (Pathway A acute, carer 04) 

At a very practical level, five to six carers in each of the settings noted that 

they did not actually see the teams. In acute and rehabilitation care they 

were often on the ward during visiting hours so they tended to see only 

nurses and assumed that most team activity happened before then. Once 

home, carers were either not in when therapists visited or did not sit in on 

their sessions. 

 “I come after work so by the time I come you don’t see anybody 

except the nurses” (Pathway A rehabilitation, carer 10) 

 “I don’t know because I’m not here when they come” (Pathway B 

community, carer 01) 

Even if carers did see members of the teams, some commented that they 

only saw one professional group at a time. This applied to some patients 

too, particularly in the community setting, but also in acute care. Some said 

explicitly that this limited their ability to comment on teamwork and a few 

linked it directly to not perceiving the various professionals as a team at all.  
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 “it’s harder to answer your questions in other ways, because you’re 

not seeing it so clearly when people are coming in separately” 

(Pathway A community, carer 10) 

In the community a number of other participants also perceived the 

individual professionals or the uniprofessional teams (e.g. district nursing 

teams) treating them or their relative as separate rather than as part of one 

team, although this did not necessarily mean they thought the care was 

lacking or the teams were working against one another. Distinctions were 

also made between therapists and other community-based professionals, 

particularly the GP.  

 “I’ve seen them as separate people really. Each doing their bit” 

(Pathway A community, patient 16) 

 “I’m probably seeing them more as separate teams who work 

together” (Pathway A community, carer 10) 

 “It’s completely separate isn’t it, the GP” (Pathway A community, 

carer 09) 

This suggests that the concept of all the community professionals forming a 

‘virtual’ team around the patient was not one that was necessarily apparent 

to patients and carers. 

7.6 Patient and carer involvement 

The critical incident interviews contained a question on whether participants 

felt they were part of the team that was caring for them or their relative or 

what the teams did, if anything, to make them feel involved or included in 

their care (section 7.1.1). A number of them had no answer to these 

questions in acute care either because they hadn’t thought about it, said 

they couldn’t be involved or indicated they didn’t understand the concept of 

being part of the team.  

 “it just kind of suggests that he’s been going round and doing medical 

stuff with them” (Pathway A acute, carer 11) 

Others said they were not able or not qualified to be involved, it wasn’t 

appropriate or they hadn’t been in hospital long enough. 

 “They are professionals so I let them do their thing” (Pathway A 

acute, patient 12) 

For those that did answer, the most frequently given reason for feeling 

involved in acute care was that team members updated patients and carers 

and kept them informed. Closely related to this was team members 

answering patient and carer questions. 

 “when I ring up each morning they tell me what he’s been doing” 

(Pathway A acute, carer 19) 
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 “if I need to know something and I ask them, they tell me” (Pathway 

B acute, patient 20) 

Patients and carers also noted that being asked for their opinions, 

observations or knowledge made them feel involved, as did believing they 

were being listened to. Additionally, patients said that individual, friendly 

and polite treatment was a factor and carers that being involved in 

caregiving or included in therapy sessions were factors. 

 “you’re called by your name and people welcome you” (Pathway A 

acute, patient 18) 

 “I come into the hospital in the morning [...] to wash my Mum” 

(Pathway B acute, carer 09) 

Only two carers talked about how staff in the rehabilitation centre made 

them feel involved or excluded and both talked about being able to attend 

meetings.   They’d had different experiences, however, and one said that 

being encouraged to attend made her feel involved whilst the second felt 

excluded because meetings were held when she couldn’t be present. 

Likewise the second carer said she would have felt more involved if there 

was a key worker that she could “ring up as and when to ask them what 

was going on”, whilst the first carer appeared to have this in her father’s 

Chair who rang her “once a week for an update”. This ties in with the acute 

setting where being updated and kept informed made patients and carers 

feel involved. 

Many patients only saw a single clinician from the community therapy 

teams or only saw the professionals involved in their care individually so 

few were able to comment on feeling involved. A carer said he felt involved 

because he had been included in his father’s physiotherapy sessions and 

had all his questions answered, again tying in with being kept informed. Six 

patients also gave reasons why they felt involved, including having 

professionals focus on their needs and being helped by them (“I am part of 

it because they are helping me”). 

Updating and informing and answering questions were reasons that made 

both patients and carers feel involved in all the settings and patients in 

acute care also talked about how they were spoken to (individual, friendly, 

polite treatment). These actions by team members resonate with the open 

communication mechanism where ‘providing information’ and ‘manner’ were 

the largest parts of the ‘communication with patients and carers’ 

subcategory.  

7.7 Discussion 

In nearly all patient and carer interviews, the descriptions of teamwork 

were thin, despite asking specific questions about teamwork and defining it 

broadly in the analysis, particularly in the community setting. Use of the 

critical incident technique did not elicit detailed accounts of discrete 
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incidents of teamwork, as others have found197, and many participants 

struggled to identify any incidents at all. For some this was because 

teamwork was largely invisible to them and for many it appeared to be 

something they had not thought about as their priorities lay with other 

aspects of their care, e.g. information provision or flexible visiting. Given 

the strong indications that teamwork was a difficult, or seen as largely 

irrelevant, subject for participants to comment on, it is likely that what they 

did say was influenced by the questions they were asked and had those 

questions been about care in general, teamwork may not even have been 

mentioned at all. In some responses there was a feeling that participants 

were cooperating by saying something to provide an answer without having 

a clear conception of teamwork, which is perhaps unsurprising given its 

nebulous nature. The most striking exception to this was the Pathway A 

carer (section 7.3) who conveyed a very clear and detailed understanding of 

teamwork and provided nearly one third of carer interprofessional 

indicators. Her perspectives therefore had a far greater influence over the 

findings on teamwork than other participants’. In light of these issues some 

caution is required when interpreting the findings on teamwork that have 

been presented here and the reader should bear in mind the potential 

limitations of the data they are based on.  

The objective of this part of the study was to explore patient and carer 

understandings of teamwork and their experiences of it on the stroke care 

pathway. Some participants were able to describe some teamwork 

processes and their understandings of those processes largely corresponded 

with the mechanisms identified in the realist synthesis, although many were 

scarcely touched on and four not at all. They also suggested a potential new 

mechanism of advocacy, but this was only observed in the community and 

only within the wider group of professionals involved in patient care rather 

than within the neurorehabilitation teams themselves. It can therefore be 

no more than tentative at this stage. The most prominent mechanisms of 

teamwork to patients and carers were collaboration and coordination and 

efficient, open and equitable communication. Within the latter, however, it 

was what and how the team communicated with patients and carers that 

predominated and this came up again in their views on what made them 

feel involved or part of the team, where being kept informed and having 

their questions answered were important. This indicates the importance of 

communication and information to patient and carer experiences and the 

precise role of teamwork within that deserves further exploration. For 

example, patients and carers usually appreciated opportunities to talk with 

several different professionals at the same time whether in more formal 

family meetings or by the bedside. 

In summary these findings suggest that, from the perspectives of the 

patients and carers on these two pathways, interprofessional teamwork was 

not a major determinant of their experiences. This does not of course mean 

that it had no impact at all, rather that any impact it had was not obvious to 

the participants. As the car bonnet analogy in section 7.5 suggested, many 



© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health

      157 

Project 08/1819/219 

patients and carers were understandably more concerned with the care they 

received than with what underpinned it.  

This chapter has presented findings from the critical incident interviews with 

patients and carers from the two stroke pathways. The main findings arising 

from the analysis are summarised below. These findings and those from 

chapters 4, 5 and 6 are synthesised in chapter 8, which draws together the 

multiple perspectives of staff, patients and carers to further explore the 

aspects of teams and team working that are effective in improving patient 

clinical outcome and experience of care (Figure 4). 

 Many participants found it difficult to talk in detail about teamwork for a 

number of reasons. For some it was not their priority, whilst others could 

not remember or had not taken notice of what happened around them. 

Others only saw one professional group at a time. 

 Although aspects of nine of the initial mechanisms from the realist 

synthesis were identified in the indicators, the vast majority of indicators 

related to the ‘efficient, open and equitable communication’ and 

‘collaboration and coordination’ mechanisms. A tentative new mechanism 

of Advocacy was identified in the community setting. 

 Communication between the team and patients and carers was a common 

thread through the analysis. Within the ‘efficient, open and equitable 

communication’ mechanism over one quarter of the indicators related to 

communication between the team and the participant. Being kept 

updated was also the most frequently cited reason participants gave 

when talking about what the team did to make them feel involved. 

 Patients and carers rarely made explicit links between the processes of 

teamwork they described and their experiences of stroke care. The 

greatest exception to this was the ‘efficient, open and equitable 

communication’ mechanism where some reported confidence, 

reassurance and safety when they perceived communication to be good, 

and stress, annoyance and anxiety when it was not.  

 From the perspective of patients and carers, interprofessional teamwork 

did not appear to be a major determinant of their experiences, 

suggesting that much of teamwork and its effects are invisible to patients 

and carers. Whilst they described a number of processes of teamwork 

and thought many were good practice, they were not their prime concern 

and it was the care they received that was paramount. 
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8 Synthesis of data from study components 

8.1 Introduction 

Each component of the study has contributed data from a different 

perspective of interprofessional team working. This chapter presents a 

synthesis of the data from these components and addresses objective 2 

(Figure 4), to develop hypotheses about which aspects or features of teams 

and team working are effective in improving patient clinical outcome and 

experience of care.  

The data from these multiple methods were analysed further to integrate 

data for joint interpretation180,198. The theoretical framework developed in 

the realist synthesis provided the initial structure for this analysis. Findings 

generated from each component were considered against the findings from 

the other components to explore how context, team performance and 

characteristics, professional experience of working in an interprofessional 

team and patient and carer experience of interprofessional care are 

connected. Table 25 illustrates the data sources synthesised for each 

mechanism. Data were scrutinised for patterns of congruence and 

discordance to develop an overall picture of what aspects of teamwork 

work, for whom and in what circumstances. Although there were differences 

in team structure and performance it was not possible to investigate the 

associations between team structure and performance and patient 

outcomes because there was no difference in patient clinical outcome 

between the two pathways. 

8.2 Mechanisms of teamwork from multiple perspectives 

The mechanisms identified in the realist synthesis have, up to now, been 

discussed in the same order. However in this chapter they have been 

ordered differently to reflect the degree to which they have influenced 

patient and carer experience, with those thought to have more influence 

being discussed first. 

8.2.1 Efficient, open and equitable communication 

Patients and carers talked about interprofessional communication more than 

any other mechanism, although they did not discuss it much. Furthermore, 

they tended to talk about the way in which the team communicated with 

them, rather than communication between team members. Patients and 

carers valued being given information and explanation about aspects of 

their condition, progress and care. They enjoyed informal conversation with 

staff. In the community particularly they valued receiving copies of the 
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letters between the hospital and GP. In acute care they had more 

opportunity to observe staff talking together in ward rounds and at the 

nurses’ station. When communication met their needs patients and carers 

said they were reassured, felt safe and had confidence in the team.  
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Table 25. Sources of data for synthesis 

Mechanism Context 

maps 

Patient 

outcome data 

Patient and carer 

interview data 

Staff outcome data 

(ATPI, WRQoL) 

Staff interview 

data 

Observation 

data 

Efficient, open and 

equitable communication 
      

Collaboration and 

coordination 

      

Role blurring       

Advocacy       

Support and value       

Pooling of resources       

Leadership       

Shared sense of purpose       

Shared responsibility and 

influence 
      

Critically reviewing 

performance and decisions 
      

Generating and 

implementing new ideas 
      

Individual learning       

Tactical communication       

Team behavioural norms       
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Like patients, staff talked about how the interprofessional team 

communicated with patients and carers, but they also spoke at length about 

how they communicated with each other. Exchanging information, open and 

equitable communication and debating and challenging each other were 

considered important by staff to make better care decisions, prevent 

mistakes, arrange timely and appropriate discharges and provide accurate 

information to patients and families. Conversely, when communication was 

poor this was thought to result in medication errors, delays in referral and 

discharge, inaccurate information being given to patients and carers, 

duplication of effort and damage to relationships between staff. They 

thought this mechanism was facilitated by co-location on the ward or in 

offices, team meetings, shared notes and white boards, but it was seen to 

be constrained by professional groups having their own notes, staff 

shortages, a high proportion of part-time staff, large teams, dominant 

characters within the team and hierarchy within the team, which made 

junior staff feel too intimidated to contribute or challenge more senior staff.  

Much information exchange was observed at the interprofessional team 

meetings where open communication was also observed. Some staff 

appeared to discuss complex patient issues and at times disagree with each 

other, but others were observed to say very little, often junior staff, nursing 

staff and some community based staff who attended acute team meetings. 

This was surprising, given that community staff went to these meetings to 

find out about patients who were likely to be discharged to their care and to 

contribute to their discharge planning. Where a large number of patients 

were reviewed in a meeting there was very little opportunity to discuss 

patients in any depth and open communication appeared to be reduced. 

8.2.2 Collaboration and coordination 

There was some evidence that collaboration and coordination within the 

interprofessional teams had an effect on patient and carer experience of 

care. Therapists working together in joint therapy sessions, particularly on 

the acute units, was thought by patients and carers to be good teamwork. 

Similarly, in the community, giving adequate time between therapists’ visits 

and coordination between other services, e.g. anti-coagulation clinics, was 

seen by patients and carers as good teamwork. Well coordinated care gave 

patients and carers confidence, while poorly coordinated care caused them 

anxiety.  

Considerably more evidence for the effect of this mechanism came from 

staff experiences, although staff raised similar issues as patients. 

Collaboration was said to occur in joint sessions, mainly between therapy 

staff, even though anticipated benefits to involving nurses in these sessions 

were acknowledged. Joint sessions were thought to have an impact on 

patients by improving the quality and efficiency of care. Including nurses in 

these sessions is likely to increase these outcomes as their role in carrying 

over therapist recommendations in caring for patients and the considerably 
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longer time they spend with patients were identified as important ways to 

coordinate care. Nurses carrying over therapists’ treatment plans 

throughout the day was thought to promote recovery by providing 

consistent care. This was facilitated by clear instructions but hindered when 

instructions were too complex and by nurses’ shift work patterns, which 

required frequent handover of information. In the community, staff 

coordinated their treatment via diary planning so as not to overload 

patients, although when therapists had different length waiting lists this 

could cause disjointed care resulting in patients being treated for longer and 

duplication of effort and tasks. Many staff thought that each profession was 

responsible for delivering their part of the patient’s care plan whilst 

communicating with other professional groups in a coordinated way to 

ensure that patient goals were met, patients were successfully discharged 

with no delays and that there was clear, consistent communication with 

patients and their families.  

Collaboration and coordination was observed during all the interprofessional 

meetings, which were thought to be a context that facilitated this 

mechanism. Some teams, particularly the acute teams, were observed to 

have highly structured meetings with feedback about patient progress from 

each profession frequently reported in a set order and format. This was 

thought to facilitate coordination, although could also have restricted more 

detailed discussion. Good chairing or leadership observed during the 

interprofessional team meetings was thought to provide a clear process and 

keep everyone on track providing an important context for the 

communication and collaboration and coordination mechanisms. Where 

teams were large, representatives of each profession came to the meeting 

and although they gave feedback from colleagues’ pre-prepared notes, this 

did not always provide all the information the team required. 

8.2.3 Role blurring 

Role blurring was not discussed a great deal by patients and carers although 

it was viewed positively by those who did mention it. Nurses and paid carers 

carrying over aspects of therapy in their care was thought by patients and 

carers to increase recovery in all settings. Where any member of the team 

provided care outside their usual remit, it gave patients and carers the 

confidence to ask anyone to help them and ensured that they received 

timely care.  

Staff, however, were more concerned with role clarity than role blurring and 

thought the latter occurred rarely, which is likely to be why patients and 

carers did not experience it often. Role clarity and maintaining boundaries 

between professional groups were thought by staff to be more important for 

effective team working and ensured that patients received specialist stroke 

care. Furthermore, some staff felt professionally threatened or irritated 

when a colleague overstepped the boundaries of their role. In acute and 

rehabilitation settings, role blurring was generally not planned and occurred 
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on an ad hoc basis in response to staff shortages, to ease pressure on the 

team. The exception to this was when nurses incorporated specialist 

therapy recommendations when caring for patients, although providing this 

care is also part of their role. Where responsibility for certain aspects of 

patient care fell within the remit of more than one profession, e.g. patient 

transfers and patient mood, it was unclear how this was managed and 

misunderstandings led to tension and resentment. In the community, staff 

had less contact with patients and role blurring was more common.  

Role blurring was rarely observed in team meetings, which appeared to be 

highly structured, particularly in acute care, where each profession provided 

specific feedback in a set order. This appeared to emphasise the roles of 

individual professions. The acute and rehabilitation teams did not therefore 

appear to work as ‘transprofessional’ teams (section 1.5), although the 

community teams appeared to do so in some areas of their work, 

particularly initial patient assessments. 

8.2.4 Advocacy 

The mechanism of advocacy was identified from the patient interviews, 

providing some evidence that it influenced their experience. A small number 

of patients living in the community considered one professional representing 

their needs to another in order to benefit the patient to be good 

interprofessional teamwork. Such advocacy on behalf of patients was not 

identified by staff, although it was occasionally observed in interprofessional 

team meetings, particularly in the community, where teams discussed 

complex patients and supported each other to consider other options and 

referrals to other professions and services that would help patients. 

8.2.5 Support and value 

The evidence that the support and value mechanism has an effect on 

patient and carer experience of care was weak. The small number of 

patients and carers who said they liked to see staff get on well and treat 

each other equally thought it created a good atmosphere and gave the 

impression that staff would treat patients well.  

Staff thought that friendly relations within the team, trust, value and 

respect did have an effect on how the team worked to deliver patient care 

and would therefore have an effect on patients. However, the main effect of 

this mechanism was on staff working experience. Being valued and 

respected as an individual and as a profession was considered important 

and raised morale and confidence, reduced stress and feelings of personal 

burden and enabled staff to contribute to group discussions and trust each 

other’s expertise and judgement. This is reinforced by the significant 

association between the ATPI and WRQoL scores which demonstrated that 

when quality of working life was higher, team performance was rated to be 

better. However, not all professions were thought to be respected and 
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valued to the same degree. Nursing and unqualified staff were seen by 

some team members as less respected or valued, possibly because they 

were viewed by some as being less qualified or their role poorly understood. 

In particular, some nurses and healthcare assistants felt taken for granted, 

used by the team and not part of the team. Medical staff were seen as 

being at the top of the professional hierarchy and more valued as ultimate 

decision makers, which at times made other team members feel powerless. 

This is reflected in the ATPI findings where medical staff assessed team 

performance to be significantly higher than their colleagues from other 

professions. Furthermore, staff in inpatient settings, where there was a 

broader range of professions in the team, thought that stereotypical views 

about professional status were a barrier to team working.  

A number of contexts were thought by staff to influence the occurrence of 

this mechanism. Co-location in the same office or unit, meeting up socially 

outside work, team leaders acknowledging and appreciating work and 

attendance at team meetings were seen to facilitate support and value. 

They also felt that large teams, nursing shift patterns and therapists’ and 

junior doctors’ rotational posts restricted team members getting to know 

and respecting each other and therefore inhibited this mechanism. 

Furthermore, uniprofessional activity targets were felt to reduce 

opportunities for staff to work together and support each other.  

During the observations of interprofessional team meetings researchers 

thought that the atmosphere, frequently light hearted, was one of 

supporting and valuing the contribution of staff. However, not all team 

members went to these meetings, particularly healthcare assistants and 

unqualified staff in all teams and junior nurses in acute care, which may 

reduce their opportunities to feel part of the team. 

8.2.6 Pooling of resources 

There was evidence that a few patients and carers were aware that their 

care required the collective skills and expertise of different professionals, 

but it was unclear whether this influenced their experience.  

Stronger evidence for this mechanism came from staff accounts of working 

together. Staff saw the interprofessional team as having a “big pool” of 

skills and knowledge to draw on according to patient need, with each 

profession contributing specific skills or information about the patient that 

others lacked. This was thought to give a more comprehensive view of the 

patient, enabling better quality decisions, more thorough, comprehensive 

assessments and care packages that prevented patients being treated 

incorrectly and enabled quicker or more appropriate discharge. Staff 

thought that pooling of resources often led to increased collaboration and 

coordination and shared decision making and was more likely to occur when 

team members were co-located on the ward or in shared offices, when 

patients had particularly complex needs and when staff felt part of the 

team. They felt that pooling was less likely to occur when there were time 
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constraints, e.g. when teams were large or when staff had uniprofessional 

activity targets, when relationships between some team members were 

poor or when a team lost a professional group due to funding cuts. Where 

the required skills or contribution of one professional group were not 

available or provided this was thought to have a detrimental effect on the 

team’s ability to deliver treatment, which subsequently affected patient 

outcome. The interprofessional team meeting was an important arena for 

pooling resources and team members were frequently observed contributing 

their specific knowledge about patients, which either verified other’s 

knowledge, added a new perspective or surprised their colleagues. 

8.2.7 Leadership 

This mechanism was not discussed by patients or carers with the exception 

of one patient who thought that there were “too many chiefs and not 

enough Indians”, so the impact of interprofessional team leadership on their 

experience is unknown.  

In contrast, however, there was evidence that staff thought leadership had 

a significant impact on team performance and it was described as an 

important enabler of teamwork. Clear leadership and conflict over who led 

the team were both highly predictive of overall team performance as 

measured by the ATPI and of the individual ATPI dimensions of team inputs, 

processes and leadership. Where there was clear leadership, team 

performance was perceived to be significantly higher and where there was 

conflict over leadership, team performance was significantly lower. Models 

of overall leadership varied considerably between the three settings which 

may explain these differences. The acute teams were led by one of the 

medical consultants, whereas the rehabilitation unit was led by a group of 

uniprofessional heads of department, one of whom took the lead on a three 

year rotation and this was considered to lack clarity. The community teams 

each had a full time manager with no additional clinical responsibility, which 

was thought to provide the clearest leadership. This was also demonstrated 

by a significant difference between the teams for the leadership dimension 

of the ATPI, which was largely driven by the difference between the acute 

and community teams in Pathway B, where the community team scores 

were significantly higher. 

However, within all of the teams there were also uniprofessional leaders 

who provided staff with most of their support and guidance. This ambiguity 

in leadership was identified in both the APTI findings and the staff 

interviews. It is interesting that there was a significant difference between 

professional groups in assessment of leadership on the ATPI, with 

physiotherapists rating team leadership lower than doctors. Staff in all 

settings expressed reservations about being led and managed by someone 

from a different profession who might not understand complex profession-

specific issues, even though having one clear leader was considered to be 

beneficial for the team. In the rehabilitation setting, leadership issues were 



© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health

      166 

Project 08/1819/219 

discussed within the heads of department group but things could go badly 

when they focussed only on the needs of their uniprofessional team, 

resulting in delays in decision making or obstruction to decisions made by 

the interprofessional team. In acute care, overall leadership was generally 

assumed to be the natural role of medical consultants who were seen to 

carry ultimate responsibility for patients, but they were also seen to be able 

to support interprofessional working and see the ‘whole picture’, not just 

medical issues. However, in Pathway A, interprofessional team leadership 

rotated monthly between the medical consultants, which was considered by 

some to be destabilising. No benefits were identified for rotating leadership. 

It is unclear whether a full time manager with no direct clinical responsibility 

is more effective, but the community teams who had a full time manger 

reported very little conflict over leadership, which was significantly linked to 

better team performance.  

At several sites the identified leader of the interprofessional team was not 

always present at the interprofessional meetings observed, although the 

majority were skilfully chaired by another senior team member, who 

provided a clear process for review and discussion of patients and clear 

actions points. Therefore it appears that interprofessional teams require a 

complex leadership structure involving an overall interprofessional team 

leader, uniprofessional team leaders for individual professional groups and 

leaders for specific team processes. 

8.2.8 Shared sense of purpose 

There was no evidence that the interprofessional team having a shared 

sense of purpose affected patient and carer experience of care. The main 

effect of this mechanism was on staff working experience. Team identity 

gave staff a feeling of ‘being in it together’ which was particularly important 

in the rehabilitation and community settings, where some staff felt they 

were perceived by their managing organisation as less important than acute 

services. Furthermore, a strong team identity in these teams gave members 

confidence to challenge management decisions, causing some conflict with 

team leaders. However, not all staff talked about having a shared team 

identity; social workers and HCAs did not, suggesting they felt less part of 

the team. However, mean scores on the ‘Task Design’ dimension of the 

ATPI were very similar suggesting that all teams shared a clear view of the 

challenging nature of stroke care and the relevance of this to the aims of 

their organisations.  

Staff talked exclusively about having a shared, ‘patient centred’ focus, 

which enabled them to give more comprehensive care. In all settings there 

was a common goal to maximise patient recovery and get them better and 

in acute care there appeared to be an additional goal to discharge patients 

quickly, ideally to their own home. No other team goals or broader team 

vision were raised. However, service targets caused conflicting priorities 

between professional groups, which influenced their shared sense of 
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purpose. In acute care, length of stay targets emphasised differences in the 

perspectives of medical staff and therapists about when a patient was ready 

to be discharged and this caused awkwardness and frustration between 

doctors and therapists. This was also observed on several occasions in the 

interprofessional team meetings where therapy staff were keen for a patient 

to stay longer on the acute unit to maximise recovery whereas medical and 

senior nursing staff thought the patient should be discharged. This was 

thought by the researchers to reflect differences in treatment philosophy 

between the professions or possibly differences in managerial responsibility 

for organisational outcomes such as length of stay.  

It is possible, however, that these conflicting priorities influenced the acute 

team in Pathway B more than the other teams, including the acute team in 

Pathway A, as demonstrated by the lower mean scores for ‘objectives’ and 

‘task focus’ in the ATPI. This was consistent with staff interviews where staff 

in acute care in Pathway B talked more strongly about conflict over 

discharge decisions. The reasons for this are not clear although acute care 

is thought to be a more pressurised environment and the acute team in 

Pathway B was much larger than Pathway A. Furthermore, at team 

meetings in the acute unit in pathway B, it was observed that each patient’s 

length of stay was emphasised and compared to the three week target, 

whereas this was not observed in Pathway A. In the community, patient 

contact activity targets were uniprofessional which was thought by staff, 

particularly those in Pathway A, to divert effort away from interprofessional 

working. 

8.2.9 Shared responsibility and influence 

The evidence that the shared responsibility and influence mechanism 

affected patient and carer experience of care was also very weak. A small 

number of patients in acute care described professionals making decisions 

together about discharge and therapy, but not whether they thought the 

decisions were good.  

Senior staff talked more about sharing responsibility for decisions which 

tended to occur when clinical decisions were complex or difficult, at team 

meetings when staff had the opportunity to give their perspective and 

debate options and when there was no hierarchy between staff. When this 

occurred, decisions were thought to be better and more informed and some 

staff thought it protected them from individual blame from families. 

However, there were occasions where decisions were not shared, typically 

‘out of hours’ when staff were not available, when there was a need to 

make a decision where there wasn’t consensus or in acute care when 

medical staff made decisions as the member of staff with ultimate 

responsibility. Not all staff in the acute teams thought that medical staff 

were the final decision makers for all decisions, although many that did 

thought that someone had to be ultimately responsible because having 

several different perspectives was likely to delay important decisions. It was 
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not clear how decision making was influenced by the monthly rotating 

leadership of the acute team in Pathway A.  

At the interprofessional team meetings, staff were observed making 

decisions that appeared relatively easy to make, possibly because the best 

option was clear, they were guided by operational guidelines or the patient’s 

and family’s wishes were clear. However, where decisions were difficult, for 

example, complex ethical decisions about feeding and treatment options, 

particularly in acute care, senior staff contributed more. 

8.2.10 Critically reviewing performance and decisions 

This mechanism was not discussed by patients or carers. Likewise, relatively 

few members of staff talked about reviewing, suggesting that critically 

reviewing performance was not a prominent part of interprofessional team 

working for them, despite reasonably good scores on the reflexivity section 

of the ATPI. However, while the teams in Pathway A had very similar 

reflexivity scores, the community team in Pathway B was assessed as the 

most reflexive and the acute team in Pathway B the least. Staff in acute 

units said that they did not reflect on how they worked together in patient 

cases, mainly due to lack of time, although this was seen as a missed 

opportunity to learn together. Staff in rehabilitation and community settings 

said they had more opportunity for reflecting on patient cases, either in 

team meetings or ad hoc, and found it valuable.  

Staff in all settings said there were also some opportunities to reflect on 

team processes, generally at business meetings, clinical governance 

meetings and away days. These were thought to facilitate team 

development and new ways of working, although in acute care, some of 

these settings were seen as medically or management driven and some 

therapists felt unable to contribute. Critically reviewing performance was 

not observed in the interprofessional team meetings. 

8.2.11 Generating and implementing new ideas 

This mechanism was not discussed by patients or carers. Few staff 

discussed it either, although scores on the creativity and innovation section 

of the ATPI suggested they thought their teams performed reasonably well 

in generating new ideas. However, while the teams in Pathway A had very 

similar innovation scores, the community team in Pathway B was assessed 

as the most innovative and the acute team in Pathway B the least. Staff 

said that they implemented new ways of working in response to external 

requirements, e.g. organisational change, but also instigated change 

themselves to improve team efficiency. 

Staff were able to implement new ideas when each member of the team 

was committed to the proposed changes, although undergoing substantial 

changes such as restructuring could cause friction, alarm and uncertainty 

for team members. Senior staff were thought to be willing or have more 
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opportunities to suggest new ideas and it was thought that although larger 

teams had more resources to draw on, the process of change took longer as 

there were more people to consult. Frequent rotation of staff was 

considered by some team members to have an impact on collective 

learning. Interprofessional team meetings were observed to be very patient 

focused and although there was some discussion about how to deal with 

specific patient issues, the teams did not discuss wider innovative ideas. 

8.2.12 Individual learning 

Only one carer identified individual learning as part of teamwork, suggesting 

a very limited impact on patient and carer experience. It was a good 

example of a CMO configuration whereby the positive personal attributes of 

a paid carer in the community (C) meant she engaged in therapy sessions 

and learnt from the physiotherapist (M). By using that knowledge in helping 

the patient exercise, the patient improved (O) and this gave the carer peace 

of mind (O).  

Most of the evidence for this mechanism came from staff accounts of 

working together, although this was experienced differently by professions, 

with some having more opportunities to learn than others. In the main, it 

was therapists that described learning from other members of the team, 

frequently other therapists, but notably not nurses. They said that other 

therapists had similar roles and working practices and therefore had more 

opportunities for joint working and learning. Therapists planned patients’ 

therapy timetables together each week and this gave them an opportunity 

to plan learning opportunities. There were also more therapists on rotational 

posts designed for staff development. Benefits of individual learning were 

mainly for the staff themselves although some potential patient outcomes, 

e.g. staff having greater awareness of patient need, were identified by staff. 

8.2.13 Tactical communication 

This mechanism was not discussed by patients or carers and only by a 

minority of staff who said they occasionally communicated in this way when 

they felt aggrieved or had had a disagreement, suggesting the mechanism 

did not greatly influence the impact of interprofessional teamwork. Where it 

did occur, however, it made team working more unpleasant or took more 

time to accomplish things. 

8.2.14 Team behavioural norms 

This mechanism was not discussed by patients or carers and few staff  

mentioned specific accepted ways of working together as a team. This may 

be due to interprofessional team working being so embedded in stroke care 

that it is assumed that that is what happens and it is rarely questioned. The 

organisation of services supports this with dedicated stroke or neuro-

specialist staff based only in these teams and shared office space in 
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rehabilitation and community settings. New staff are supported to work in 

this way by inductions and written information. 

8.2.15 Summary of the impact of the mechanisms on patients, 

carers and staff 

During the study 14 mechanisms of interprofessional team working have 

been identified: ten from the first stage of the realist synthesis, three from 

the second stage of the realist synthesis and one from the patient and carer 

interviews and team observations. No additional mechanisms were 

identified from the staff interviews. Some of the mechanisms have been 

shown to have a greater impact on the experience of patients, carers and 

staff than others. Efficient, open and equitable communication, collaboration 

and coordination, role blurring, advocacy and support and value had a small 

impact on patients and carers from their perspective.  

These mechanisms, with the exception of advocacy, and also pooling of 

resources, leadership, shared sense of purpose, individual learning and 

shared responsibility and decision making had an impact on staff experience 

of interprofessional team working to varying degrees. However, a small 

number of mechanisms appeared to have little or no impact on patients, 

carers or staff, namely critically reviewing performance and decisions, 

generating and implementing new ideas, team behavioural norms, and 

tactical communication. The reasons for this are unclear although it is 

possible that tactical communication and team behavioural norms are 

ingrained in the way in which staff work together and they are less aware of 

them or (in the case of tactical communication particularly) perhaps less 

prepared to admit to them. It is also to be expected that patients would not 

see much of these mechanisms, which may be why they did not talk about 

them in their interviews. It is surprising that generating new ideas and 

critically reviewing performance and decisions were not identified by staff as 

a way in which the interprofessional team work together. In particular, 

critically reviewing performance or ‘reflexivity’ is considered by West to be a 

key element of team working19. However, it is possible that because all the 

teams were undergoing considerable organisational change and service 

development during the study they were overwhelmed by this and tended 

to focus on their immediate day to day patient care responsibilities. 

8.3 What aspects of interprofessional teamwork work, 
for whom and in what circumstances: development of 
hypotheses 

Using the synthesis of findings from the different perspectives of 

interprofessional team working, this section will draw out what aspects of 

teamwork work, for whom and in what circumstances to fulfil objective 2. 

With the particularly complex nature of interprofessional team working and 

stroke care, there was an inexhaustible combination of context-mechanism-
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outcome configurations. This was complicated further by some mechanisms 

being triggered by another mechanism. Therefore, rather than present a 

range of these individual CMO configurations, integrated data providing 

illustrative examples of what worked, for whom and in what circumstances 

are reported (see table 26).   
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Table 26. Contexts, mechanisms and outcomes for staff, patients and carers 

Contexta Mechanismb Outcomec 
 

Staff are available to talk to patients 

and carers () 

Co-location on ward or offices () 

Team meetings () but large no. of 

patients to review or highly structured 

meeting (X) 
Large teams (X) 

High proportion of part time staff (X) 

Hierarchy within the team (X) 

Shared notes (), uniprofessional notes 

(X) 

Dominant characters in the team 

(/X) 

 

 
 
 
 

 
Efficient, open and 

equitable communication 

 

Patients and carers receive sufficient 

information about their condition, care 

and progress (+) 
They feel reassured (+), safe (+) and 

have confidence in the team (+) 

They enjoy informal conversation with 

staff (+) 

Mistakes prevented (+) 

Better care decisions (+) 

Timely and appropriate discharges (+) 

Accurate information provided to 

patients and families (+) 

 

 

 

Clear instructions () or too complex 

instructions (X) for nurses carrying 

over therapy treatment plans in patient 

activities  and nurses shift patterns 

(X) 

Team meeting () but possibly reduced 

when treating staff represented by 

colleague (X) 

 

 

 
 
 

Collaboration and 

coordination 

 

Well coordinated care gave patients and 

carers confidence (+) 

Poorly coordinated care caused patients 

and carers anxiety (-) 

Improved care quality (+) 

Improved care efficiency (+) 

Increased consistency in treatment (+) 

leading to improved recovery (+) 
 

 
 

Patient need and staff shortage (/X) 

 

 
 

Role blurring* 
 

 

Increased recovery (+) 
Increased patient and carer confidence 

that they could ask anyone for help (+) 

Patients receive specialist care (+) 

 
 

 
Patients living alone () 

 

 
 

 
 

Advocacy** 
 

 
Patients perceive good teamwork (+) 

 

Role of profession poorly understood 

(X) 

Co-location (), meeting up socially 

outside work (), appreciation of work 

by team leaders (), attendance at 

team meetings () 

Large teams (X), nursing shift 

patterns (X), short term rotational 

posts (X), uniprofessional activity 

targets (X) 

 

 
 

 
Support and value 

 
 

 

Good atmosphere (+) 

Impression that staff would treat 

patients well (+) 

Raised morale and confidence (+), staff 

contribute to team discussions (+) 
Reduced stress and feeling of personal 

burden (+) 

When mechanism absent, staff feel 

taken for granted (-), used by the team 

(-), not part of the team (-) 

 

 

Co-location of staff () 

Patients with complex needs () 

Team meetings (), treating therapist 

not present at meeting (X) 

Large team (X) 

Professional group not available in team 

(X) 

Time constraints (X) 

Uniprofessional activity targets (X) 

Poor relationships within team (X) 

 

 
 
 
 

Pooling of resources 
 

 

Comprehensive assessment of patient 

(+) 

Good patient care decisions (+) 

Prevention of incorrect treatment (+) 
Comprehensive care packages (+) 

Quicker, more appropriate discharges 

(+) 

Increased staff motivation (+) 

Less comprehensive assessment of 

patient (-), sub-optimal care decisions 

(-), delays in discharge (-) 
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Contexta Mechanismb Outcomec 
 

Full time leader/manger () 

Leader from different professional group 
(X) 

Rotating leadership (X /=) 

Leader able to see ‘whole’ picture ()  

No clear interprofessional leader (X) 

 

 
 

 
Leadership 

 

 

Better team performance (+) 

Support and guidance (+) 

Lower team performance (-) 

Lack of understanding of profession 

specific issues (-) 

Uncertainty about team priorities (-) 
Delays in decision making if each 

uniprofessional leader has to approve 

decision (-) 

 

Differences in managerial responsibility 
for organisational outcomes (X) 

Uniprofessional activity targets (X) 

 

 
 

      Shared sense of 
purpose 

 

 

Feeling of ‘being in it together’ (+) 

Shared ‘patient focus’ enabled 

comprehensive care for patient recovery 

in all setting (+) and also discharge 

home in acute care (+) 

Awkwardness and frustration (-) 
 

 
Care decisions are complex and difficult 

() 

Team meetings () 

Opportunity to give opinion and debate 

options () 

Flattened hierarchy () 

Clear patient and carer wishes () 

Team members not available e.g. 
evenings and weekends (X) 

 

 
 

 

Shared responsibility 
 and influence 

 

 
More informed care decisions (+) 

Protection from recrimination for 

individual staff (+) 

 

Lack of time (X) 

Priority given to dealing with situation 

particularly in acute settings (X) 

Business meetings () 

Clinical governance meetings () 

Away days () 

Meetings driven by 

management/medicine (X) 

 

 
 
 

Critically reviewing 

performance and 
decisions 

 

 

Lost opportunities for collective learning 

when mechanism absent (-) 

Valuable process for staff (+) 

 

Team meetings very patient focused 
with no time for wider issues (X) 

External requirements for organisational 

change () 

Staff initiated ideas for changing 

practice () 

Team commitment to proposed changes 

() 

Seniority within team () 

Large team with more resources () 

Large team with more people to consult 

(X) 

Frequent rotation of staff (X) 

 

 
 
 

 
Generating and 
implementing  

new ideas 
 

 

Improved efficiency of teamwork (+) 
 

 

Personal characteristics of staff (), 

involvement in therapy session () 

Opportunities to learn from other team 
members () 

Similar working patterns of staff (), 

more opportunities for joint working 

() 

Therapists’ timetabling meeting gave 

opportunities to therapists to plan 

learning opportunities () 

 

 
 
 
 

Individual learning 

 

 

Improved patient recovery (+) 

Carer reassurance (+) 
Increased staff knowledge and skills (+) 

Greater staff understanding of roles of 

other professions (+) 

Staff enjoyment (+) 

Greater awareness of patient need (+) 
 

 

Perceived lack of respect from another 

team member () 

Disagreement or different perspective 

() 

 

Tactical communication* 
 

 

Missed opportunities to work together  

(-) 

Team member acts in the way their 

colleague wants them to (-) 
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Contexta Mechanismb Outcomec 
 

Interprofessional teamwork embedded 

in stroke care () 

Co-location of office space in 

rehabilitation and community settings 

() 

Induction information () 

 

 

 

Team behavioural 
 norms* 

 

 

Interprofessional team working 

assumed as ‘the way we work’ and 

rarely questioned (-) 

 

a 
Symbols:  context triggers mechanism; X context inhibits mechanism 

b 
Symbols: * identified during element 1; ** identified during element 2 

c 
Symbols: + positive outcome when mechanism present; - negative outcome when mechanism absent 

 

8.3.1 What worked for patients and carers? 

An important finding of this study is that interprofessional team working is 

largely invisible to patients and their carers. During the interviews, even 

with direct questions, they struggled to talk about it. While this does not 

mean that the effects of teamwork are not important to them or that they 

do not benefit from it, it does suggest that they look beyond the processes 

of how care is delivered and focus on the aspects of care that are important 

to them. However, some aspects of team working were valued by patients 

and carers: 

1. They valued communication with team members and when this met their 

needs for information and explanation they were reassured, felt safe and 

had confidence in the team. They also liked informal social chatting with 

staff. 

2. They liked to see collaboration between professionals in joint sessions. 

3. They valued coordination between professionals and services and when 

this worked well it gave patients and carers confidence in the team. 

4. They valued team members advocating on their behalf with other team 

members or services. 

Hypothesis 1: When members of the interprofessional team communicate 

with patients and carers and receive the information and explanation they 

need about their condition, treatment and progress, patients and carers are 

reassured, feel safe and have increased confidence in the healthcare team. 

Hypothesis 2: When members of the interprofessional team coordinate their 

contribution to patient care, patients and carers have increased confidence 

in the team. 

8.3.2 What worked for staff? 

Interprofessional team working was considerably more important and visible 

for staff, although some aspects worked better for some teams and team 

members than others. Members of the community teams tended to assess 

their team’s performance more highly than the other teams, particularly for 
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team inputs and processes. Notably, medical staff thought team 

performance was significantly better than other professional groups and 

some nursing and unqualified staff had less positive experiences of team 

working than other professional groups. 

What works well 

A full time leader/manager: there was less conflict in leadership within 

teams where there was a full time leader who did not have additional 

clinical responsibilities. However, it was only the community teams that had 

full time leaders and they were also considerably smaller teams. 

Clear leader: leadership is highly predictive of overall team performance. 

Regular meetings: interprofessional team meetings facilitated a number of 

mechanisms, including open communication, coordination and collaboration, 

pooling of resources and shared responsibility and influence. Team meetings 

also reinforced consistency in team processes. 

Lack of hierarchy between individuals and professions: being valued as an 

individual and as a profession was important to staff and raised morale and 

confidence, reduced stress and feelings of personal burden and enabled 

staff to contribute to group discussions. 

Wide range of expertise and skills: a wide range of skills and knowledge 

about patients’ individual needs and circumstances enabled better quality 

decisions about care and prevented patients being treated incorrectly. 

Co-location/working in close proximity: co-location facilitated a number of 

mechanisms including open communication, coordination and collaboration 

and pooling of resources. It also enabled opportunistic and flexible working 

in response to patient need. 

Joint sessions: these were thought to improve care quality and efficiency, 

although nearly always occurred between therapy staff. 

Similar working patterns: this facilitated a number of mechanisms, including 

open communication, coordination and collaboration and pooling of 

resources, by enabling professionals to work more closely together. This 

particularly applied to therapy staff who generally worked regular weekday 

hours. 

Team stability: consistency in working with the same people enabled 

members of the team to get to know each other better, which facilitated 

team working. 

What does not work well 

A large team: several of the teams studied were very large and this had a 

number of detrimental effects, including staff feeling too intimidated to 

contribute, team leaders being less available to team members, team 

members not knowing each other very well (some team members did not 
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know each other’s names) and some team members not being included in 

team meetings. 

Conflict in leadership: where there was conflict in leadership, team 

performance was less effective. This may also be linked to team size. 

Ambiguity in leadership: although having one clear leader was thought to 

be beneficial, team members received most support and guidance from 

uniprofessional leaders, which caused some ambiguity in leadership. 

Uniprofessional activity targets: where team members had their own 

uniprofessional activity targets these were often prioritised, diverting effort 

away from interprofessional working and undermining contributions to 

pooling of resources and collaboration. 

Rotating leadership: no benefits of rotating leadership were identified by 

any members of staff. Some felt the rotating team leaders often had 

different priorities, which was considered destabilising for the team. 

Team instability: short term rotational posts, particularly in therapy 

professions, and nurse working patterns and shift work inhibited team 

development and cohesion and had an impact on development and 

sustainability of innovation.   

Hierarchy (with disrespect) between individuals and professions: when staff 

were not valued or were treated with a lack of respect, they withdrew from 

the interprofessional team and did not collaborate with other professions. 

No opportunity to discuss decisions made on behalf of the team: when 

patient care decisions were made without giving staff an opportunity to 

contribute their expertise they felt undervalued. However, even when team 

members disagreed with a decision, if their view had been listened to they 

supported the team decision. 

Strong allegiance to uniprofessional group: most members of staff 

considered themselves members of at least two teams: the 

interprofessional team and their uniprofessional team. Stronger allegiance 

to the uniprofessional team was thought by some to be detrimental to 

interprofessional teamwork.  

Hypothesis 3: When there is a clear leader of the interprofessional team 

overall team performance is better. 

Hypothesis 4: When there is conflict in team leadership overall team 

performance is lower. 

Hypothesis 5: When there is a full time leader/manager of the 

interprofessional team who does not have additional clinical responsibilities 

there is less conflict in leadership. 

Hypothesis 6: When the interprofessional team is large some staff are less 

able and confident to contribute to the work of the team 
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Hypothesis 7: When there are regular meetings of the interprofessional 

team, open communication, coordination and collaboration, pooling of 

resources and shared responsibility and decision making are facilitated. 

Hypothesis 8: When team members of an interprofessional team feel 

equally valued they have good morale, are confident, have reduced stress, 

reduced feeling of personal burden and are able to contribute to team 

discussions. 

Hypothesis 9: When team members prioritise their own uniprofessional 

targets, interprofessional team working is undermined. 

Hypothesis 10: When members of the interprofessional team have similar 

working patterns they are more able to work closely together. 

Hypothesis 11: When members of the interprofessional team work together 

in joint sessions, care quality and efficiency is improved. 

Hypothesis 12: When members of the interprofessional team are co-located 

or work in close proximity, communication, coordination and collaboration 

and pooling of resources are facilitated. 
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9 Conclusions and recommendations 

In the previous chapter we have presented a synthesis of findings from the 

range of components used in this mixed methods study. This synthesis 

unpacks the very complex processes inherent in interprofessional team 

working in stroke care and makes a significant contribution to knowledge of 

the effectiveness of interprofessional teamwork, in particular what works, 

for whom and in what circumstances. The aim of this chapter is to identify 

the key messages from the study, review the approach and methods used 

and discuss its implications for the development of policy, practice and 

research. 

9.1 Key messages 

As discussed in the previous chapter the extraordinarily complex nature of 

interprofessional team working means that specific links between context, 

mechanism and outcome are too numerous to report. Furthermore, the lack 

of findings about how different aspects of team working influence patient 

outcome limit inferences on how mechanisms link to outcomes. However, 

there are a number of key messages and recommendations from the study 

which relate primarily to how aspects of context relate to mechanisms of 

interprofessional team working and these are addressed in turn. 

Interprofessional team working is invisible to patients and carers 

Interprofessional team working is largely invisible to patients and carers. It 

is an important determinant of the care and service they receive but it is 

not something that they notice specifically for its own sake. It is possible 

that the language used by the research team during the interviews was not 

attuned to patients, however, the SUCAG contributed to the development of 

the interview schedule. Therefore this study, which includes a large 

qualitative investigation of patient and carer experience of interprofessional 

team working in stroke care, is considered to contribute unique and 

powerful evidence of the patient and carer perspective. There is often the 

expectation that the patient and carer should be considered as part of the 

interprofessional team or as a member of the team but this has not been 

identified in this study as something that patients and carers specifically 

think about. Therefore it is thought that interprofessional teamwork is 

largely a professional construction to facilitate the delivery of care and 

treatment. Making teamwork more visible is an option but patients and 

carers are more concerned with the care and treatment they directly 

experience and the outcome of team working rather than the processes of 

teamwork per se. The SUCAG gave valuable insight into the findings saying 

that for patients the team is ‘the people around my bed’. This suggests that 
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an important context for patients’ and carers’ awareness of interprofessional 

team working is visibility and presence. For example, when staff are 

available to talk to patients and carers the efficient, open and equitable 

communication mechanism is triggered resulting in patients and carers 

feeling safe, reassured and confident in the team.  

Recommendation: to address and improve patient and carer experience of 

care delivered by an interprofessional team, it is important to consider and 

develop the times of direct interaction between the patient and/or carer and 

whichever members of the healthcare team are involved in this interaction, 

i.e. the ‘people around my bed’. 

Redesign team structure to reflect developments in service delivery 

As stroke services have been developed and strengthened, the 

interprofessional teams delivering these services have become larger, 

reflecting the range of professionals and the size of the uniprofessional 

teams involved in stroke care. The size of the interprofessional teams 

involved in the study are considered large, particularly the acute and 

rehabilitation stroke teams which could be better described as small 

organisations199,200. Although a larger team has more expertise and 

resources to draw on, a mechanism of team work considered to improve 

quality of care (pooling of resources), as team size increases there are 

greater coordination and communication challenges201 and this is 

demonstrated in this study where team performance was assessed to be 

better in the smaller community teams. Furthermore, size and structure of 

the interprofessional team restricts the involvement and contribution of all 

team members and opportunities for joint working between professional 

groups.  Co-location, identified as an important context that triggered 

several mechanisms of team work, was less likely to occur in larger teams. 

As a result, there were a number of smaller teams or subgroups within the 

interprofessional team, frequently reinforcing uniprofessional teams, but 

also groups of staff who had worked together on the unit for longer periods 

of time. This potentially reduced clarity of leadership within the 

interprofessional team which was demonstrated to reduce team 

performance.   

Although each team identified who was part of the interprofessional team 

during the context mapping phase of the study it must be questioned 

whether 80 or so people, as in the acute and rehabilitation units, can 

feasibly function as a team. Moreover, most staff were members of more 

than one team. It is suggested that such a large interprofessional team 

inevitably becomes a multiteam system and to perceive them as a single 

team is potentially inaccurate and unhelpful. Multiteam systems (MTS) have 

been defined as networks of two or more teams which work 

interdependently and which have specific goals and are capable of 

independent actions, but which ultimately depend upon each other to 

achieve a final and shared goal202. Multiple team membership (MTM) has 

been simply defined by O’Leary et al203 as ‘simultaneous membership on 
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more than one team’, which may bring particular challenges, such as the 

need for individuals to negotiate competing demands upon their time or to 

juggle multiple identities and priorities.  

Recommendation: to carefully review the structure of the interprofessional 

team and where necessary redesign to reflect the challenges of the newly 

reconfigured stroke services to optimise the experience of patients and 

carers (as discussed above) and to maximise the contribution of all staff to 

interprofessional teamwork. 

Clarity of leadership improves team performance 

Clarity of leadership was found to be highly predictive of overall team 

performance. Leadership of interprofessional teams is very complex and 

some uncertainty, conflict and ambiguity in the leadership of the teams was 

identified in inpatient units. However, it is perhaps not surprising that there 

was more conflict and less clarity over leadership within the larger 

interprofessional teams in the acute and rehabilitation settings. Where team 

members had little contact with the designated interprofessional team 

leader they are likely to have looked to another member of senior staff for 

leadership and guidance. Furthermore, staff frequently looked for support, 

guidance and leadership from a member of senior staff from the same 

professional group, reinforcing the uniprofessional groupings within the 

interprofessional team and increasing the conflict and ambiguity in 

leadership204. It is interesting that no benefit was found for rotated 

leadership of the interprofessional team and a few team members thought 

that it destabilised the team. Generally, rotated leadership in non 

healthcare related teams is considered to promote equality in leadership 

and be beneficial to team working205.  

Recommendation: there is a need to carefully consider the size and 

structure of the interprofessional team to strengthen and clarify leadership 

of the team to enable all staff to be fully supported and to optimise 

interprofessional working. It would be useful to explore the requirements of 

overall versus moment by moment leadership of interprofessional teams to 

determine optimal leadership structure and style.  

Uniprofessional activity targets restrict interprofessional teamwork 

Uniprofessional activity targets and patient contact targets for stroke care 

were found to restrict the capacity for staff to use opportunities to work 

with interprofessional team colleagues, sharing their knowledge and skills 

and supporting each other. These uniprofessional targets are included in the 

National Sentinel Stroke Clinical Audit 2010206. While clinical activity targets 

are designed to increase productivity, this study has found that they can be 

a disincentive to interprofessional team working, an unintended 

consequence.  

Recommendation: that activity targets be interprofessional, not 

uniprofessional, to facilitate the interprofessional team working together 
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rather than reducing the incentives of working together and generating 

conflicting priorities within the team. It is thought that this context would 

facilitate co-ordination and collaboration, joint working, open 

communication and above all a shared sense of purpose. However, further 

research would be needed to evaluate this. 

Significant association between team performance and work-related 

quality of life 

There was a significant positive association between team performance and 

work-related quality of life. It is not possible to know whether working in a 

team that is performing well results in a good quality of life at work or vice 

versa, however, it is likely that initiatives to develop and strengthen team 

working will also improve staff morale and job satisfaction. 

Team instability restricts interprofessional teamwork 

Team instability and lack of consistency were found to restrict some of the 

mechanisms of interprofessional working, e.g. support and value and 

generating and implementing new ideas. Although short term rotational 

posts were considered to bring new skills and fresh ideas, they were also 

thought to restrict interprofessional working. All band five and band six 

therapy staff worked on short term rotational contracts, spending between 

four and nine months within the stroke teams. Therefore there were 

frequent changes in the majority of therapy staff posts, which is likely to 

reduce team stability. Although rotational posts contribute to the 

professional development of individual therapists, there is evidence that the 

longer teams work together the better they perform207 and similarly West208 

suggests that teams are considered less effective where team members 

have dissimilar employment status. Furthermore, the large numbers of 

nurses and their shift patterns also reduced the potential for many team 

members in acute care to get to know each other and even learn each 

other’s names.  

Recommendation: that consideration be given to the optimal number of 

rotational posts that stroke services can support and the duration of these 

posts to support team stability while contributing to professional 

development. 

The role of nursing needs to be strengthened 

As discussed above, patients and carers did not specifically notice the way 

the interprofessional team worked together. The staff they had the most 

contact with and talked about the most were nurses and healthcare 

assistants within acute units. However, this group appeared to be the least 

involved in the interprofessional teams. The context of nursing organisation 

and shift patterns restricted how nurses and HCAs could engage themselves 

or be engaged in working alongside other professionals. As a result many of 

the mechanisms of interprofessional team work e.g. support and value, 

pooling of resources, collaboration and coordination were less likely to be 
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triggered. Nurses were not usually involved in joint therapy sessions, 

despite an important role in implementing therapy treatment plans 

throughout the duration of the patient’s day. The need for nurses to develop 

a recognised, distinct role in stroke rehabilitation has been identified 

previously209-212 but despite considerable recent development in stroke care, 

this study demonstrated that this need remains. Furthermore, the lack of 

engagement of HCAs and RAs in interprofessional teams is of particular 

concern as they provide a considerable amount of direct patient care and 

are a critical part of patients’ experience. 

Recommendation: there is a need to consider the organisation of the 

interprofessional team to facilitate nurses’, HCAs’ and RAs’ participation in 

discussions of patient treatment and progress and in joint therapeutic 

sessions. 

Local variation in interprofessional team working may be acceptable 

and appropriate 

There were differences identified in the way the stroke teams were 

organised and operated within the two stroke pathways. Both of these 

pathways have been evaluated highly in the Stroke Sentinel Audit 2010 and 

although the patient outcome data in this study is weak, no significant 

differences in patient outcomes between the two pathways were identified.  

This tentatively suggests that stroke services can be responsive to local 

circumstances and interprofessional teams can develop and adapt flexibly to 

address local needs without negatively affecting patient outcomes.  

9.2 SUCAG recommendations from the study 

The main study findings were presented to the SUCAG at a meeting in 

September 2011, during which the group made its own recommendations, 

based on their perceptions of the findings and in light of their own 

experiences. We have presented these alongside those of the study team 

rather than integrating them together so that they stand in their own right. 

These recommendations are:  

1. Involve HCAs in the team more. Give them clear roles and guidelines.  

2. Leadership is important. The leader does not necessarily need to be 

the medical consultant. There could be shared leadership or the leader 

could be a senior or specialist nurse. However, the leader does need to 

be someone who is available and experienced and who knows the 

patient (and sees the patient as a person). 

3. Professionals must involve patients and carers as experts and as part 

of the team.  

4. Communication must be improved. Staff need to have knowledge of 

the whole patient and they need to share written information amongst 

each other too.  
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5. Professionals must take account of individual/family needs and 

preferences and also consider the psycho-social aspects of the patients 

care.  

6. Teams should avoid employing temporary staff (e.g. Bank nurses). If 

they have to employ temporary staff they should ensure that they 

have the appropriate specialist skills.  

7. Each patient should have a key worker/advocate.  

8. Patients should have the opportunity to share their experiences with 

other stroke patients.  

9. There should be aftercare, counselling and support for patients and 

carers when they return home. Patients need care that matches their 

individual needs.  

10.  All patients should be treated on a specialist stroke unit.  

11. Coordination of care needs to be enhanced to minimise inconvenience 

to patients and their families and to ensure a smooth discharge.  

12. Staff should ensure good practice occurs across all parts of the patient 

journey. 

9.3 Reflections on study methods 

This was an ambitious study using multiple methods to investigate different 

perspectives of interprofessional teamwork and has a number of important 

strengths. It is one of few studies to investigate outcome and patient and 

carer experience of interprofessional teamwork and contributes a large in-

depth qualitative exploration of these experiences. The use of the realist 

approach gave structure to a very diffuse area of literature and enabled the 

study to address specific elements of interprofessional team working that 

were proposed to influence patient outcome and patient and carer 

experience of care in a systematic way. Although this structure focused the 

researchers’ attention on the mechanisms identified, in both elements of the 

study new mechanisms were identified, demonstrating an openness to 

findings that did not fit the theoretical framework. Therefore, it is thought 

that this structure has given a useful firmness to the ‘swamp’ of evidence as 

described by Pawson et al213 and contributes a theoretical structure to 

ground and guide future research in a more targeted way.  

The study was conducted with two exemplar stroke care pathways across 

acute, rehabilitation and community teams which were highly rated in the 

National Sentinel Stroke Clinical Audit206. This has enabled exploration of 

interprofessional teamwork in environments where it is working well and 

this has generated a number of key messages that will inform managers 

and clinical leaders across other services where interprofessional teamwork 

is particularly complex. 
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The Service User and Carer Advisory Group (SUCAG) supported the team 

throughout the study and grounded us with their perspectives and 

experiences of receiving stroke care delivered by an interprofessional team. 

This was invaluable and a major strength.  

There were also a number of study limitations. As discussed above, the two 

study centres are both high performing units which in some ways has been 

a strength. However, it has also been a weakness as there were no 

statistical differences in patient outcomes between the pathways. Therefore 

it was not possible to explore whether differences in team performance or 

structure had an impact on patient outcome and this is a major weakness in 

the study. It may have been better to have conducted the study in 

contrasting stroke services where differences are more likely to have been 

identified. However, conducting the study in two care pathways meant that 

there were two sets of patient outcome data so the statistical power was 

low.  

The stroke register data collected at both sites did not meet the 

requirements of the study. It did not have the data fields reported to be 

available and on the basis of which the study was designed. There was also 

significant missing data within both registers, which is likely to bias results. 

Furthermore, changes were made to the stroke registers during the study, 

which further reduced the number of patient records available on the 

Pathway B register (i.e. only patients from the north of Borough B were 

being recorded on the database).  

Only interprofessional team meetings were observed during the study and 

an unstructured method of recording was used. It is possible that a different 

or more extensive approach could have yielded further insights into the 

teams. Other times and places of interaction could have been observed, e.g. 

joint therapy sessions, shared bases and ward rounds, or more 

ethnographic approaches adopted, such as team member shadowing or 

observing the teams for extended periods. 

Only one inpatient rehabilitation centre team participated in the study and 

only a small number of Pathway A patient and carer participants were 

treated at or visited the centre (12 in total). This was fewer than anticipated 

at the outset of the study and limited the degree to which patient and carer 

experience of the centre could be explored.  

Every effort was made to include patients with communication difficulties, 

but this was not possible if their aphasia and/or dysarthria was severe, so 

the experiences of these patients were omitted. Likewise, patients and 

carers who did not speak English were excluded, which again left their 

experiences unexplored. Wherever possible, however, a carer was invited to 

participate if a patient had communication or English language difficulties 

and the patient and carer participants came from a variety of ethnic 

backgrounds.  
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Difficulties were encountered following Redfern and Norman’s method193 

during analysis of the patient and carer interviews. Given the lack of depth 

with which participants spoke about teamwork, it was often difficult to 

identify ‘critical incidents’ that clearly related to teamwork and to avoid 

over-interpreting participants’ accounts. This was addressed by developing 

clear criteria for critical incidents and regular checks of the analysis by 

research team members. 

It is important to acknowledge the rapid developments in both stroke care 

pathways during the study, as a result of health authority investment and 

the introduction of hyperacute stroke units. As a result the teams were 

undergoing considerable change which is likely to have influenced their 

working lives. It is a testament to them that they continued to support the 

study team throughout.  

9.4 Implications for healthcare and research 

9.4.1 Implications for healthcare 

As healthcare services evolve to address changes in the way healthcare is 

delivered, there are also challenges for interprofessional teams to develop 

new ways of working to promote interaction between team members and 

between the team and patients and carers. 

There are a number of implications for team structure, particularly for very 

large teams where there is a higher degree of conflict and ambiguity in 

leadership. Structures and processes that strengthen the alignment of 

uniprofessional teams should be considered.  

Clear structures of team leadership should be developed and supported. 

The main aspect of team working that impacted patients and carers was 

communication, therefore strengthening the ways in which the team 

communicate with patients and carers on an individual and team basis will 

improve patient and carer experience.  

Teams should take time out to reflect on patient cases and on how they 

work as a team. Senior managers should ensure teams have appropriate 

time to reflect together. 

Patients and carers have most contact with nurses and healthcare 

assistants, but nursing staff appear to be least involved in the 

interprofessional team. The need remains for nursing staff to develop a 

distinct and recognised role in stroke rehabilitation.  
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9.4.2 Implications for research 

There is a need to investigate how best to structure complex health teams 

such as in stroke care. Complexity in team organisation is set to increase 

with the proposed NHS reforms and growth in pluralism of healthcare 

providers, including independent providers and volunteer organisations. 

MTS and MTM are two concepts that are likely to occur widely. There are 

important questions to answer about the benefits and negative aspects of 

MTM and MTS in healthcare and how best to lead, manage and support 

them. 

In future research of interprofessional teamwork, it is recommended that 

the research focus on the mechanisms experienced by patients and carers, 

e.g. communication, coordination of care and advocacy, rather than the 

experiences and perceptions of the processes of interprofessional care 

which are largely invisible to service users.  

There are a number of working hypotheses detailed in sections 8.3.1 and 

8.3.2 generated from the findings, which can be developed into a series of 

research questions to address further evaluation of interprofessional team 

working.  

Stroke registers are potentially very useful to support research in all aspects 

of healthcare, including biomedical research, epidemiological research and 

health services research. Developing a consistent, comprehensive data set 

of agreed data fields suitable for a wide range of research would greatly 

improve the usefulness of stroke registers. This need has been recognised 

since this study started and the Stroke Improvement National Audit 

Programme (SINAP), run by the Stroke Programme at the Royal College of 

Physicians, commenced in May 2010. It is recommended that centralised 

support of a national register, possibly by the Stroke Research Network, be 

considered.  

9.5 Outputs from the study 

The SUCAG have made a number of recommendations about dissemination. 

They were keen that the findings be disseminated as widely as possible, 

both nationally and internationally. They suggested submitting a paper to 

the British Medical Journal and to the monthly Stroke Association magazine. 

They suggested that a copy of the final report be sent to the Secretary of 

State for Health and to the Royal College of Physicians. The research team 

will fulfil all of these. 

Feedback has been offered throughout the study to all teams involved. This 

has been provided to all those who wanted it although a couple of teams 

requested that feedback be given at the end of the study. In addition we 
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will explore opportunities for more focused dissemination of some of the 

findings about specific interprofessional team working practices. 

We will prepare a short briefing paper to disseminate findings widely to 

stroke user groups e.g. Different Strokes and Connect. A range of academic 

papers are in preparation or planned for healthcare and research journals, 

to reflect the interprofessional scope and interest in the research.  

Conference abstracts will be submitted to the Stroke Forum conference and 

the annual joint Health Services Network / SDO Network conference. 
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Appendix 1 The Service User and Carer Advisory 
Group 

This appendix describes the formation, activities and contributions of the 

study’s Service User and Carer Advisory Group (SUCAG). The members of 

the group were: 

 

Paul Burraway Rahima Subhan John White 

Patricia Gandley Karole Turner Leigh White 

Erica Grimwood Peter Turner Lucie White 

Steve McCann Anne Underdown Jennifer Whyte 

Stuart Midgley Henry Wan-Sai-Cheong Jeffy Wong 

 

To recruit the group, the facilitators of fifteen local, voluntary sector, stroke 

support groups were sent an information sheet and asked if they thought 

their group would be interested in hearing more about the SUCAG. Ten 

facilitators responded positively and, according to their recommendations, 

GH and SS either attended one of their meetings to talk about the study 

and hand out flyers and terms of reference or these documents were 

emailed to the facilitators who then distributed them to their group. The 

documents outlined the time commitments and responsibilities of SUCAG 

membership. Anyone interested in joining the SUCAG was asked to contact 

the research team directly and those who did so were given more 

information about the group and had any questions answered. They were 

also told that spaces in the group were limited, so it was likely that not 

everyone who expressed an interest could be involved and members would 

be selected based upon the demographic information they provided. After 

these telephone discussions, a full information sheet and response slip were 

posted to the individual and they were asked to complete and return the 

slip to the research team.  

Thirty seven individuals returned the appropriate documentation, and 15 

(ten patients, five carers) were selected from the demographic information 

provided to ensure as diverse a group of people as possible (i.e. people with 

and without aphasia and of different ages and gender). SUCAG meetings 

were chaired by Sally Brearley, who has worked with patients and carers on 

a variety of research and service improvement projects, and other members 

of the research team assisted  by facilitating small group discussions and 

taking notes. Attendees were paid an honorarium of £100 per meeting for 

their time and contribution and advice was provided on who they should 

contact should the honorarium have implications for receipt of benefits. All 
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travel expenses for attending the meetings were paid from the research 

budget. A newsletter was distributed in between SUCAG meetings to keep 

members updated with study progress.   

The input of the SUCAG was of great value to the study and a number of 

changes were made as a result of their involvement. For example, whilst 

the researchers had initially designed two patient information sheets - one 

for patients with aphasia and one for those without aphasia - the group 

suggested that the shorter, aphasia version of the study information sheet 

should be used for all patients and that patients could be given the more 

detailed version if they asked for it. When this advice was taken to the local 

research ethics committee, they agreed this was a sensible suggestion. The 

members also recommended certain changes to the interview schedules to 

make the questions simpler and more understandable. For example, they 

recommended that the following question, “Can you think of an example of 

when you were particularly impressed with how the staff here worked 

together as a team and can you tell me a bit more about what happened?” 

be broken down into two distinct questions, “Can you tell me what different 

professionals have been involved in your care here?” followed by, “Do you 

feel that those professionals work as a team? Can you give us an example 

of that?”  

The members’ input into the analysis of the patient and carer interview data 

was also extremely valuable and the group were involved at two stages of 

the analysis process. In June 2010, when the researchers were in the 

preliminary stages of analysis, the group commented upon selected 

anonymised extracts from patient and carer interviews to help guide the 

researchers in the analysis process. In September 2011, the researchers 

presented the final themes from the patient and carer interviews to the 

group for comment and the members were able to inform the researchers of 

the issues that resonated strongly with them and discuss how these themes 

compared with their own experiences of stroke care. SUCAG members were 

also given a presentation of the overall findings from the other elements of 

the study (e.g. staff interviews, staff questionnaires) and were asked to 

work together in small groups to produce recommendations that they 

thought should be taken from these findings and passed on to healthcare 

managers. Their recommendations are listed in Section 9.2, alongside the 

recommendations of the researchers. Members’ recommendations were 

similar to those of the researchers, which suggests that this study’s findings 

are representative of the views of the different stakeholders in this field.  

In September 2011, the group were also consulted about dissemination of 

the study findings and asked to suggest appropriate networks and 

publications for dissemination. Their suggestions will be taken into account 

when the researchers devise a dissemination strategy for this report. The 

group also said they would be keen to be involved with the dissemination of 

the study findings by contributing to papers or articles and co-presenting at 

conferences where appropriate. 
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Appendix 2 Realist synthesis second stage search 
strategy 

Databases were searched using both free text terms and database-specific 

subject headings. Terms in each column in the tables below were combined 

with the ‘OR’ operator and then results were combined across the columns 

with the ‘AND’ operator. Study type, English language and adult human 

limiters were used where possible. 

 

Strategy for second stage search: free text terms 

 

Health terms Interprofessional 

terms 

Teamwork terms 

stroke 

‘neuropsychological rehabilitat*’ 

neurorehabilitat*  

‘long term care’  

‘primary care’  

‘primary health*’ 

‘social care’  

‘community care’  

‘home care’  

‘acute care’  

rehabilitat* 

interprofessional  

‘inter professional’  

multiprofessional   

‘multi professional’  

interdisciplinary   

‘inter disciplinary’   

multidisciplinary   

‘multi disciplinary’   

transdisciplinary   

‘trans disciplinary’ 

teamwork*  

‘team work*’  
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Strategy for second stage search: databasea subject headings 

 

Health terms Interprofessional and teamwork terms 

MEDLINE  

Stroke 

Rehabilitation 

Long-term care 

Primary health care 

Community health services 

Patient care team 

Interprofessional relations 

Interdisciplinary communication 

HMIC  

Stroke 

Rehabilitation 

Long term treatment 

Primary care 

Community care 

Interprofessional relations 

Health and social services interaction 

Community health care 

Multidisciplinary services 

Multidisciplinary teams 

Health care teams 

Primary care teams 

Teamwork 

Team management 

AMED  

Cerebrovascular disorders 

Cerebrovascular accident 

Rehabilitation 

Long term care 

Primary health care 

Community health care 

Community health services 

Interprofessional relations 

Communication 

Patient care team 

CINAHL  

Stroke 

Rehabilitation 

Long term care 

Primary health care 

Community health services 

Home health care 

Acute care 

Interprofessional relations 

Multidisciplinary care team 

IBSS  

Long-term care 

Community care 

Primary health care 

Social rehabilitation 

Interdisciplinary relations 

Teamwork 



© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health

      207 

Project 08/1819/219 

 

Health terms Interprofessional and teamwork terms 

Psychinfo  

Cerebrovascular accidents 

Neuropsychological rehabilitation 

Rehabilitation 

Primary health care 

Long term care 

Home care 

Health care delivery 

Health care services 

Home visiting programmes 

Interdisciplinary treatment approach 

Integrated services 

Work teams 

Virtual team 

Interpersonal interaction 

ASSIA  

Strokes 

Neuropsychological rehabilitation 

Rehabilitation 

Home care 

Community care 

Long term care 

Primary health care 

Social care 

Interdisciplinary approach 

Interdisciplinary group work 

Interdisciplinary team work 

Teams 

a 
Subject headings were not used in the Scopus database because the database 

searches keywords at the same time as titles and abstracts 
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Appendix 3 Realist synthesis papers 

The table in this appendix contains all the papers that informed the realist 

synthesis, including those that are not directly referenced in chapter 2, 

section 2.3. It also indicates which papers were used in the synthesis of 

each of the 13 mechanisms. Some studies generated more than one paper, 

so column totals in the table below (papers) do not necessarily match the 

figures in Table 3, chapter 2 (studies). 
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Appendix 4 Interview schedules 

This appendix contains the interview schedules used in the fact-finding 

interviews with staff and the critical incident interviews with staff, patients 

and carers. 

 

Semi-structured, fact-finding interview schedule for key members of 

staff 

GENERAL QUESTIONS FOR ALL SERVICES 

Description of service 

 Service/ward name and brief description 

 Managing organisation(s) 

 Finance, budget 

 Location(s) and premises 

 Main components of service (e.g. number and type of beds; discipline 

composition; amount, type and duration of therapy delivered, etc) 

 Pathways to admission (e.g. catchment population; referral 

inclusion/exclusion criteria) 

 Size of catchment population and its features (e.g. levels of social 

deprivation, ethnic profile, etc) 

 Aims and objectives/priorities 

 Brief service history to date 

 Recent, ongoing and future developments (any issues/factors that have 

hindered or supported progress and developments?) 

Patients/clients 

 Client group (inclusion/exclusion criteria, typical demographics?) 

 Average length of stay? (Are there any policies on length of stay? Are 

there any other factors which affect patient length of stay? Incentives? 

Other pressures?) 

 Goal-setting and evaluation processes 

Team composition 

 Number of staff and professional background 
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 Staff-patient ratios 

 Team structure and location 

 Staff recruitment, induction and appraisal 

 Staff retention, staff sickness 

 Training and development available for staff 

 Clinical leadership 

 Support and supervision 

Interprofessional working 

 How do interprofessional teams function and communicate? (e.g. 

composition, leadership, objectives, roles, when established, physical 

proximity of staff bases, sharing of information) 

 Informal and formal spaces for interprofessional working (e.g. – formal: 

ward rounds, MDT meetings, etc, who attends and who leads? Informal – 

shared workspaces, offices, etc) 

 Patient records for interprofessional working? 

 Opportunities for team building? 

 What differences are there at weekends? 

SPECIFIC QUESTIONS BY SERVICE TYPE 

Acute care 

 Procedures for in-coming acute cases when thrombolysis is potentially 

possible, including multidisciplinary assessments 

 Care pathway planning – where done and by whom? Key worker system 

 Out-patients (follow-up) procedures 

 Pressure on beds – what do they do if there are more acute patients than 

beds? 

Discharge from acute care or from in-patient rehab 

 Discharge procedures, e.g. home visits, nursing / care home selection, 

communication with rehabilitation unit or community health and social 

services, GP, etc 

 Decision-making process and participants 

 Involvement of / information given to patients and carers 

 



 

© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for health

     229 

 Project 08/1819/219 

 

 

In-patient rehabilitation 

 Care planning – where done and by whom. Key worker system? 

 Out-patients (follow-up) procedures 

 Pressure on beds 

Community rehabilitation / social services 

 What services are available e.g. meals on wheels, home modifications, 

mobility aids, personal care, nursing, transport service, carer respite, 

social clubs, etc? How can they be accessed (as routine or on request)? 

Are services evenly available across the borough? 

 Means testing for services and decision-making re which services 

provided 

 Co-ordination and funding of health and social care services 

 Services available from voluntary organisations in the community 

(information/advocacy, social support, etc) 

 Communication with acute /in-patient rehabilitation teams 

 Vocational re-training? 

GENERAL QUESTIONS FOR ALL SERVICES 

Information 

 What information on stroke and rehabilitation is given to patients/carers 

whilst in and upon leaving this service? In what format – written, audio, 

etc? What is included in this information (general stroke advice, contacts 

for other agencies, etc)? Are patients involved in the development of this 

information? 

Partnerships with other agencies 

 Strategic planning 

 Who are the key agencies/partners worked with (internal/external)? What 

is the nature of these relationships? 

Governance, management and evaluation 

 Protocols and clinical guidelines used? How long have they been in use? 

How are breakdowns in protocols / procedures addressed? Any policy 

targets? 

 Clinical risk management systems 

 Monitoring: compliance with stroke care pathway, patient satisfaction 

(questionnaires, suggestion boxes) etc 
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Patient involvement 

 Team policy? 

 Extent of patient involvement (at what levels – planning, development, 

evaluation, etc) 

 Role of stroke unit user groups 

 Links to other user groups 

 Involvement of carers 

 Involvement of PALS? 

Other 

 TIA clinics: their structure, frequency, processes, staffing. 

Communication with primary care. 

 Where does palliative care take place? 

Open-ended questions 

 Individual perspectives on interprofessional team working, leadership, 

supervision and organisation of clinical work 

 Individual perspectives on any notable gender/discipline differences in 

interprofessional team working 

 Individual perspectives on relationship between patient/carer attitudes 

and expectations and uptake and delivery of services and patient 

outcomes 

 

Semi-structured, critical incident interview schedule for multi-

disciplinary team members 

QUESTION 1: 

How do you find working in a multi-disciplinary team?  

Is there anything that you particularly enjoy or dislike about it or find 

difficult? 

QUESTION 2: 

Can you describe an incident / event / occurrence / specific example you 

have been involved with or witnessed in your current practice setting, which 

you think demonstrated good multi-disciplinary working? 
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Probes: 

 What led up to the event? What were the circumstances surrounding the 

event? 

 Who was involved in this event (which professions)? 

 What actions / approaches did they take during the event? What skills did 

they use? 

 What was the outcome of the event? Ask about outcomes for the patient 

/ family and for the team and its individual members. 

 In your view what were the key things which made this a positive 

example of team working? What were the key things that contributed to 

this being effective teamwork? 

 What lessons did you learn about multi-disciplinary teamwork from this 

event? 

QUESTION 3: 

Can you describe an incident / event / occurrence / specific example you 

have been involved with or witnessed in your current practice setting, which 

you think demonstrated poor multi-disciplinary working or that you can 

identify as a missed opportunity for multi-disciplinary teamwork? 

Probes: 

 What led up to the event? What were the circumstances surrounding the 

event?  

 Who was involved in this event (which professions)? 

 What actions / approaches did they take during the event? What skills 

did they use? 

 What was the outcome of the event? Ask about outcomes for the patient 

/ family and for the team and its individual members. 

 In your view what were the key things which acted as barriers to multi-

disciplinary team working in this instance? 

 What lessons did you learn about multi-disciplinary teamwork from this 

event? 
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QUESTION 4: 

Are there any other factors at the institutional, team or individual level that 

you think encourage effective multi-disciplinary teamwork? 

Are there any other factors at the institutional, team or individual level that 

you think inhibit effective multi-disciplinary teamwork / make multi-

disciplinary teamwork difficult / harder? 

Probe to uncover why these factors are considered important and in what 

contexts. 

 What is it about that factor that you think is important? 

 Do you think that factor is always important or only in certain 

circumstances? 

QUESTION 5: 

Do you think the way your uniprofessional team works together affects the 

way your interprofessional team works together? If so, how? 

Have you ever experienced conflicting demands between your 

uniprofessional team and your interprofessional team? 

Do you feel more strongly aligned to your uniprofessional team or your 

interprofessional team? 

QUESTION 6: 

Is there anything else you’d like to say about multi-disciplinary team 

working? 

 

Semi-structured, critical incident interview schedule for patients 

and carers in hospital and inpatient rehabilitation 

QUESTION 1: 

To start us off, can you tell me about when and how you / your relative or 

friend came to be admitted to [insert name of ward]? 

QUESTION 2: 

What sort of care or treatment have you / they received since you’ve / 

they’ve been here? 

 Can you tell me what different professionals have been involved in your 

/ their care here? 

 Carers only: Did they involve you in [name]’s care or treatment at all? 

In what way(s)? 
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 Overall, how would you describe the care you / they have received 

here? 

QUESTION 3: 

Can you think of an example of when you were particularly impressed with 

the care you / they received here? Can you tell me a bit more about what 

happened? 

 When was this? Who was involved? What was their role(s)?  

 What was it about this that was particularly impressive for you at the 

time? Why? 

 What kind of effect did this have on you? Why? 

 Carers only: Did [name] also find this impressive or helpful? What kind 

of effect do you think this had on [name]? Why? 

Can you think of any other examples of when you were particularly 

impressed with the care you / they received here? 

 

QUESTION 4: 

Can you think of an example of when you felt the care you / they received 

here was not quite as it should be? Can you tell me a bit more about what 

happened? 

 When was this? Who was involved? What was their role(s)?  

 What was it about this that was particularly difficult or unhelpful for 

you? Why? 

 What kind of effect did this have on you? Why?  

 What would you have expected or liked to have seen happen instead? 

 Carers only: Did [name] say whether s/he found this difficult or 

unhelpful? What kind of effect do you think this had on him/her? Why? 

Did [name] say what s/he would have expected or liked to have seen 

happen instead? 

Can you think of any other examples of when you felt the care you / they 

received here was not quite as it should be? 

QUESTION 5: 

Can you think of an example of when you were particularly impressed with 

how the staff here worked together as a team? Can you tell me a bit more 

about what happened? 
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 Prompts as above. 

 Did you feel involved in this teamwork? 

QUESTION 6: 

Can you think of an example of when you felt the staff didn’t quite work so 

well as a team? Can you tell me a bit more about what happened? 

 Prompts as above. 

QUESTION 7: 

Has the care you / they have received here made a difference to your / 

their health in any way? 

 What was it about the care or support you / they received here that led 

to these changes? 

 Is there anything aside from the care you’ve / they’ve received here 

that has been helpful in making these changes?  

 Is there anything about the care or support you / they received here 

that wasn’t so helpful? 

 Patients only: Are there things that you still want to work on? What 

would help you in achieving these goals? 

 Carers only: What types of support do you need in caring for or 

supporting [name] since s/he had a stroke? Has anyone offered you 

that support? 

QUESTION 8: 

Finally, what do you feel are the most important aspects that a service 

should have in order to meet the needs of people who have had a stroke 

and their carers? 

 

Semi-structured, critical incident interview schedule for patients 

and carers at home 

QUESTION 1: 

To start us off, can you tell me how long it has been since you / your 

relative or friend left [insert name of ward]? 
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QUESTION 2: 

What sort of care or support have you / they received since you / they left 

hospital? 

 What different professionals or organisations have been involved in your 

/ their care since you / they returned home? Where do you / they see 

them (at home or in services)? How often do you / they see them? 

 How have you found the care that you / they have received since you / 

they returned home? How does it compare to the care you / they 

received whilst in hospital? 

 Carers only: What sort of care or support have you received as [name]’s 

carer since s/he returned home? 

QUESTION 3: 

Can you think of an example of when you were particularly impressed with 

the care or support you / they have received since being back at home? Can 

you tell me a bit more about what happened? 

 When was this? Who was involved? What was their role(s)? 

 What was it about this that was particularly impressive for you at the 

time? Why? 

 What kind of effect did this have on you? Why? 

 Carers only: Did [name] also find this impressive or helpful? What kind 

of effect do you think this had on [name]? Why? 

Can you think of any other examples of when you were particularly 

impressed with the care you / they received since being back at home? 

QUESTION 4: 

Can you think of an example of when you felt the care or support you / they 

received since being back at home was not quite as it should be? Can you 

tell me a bit more about what happened? 

 When was this? Who was involved? What was their role(s)? 

 What was it about this that was particularly difficult or unhelpful for 

you? Why? 

 What kind of effect did this have on you? Why? 

 What would you have expected or liked to have seen happen instead? 

 Carers only: Did [name] say whether they found this difficult or 

unhelpful? What kind of effect do you think this had on them? Why is 
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that? Did [name] say what s/he would have expected or liked to have 

seen happen instead? 

Can you think of any other examples of when you felt the care or support 

you / they received since being back at home was not quite as it should be? 

QUESTION 5: 

Can you think of any examples of when the different professionals involved 

in your / their care since you / they left hospital have worked together well 

as a team? Can you tell me a bit more about what happened? 

 Prompts as above 

 Did you feel involved in this teamwork? 

QUESTION 6: 

Can you think of any examples of when you felt these professional didn’t 

quite work so well as a team? Can you tell me a bit more about what 

happened? 

 Prompts as above 

QUESTION 7: 

Has the care or support you / they have received since you / they returned 

home made a difference to your / their health in any way? 

 What was it about this care or support that led to these changes? 

 Is there anything aside from this care that has been helpful in making 

these changes?  

 Is there anything about the care or support you / they received since 

returning home that wasn’t so helpful? 

 Patients only: Are there things that you still want to work on? What 

would help you in achieving these goals? Is there any other care or 

support that would be helpful for you? 

 Carers only: What types of support do you need in caring for or 

supporting [name] since s/he had a stroke? Has anyone offered you 

that support? 

QUESTION 8: 

Finally, what do you feel are the most important aspects of care or support 

required to meet the needs of people who have had a stroke and their 

carers?
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Appendix 5 Context maps 

This appendix contains the full context maps for each of the five teams 

involved in the study. 

 

PATHWAY A, ACUTE 

Introduction and information sources 

This map of the Pathway A acute stroke unit team was compiled in autumn 

2009 and reflects a snapshot of the service at this time. A number of 

changes to this service were made during the course of the study and a 

summary of these changes are presented in Box A1 at the end of this map. 

These maps have been anonymised and any information which might 

identify the site has been removed. The site in question is referred to 

throughout as ‘Pathway A, acute’ and the local borough involved in this 

study is referred to as ‘Borough A’.   

The information for this map came from one-to-one interviews with four 

team members around autumn 2009, as well as a range of documentary 

evidence, including various documentation from the unit, and 

commissioning and review documents from Borough A.   

Abbreviations 

ASU – Acute Stroke Unit 

CNS – Clinical nurse specialist 

MDM – Multidisciplinary meeting 

MDT – Multidisciplinary team 

OT – Occupational therapist 

SALT – Speech and language therapist 

SHO – Senior house officer 

TIA - Transient ischaemic attack  
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Description of service 

The Acute Stroke Unit (ASU) is part of the neurology department at 

Pathway A Acute Hospital and provides inpatient and outpatient services for 

more than 400 patients a year who have had, or are suspected of having 

had, a stroke. The ASU is based within a wing of the hospital that also 

houses the Regional Neuroscience Centre. This provides access to a full 

range of neuroscience support, including advanced brain imaging, 

interventional neuroradiology, neurosurgery, neuropsychology and 

neurointensive care.  

The ASU was rated within the top 10 stroke units in the country in the 2006 

National Sentinel Stroke Audit for its provision of care to patients.  

Managing organisation 

Pathway A Healthcare NHS Trust. 

Locations and premises 

The ASU is located on its own ward. There are also 4 stroke recovery beds 

on an adjacent Neurology ward. Referrals for patients from three local 

boroughs (including Borough A) with ongoing rehabilitation needs can also 

be made to the Pathway A rehabilitation unit. Although the ASU and the 

rehabilitation unit are on different premises and have different healthcare 

teams, one consultant from the ASU has a special interest in the 

rehabilitation of stroke patients and works across both locations.  

Number and type of beds 

The ASU has 20 beds (6 high dependency and 14 stroke recovery beds), 

which are all covered by the same clinical team. There are 4 additional 

stroke recovery beds on the adjacent Neurology ward. 

Main components of service 

 An acute stroke unit staffed by a multidisciplinary team, including 

specialist therapists and nurses. 

 A 24-hour, 7-day thrombolysis service. This includes a regional 

thrombolysis service, which provides out of hours (16.30 – 09.00 daily 

and all weekend) thrombolysis to the catchment areas of neighbouring 

district general hospitals. 

 A dedicated outpatient’s clinic for general stroke and a monthly national 

specialist outpatient service for those with rare forms of stroke, stroke 

genetics and CADASIL (held jointly with a genetic counsellor). 

 A daily one-stop local transient ischaemic attack (TIA) clinic, which 

offers one slot per day with pre-booked tests. 
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 An internationally renowned stroke research unit, which is the lead 

centre for the local Stroke Research Network. 

Other facilities available 

 A physiotherapy gym on the wing, with space for 3 patients at a time. 

The gym is shared between neurosurgery and neuromedicine. 

 An occupational therapy (OT) kitchen on the wing, which is, again, 

shared between neurosurgery and neuromedicine. 

 A rehab bedroom. 

There is also a full range of support services within neurosciences for a 

comprehensive stroke service. These include:  

 A neuroradiology service providing CT scanning with facilities for CTA 

and CTP, MRI with full contrast angiographic facilities, intra-arterial 

angiography and interventional neuroradiology.  

 A regional neurosurgery unit providing 24-hour neurosurgery cover for 

interventions such as hemicraniectomy and decompression for posterior 

fossa haemorrhage. 

 A dedicated neuro ITU. 

 Vascular laboratory with carotid and vertebral duplex and transcranial 

doppler ultrasound and regional vascular surgery unit on site, with well 

developed carotid endarterectomy pathway enabling rapid 

endarterectomy for carotid TIA and stroke. 

 A regional cardiothoracic unit, which provides access to a 

comprehensive echo service. 

Finance/budget  

Money allocated to the ASU comes from a number of different budgets. 

There is a budget which covers the salaries of everyone on the ASU that is 

managed by the ward sister, including all nursing and administrative staff. 

It also covers the cost of anything that is spent on the ward itself, such as 

stationary, incontinence pads etc. There is also a medical staffing budget 

and a separate social work budget for neurosciences which are both held by 

the general manager of the neurosciences directorate. Therapies staff have 

their own budget, which is held by the therapies manager.  

There is no budget for developing interprofessional team working on the 

ASU, however, with the additional funding received from local developments 

in stroke care (see ‘recent, ongoing and future developments’ section for 

more information); there may be more opportunity in the future to allocate 

money for team training and development.  
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Aims and objectives of service  

On a broad level, there are service strategies for the neurosciences 

directorate as a whole and for each of the associated care groups, including 

the neurology care group, which the ASU is part of (see ‘management’ 

section for more information on care groups). The ASU itself is part of the 

‘productive ward initiative’ which is ongoing within the Trust, and operates 

under the initiatives’ ethos of constantly improving the care provided. In 

relation to team working, the ASU follows the aims and objectives of the 

National Stroke Strategy, of which markers 17, 18 and 19 all talk about 

teams and team working.  

Brief service history to date 

The thrombolysis service began in 2006. This moved to a 24-hour 

thrombolysis service in 2008 and later that year, the regional out of hours 

thrombolysis service was developed.   

Recent, ongoing and future developments  

The ASU is currently undergoing a period of great change. Following local 

stroke care developments, the unit will be expanding to 20 hyperacute beds 

and 20 stroke unit beds, which will be placed on two separate wards. The 

hyperacute ward is due to open in April 2010 and the stroke unit is to be in 

place by October 2009. The aim is that all patients should be moved from 

the hyperacute ward to the stroke unit within 72 hours. It is, as yet, unclear 

where these two wards will be located, but they will both be housed within 

the same wing. It is anticipated that each ward will have their own ward 

manager and a rotation of medical and nursing staff, though plans have not 

yet been formalised. It has also not yet been decided whether there will be 

a multidisciplinary team meeting for each ward or a shared multidisciplinary 

team meeting across both wards. As a consequence of additional funding 

due to local developments around stroke care, the ASU will be recruiting for 

the following new posts: WTE consultants in stroke  

 

 1.0 WTE consultant 

neuroradiologist 

 1.0 WTE medical secretary for 

consultants 

 3.0 WTE specialist registrars  

 2.0 WTE senior house officers 

(SHOs) 

 1.0 WTE ward sister (Band 7) 

 1.0 WTE clinical nurse 

specialist (Band 7)  

 1.0 WTE nurse consultant 

 9.0 WTE nurses (Band 6) 

 27.0 WTE nurses (Band 5) 

 7.0 WTE nurses (Band 2) 

 1.0 WTE practice educator  

 1.0 WTE physiotherapist (Band 

7) 

 1.0 WTE physiotherapist (Band 

6) 

 1.0 WTE occupational therapist 

(Band 7) 
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 1.0 WTE occupational therapist 

(Band 6) 

 1.0 WTE speech and language 

therapist (Band 6) 

 1.0 WTE neuropsychologist 

(Band 8a) 

 0.5 WTE neuropsychiatry 

consultant 

 1.0 WTE social worker (Band 

7)  

 1.0 WTE stroke dietician (Band 

7) 

 2.0 WTE (Imaging) 

neuroradiographers (Band 

7) 

 0.6 WTE (Imaging) 

neuroradiologist consultant  

 1.0 WTE (Imaging) medical PA 

(Band 4) 

 0.2 WTE (Neuroradiology MRI) 

neuroradiologist  

 3.0 WTE (Neuroradiology MRI) 

neuroradiographer 

 1.0 WTE (Neuroradiology MRI) 

medical PA (Band 4) 

 1.5 WTE (Neuroradiology MRI) 

receptionists 

 1.5 WTE (Neuroradiology MRI) 

porters 

 1.0 WTE bloods and labs 

technician 

 1.0 WTE data analyst (Band 5) 

 1.0 WTE TIA coordinator 

(Band 4) 

 1.0 WTE pharmacist (Band 8a) 

 1.0 WTE neuroradiology and 

vascular lab porter 

 

Pathways to admission 

Inclusion criteria  

Anyone presenting at the Pathway A Acute Hospital who has had a stroke 

can receive care. This includes national, regional and local patients, with the 

exception of those for whom the stroke is not the major current condition. 

There is no minimum or maximum age limit for the ASU, though children 

would probably not be treated on the ASU and would instead be treated on 

the neurosciences paediatric ward.  

The ‘Borough A’ population (Taken from commissioning and review 

documents for this borough) 

The population of Borough A is 320,000 and it is a reasonably young 

population, with approximately 54% between the ages of 20 and 44 years. 

Borough A is a borough of great contrasts, with small pockets of high 

deprivation, alongside more prosperous areas. Current population estimates 

of Borough A are 78% white (British/Irish/Other) and 22% non-white, of 

which the largest groups are black Caribbean, black African, Indian and 

Pakistani. There are many languages other than English spoken by the 

residents of Borough A, which include Somali, Punjabi, Polish, Urdu and 

Guajarati. The incidence of stroke in Borough A is 569 new cases per year 

per 100,000 of the population and the prevalence of stroke in Borough A is 

2,232 cases per 100,000 of the population.  
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Referrals  

Referrals to the ASU can come from A&E, from GPs, from other wards within 

the hospital, or from other hospitals/districts. 

Referral procedure from A&E 

Patients arrive in A&E and are assessed and taken for suitable scans (CT, 

MRI etc). The on-call rota for stroke admission and thrombolysis is manned 

by the resident neurology ST3s with stroke/neurology consultant cover and 

all suspected stroke admissions are seen by the on-call team and then 

admitted to the ASU. Patients are only brought to the ASU if stroke is their 

primary problem.   

Referral procedure from GPs 

During normal working hours on Monday to Friday, the stroke registrar may 

be contacted by a local GP about the admission of probable stroke. If the 

registrar feels after speaking to the GP that stroke is highly likely, they can 

accept the patient to be seen by one of the team initially in A&E for triage 

up to the ASU. This service does not extend to out of hours, where all 

stroke referrals should firstly be seen by medicine except for thrombolysis, 

where referrals come direct from A&E to neurology.  

Referral procedure from other wards in the hospital 

Local patients who are already in other wards within Pathway A Acute 

Hospital are seen by the stroke registrar. Patients who are from outside the 

catchment area but are being treated by other tertiary centres in the 

hospital (e.g. cardiology/cardiothoracics or neurosurgery) do not come to 

the ASU.  

Referral procedure for TIA 

Patients presenting from A&E who have had a TIA are admitted directly to 

the ASU. If a local GP contacts the ASU regarding a probable TIA, patients 

can either be admitted to A&E or to the one-stop TIA clinic.  

Thrombolysis procedure 

The hospital provides a 24-hour, 7-days a week thrombolysis service and is 

the largest provider of thrombolysis in the area. The criteria for transfer to 

the hospital for thrombolysis are:  

 FAST positive symptoms 

 No fits/seizures at onset 

 Known time of symptom onset 
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 Expected time of arrival at the hospital is less than 3 hours from symptom 

onset 

Patients may be identified by the ambulance service following a 999 call or 

by a local A&E department. As soon as the decision is made that the patient 

is appropriate for thrombolysis, a priority call is made to the hospital A&E 

giving an estimated time of arrival. The hospital A&E then contacts the duty 

stroke registrar to activate the ‘thrombolysis run’. The patient is met by 

A&E staff and the stroke team on arrival at the hospital and transferred as 

soon as medically appropriate to the CT scanner in the wing. The CT scan is 

read by the attending neurology resident or consultant. If thrombolysis is 

indicated, the bolus dose is administered in the CT scanner area before 

transferring the patient to the ASU. After admission to the ASU, patients (if 

appropriate) and their families/carers are given written information outlining 

their likely stroke journey at the hospital. If the patient is not local, they will 

be told of the expectation of transfer back to their local hospital. 

On the next day, those patients thrombolysed undergo appropriate brain 

imaging (for clinical and governance reasons). Patients also have their risk 

factors and treatment assessed and carotid stenosis excluded with carotid 

duplex, CTA or MR. Local patients will remain in the ASU for as long as 

required. If the patient is not local, after 24 hours, the stroke registrar will 

contact the local hospital with the patient’s details to agree a date when the 

patient should be medically fit for transfer – generally within 72 hours. On 

the day of transfer back to their local hospital, a member of the hospital 

stroke team will contact the registrar or consultant of the receiving team to 

give a verbal handover. The patient will then be transferred with full 

transfer of care documentation and a digital hard copy of their brain 

imaging. Non-local patients will be followed up routinely at their own local 

hospital.  

Pressure on beds 

If there are no available beds on the ASU, a patient (usually the one who 

has been on the unit the longest) will be moved to make way for the new 

admission. The ‘moved’ patient will either be transferred back to the acute 

medical team on call when the patient was admitted or to a geriatric 

medicine bed. 

Patients 

Average patient length of stay  

The average length of stay is monitored in the ASU and the figure changes 

from month to month. As of August 2009, the average length of stay was 

12.6 days. There is no time limit on length of stay on the ASU and patients 

can stay as long as required. However, if patients are waiting to be 
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discharged from hospital and transferred elsewhere (for example, to a 

nursing or care home) and do not need the acute treatment available on the 

ASU, they tend to be moved to another ward, such as a geriatrics ward, 

whilst they wait for transfer.  

There is a clinical need for the ASU to monitor patients’ length of stay to 

ensure that patients are not staying longer in hospital than they need to.  

There are also a number of political drivers or incentives that would 

encourage length of stay to be minimised (e.g. the greater the turnover on 

the ward, the greater the income etc). Thus, any significant delays to 

patients’ length of stay are reported to the general manager for further 

discussion.  

Amount, type and duration of therapy delivered  

All patients on the ASU are initially assessed by an OT and a 

physiotherapist. Usually these assessments are carried out separately, 

though occasionally a joint assessment may take place, particularly if a 

patient is heavy and requires two people for manual handling. The decision 

as to whether an assessment is carried out separately or together is usually 

governed by time, and depends upon whether the OT and the physio have a 

shared space in their diaries to carry out a joint assessment. Within their 

initial assessment, the patient is screened to identify whether any further 

assessment, such as for speech and language therapy is required, and if it 

is, a verbal referral to speech and language therapy is then made. Details of 

any referrals made after an initial assessment are recorded in the patient’s 

notes.  

To determine the amount and duration of therapy required, each discipline 

prioritises patients according to their level of need (i.e. high, moderate or 

low) and the amount and duration of each therapy delivered is decided by 

these priority levels. Thus, a patient may, for example, have a high 

physiotherapy priority requiring 5 sessions per week but a lower OT priority, 

requiring only one or two sessions per week. When patients start their 

therapy, they are allocated named therapists who consistently deliver their 

care throughout their stay on the ASU, the only exception being when staff 

are on annual leave or are absent due to sickness. If patients are moved to 

the adjacent Neurology ward they would continue to work with the same 

therapist team, however, if they are moved to a medical or geriatric ward, 

their therapy team would change.  

Therapy takes place in a variety of locations, including on the ward itself 

(e.g. by the bed, in the day room or in the bathroom), in the therapy gym 

or kitchen, or elsewhere around the hospital (e.g. on the stairs, in the 

restaurants or in the shops). Patients can also be taken into the community 

as part of their therapy session, such as making trips to the local 
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supermarket, cinema, or restaurants. Carers are involved in therapy 

sessions as much as possible, subject to the patients’ agreement.  

Care pathway planning and goal setting 

There is no one document which details the patients’ care plan overall, and 

instead, all disciplines keep their own care plans. However, these are stored 

in the patients’ notes and are therefore accessible by the whole team. 

Updates on each disciplines’ progress with care plans are also discussed at 

the morning handovers and the weekly multidisciplinary team meeting (see 

‘formal spaces for interprofessional working’ section for more details). There 

is no keyworker system on the ASU.  

Each uniprofessional team sets their own goals for the patient. For example, 

each of the therapies set their own goals for the patient after carrying out 

their initial assessment. Patients are often not involved with goal setting at 

the start of their stay in hospital as they are usually too unwell or too 

cognitively or communicatively impaired. Thus, goals tend to be therapy-

led, with input from patients and carers where possible. Patients contribute 

more to goal setting as they get well enough to work through the process 

with therapists. Although goals are discipline-specific, there is a therapies 

caseload discussion meeting once a week, where the therapists discuss all 

patients and highlight their individual goals. If it is clear that a patient has 

common goals across the therapies, staff may decide to do some joint 

therapy sessions and these can be arranged at the weekly therapies’ 

timetabling session. Goals are set and reviewed every week and all updates 

are stored in the patient notes. Attainment of goals is not measured.  

 

Interprofessional team composition 

Number of staff and professional background 

There are four multidisciplinary consultant physicians on the ASU:  one 

stroke physician, one geriatrician and two neurologists. A fifth consultant 

also provides cover to the ASU when required. The other consultants all 

have additional commitments outside the ASU and work across other 

geriatric/neurology beds.  The stroke physician works across both the ASU 

and the stroke recovery beds on the adjacent Neurology ward, alongside 

that ward’s own medical team. He also works two days per week at the 

Pathway A rehabilitation unit. There is currently funding for 4.0 WTE 

registrars (3 training posts) and 3.0 WTE SHOs on the ASU.  

Nursing staff on the ASU consists of: 1.0 WTE clinical nurse specialist (CNS) 

and 1.0 WTE matron, who both work across the ASU and the stroke 

recovery beds on the adjacent Neurology ward. There are also 25.0 WTE 

trained nurses (Band 5-8), including the ward sister, and 13.0 WTE 
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untrained nurses (Band 2) on the ASU. The stroke recovery beds on the 

adjacent Neurology ward are covered by their own nursing team.  

Therapies staff on the ASU consists of: 1.2 WTE physiotherapists (Band 7), 

1.2 WTE physiotherapists (Band 6) and 2.0 WTE physiotherapists (Band 5); 

1.0 WTE OT (Band 7), 2.0 WTE OTs (Band 6), 1.0 WTE OT (Band 5) and 0.2 

WTE OT (Band 3); 0.75 WTE Band 7 speech and language therapist (SALT) 

and 0.75 WTE SALT (Band 6). The same therapies staff work across both 

the ASU and the adjacent Neurology ward.  

There is 1.0 WTE social worker provided by Borough A PCT for Borough A 

patients on the ASU, but there is no Borough A early supported discharge 

team as yet. There are currently no social workers for patients from other 

boroughs on the ASU team but there is an early supported discharge team 

for other local boroughs.  Administrative staff on the ASU are a 1.0 WTE 

stroke navigator/discharge coordinator who helps ensure the seamless 

discharge of patients from the stroke unit. There is also a 1.0 WTE ward 

receptionist and a 1.0 WTE ward housekeeper for the ASU.   

The ASU team also has access to the following supporting services, which 

are referred to as and when required:  

 Dietetics 

 Neuropsychology and neuropsychiatry  

 Neurological Counselling 

 Orthotics and orthoptics  

Much of this will change however with the additional funding coming from 

local developments in stroke care, as, for example, there will be an 

allocated neuropsychologist and a full time stroke dietician for the ASU.   

Staff-patient ratios 

Staff-patient ratios for the therapies are: 1 physiotherapist to 6 beds; 1 OT 

to 7 beds and 1 SALT to 24 beds. Staff-patient ratios for nursing are: 1 

nurse to 1.5 beds and the ratio of trained to non-trained nurses is 65:35. 

Staff rotations  

There is a monthly consultants’ rota, which means that each consultant is 

the lead clinician for a month at a time. SHO’s rotate every year and 

registrars rotate every 18-months.  

OT and physiotherapy staff also rotate. Band 5 OTs are part of a general 

rotation and rotate every 6 months between stroke and other services, such 

as care of the elderly, trauma and orthopaedics etc. Band 5 

physiotherapists rotate every 4-months. Band 6 OTs are part of a neuro-
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therapies rotation and rotate every 9 months between the ASU, the 

Pathway A rehabilitation unit, outliers and neurosurgery. Band 6 

physiotherapists rotate every 8-months. Within the next year, Band 7 OTs 

will rotate between the ASU, the Pathway A rehabilitation unit, outliers and 

neurosurgery every 18-months. Band 7 physiotherapists and all SALTs do 

not rotate. Student nurses rotate but the rest of the nursing team do not. 

Shift patterns  

Nursing and medicine work shift patterns to cover evenings and weekends. 

There is also over twenty consultant neurologists who collectively supervise 

the stroke unit out of hours on-call, and a subgroup of six consultant 

physicians who provide a 24/7 thrombolysis rota for the local region. 

Therapies staff currently work Monday to Friday between 8.30am and 

4.30pm, though this may change following local developments in stroke 

care.  

Team location  

The nursing and medical teams, receptionist and stroke navigator are all 

based on the ASU. The doctors have a shared office and the Sister has her 

own office next to the day room, whist the receptionist and stroke navigator 

sit at the nurses’ station. The consultants have offices elsewhere (for 

example, in the medical school, or the ground floor of the wing) and the 

CNS’s office is also on the ground floor of the wing. Due to lack of space on 

the ASU, therapy staff are based in their own unidisciplinary offices on the 

ground floor of another wing. This is some distance from the ASU, therefore 

therapies staff tend to spend most of the day on the ASU, using the office 

behind the nurses’ station for desk space and computer access. The 

Borough A social worker is based on another wing from the healthcare staff 

which is some distance from the ASU. 

Staff recruitment and induction 

At the time of the mapping exercise, the ASU had no staff shortages, 

though in the past there have been some shortages of nursing staff.  

Currently, the main issue related to staffing is the recruitment of the new 

posts funded by the additional money coming in from local developments 

around stroke care.  

All new staff undergo the Trust’s induction when they start working at the 

hospital. There is also an induction for new staff on the ASU, where they are 

told about the composition of the multidisciplinary team (MDT), though 

there is no specific induction on interprofessional team working itself.  
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Support, supervision and appraisal 

The clinical supervision structure within the team is as follows: 

 Ward nurses and administrative staff are supervised by the ward sister, 

who is in turn supervised by the matron. The matron is supervised by 

the general manager. 

 Band 7 therapies staff supervise the Band 6 therapies staff. Band 7s are 

supervised by a Band 8a clinical specialist. 

 The social worker on the team is supervised by the hospital social work 

team leader.  

 Junior doctors are supervised by one of the consultant neurologists. 

The amount of clinical supervision team members receive depends upon 

their discipline and their grade. For example, for OT staff, Band 7s have 

clinical supervision once a month, Band 6s have clinical supervision once a 

fortnight and Band 5s have clinical supervision weekly. Appraisals are 

conducted in the same structure and should be carried out yearly, though 

not all professions are currently meeting this target (e.g. currently only 

around 75% of nursing staff are receiving a yearly appraisal and this is 

something the ASU is working to improve). 

Training and development 

In-service, multidisciplinary teaching sessions lasting 45 minutes are held 

every month for ASU staff. These sessions are coordinated by the CNS and 

everyone in the stroke team is invited. Both internal and external speakers 

from a variety of disciplines are invited to present the educational sessions.  

There is also a 3-monthly regional educational programme for thrombolysis 

and a 6-monthly regional whole day MDT stroke education programme, to 

which all ASU team members are invited. The coordination of these days 

rotates between this hospital and another local hospital. Staff from local 

nursing homes are also invited to these days to help update their 

knowledge of stroke.  

Opportunities for team building 

There have been no formal team building opportunities for the ASU team. In 

the past, team members have expressed a desire for formal team building, 

but it would be difficult for medical and nursing staff to attend, due to the 

need to provide cover on the ward. There are some informal, social 

opportunities for team building, such as the yearly summer picnic and the 

Christmas party. There is also an end of the month drinks evening to which 

ASU team members are invited to attend along with others from the wing, 
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such as the neurology service managers and business managers. Other 

opportunities for social events are more ad hoc, such as leaving drinks etc.  

Staff retention, turnover and sickness  

Though the team is fairly static, it can feel as though there is a high 

turnover due to the number of new posts being introduced to the team 

(approximately 10.0 WTE new posts have been recruited to the ASU in the 

previous year). There are no notable concerns with sickness or maternity 

leave on the ASU.  

 

Interprofessional working 

Composition of the interprofessional team 

Everybody who works on the ASU is classed as part of the MDT. The patient 

and their carers/family members also form part of the MDT, though they do 

not attend the multidisciplinary team meetings.  

Clinical leadership of the interprofessional team  

One of the consultant neurologists is the clinical lead for stroke within the 

Trust, whilst the consultant stroke physician is the clinical lead for the local 

area for the new developments to stroke care. On the ASU, the four 

consultants are seen as the overarching decision-makers and their clinical 

leadership rotates on a monthly basis, meaning that each consultant is the 

lead clinician on the unit for a month at a time.  

Formal spaces for interprofessional working  

The main formal space for interprofessional working is the multidisciplinary 

team meeting, which is held on a Wednesday afternoon (see ‘the 

multidisciplinary team meeting’ section for more information).  

There is also an operational meeting on the first Wednesday of every 

month, after the multidisciplinary team meeting to discuss day-to-day ASU 

issues such as timetabling etc. Anyone in the stroke team can attend these 

meetings, though usually only a small number of representatives from each 

discipline attend, along with colleagues from the Pathway A rehabilitation 

unit. There are also stroke unit meetings held four to five times a year, 

depending upon need. These meetings are used to discuss more regional or 

national issues. They also provide a forum for updating team members on 

any developments within the unit, discussing any staffing issues such as 

new or vacant posts, and organising the ASU’s social calendar. Again, 

although anyone in the ASU can attend the stroke unit meetings, only a 

small number of representatives from each discipline attend, along with 

colleagues from the Pathway A rehabilitation unit. 
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There is a weekly half-hour radiology meeting held every Monday morning, 

which is attended by the consultant on rota, the medical team, CNS, stroke 

navigator, ward sister and matron. This meeting is held outside of the ward 

and is followed by one of the twice-weekly consultant-led ward rounds. The 

second consultant-led ward round takes place on either a Thursday or 

Friday morning, depending upon the consultant on rota. Consultant ward 

rounds are attended by all the medical staff, the CNS, the nurse in charge 

and the stroke navigator. They are also attended by other appropriate 

individuals, such as medical students and the local Stroke Research Network 

coordinators, who recruit patients for clinical trials. Therapists never go to 

the consultant ward round. On the days in between the consultant ward 

round, there is a registrar ward round, which is attended by a registrar and 

an SHO.  

There is also a joint handover session every weekday morning, which lasts 

around 15 minutes. These handovers are attended by medical staff, the 

nurse in charge, and all therapies staff. These sessions enable the team to 

have a quick update on all the patients on the ASU that day, highlighting 

any new patients or any patients who are being discharged that day. If the 

ward is full, they will also discuss which patients could be moved off the 

ward that day. On a Friday morning, this handover meeting takes slightly 

longer, as they also decide which patients will be moving off the ASU over 

the weekend.  

There is a therapies caseload meeting once a week on a Tuesday afternoon, 

where all the different therapists discuss all patients and highlight their 

individual goals. Family meeting are arranged on the ASU when required 

and can include different members of staff, depending upon the purpose of 

the meeting (e.g. this may include the patients’ assigned therapists, their 

social worker, the stroke navigator etc).  

Informal spaces for interprofessional working 

Informal communication between the interprofessional team occurs almost 

everywhere on the ward. This includes the team office behind the nursing 

station (which has the large white board for patient information, patient 

notes and two computers and a telephone, which anyone can use), around 

the nursing station, in the corridors, in the day room and on the chairs 

outside of the day room. Medical staff also tend to have informal 

discussions in the doctors’ office, whilst nursing staff occasionally use the 

sisters’ office for informal discussions.  

The multidisciplinary team meeting (MDM) 

The MDM is held every Wednesday afternoon for two hours in the day room 

on the ASU. The core people who come to the MDM every week are the 

consultants, the CNS, the Sister, the stroke navigator and the Borough A 
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social worker. All other team members come to the MDM as a 

representative of their profession (e.g. usually one registrar and one or two 

members of staff from each of the therapies attend etc). As most attendees 

come to the meeting as representatives of their profession, they do not 

have personal knowledge of every patient being discussed. Thus, these 

attendees bring their unidisciplinary colleagues’ patient notes to the MDM 

and share this information with the wider team. Each representative then 

feeds back any updates from the MDM to their unidisciplinary colleagues.  

The consultant on rota always chairs the MDM and all attendees are given a 

printout which lists all the patients in the ASU in order of their bed number 

and some summarised information about their diagnosis and personal 

details etc. This printout helps structure the order in which patients are 

discussed in the MDM. Each patient is then discussed by the team using a 

structured pro-forma, which highlights the following areas: 

 Diagnosis and scan result 

 Medical plan 

 Physiotherapy progress/goals 

 Occupational therapy 

progress/ goals 

 Pain management plan 

 Communication progress/goals 

 Swallowing progress/goals 

 Dietetic progress/goals 

 Continence progress/goals 

 Nursing issues/goals 

 Relevant mood and spiritual 

needs 

 Behavioural problems/ 

management 

 Relevant social circumstances 

 Social work progress/goals 

 Discharge plan 

reports/referrals 

 Need for family meeting /carer 

need

 

This pro-forma is completed by hand for every patient by a member of the 

medical team. This pro-forma is then added to the patients’ medical notes 

as the formal record of the MDM discussions. Attendees may also take their 

own notes during the MDM. Most attendees stay for the whole team 

meeting, however, when representatives from the local early supported 

discharge team attend the meeting, all these patients tend to be discussed 

first and then the early supported discharge team leave. Once the ASU MDM 

meeting is finished, representatives (usually one doctor and one nurse) 

from the adjacent Neurology ward attend briefly to discuss the patients in 

the stroke beds on that ward. The nursing and medical staff (apart from the 

consultants) and Borough A social worker all leave at this point, though the 

therapies staff remain.  

Shared patient records for interprofessional working  

Each patient has a set of hand-written medical notes, which are stored in 

the office behind the nurses’ station and are accessible by all ASU staff. 
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There is also a communication sheet kept in these notes, which records the 

more sensitive information to be shared between staff and any information 

that can’t be shared amongst all the patients’ visitors (for example, 

information given by one relative that they do not want another relative to 

read etc). Each discipline also has their own notes, which they refer to for 

their own care plans. Nursing notes are kept at the bottom of the patients’ 

bed, and are therefore accessible for other disciplines to read (though they 

tend not to write in them). 

 

Discharge from service 

The discharge destinations for Borough A patients are diverse. If patients 

recover quickly they tend to stay on the ASU until they go home. 

Alternatively, some patients may be moved to other wards within the 

hospital, for example, older patients with other health problems may be 

moved from the ASU to a geriatric rehabilitation ward. Patients with 

long-term rehabilitation goals may be moved to one of the 4 recovery 

beds on the adjacent Neurology ward. These recovery beds tend to be 

used for patients in transition, who would benefit from further rehab 

input in order to prepare them to return home or to move to the Pathway 

A rehabilitation unit. They are also used for patients who require long, 

complex discharge planning or are waiting to move into a residential or 

nursing home. A very small number of patients who require inpatient 

intermediate care are referred to an intermediate care facility in the local 

area. 

The main referral point for inpatient rehabilitation is the Pathway A 

rehabilitation unit. Patients who live to the west of the borough may 

choose, as their first preference, to be transferred to an alternative unit, 

which provides a similar service to the Pathway A rehabilitation unit. 

However, the number of patients referred to this unit is smaller than 

those referred to the Pathway A rehabilitation unit. Patients who require 

community neurorehabilitation are referred to the local community neuro 

team and referrals to this team can be made either when a patient is 

preparing to leave the ASU or when a patient is preparing to leave the 

Pathway A rehabilitation unit. Patients who require palliative care are 

transferred to a hospice within their local area.  

The discharge process 

The ASU has a full-time stroke navigator/discharge coordinator whose 

role is to ensure the seamless discharge of patients from the stroke unit, 

including coordinating the repatriation of patients to their local hospitals 

where appropriate. She also ensures that patients’ discharge plans are 

started early, in order to identify any potential delays to discharge. As 

part of this early discharge planning, the stroke navigator will review a 



 

© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health.

     253 

 Project 08/1819/219 

 

patients’ social history when they enter the ASU, to see whether they 

have been on a care package before, and whether or not they are likely 

to require social work input. She regularly communicates with social 

services, as well as voluntary sector organisations in the community. 

Whilst it is the therapists who most commonly link patients with specific 

stroke groups in the community (e.g. exercise groups, support groups 

etc), the stroke navigator gets involved if patients have more niche 

needs that social services may not necessarily be able to provide. The 

stroke navigator also communicates with PALS if necessary, though it is 

rare that this is required.  

Decisions about discharge are made by the MDT in the daily ward rounds 

and handover sessions, the twice-weekly consultant ward rounds and in 

the weekly MDMs. Decisions are made in agreement with the patient and 

their family members/carers and they are given any additional 

information they require during this period (for example, patients who 

will be transferred to the Pathway A rehabilitation unit are given a 

Pathway A rehabilitation unit information booklet etc). Discharge 

summaries are electronic and follow the patient on their day of transfer, 

with a copy also going to their GP. Patients are given the contact details 

of the stroke navigator and the CNS, should they have any queries or 

concerns upon discharge from the ASU.  

Referrals for the Pathway A rehabilitation unit 

Referral to the Pathway A rehabilitation unit depends upon patients being 

medically stable with a reliable route of nutrition (oral or PEG) and being 

able to tolerate at least two hours of therapy per day. Up to twelve beds 

are available at the Pathway A rehabilitation unit for the hospital patients 

from Borough A, or other local Boroughs and there is a specific referral 

form, which is completed by the therapists and medical staff on the ASU. 

The stroke navigator takes responsibility for ensuring the referral form is 

sent to the Pathway A rehabilitation unit and that confirmation of receipt 

of the referral is received, liaising closely with the Pathway A 

rehabilitation unit’s admissions coordinator and the consultant stroke 

physician on the ASU throughout this process. Members of staff from the 

Pathway A rehabilitation unit do not attend the ASU’s MDMs.  

Referral to Borough A Community Neurorehabilitation Team 

The decision of whether or not a patient requires further rehabilitation at 

home is made by the therapy team in agreement with the patient and 

their family/carer. There is a specific referral form for the Borough A 

Community Neurorehabilitation Team, which is completed by the ASU 

therapists as soon as a discharge date is agreed. However, due to 

waiting lists, patients tend to be picked up by the community 

neurorehabilitation team once they have returned home, rather than 

upon discharge. Where the need for rehabilitation at home is urgent, this 
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will be made clear on the referral form and the patient should be picked 

up more quickly by the community team. If the therapists on the ASU 

are concerned about the waiting time for community neurorehabilitation, 

they may make a referral to social services for a short-term care 

package for the patient in the period between or make a referral to the 

reablement team so that the patient can receive some help whilst they 

wait for therapy (see over page for more details). The stroke navigator 

does not tend to have much communication with the community 

neurorehabilitation team. However, occasionally, after discharge, 

patients will ring the ASU to say they have not heard from the 

community neurorehabilitation team, and the stroke navigator will 

contact them on behalf of the patient to find out what is happening. 

Members of staff from the community neurorehabilitation team do not 

attend the ASU’s MDMs.  

Referral to social services  

If patients had an existing care package before their stroke, or if their 

stroke has meant that they require a new or increased care package 

upon leaving the ASU, a referral is made to social services. Referrals are 

also made to social services when a patient does not necessarily need 

care, but needs advice due to changes in their personal circumstances 

following their stroke. For example, if a patient cannot drive after their 

stroke and therefore cannot work, a social worker would be able to 

advise them about finances and benefits etc.  

Although there is a Borough A social worker on the team, she does not 

pick up all the Borough A patients on the ASU who require social work 

input, as they are allocated across the whole hospital social services 

team. Instead, the Borough A social worker attends the MDM as a linking 

role to bring and take back information from both teams. Thus, if a 

Borough A patient requires social services input, the ASU team have to 

make a referral to Borough A Social Services. To do this, the nursing 

staff complete a Section 5 form and the stroke navigator faxes it to social 

services to let them know that there is a patient on the ASU who may 

require social work input. Once the patient is almost ready for discharge, 

the nursing team complete a Section 2 form, which is again faxed by the 

stroke navigator to social services. The patient is then allocated a 

hospital social worker (who may or may not be the Borough A social 

worker who attends the MDMs). At this point, the social worker would 

then come to the ASU to talk to the team and the patient about what 

sort of care package the patient may want or need. Sometimes the OT 

may also need to write a report about what specific home care a patient 

may need (e.g. support with washing and dressing etc). All patients are 

assessed for eligibility for social care services by their social worker, and 

if eligible, they will be set up with a package of care to enable a safe 

discharge.  
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For housing access and environmental issues, the ASU OTs liaise with the 

social services OTs. For example, if a patient goes home from the ASU 

with a hoist and hospital bed, the ASU OTs will refer the patient to the 

social services OTs, who have a duty of care to ensure that this 

equipment is well-maintained and working appropriately. They will also 

review over time whether the equipment is still needed. Similarly, if a 

patient requires adaptations to their home following their stroke, the ASU 

OTs can do a home visit for patients to assess, for example, whether or 

not they have room for a wet room or for a stair lift, and they can then 

make a referral to the social services OTs, who will carry out any 

required structural assessments and help patients apply for appropriate 

funding for the adaptations, such as disabled living grants etc. The same 

process is in place for the community neurorehabilitation team, in that, if 

a patient receiving therapy from the community OT required equipment 

or adaptations to their home, they too would need to make the 

appropriate referral to the social services OTs. NB – the OTs from these 

three different teams would never meet but do talk on the telephone 

fairly regularly.  

Referral for reablement  

If it is felt that a patient has the potential to regain independence but 

needs some short-term help at home, a recommendation may be made 

for patients to go home from the ASU with reablement. Where this is the 

case, their social worker will make a referral to the patient’s local 

reablement team, who would then start working with the patient when 

they have returned home. In Borough A, this team provide a homecare 

service for patients who need help with personal care and domestic 

routines for up to a few weeks after their discharge from hospital. If 

patients’ still need support at the end of their reablement input, the team 

can make arrangements for a local homecare agency to support them. 

The reablement team do not attend the MDMs at the ASU.  

Referrals for a combination of the previously mentioned services can also 

be made by the team on the ASU. For example, a patient may need to 

receive therapy from the community neurorehabilitation team and 

require care services from social services. In these situations, individual 

referrals are made by the team to each of the required services.  

Out-patients (follow-up) procedures 

There is a stroke follow-up outpatient’s clinic every Thursday afternoon and 

stroke patients discharged from the ASU receive a 3-month follow up 

appointment at this clinic. TIA patients are followed up in a once monthly 

Monday stroke clinic. Sometimes patients will require earlier follow up and 

requests for this are made at the discretion of the consultant. Data for the 

stroke register is collected from all patients at their follow-up appointment 
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and includes information on current living arrangements, Rankin score and 

functional status at 3-months post-stroke (Barthel score).  

For non-local patients who were transferred back to their local hospital, a 

check up will take place there. Where patients go straight from the ASU to 

the Pathway A rehabilitation unit, they would not receive a follow up 

appointment 3-months after they leave the ASU, but would instead receive a 

follow-up appointment 3-months after they leave the Pathway A 

rehabilitation unit. 

Patient and carer information and involvement 

Patient and carer information 

There are large displays of patient information leaflets available in the day 

room, as well as on information boards around the ward. Written 

information for patients and carers is also provided in a folder at the bottom 

of the bed. This includes information about stroke and thrombolysis; 

recovery from and prevention of further stroke; rehabilitation both as an 

inpatient and at home; and follow up after discharge. There is also a section 

on the multidisciplinary team, which talks about whom they are and what 

they do. This includes summaries of the role of the doctors, nurses, 

occupational therapists, physiotherapists, social worker, and speech and 

language therapists etc. Audio or translated versions of this written 

information are not available, though there are members of staff on the 

ASU who can speak different languages including various South Asian 

languages and French. Translator services can also be requested from an 

external agency and costs invoiced to the Trust. Aphasia-friendly versions of 

all information (e.g. picture charts etc) are available from the SALTs.   

The hospital stroke care website provides patients and carers with further 

information on stroke. This website was developed by the hospital Stroke 

Forum (see below for more details on the hospital Stroke Forum). This 

website gives information on the ASU, rehabilitation, general stroke 

information and advice, links to other agencies, and information on the 

Forum itself. Patients also have many opportunities to speak to staff for 

information and the CNS and the stroke navigator are the main contact 

points for this. Patients can make formal appointments to speak with a 

doctor or the CNS between Monday to Friday to gain more information. 

Individual appointments for carers are also available at the Relatives Clinic 

on Wednesdays.  

Patient and carer involvement 

Service user involvement is part of the productive ward initiative operating 

within the Trust. Patient questionnaires are used to identify specific service 

improvements and there are 2 red post-box style anonymous suggestion 

boxes on the ASU where patients and carers can give their feedback on the 

ward. Both of these are regularly reviewed by the hospital Stroke Forum in 
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order to help improve the service. The Forum is made up of ASU staff, ex-

hospital patients and carers of ex-hospital patients. They meet 8 times a 

year and provide input into ways of developing the clinical service and 

feeding patient and carer views into the stroke research protocols. They are 

currently starting projects exploring how the menus on the ASU could be 

adapted to make them more accessible and are also aiming to start an 

aphasia-friendly hospital visiting service from former patients and their 

families/carers. The Forum is chaired (at the group’s request) by one of the 

ASU consultants . 

Commissioning 

Health services in the area are commissioned by five Primary Care Trusts. 

There are four acute care providers within this area, one of which is 

Pathway A Acute Hospital. These five PCTs commission local acute services 

independently of each other.  

The hospital has their own commissioning team and their host 

commissioner is Borough A PCT. Every year, the ASU must submit to the 

PCT their number of stroke episodes that year and their predicted level of 

activity for the following year. The majority of services are commissioned 

within payment by results (PBR); however, due to local initiatives, stroke 

has now been taken out of PBR to become non-PBR, and is commissioned 

across the city with the new hyperacute and acute stroke unit tariffs. 

Because stroke has moved outside of this remit, this needed to be signed 

off by the local Strategic Health Authority. Thus, the numbers are still 

commissioned with Borough A PCT but the payment mechanism has been 

devised by the local Strategic Health Authority.  

Interprofessional team working is raised indirectly within the criteria for the 

new stroke tariffs, as they state that services need to have a specific 

number of different interprofessional staff. However, they do not direct how 

these interprofessional staff should work together as a team. This may 

change further down the line, as they introduce more quality markers.  

 

Management, governance and audit    

Management  

Stroke care is part of the neurosciences directorate, which is supported by a 

clinical director and a general manager. The neurosciences directorate is 

made up of a number of care groups in neurology, neurosurgery, 

neuroradiology, neurophysiology, pain and neurorehabilitation. Each care 

group is supported by a care group lead (clinical post) and a service 

manager and is made up of the senior members of staff who provide the 

service within that specialty. Each care group takes responsibility for their 

own business matters within their speciality (i.e. each group has their own 
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budget; they need to demonstrate their activity levels and deal with 

complaints within their speciality etc). The ASU consultants all work within 

the neurology care group and attend these monthly meetings, as does the 

matron, the therapies manager, the service manager and so on.  The 

consultant stroke physician is also the lead for the neurorehabilitation care 

group. Each month, there is a directorate meeting which is attended by all 

care group leads, the clinical director and the general manager.  

A range of other management groups and meetings are also in place, 

including the monthly stroke board meeting, which consists of more senior 

members of staff such as the chief operating officer, assistant director of 

finance, director of nursing and the medical director etc. In addition, there 

is a fortnightly ‘core group’ meeting for stroke, which includes clinicians, the 

matron, the service manager, the therapies manager and representatives 

from A&E. The ASU consultants also meet monthly to review performance 

standards and service developments and to assess and implement new 

evidence-based guidelines.  

Governance and audit  

A range of governance and audit systems are in place to help ensure quality 

of care and to continuously identify areas in which improvements to care 

could be made. The Trust has a Clinical Governance and Audit Department 

and the neurosciences directorate participates in their governance 

programme. Within the directorate, there are quarterly neurosciences 

clinical governance meetings where, for example, deaths and unexpected 

morbidity are presented for review and discussion. There is also a monthly 

audit meeting for the neurology department and the weekly neurology 

grand round.  

All stroke admissions (TIA and stroke) are recorded prospectively on the 

stroke database, allowing audit of different aspects of care, including the 

continuous monitoring of outcomes, in terms of length of stay, 28-day 

mortality and discharge destination for stroke patients throughout the Trust. 

Pre and post-stroke Rankin and modified Barthel scores are also collected 

and held on the stroke database and research bloods are taken. There is 

also an ongoing audit of all cases considered for carotid endarterectomy and 

carotid angioplasty since 2002 with discussion of results at a weekly 

multidisciplinary meeting with vascular surgery, neurology and stroke 

medicine and neuroradiology. Plus, all thrombolysis cases are entered on to 

the SITS-MOST register, with regular auditing on outcome and discussion of 

output of thrombolysis at 3-monthly regional thrombolysis meetings.  

The clinical service is closely interlinked with a well-developed research 

programme. There is a large academic department with an excellent 

reputation at the hospital. The local Stroke Research Network is also housed 

at the hospital and is led by one of the consultant neurologists on the ASU. 

The ASU has participated in the Royal College of Physicians Sentinel Audit in 
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2002, 2004, 2006 and 2008. Finally, as previously mentioned, there are 

close relationships with the hospital Stroke Forum and ongoing patient and 

carer feedback on the ASU is gathered in collaboration with this group.  

Protocols and clinical guidelines  

The team follow the standards and guidance for stroke care provided in:  

 Royal College of Physicians National Clinical Guidelines for Stroke (2008) 

 National Stroke Strategy (2007) 

 Local stroke guidelines and initiatives 

 Profession-specific standards and guidelines  

There are a number of established protocols used by the team, including 

protocols for providing 24-hour thrombolysis and other hyperacute care 

(e.g. neurosurgical procedures such as hemicraniectomy and posterior fossa 

decompression and urgent carotid endarterectomy) and protocols with A&E 

staff to ensure patients are met in A&E by the stroke/neurology team and 

brought straight up to the neuroradiology CT scanner and the tPA bolus 

administered in the scanner room.  

On the ASU, there is a stroke clerking pro-forma available for all members 

of staff to ensure uniformity and quality of stroke medicine practice. Staff 

also have access to a ‘practical guide to the stroke unit’, which includes 

protocols for all aspects of stroke care, such as the initial management of 

patients admitted with stroke, investigations, assessment for mood, 

referrals for other services, prescribing, and discharge.  

There are also operational policies between the local hospitals, including an 

operational policy on repatriation of non-local patients to their local hospital. 

All protocols are updated 6-monthly and any advances in stroke care are 

discussed at the monthly consultants meetings and if any protocol changes 

are required, the appropriate parties in the Trust are consulted.  

Breakdowns in protocols are addressed within the ASU, unless there is a 

serious issue which needs to be addressed in a more formal manner and, in 

which case, would be escalated to the general manager.  

 

Clinical risk management systems  

The team follow the Trust-wide clinical risk management systems. This 

includes a matrix form which asks staff on a scale of 1 to 5 to rate the 

likelihood of an event happening against the severity of the outcome if that 

event does happen. Different disciplines also have their own risk 

assessment systems in place. For example, therapists will complete a risk 

assessment for every therapy session they deliver, i.e. for OTs this might 

include assessing the risks involved in taking patients out of the ward or in 
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using particular equipment etc. There is also a specific risk assessment form 

for home visits that need to be completed by the OTs. Any concerns over 

patient risks are reported and discussed in the MDM.  

Strategic planning 

There is a yearly commissioning cycle for which the general manager writes 

a business plan for neurology, which encompasses stroke. This is presented 

to the directors and reviewed and feeds into strategic planning with the 

PCT.  

 

Partnerships with other agencies  

Key agencies/partners who work with the ASU include:  

 Social services, including social services OTs 

 Borough A Community Neurorehabilitation team 

 The Pathway A rehabilitation unit, including the vocational rehabilitation 

programme 

 District general hospitals  

 Voluntary organisations such as the Stroke Association and Crossroads 

 Local day centres 

 Local PCTS 

 GPs 

 Palliative care services 
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Box A1 Changes made within the Pathway A acute team over the 

course of the study 

Major changes were occurring within this service and to this team during 

the course of the study. These involved expansion and restructuring of 

services with accompanying financial investment . Overall, some notable 

changes made over the course of the study were: 

 The changes highlighted in the ‘recent, ongoing and future developments’ 

section occurred as planned. The unit expanded to 20 hyperacute beds 

and 20 stroke unit beds, which were placed on two separate wards in 

the same wing. The hyperacute unit remained in what was once the 

stroke unit and the new stroke unit moved to a new ward (The unit no 

longer used the stroke recovery beds on the adjacent Neurology 

ward). The aim was that all local patients should be moved from the 

hyperacute ward to the stroke unit within 72 hours (non-local patients 

were to be repatriated back to their local hospital).  

 Many of the new posts highlighted in the ‘recent, ongoing and future 

developments’ section were recruited to the team, including the 

recruitment of a full-time psychologist and dietician. A new social 

worker role was developed that dealt with the transition of patients 

moving from the Pathway A acute team to the Pathway A rehabilitation 

unit.  

 The MDM (as described in ‘the multidisciplinary team meeting’ section 

remained the same for the stroke unit (though as the stroke unit 

moved wards, it was not held in the day room anymore and was 

instead held in a staff office on the new ward). The hyperacute unit did 

not have a weekly MDM in the same way.  

 An early supported discharged service for Borough A was developed within 

the Pathway A Community Neurorehabilitation team.  
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PATHWAY A, REHABILITATION 

Introduction and information sources 

This map of the Pathway A rehabilitation team was compiled in autumn 

2009 and reflects a snapshot of the service at this time. A number of 

changes to this service were made during the course of the study and a 

summary of these changes are presented in Box A2 at the end of this map. 

These maps have been anonymised and any information which might 

identify the site has been removed. The site in question is referred to 

throughout as ‘Pathway A, rehabilitation’ and the local borough involved in 

this study is referred to as ‘Borough A’.  

The information for this map came from one-to-one interviews with five 

team members around autumn 2009, as well as a range of documentary 

evidence, including various documentation from the centre, and 

commissioning and review documents from Borough A.  

Abbreviations 

ASU – Acute Stroke Unit 

MDM – Multidisciplinary meeting 

MDT - Multidisciplinary team 

OT – Occupational therapist 

SALT – Speech and language therapist 

 

Description of service 

The Pathway A rehabilitation centre is a three-storey, purpose-built post-

acute specialist centre for inpatient neurorehabilitation. The centre takes 

referrals for patients who have had a stroke (which account for 

approximately 75% of patients at the Pathway A rehabilitation centre), 

patients with neurological disorders such as multiple sclerosis or epilepsy, 

and patients with traumatic brain injury. There are up to 12 designated 

district stroke beds for local Pathway A acute stroke unit patients and the 

same supervising medical consultant works between the two sites, helping 

to ensure a smooth transfer of care.  

Managing organisation 

Pathway A Healthcare NHS Trust. 

Location and premises 

The Pathway A rehabilitation centre is located in a specialist centre for 

inpatient neurorehabilitation on a separate site to the Pathway A hospital. 
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Number and type of beds  

The Pathway A rehabilitation centre has 32 inpatient beds, which consist of 

up to 12 designated district stroke beds for local patients who present at 

the Pathway A acute stroke unit (ASU). The remaining beds are tertiary 

rehabilitation beds, 2 of which are traumatic brain injury beds. There are 

also an additional 4 beds for the pain management programme, which are 

used for people who would find it difficult to get to and from the Pathway A 

rehabilitation centre each day to attend the programme. Although the 32 

inpatient beds in the Pathway A rehabilitation centre are allocated for 

specific patients, the use of the beds is flexible and can alter from time to 

time according to demand.  

There are no specifically allocated bedrooms for the district stroke patients 

in the Pathway A rehabilitation centre. Instead, these patients are located 

on both floors and they share bedrooms with other non-stroke patients. 

Where possible, patients return to their own homes at weekends.  

 

Main components of service 

The Pathway A rehabilitation centre has a comprehensive range of 

neurotherapy services available for patients, including physiotherapy, 

occupational therapy (OT), speech and language therapy (SALT), clinical 

neuropsychology and neuropsychiatry, as well as dietetics, chiropody and 

orthotics. The centre also runs a number of different therapy groups, 

including arts and leisure, fatigue management, a memory group and a 

friends and family group. Other therapy groups available include:  

 The stroke education group, which provides information about stroke, 

such as risk factors, medication and lifestyle 

 The lost for words group, which helps patients increase their 

understanding of why it may be difficult to find words after an injury to 

the brain and to help identify strategies they can use when they get 

stuck for words 

 The breakfast group, which helps patients practice their skills in the 

kitchen and increase their knowledge of the safety aspects related to 

kitchen activities, and 

 The gym exercise group, which is held in the physiotherapy gym and 

helps patients practice physical exercise and work on their goals 

The Pathway A rehabilitation centre also has a range of outpatients 

services, which include the:  

 Pain clinic, running 4 days per week 

 Pain management programme, which runs for 3 consecutive weeks  



 

© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health.

     264 

 Project 08/1819/219 

 

 Spasticity clinic, which runs 3 times per week 

 Orthotics clinic, which runs every other week 

 Back fitness clinic, which runs twice per week 

 Ophthalmology clinic, which runs once per week 

 Medical follow up clinic, which runs once per week 

 Neuropsychiatry clinic, which runs twice per week 

 Psychology clinic and a psychology follow-up clinic, which each run once 

per week 

 Vocational rehabilitation service (see ‘vocational rehabilitation’ section 

for more information), and the 

 Cognitive group, which runs twice a week for 12 weeks 

Other facilities available 

 3 neurotherapy gyms  

 Speech and language therapy room (including computerised therapy 

resources). Computers are also available for patients in the Pathway A 

rehabilitation centre for both work and leisure purposes 

 Large OT workshop, kitchen and rehabilitation flat 

 OT garden 

 Resource room 

 Conference room 

Finance/ budget  

The money allocated for the Pathway A rehabilitation centre comes from a 

number of different budgets, including separate nursing, medical, social 

work and therapies budgets. The general manager (who is the same general 

manager as for the ASU) holds all of these budgets except the therapies 

budget, which is held by the therapies manager (who, again, is the same 

therapies manager as for the ASU. NB – this role is now job shared between 

two members of staff each working part-time). There is no allocated budget 

for the training and development of the Pathway A rehabilitation team, 

though there is a slush fund in the neurosciences budget and team 

members can request funding for training from the general manager if 

required. 

Aims and objectives of service 

On a broad level, there are service strategies for the neurosciences 

directorate as a whole and for each of the associated care groups, including 

the neurorehabilitation care group which the Pathway A rehabilitation team 
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is part of (see ‘management’ section for more information on care groups). 

The Pathway A rehabilitation centre also has its own aims and objectives, 

which include helping patients to become more independent and to 

reintegrate into the community, as well as promoting interdisciplinary 

working. The Pathway A rehabilitation centre’s information booklet for 

patients states that there are four key values at the Centre: empowerment, 

partnership, individuality and integration. 

Brief service history to date  

The Pathway A rehabilitation centre was the result of the vision of a 

consultant neurological surgeon at the Pathway A hospital. This consultant 

was aware of the importance of good rehabilitation for people with 

neurological disease or brain injury, and in 1967, opened the Pathway A 

rehabilitation centre. The centre was purpose-built for rehabilitation and 

was funded by a grant of £250,000. The purpose of the centre remains the 

same today, even though the hospital has since moved to another site.  

Recent, ongoing and future developments  

A significant recent development at the centre is the change to the way in 

which the interprofessional team works together. Previously, staff at the 

centre had worked in three specific teams – a stroke team, a cognitive team 

and a rehabilitation team.  However, around May 2008, the decision was 

made by management to change from three teams to two teams, with the 

expectation being that this would improve communication and cohesion 

between team members. The logistics involved in making these changes 

had taken some time to set in place, therefore it was only a few weeks prior 

to starting the context mapping of the service that the teams had been 

officially divided into their new ‘blue’ and ‘red’ teams. Almost all the 

professional groups (except for the medical staff, social services staff, 

administrators and heads of department) had been split in two, with half 

allocated to the blue team and half allocated to the red team. Each team 

had also been given a new ‘team base’ where their team members shared 

desk space. These team bases are located on different floors and the teams 

take responsibility for the patients on their own floor. At the time of the 

interviews, there were no allocated red or blue team leaders and neither 

team held interprofessional team meetings.  

A further significant development is that the centre has recently had an 

options appraisal and a plan has been developed for extension. This 

extension will add up to 9 additional beds and will include the development 

of some individual rooms for patients (currently, all patients stay in either a 

2-bedded or 4-bedded same-sex only room). The centre has submitted this 

plan to the Strategic Health Authority, but are aware that it will take some 

time to organise the funding and for all the necessary agreements to be in 

place. If these plans are accepted, this will require the recruitment of more 
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staff. Other potential future developments also include the possible move to 

7-day working for therapies staff, which is currently being reviewed.  

 

Pathways to admission 

Catchment population 

Overall, patients are accepted at the centre from Borough A and other local 

boroughs. Other PCTs outside the local area are required to give their 

permission before a patient living within their locality is admitted to the 

centre.  

Inclusion criteria 

All patients must meet the following inclusion criteria to be admitted to the 

Pathway A rehabilitation centre: 

 Patients must be over 18 years of age (though a small number of 

referrals for patients under 18 may be accepted on a case-by-case 

basis) 

 Patients must have severe spasticity in need of holistic interprofessional 

intervention and/or cognitive impairment due to brain injury, 

including stroke 

 Patients must be medically stable, require bed based stroke 

rehabilitation, and have a reliable route of nutrition 

 Patients must be able to tolerate a minimum of two hours therapy per 

day 

Exclusion criteria 

The following criteria exclude patients from being admitted to the centre:  

 Persistent vegetative states 

 Behavioural problems without physical disability or very severe 

behavioural problems 

 Patients treated under Section of the Mental Health Act 

 Complete spinal cord injury 

 Patients who are not medically stable 

Referrals  

There are 3 referral pathways for the Pathway A rehabilitation centre – 

the referral pathway for the district stroke beds, the referral pathway for 

the tertiary rehabilitation beds; and the referral pathway for the pain 

management beds. For the purposes of this mapping exercise, the focus 

will be on the referral pathway for the district stroke beds only.  
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Referrals for the district stroke beds come directly from the ASU at the 

Pathway A hospital. A discharge pathway protocol is available on the ASU 

and a specific referral form for patients is completed by the ASU team 

and sent to the admissions coordinator at the Pathway A rehabilitation 

centre. When she receives a referral, she scans it to ensure that the 

patient meets the eligibility criteria. Eligible patients can then be 

discharged from the ASU and admitted to the Pathway A rehabilitation 

centre as soon as a district stroke bed becomes available (see ‘waiting 

list’ section for more information). During this referral process, the 

admissions coordinator at the Pathway A rehabilitation centre, the stroke 

navigator on the ASU and consultant stroke physician liaise closely with 

each other to ensure the smooth transfer of patients. Potential transfers 

tend to be discussed between the ASU and Pathway A rehabilitation 

centre teams about a week before the patient is due to be discharged, 

which helps the Pathway A rehabilitation centre to plan for new 

admissions and avoid delays. Discharge summaries from the ASU are 

electronic and follow the patient to the centre on their day of transfer. 

The admissions coordinator is the first person to meet with patients when 

they arrive at the centre. She will admit the patient, confirm that the 

personal details provided on the referral form are correct and have a 

discussion with the patient about the centre, answering any questions 

they may have. After the patient has been admitted by the admissions 

coordinator, they will be seen by a nurse, followed by a doctor.  

Waiting list 

If the district stroke beds are full, patients are placed on a waiting list until 

a bed becomes available. However, at the time of the mapping exercise, 

there was no waiting list for the district stroke beds. 

 

Patients 

Average patient length of stay  

The average length of stay varies according to the neurological condition, 

and can range from a couple of weeks to a few months. For short-term 

stroke, the average length of stay is 3-6 weeks, while for long-term stroke 

the average length of stay is 10-12 weeks.  

Patients are advised of their proposed length of stay within their first couple 

of weeks of entering the centre and this is discussed and reviewed 

throughout their stay. The maximum length of time that patients can stay 

at the centre is 12 weeks and if there is a potential delay to discharge, this 

is flagged up at the update meeting (see ‘the multidisciplinary team 

meeting’ section for more information). If necessary, an extension to a 

patients’ length of stay can be requested.  
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Care planning and goal setting 

Before their admission to the centre, each patient is allocated their own 

‘treating team’. Within the centre, all team members work across all patient 

conditions and there is no specific team who work only with the district 

stroke patients. Instead, patients are firstly allocated to either the red or 

blue team according to which floor has the empty bed. Then, at the weekly 

update meeting, the heads of department allocate members of staff from 

their department who are within the patients’ allocated red or blue team to 

form their treating team. Thus, treating teams tend to be different for every 

patient, but they usually consist of representatives from between 3 to 7 

different professional groups, depending upon the patients’ needs. [NB - 

part of the reason why the Pathway A rehabilitation centre aim to identify 

new patients a week before they are admitted to the centre is so that they 

can ensure that their treating team is allocated prior to arrival. If patients 

are moved to the centre without adequate notice and their treating team is 

not allocated in advance, there may be some delay in beginning the 

patient’s treatment programme].  Within each treating team, a Chairperson 

is nominated who is responsible for overseeing the patients’ stay and is the 

main contact point for the patient and their family and friends. Treating 

team Chairs can be from any discipline and are usually chosen according to 

the patients’ most pressing need. For example, if their main problem is 

speech-related, their Chair will be a SALT etc. Each member of staff can 

only be a Chair for one or two patients and there is a book that records who 

each patient’s Chair is. The head of SALT takes responsibility for ensuring 

this book is kept up-to-date.  

Within the first week of a patient’s admission, the treating team will have 

the chance to meet informally with the patient to hear what they would like 

to get out of their time in the centre. Later that week, the treating team will 

then get together (without the patient) for a plan of assessment meeting. 

The team uses this time to look at the direction that rehabilitation is likely 

to take (based upon both the referral form and what the patient has already 

told them) and to identify whether the patient has any other assessment 

needs that were not indicated on their referral form. If they do, the team 

can make additional referrals for the patient, for example to the social 

services team (see ‘referrals to social services’ for more information). 

Following this meeting, each discipline then carries out their own 

assessment of the patient to identify their treatment needs (joint 

assessments are not currently carried out at the centre, though there is 

some suggestion that this may change in the future). For more information 

on therapy assessments, see ‘amount and duration of therapy delivered’ 

section.  

A goal planning meeting then takes place in the patient’s second week at 

the centre and this is attended by the treating team, the patient and their 

friends or family members (if the patient agrees). During the goal planning 
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meeting, a list is drawn up of the patient’s long term goals and these are 

broken down into more manageable short term goals to be worked on by 

the patient and their treating team over 2 or 3-week periods. From then on, 

the treating team, patient and family members attend goal planning 

meetings every 2 weeks until the patient’s discharge. Throughout this 

process, the goal planning document and updates are recorded in the 

patients’ notes, which everyone in the team has access to. This is different 

to the patient’s care plan, which is carried out by the nursing staff when a 

patient enters the centre to assess their care needs and requirements.  

Amount and duration of therapy delivered  

Therapies available in the centre include one-to-one therapies, sessions 

with two or more therapists at the same time and group therapies. They 

can take place anywhere in the centre and might sometimes involve going 

out into the community, such as to use the bus or to go shopping. To 

determine the amount and duration of therapy required, the different 

disciplines each assess the patient within their first week at the centre for 

the ‘optimal’ level of therapy that they require to get the best benefit of 

their time there. For example, a physiotherapist might state that a patient 

optimally needs one session of physiotherapy per day, as well as regular 

group therapy sessions. The therapists will then aim to deliver the optimal 

amount of therapy required, though this may not always be possible, 

particularly if there are  staff shortages or if the patient themselves are not 

able or willing to engage in the optimal level of therapy. There are no 

formal limits or restrictions to the amount of therapy that patients can 

receive in the Pathway A rehabilitation centre.  

Each week, patients receive a timetable showing their therapy schedule and 

family and friends can attend therapy sessions if the patient agrees. 

 

Uniprofessional working 

All team members at the Pathway A rehabilitation centre have regular 

uniprofessional team meetings. For example, all therapies staff have weekly 

uniprofessional meetings as well as weekly uniprofessional in-service 

training sessions.   

The social workers at the centre are part of the hospital social work team, 

which also includes the Borough A social worker who attends the weekly 

multidisciplinary team meetings on the ASU. The hospital team all attend 

fortnightly social work team meetings at the Pathway A hospital.  
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Interprofessional team composition 

Number of staff and professional background  

There are 3 multidisciplinary consultants at the Pathway A rehabilitation 

centre: one consultant stroke physician who is based at the Pathway A 

rehabilitation centre 2 days per week and spends his remaining time at the 

Pathway A hospital, one consultant in rehabilitation medicine who is based 

at the centre full-time (5 days per week) and one consultant neurologist 

with specialist interest in neurorehabilitation who is at the centre 2 days per 

week and spends her remaining time at the Pathway A hospital. All district 

stroke patients are under the care of the consultant stroke physician, while 

the consultant in rehabilitation medicine oversees the tertiary beds and the 

consultant neurologist oversees the traumatic brain injury beds. As the 

consultant stroke physician and the consultant neurologist only work 2 days 

a week at the centre, the consultant in rehabilitation medicine oversees the 

care of their patients in their absence. 

There is usually 1 registrar at the centre, though at the time of the mapping 

exercise there was an additional supernumerary registrar who would be 

working at the centre for a year. There is also usually 1 SHO, though the 

centre does work with a number of medical students and at the time of the 

mapping exercise, there were additional junior doctors working at the 

centre as part of their training and development. All junior doctors work 

across all patients in the centre.  

Nursing staff at the centre consists of: 1.0 WTE matron (Band 8a), 1.0 WTE 

nurse (Band 7), 4.0 WTE nurses (Band 6), 17.19 WTE nurses (Band 5), 1.0 

WTE housekeeper (Band 3) and 13.65 WTE nursing assistants (Band 2). 

Therapies staff consists of:  13 physiotherapists (3 Band 8a, 3 Band 7, 4 

Band 6, 1 Band 5 and 2 Band 3); 12 OTs (2 Band 8a, 2 Band 7, 4 Band 6, 1 

Band 5, 2 Band 3 and 1 Band 2); and 6 SALTS (1 Band 8, 2 Band 7, 2 Band 

6 and 1 Band 5).  

There are three full-time social services staff based at the centre: 1 

principal social worker, 1 social worker and 1 welfare officer. Psychology 

staff consists of 1 consultant clinical neuropsychologist (head of 

psychology), 3 clinical neuropsychologists and a variable number of 

assistant psychologist posts/placements, of which there is usually at least 2.  

Administrative staff consist of 1 admissions coordinator (Band 4), 1 

administrator who coordinates discharges and provides administrative 

support for outpatient services, and 3 medical secretaries: 1 secretary to 

the head of psychology, 1 secretary to the rehabilitation consultant and 1 

secretary who provides administrative support for the management team 

[NB – apart from the admissions coordinator, administrative staff in the 

centre do not have much involvement with inpatients and deal more with 

outpatient/staff needs]. 
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Other visiting staff at the centre include:  

 A neuropsychiatrist who comes to the centre twice a week to meet with 

referred patients 

 A dietician who comes to the centre twice a week 

 A chiropodist, with whom appointments can be made by the nursing 

team 

 An orthotist who visits every other week  

 An ophthalmologist, who visits once a week 

 A team of five pharmacists, who visit twice a week 

 Various visitors from voluntary sector organisations, including those 

who lead some of the patient groups 

Staff rotation  

SHO’s and registrars rotate and also work on-call at the Pathway A hospital 

during their time at the Pathway A rehabilitation centre. OT and 

physiotherapy staff also rotate. Band 5 OTs are part of a general rotation 

and rotate every 6 months between stroke and other services, such as care 

of the elderly, trauma and orthopaedics etc. Band 5 physiotherapists rotate 

every 4-months. Band 6 OTs are part of a neuro-therapies rotation and 

rotate every 9 months between the ASU, Pathway A rehabilitation centre, 

outliers and neurosurgery. Band 6 physiotherapists rotate between these 

services every 8 months. Within the next year, Band 7 OTs will rotate 

between the ASU, Pathway A rehabilitation centre, outliers and 

neurosurgery every 18-months. However, Band 7 physiotherapists currently 

do not rotate and SALTs do not rotate. Student nurses rotate but the rest of 

the nursing team do not. 

Shift patterns/handovers  

Only the nursing staff at the Pathway A rehabilitation centre provide 24-

hour cover, and nursing handover times are 7.30am and 7.30pm. Because 

the nursing staff are now split into the two red and blue teams, the nurses 

also have their own red and blue nursing team update meetings at 11am 

each day. If therapies staff want to attend these update meetings they can.  

Therapies staff currently operate within normal working hours. The core 

working hours for therapies staff are between 8.30am and 4pm but 

therapists can work flexibly around these hours (i.e. they could be working 

anytime between 7.30am and 6pm, depending upon the needs of their 

therapy sessions). Medical staff also operate within normal working hours, 
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Monday to Friday. If medical advice is required for stroke patients out of 

hours, nursing staff can contact the on-call neurologist at the Pathway A 

hospital. If they need urgent medical assistance out of hours they are taken 

in an ambulance to the Pathway A hospital A&E.  

Team location  

The red and blue teams have their own team bases. Individuals ‘hot desk’ 

within the team bases, which means that on a day-to-day basis they are 

working next to different team members, including those from different 

interprofessional groups. All consultants and heads of department (except 

the principal social worker) share a heads of department office on the 

ground floor. Social services staff have a separate office on the ground 

floor, and the principal social worker has his own office. (Social services are 

only separated from the rest of the team due to logistics of IT systems). 

Junior doctors share a clinical room and administrative staff also have their 

own separate offices.  

Staff recruitment and induction  

At the time of the mapping exercise, the Pathway A rehabilitation centre 

was almost fully staffed, though there were some nursing shortages. The 

centre does not have any notable problems with recruitment. New members 

of staff receive an induction upon their arrival at the centre . This includes 

meeting different members of staff and attending some of the 

multidisciplinary meetings, such as the goal planning or update meetings.  

Support, supervision and appraisal  

The clinical supervision structure within the team is as follows:  

 Nursing and administrative staff (including the admissions coordinator) are 

supervised by the matron and the matron is supervised by the general 

manager. 

 Band 7 therapies staff supervise the Band 6 therapies staff and also 

support the Band 6s in supervising the lower banded therapists. Band 7 

therapies staff are supervised by the Band 8as.  Therapy heads of 

departments are supervised by the therapies managers. 

 Junior doctors are supervised by the consultant in rehabilitation medicine. 

 Psychology staff are supervised by the head of psychology, who is 

supervised by the consultant stroke physician. 

 The social worker and welfare officer are supervised by the principal social 

worker, who is supervised by the team manager of the Pathway A 

hospital social work team.  

The amount of clinical supervision team members receive depends upon 

their discipline and their grade.  
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Appraisals are conducted in the same structure as clinical supervision and 

are carried out yearly or, for those team members who rotate more 

frequently, within each rotation. Multidisciplinary peer support is accessible, 

but is largely dependent upon personalities within the team and the quality 

of relationships between individuals. Some disciplines do tend to work more 

closely than others; for example, the social work and psychology teams 

often work closely together, as do the physiotherapists and the OTs and the 

SALTs and the psychologists.  

Training and development 

There is a 1 hour in-service interprofessional training session every other 

Wednesday lunchtime, which all team members are able to attend. These 

are organised by the head of OT and feature both internal and external 

speakers. Other interprofessional training takes place as and when needed, 

for example, at the time of the mapping exercise, the admissions 

coordinator was due to undertake some training with the SALT department, 

to help improve her ability to communicate with patients who have 

communication difficulties upon their admission to the centre. 

Opportunities for team building 

The heads of department have regular away days where they discuss 

strategic issues. In the past, the heads of department have completed the 

Belbin Team Inventory on an away day, which explores individual 

behavioural tendencies in a team environment. Informal opportunities for 

socialising as a team include the Christmas party and occasional drinks after 

work. 

Staff retention, turnover and sickness  

There are no notable concerns with staff retention, turnover or sickness at 

the centre.  

Interprofessional working 

Composition of the interprofessional team  

Everyone who works at the centre and comes into contact with the stroke 

patients is viewed as part of the multidisciplinary team (MDT) for stroke. 

However, following discussions in the context mapping interviews, there 

does seem to be the following exceptions: the staff in the pain clinic do not 

work with stroke patients and would therefore not be seen as part of the 

MDT for stroke and the administrative staff (with the exception of the 

admissions coordinator) do not have much contact with stroke patients.  

Clinical leadership of the interprofessional team 

The clinical director is the leader of the Pathway A rehabilitation centre and 

this role rotates every 3 years between the heads of department. The 

consultant stroke physician is the current clinical director of the centre.   
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Formal spaces for interprofessional working  

There are a number of formal team meetings for the heads of the 

department at the Pathway A rehabilitation centre. These are:  

 

 The weekly 2-hour MDT update meeting (see ‘the multidisciplinary team 

meeting’ section for more information). 

 The fortnightly heads of department management meeting . 

 The fortnightly therapies’ heads of department meeting (attended by the 

heads of OT, SALT, physiotherapy and the 2 therapies managers). 

 The monthly care group meeting for strategic centre business (see 

‘management’ section for more information on care groups). 

 Other members of staff work closely together in the treating team goal 

planning meetings previously mentioned and in any other joint therapy 

sessions.  

Informal spaces for interprofessional working 

Informal communication between the interprofessional team members takes 

place all over the centre, including within the shared heads of department 

office, the red and blue team bases and in the corridors. There is also a 

large staff lounge where team members can socialise.  

The multidisciplinary team meeting (the ‘update meeting’)  

There is a weekly multidisciplinary team meeting (MDM) held on a Tuesday 

morning for 2 hours.  This is known as the ‘update meeting’ and is chaired 

each week by the head of physiotherapy. All heads of department attend 

this meeting, along with all the consultants, the medics, the admissions 

coordinator and usually one or two nurses. The meeting is the forum for 

discussing the clinical course of patients’ rehabilitation and it follows a set 

format, which starts with a discussion of any new patients who are due to 

be admitted to the Centre and an allocation of their treating team, based 

upon their referral form. The attendees’ then talk about any upcoming 

discharges (usually up to 4 weeks in advance of discharge); including 

anything which might delay discharge. The admissions coordinator leaves 

the meeting after these discussions.  

The meeting then continues with a discussion of all patients in the red 

team, followed by all patients in the blue team. When discussing the 

patients, each head of department gives feedback on behalf of their team. 

The last 15 minutes of the meeting are assigned as a ‘problem solving 

forum’, where a treating team can come in to the meeting to discuss a 

complex patient and can receive advice from the heads of department. For 
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each patient there is an update sheet, on which any information discussed 

about their care during the meeting is recorded. This update sheet notes, 

for example, their Barthel scores, goal planning updates, discharge date and 

any actions for next week.  One attendee is expected to take these notes by 

hand each week, and responsibility for this task rotates. These notes then 

go back to the secretaries, who type them up and place them on a shared 

electronic computer drive. Unfortunately, there is currently a problem with 

viewing the update notes electronically, as only a small number of staff 

have access to the shared drive. IT personnel are trying to rectify this 

problem.  

NB - It is likely that the process of the update meeting will change once the 

red and blue teams are fully embedded into the centre and the two teams 

may instead instigate their own weekly update meetings.  

Shared patient records for interprofessional working 

As mentioned above, there are some problems with staff accessing the 

shared drive, which means that update meeting notes cannot be readily 

accessed electronically by everyone. However, update notes are emailed to 

the team members who require them.  

Patient notes are paper records that are accessible by all team members. 

Goal planning records are kept in these notes and are updated after every 

goal planning meeting. Patient notes are stored in the red and blue team 

bases, according to the team the patient is allocated to. Nurses tend not to 

use the patient notes, but instead use the kardex files, which are also 

accessible by all team members. The kardex files include the 

communication sheet, as well as information on the patients’ weight, BMI 

and medications etc. All kardex files are stored in the red team base, as this 

is more easily accessible for the nursing staff than the blue team base. 

When a patient leaves, the information is taken out of the kardex file and 

added into the patient notes.  

 

Discharge  

Discharge planning starts early at the Pathway A rehabilitation centre and is 

discussed at the update meeting approximately 4 weeks prior to a patients’ 

discharge. The treating teams provide a link between the patient and any 

community services they may receive when they leave the centre and as 

the patients’ discharge date approaches, the treating team will prepare their 

discharge summary and the discharge administrator will send a copy out to 

all of the necessary places (e.g. ASU, GPs, community therapies team etc).  

Referrals to Borough A Community Neurorehabilitation Team  

There is no protocol as to how or when the Pathway A rehabilitation centre 

and the Borough A community neurorehabilitation team communicate with 
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each other. The main contact that the centre has with the community 

neurorehabilitation team is during the referral process, and this 

communication tends to occur at a therapist level (the social workers at the 

centre tend not to have any contact with the community neurorehabilitation 

team). If the therapists at the centre believe that a patient requires input 

from the community neurorehabilitation team, they will complete the team’s 

standardised referral form and fax this to them.  Sometimes members of 

the community neurorehabilitation team are invited to the patients’ final 

goal setting meeting at the Pathway A rehabilitation centre to help ease the 

transfer back into the community. The therapists from both teams may also 

telephone each other during the referral of more complex patients for a 

more detailed handover.  

Referrals to social services  

If a patient is felt to require social services input, a referral form is 

completed by the patient’s treating team and is given to the principal social 

worker at the centre. All three social services staff at the centre are 

employed by Borough A Adult Social Services and are commissioned by the 

Trust to provide social work input to all patients in the centre. However, the 

service that they can provide for patients is different depending upon 

whether they live within or outside Borough A. For Borough A patients, the 

social workers at the Pathway A rehabilitation centre can commission their 

package of care, set up the care plan, monitor and review it. They can tap 

into lots of services and initiatives in Borough A, such as interpreters, carer 

support groups, residential placements and direct payments. For patients 

outside of Borough A, the social work team would access a social worker 

from the patients’ local authority to commission and review their package of 

care in the community. 

District nursing teams and GPs  

If a patient requires input from district nursing when they leave the 

Pathway A rehabilitation centre, this would be organised by the nursing 

staff, so that they can hand over the specifics of what is required. GPs are 

sent a discharge report but don’t tend to be involved with goal planning 

meetings during their patients’ time at the centre. Instead, they tend to 

pick up patients once they have left the centre.  

Voluntary sector organisations  

The Pathway A rehabilitation centre has strong links with local voluntary 

sector organisations, including the Stroke Association. Representatives from 

the Stroke Association meet with the consultant in rehabilitation medicine at 

the centre every 4 months to discuss patients’ progress. The Stroke 

Association helps patients reintegrate back into the community when they 

leave the centre, e.g. by signposting them to support groups and exercise 

programmes and helping to arrange voluntary work etc.  
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Out-patients (follow-up) procedures 

The Pathway A rehabilitation centre’s patients all receive a follow-up 

appointment three months after discharge. The district stroke patients 

receive their follow-up appointment at the Pathway A hospital, whilst all 

other patients have their follow-up at the centre. Once a district stroke 

patient has left the Pathway A rehabilitation centre, the admissions 

coordinator will let the stroke navigator on the ASU know and she will 

arrange for the patient to be sent an outpatients appointment for 3 months 

later.  

Vocational rehabilitation  

A vocational rehabilitation outpatient service runs at the Pathway A 

rehabilitation centre for patients from 5 local PCTs. The vocational 

rehabilitation programme is funded on a case-by-case basis by these local 

PCT’s exceptional circumstances panels. In 2006/07, 75% of applications 

for funding for vocational rehabilitation by Borough A PCT were granted.  

Patients wishing to participate in the vocational rehabilitation programme 

are offered a free initial assessment by the centre to decide their suitability 

for the programme. After this, patients then participate in a 2-day cognitive 

and vocational evaluation, after which, approximately 50% of patients are 

turned down by the programme. Those who are accepted are offered a 1.5 

day per week employment rehabilitation programme, which lasts for 12 

weeks. This programme includes both group and individual therapies. When 

the patient has returned to work, the programme also offers vocational 

support in the workplace for up to 72 hours. In 2007, 75% of those 

participating in the vocational rehabilitation programme returned to paid or 

voluntary work. 

 

Patient and carer information and involvement  

Patient and carer information  

Patients at the Pathway A rehabilitation centre have access to written, 

electronic, and verbal information sources. Patients are given a detailed 

information booklet upon arrival at the centre. This booklet is written by 

staff and ex-patients and includes general information on the centre 

(transport, meal times and medication rounds etc) as well as information on 

the rehabilitation process. There is also a section on the multidisciplinary 

team, which describes who they are and what they do. Further written 

information can be gathered from the wide range of information leaflets that 

are displayed around the centre. Computers are also available should 

patients wish to access information on stroke online. This includes access to 

the Pathway A hospital stroke care website, which was developed by the 
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Pathway A hospital Stroke Forum. This website gives information on the 

centre, along with general stroke information/advice and links to other 

agencies. Finally, patients and carers have many opportunities to speak to 

staff for information and, as previously mentioned, each patient has a 

nominated ‘chairperson’ who is their main point of contact for questions and 

advice.  

Patient and carer involvement 

The treatment delivered by the centre is person-centred. For example, any 

goals set by the treatment team are based around the patients’ own needs 

and desires. Patients also always attend their goal planning meetings and 

their carers, friends and family members can attend if the patient agrees. 

Patients are able to give their feedback on the day-to-day running of the 

centre by submitting their comments in the suggestion box.  These 

suggestions and comments are regularly reviewed by the Pathway A 

hospital Stroke Forum and are then fed back to the relevant part of the 

service.  

If patients or their carers feel more strongly about an issue and want to 

make a formal complaint, these are made in writing to the matron. Patient 

satisfaction surveys are not routinely distributed but are handed out 

occasionally, to get a snapshot of how the service is running at that point in 

time. Changes to the service have previously been made following the 

information identified in these snapshots.  

 

Commissioning  

The Pathway A rehabilitation centre is part of the city’s Specialised 

Neurorehabilitation Consortium, which commissions specialist inpatient 

neurorehabilitation services on a collaborative basis for 26 of the city’s 31 

Primary Care Trusts. Nine neurorehabilitation centres in the city are part of 

this Consortium. As part of this Consortium, funding arrangements are 

centralised and addressed through the unit’s host PCT and, for the Pathway 

A rehabilitation centre, the host is Borough A PCT. Interprofessional team 

working is raised indirectly within the commissioning criteria, though they 

do not direct how interprofessional staff should work together as a team.  

Management, governance and audit  

Management  

The Pathway A rehabilitation centre is part of the neurosciences directorate, 

which is supported by a clinical director and a general manager. The 

neurosciences directorate is made up of a number of care groups in 

neurology, neurosurgery, neuroradiology, neurophysiology, pain and 

neurorehabilitation. Each care group is supported by a care group lead 

(clinical post) and a service manager and is made up of the senior members 
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of staff who provide the service within that specialty. Each care group takes 

responsibility for their own business matters within their speciality (i.e. each 

group has their own budget; they need to demonstrate their activity levels 

and deal with complaints within their speciality etc). The centre is part of 

the neurorehabilitation care group, for which the consultant stroke physician 

is the care group lead. There is a monthly neurorehabilitation care group 

meeting, which is attended by all heads of department along with the 

consultants, managers from the Trust and, occasionally, other guests from 

the Trust. Each month, there is also a neurosciences directorate meeting 

which is attended by all care group leads, the clinical director and the 

general manager.  

As mentioned previously, there is a fortnightly heads of department 

management meeting at the centre. Members of staff from the centre also 

attend the monthly ASU operational meetings and the quarterly ASU 

management meetings at the Pathway A hospital.  

Governance and audit  

A range of governance and audit systems are in place to help ensure quality 

of care and to continuously identify areas in which improvements to care 

could be made. The Trust has a Clinical Governance and Audit Department 

and the neurosciences directorate participates in their governance 

programme. Within the directorate, there are quarterly neurosciences 

clinical governance meetings where, for example, deaths and unexpected 

morbidity are presented for review and discussion. The Pathway A 

rehabilitation centre also has its own governance and audit systems and for 

the past year, there have been 3-monthly clinical governance meetings, 

which are coordinated by the consultant neurologist. These meetings are 

open to all staff members. Each discipline at the Pathway A rehabilitation 

centre also has their own specific clinical audits which they maintain, which 

might include, for example, data collection about contacts, or their ability to 

fulfil optimal treatment levels and so on. Each discipline also has specific 

outcome measures that they use on admission and discharge (though these 

tend not to be distributed again at follow-up).  

As part of the Consortium, the Pathway A rehabilitation centre is also 

involved with their governance and audit systems. The consortium have an 

audit and clinical advisory sub-group and the admissions coordinator 

maintains a minimum data set, which records all patient admissions, as well 

as data such as Barthel scores and goal attainment scores etc .This data is 

sent to the Consortium every month so that they can review the centre’s 

activity levels. The centre are involved in some local research projects, 

including a project exploring reliable outcome measures for community-

based settings. All disciplines are also involved in their own research. 
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Protocols and clinical guidelines  

The service aligns itself to a number of national policies and guidelines, 

including:  

 Long Term Conditions National Service Framework 

 Royal College of Physicians National Clinical Guidelines for Stroke 

 National Stroke Strategy (2007) 

 Local stroke standards 

 Profession-specific standards and guidelines 

The Pathway A rehabilitation centre follow the Trust-wide policies and 

procedures on general issues, such as health and safety, sickness or 

maternity leave. There are also specific protocols and policies at the 

Pathway A rehabilitation centre, including those around the patient 

pathway, referrals and home visits etc.  

Clinical risk management systems  

The team follow the Trust-wide clinical risk management systems. There are 

also named members of staff at the Pathway A rehabilitation centre who 

take responsibility for leading on risk management. Any concerns over 

patient risks are reported and discussed in the update meeting.  

Strategic planning  

There is a strategic planning day for neurorehabilitation once a year, which 

is attended by the managers and the heads and deputy heads of 

department, and from the discussions generated at this day, the general 

manager puts together the business plan for the year. This is presented to 

the directors and reviewed to feed into strategic planning with the PCT. The 

monthly care group meetings are also used for discussing strategic centre 

business and future plans. 

 

Partnerships with other agencies 

Links with a wide range of other organisations are made depending upon 

the patients’ needs, but the most common partners worked with are: 

 Pathway A hospital and ASU 

 Borough A community neurorehabilitation team 

 Borough A PCT 

 Other local PCTs, particularly the continuing care panels  



 

© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health.

     281 

 Project 08/1819/219 

 

 Social services, including the duty desks of the local authority social 

work teams and the social services OTs 

 Intermediate care teams  

 District nurses 

 GPs 

 Voluntary organisations 
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Box A2 Changes made within the Pathway A rehabilitation team 

over the course of the study 

Major changes were occurring within this service and to this team during 

the course of the study, including the restructuring of services. Overall, 

some notable changes made over the course of the study were:  

 As mentioned in the ‘recent, ongoing and future developments’ section, 

during the course of the study, the team was restructured two teams 

(the ‘red’ and the ‘blue’ teams), with the expectation being that this 

would improve communication and cohesion between team members. 

Almost all the professional groups (except for the medical staff, social 

services staff, administrators and heads of department) were split in 

two, with half allocated to the blue team and half allocated to the red 

team. Each team was given a new ‘team base’ where their team 

members shared desk space. These team bases were located on 

different floors and the teams took responsibility for the patients on 

their own floor. During the course of the study, there were no allocated 

red or blue team leaders but the teams did start to each hold their own 

separate interprofessional team meetings. Thus, the information 

provided in ‘the multidisciplinary team meeting (the ‘update meeting’)’ 

section was no longer valid as the study progressed. 

 By the time the authors started to observe the team meetings, they were 

not as described in ‘the multidisciplinary team meeting (the ‘update 

meeting’)’ section. Instead, one team had their own MDM in their team 

based for one hour, followed by the MDM in the other team base. 

Those who worked across both teams went to both team meetings. 

Instead of just being the heads of department attending these 

meetings, all staff in the team could attend (though they tended to 

only have a couple of staff from each discipline present as 

representatives). The process for the meetings was still unclear at the 

time of the observations (e.g. who chaired the meetings, how data was 

recorded etc), as the teams were still working out the best processes 

for themselves. However, from what the authors observed, each 

meeting started with a discussion of any new patients who were due to 

be admitted to the centre and an allocation of their treating team, 

based upon their referral form. The attendees’ then talked about any 

upcoming discharges (usually up to 4 weeks in advance of discharge); 

including anything which might delay discharge. The admissions 

coordinator left the meetings after these discussions. The meeting then 

continued with a discussion of all patients in the team. There was no 

‘problem solving forum’ in the meetings, as described in the ‘the 

multidisciplinary team meeting (the ‘update meeting’)’ section. 

 Legislation changes during the course of the study meant that one floor 

(and therefore one team) could only work with male patients and the 

other could only work with female patients.  
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PATHWAY A, COMMUNITY 

Introduction and information sources 

This map of the Pathway A community team was compiled in late 

summer/early autumn 2009 and reflects a snapshot of the service at this 

time. Changes were made to this service during the course of the study and 

are presented in Box A3 at the end of this map. These maps have been 

anonymised and any information which might identify the site has been 

removed. The site in question is referred to throughout as ‘Pathway A 

community’ and the local borough involved in this study is referred to as 

‘Borough A’.   

The information for this map came from one-to-one interviews with three 

team members around late summer/ early autumn 2009, as well as a range 

of documentary evidence, including various documentation from the team 

and commissioning and review documents from Borough A.   

Abbreviations 

ASU – Acute Stroke Unit 

OT – Occupational therapist 

SALT – Speech and language therapist 

 

Description of service 

The Pathway A community team are a specialist, multidisciplinary 

community-based service that offer coordinated services to people with a 

newly acquired or long-term neurological condition (e.g. stroke, MS, brain 

injury, Parkinson’s Disease etc). Stroke patients’ account for approximately 

50% of all patients treated by the team, however, team members work 

across all neurological diagnoses and none are dedicated purely to stroke 

care. Patients can be referred to the team for both unidisciplinary and 

multidisciplinary care; therefore not all patients in contact with the team 

receive multidisciplinary care. 

Managing organisation 

Borough A Teaching Primary Care Trust. 

Locations and premises 

The community neurorehabilitation team are based in a therapy centre and 

patients can be seen as an outpatient at the centre or at another local 

hospital, depending upon which is closer to the patients’ home. However, 

where possible, most patients are seen in their own home. Patients can also 

be seen anywhere that is relevant to their rehabilitation programme, 

including local shops, leisure centres or places of work.  
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Hours of operation 

The service operates between 8.30am and 4.30pm, Monday to Friday. 

There is no service available on weekends, evenings or public holidays.  

Main components of service 

The team provides occupational therapy (OT), speech and language therapy 

(SALT), physiotherapy, mental health nursing, dietetics, psychiatry and 

clinical neurological psychology services. They do not currently offer early 

supported discharge. Interventions provided by the team include:  

 Assessment (physical, cognitive, psychological, swallowing, communication 

etc). 

 Advice, information and education, including management booklets and 

instruction sheets. 

 Rehabilitation (exercises, functional practice etc). 

 Emotional and psychological support. 

 Some training for paid carers (for example, training paid carers to assist 

patients with their stretching programme etc). 

 Health promotion (smoking cessation, weight management, sensible 

drinking etc). 

 Self-management and group programmes. Specifically, the team run a 

‘Regaining Confidence after Stroke’ group at the centre, for anyone who 

meets the service inclusion criteria and who has had a stroke within the 

last year. This group is run by the multidisciplinary team and consists of 

eleven weekly sessions, which include topics such as ‘Living a new life – 

coping with change’; ‘Setting realistic targets’; and ‘Worry – how to do 

less of it’. The sessions are a mix of group discussions and group/paired 

work, along with optional homework. 

Other facilities available 

 Neurotherapy gym 

 OT kitchen 

 Splinting room 

Finance/ budget  

The team currently receive rolling funding from the Trust, but this will stop 

as of April 2010 (see ‘commissioning’ section for more details of what 

happens next). Currently, a lump sum of 1.2 million is assigned to the team 

by the Trust and the clinical team leader can determine how this budget is 
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spent. Staff training and development costs come out of a wider Trust 

budget.  

Aims and objectives of service 

The aims and objectives of the team are:  

 To provide responsive, client-centred, goal-orientated, evidence-based 

neurological rehabilitation and long-term disability management. 

 To ensure that people who develop a neurological condition achieve the 

best possible recovery and rehabilitation, including being able to leave 

hospital more quickly and having a smooth transfer home. 

 To improve the functional ability, independence and quality of life for 

patients with a neurological condition and their carers. 

 To increase patients’ and carers’ knowledge of the neurological condition 

and how to manage it, leading to greater self-efficacy. 

 To enable faster adjustment to disabilities. 

 To reduce incidents and/or problems from secondary risk factors, including 

possible avoidance of admission to acute hospital. 

 To help enable patients to return to work or maintain their ability to stay 

in their work role. 

Brief service history to date 

When the service was first set up around 20 years ago, it was developed as 

a physical disabilities team which covered the north of Borough A only. The 

psychiatrist who still works with the community neurorehabilitation team 

was one of the original founders of this service.  

The service evolved over the following years, moving to a 

neurorehabilitation team for the north of Borough A around 10-12 years 

ago. In 2000, a skill-mix review and relocation of funds led to the 

development of an additional neurorehabilitation team to cover other parts 

of Borough A and these two teams were led and managed separately. Later, 

in 2006, the two neurorehabilitation teams merged together under one 

clinical team leader, providing one central point of access for the whole of 

community neurorehabilitation in Borough A. In February 2007, the team 

moved into the newly-built therapy centre.  

Recent, ongoing and future developments 

Recently, the service was formally reviewed and it was concluded that the 

team were functioning at a reasonably low activity level. Efforts are being 

made to improve activity levels and another major service review is 

scheduled for autumn 2009.  
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Other future developments include changes to the existing complex cases 

manager role within the team, as well as the introduction of new roles. All 

of these developments should help improve links with Borough A social 

services. For example, the part-time complex cases manager post was a 

key link between the neurorehabilitation team and Borough A social 

services, but the complex cases manager left the team a couple of months 

prior to the mapping interviews and this role remains vacant whilst the post 

is reviewed. The aim is for this post to become a full-time position and it is 

hoped that the agreements for this post will be finalised in autumn 2009, 

with the role recruited and the successful candidate in place by the end of 

the financial year. The team are also currently developing a new promoting 

independent living advisor post, which will be a joint post between the 

neurorehabilitation team (4 days per week, mainly on advocacy work) and 

Borough A social services (1 day per week to set up a patient-led support 

group). Other future plans include the potential introduction of a social 

worker post in the team, as well as the development of an early supported 

discharge pathway specifically for stroke, which is to be embedded into the 

service.  

 

Pathways to admission 

Inclusion criteria  

All patients must meet the following inclusion criteria to receive treatment 

from the team: 

 The patient must be over 16 years of age with a newly acquired or long-

term neurological condition 

 The patient must be a resident of Borough A (including residents of 

Borough A Prison) or live within a quarter mile of the boundary into any 

neighbouring borough and have a Borough A GP 

 The team do not see patients where the predominant health issue is an 

acute mental health need or if a patient has significant learning 

disabilities 

Referrals  

The main route for referrals to the team comes from local hospitals and 

rehabilitation centres (including the Pathway A acute unit and the Pathway 

A rehabilitation centre). However, referrals also come from GPs, district 

nurses and other health and social care professionals, Borough A Prison, 

and patient and carer referrals. In 2009, the team became affiliated to a 

private health care provider; therefore if a referrer doesn’t know how or 

where to refer a patient, or if an individual doesn’t know where to get a 

referral from, they can phone this provider, who will go through a set 

pathway with them to decide whether or not they should be referred to the 
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team. Only one patient has been successfully referred via this route this 

year, but it is hoped that in time this will become the preferred method of 

referral. 

There is a standardised referral form which needs to be completed, along 

with a multidisciplinary report. Other documents, such as an OT home 

report may also be attached. These documents usually tend to be faxed to 

the team, although it is hoped that, in the future, these may be able to be 

sent electronically. Once a referral is made, the team administrator receives 

the fax and looks the patient up on a jointly-run database with Borough A 

social services to see if the patient is known to social services. The referral 

is then logged into the database and the referral form placed into a 

screening folder, which is screened clinically by a qualified member of the 

team. This screening enables the team to ensure that the referral is 

appropriate for the service and to determine priority. A prioritisation 

structure for referrals is in place, and referrals are either classified as ‘A’ 

(urgent) or ‘B’ (routine). Referrals classified as urgent (for example, those 

who require immediate assessment to ensure their safety or those who are 

in lot of pain) are flagged up immediately and are picked up by the team 

within 5 days. Routine referrals (i.e. those who have a significant change in 

function and/or psychological status which requires early intervention but 

where no risk is identified) tend to be picked up within approximately 5-6 

weeks (see ‘waiting list’ section for further information).  

During this initial screening process, the team member will also determine 

whether a unidisciplinary or multidisciplinary screening of the patient is 

required and the administrator will book this in with the patient. If a 

unidisciplinary screening is required, a member of that profession will visit 

the patient for the screening. If a multidisciplinary screening is required, 

one member of the multidisciplinary team will visit the patient and talk 

through their multidisciplinary issues with them, using a detailed screening 

form. This screening takes about an hour to complete, and from this, the 

team member can work out which disciplines will need to be involved in the 

patients’ care. This is reported back to the rest of the team in the weekly 

multidisciplinary ‘patch’ meeting and the appropriate therapists are 

allocated to that patients’ care team, depending upon the patients’ needs 

(see ‘care planning and goal setting’ section for more information on what 

happens next). As an example of the number of referrals made to the team 

per year and per month, in 2007/08 488 referrals were made to the team 

and in March 2008 32 referrals were made to the team.  

Waiting list  

There is, and always has been, a waiting list for routine referrals to the 

team. Local stroke standards for rehabilitation state that patients should be 

contacted within 24 hours of discharge from hospital, assessed within 3 

days and treatment started within 7 days. The community team are 
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currently not able to meet to these standards, and there is a 5-6 week 

waiting list for assessment (treatment can then start immediately after 

assessment). Waiting lists also vary from profession to profession. This 

means that multidisciplinary patients cannot always start their different 

therapies at the same time. On occasion, one therapist’s contact with a 

patient may have finished before another therapist’s contact begins. Other 

times, one therapist may do some initial work with a patient and then stop 

until another therapist is able to start working with the patient.  

Patients 

Average length of contact with patients 

Contact with the team is currently needs-driven; therefore each discipline 

will have as much contact with a patient as required. However, this is likely 

to change following the upcoming review of the service (see ‘commissioning’ 

section for more information) and the team may be required to deliver 

time-limited packages of care, lasting approximately 12-16 weeks. As an 

example of the average length of contact with patients in previous years, in 

the year 2006/07 the average length of patient contact was 12 weeks, with 

a range of 2 - 61 weeks. In the year 2007/08 the average length of patient 

contact was 10 weeks, with a range of 2 – 40 weeks.  

Amount, type and duration of therapy delivered 

Patients receiving care from the team have access to OT, SALT, 

physiotherapy, mental health nursing, dietetics, psychiatry and clinical 

neurological psychology. Duration and frequency of therapies delivered is 

decided upon a case-by-case basis, based upon the patient’s needs. There 

are however informal limits on the intensity of therapy available, for 

example, whilst the team can deliver very intensive therapy over a short 

period of time, they could not maintain this in the long-term.  

Care planning and goal setting  

A new care plan is developed for patients by the team, but, where 

applicable, team members do refer to the care plan that has come from the 

hospital and will look at the recommendations made in their report. There is 

a key worker system operating in the team and every patient is given a 

named key worker, who is their main contact point whilst in the service. 

Normally it is the person who screened a patient who will become their key 

worker and there is a specific checklist of tasks to be completed in the key 

worker role (for example, they will coordinate the goal setting meetings and 

make sure all documentation is completed etc).  

As previously mentioned, following the multidisciplinary screening, patients 

are assigned the appropriate therapists to their care team. These therapists 

remain constant throughout their contact with the service (i.e. except for 

unforeseen circumstances such as sickness etc, patients will always see the 
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same physiotherapist, OT or SALT etc).  Once the care team has been 

assigned, all the team members will aim to carry out their own assessment 

of the patient within a similar timeframe, though this is not necessarily 

always possible due to differential waiting lists for the different disciplines.  

Once all the relevant therapists have carried out their assessments, they 

will get together in the Tuesday morning goal planning slot (see ‘spaces for 

interprofessional working’ section for more information) to make sure that 

they are clear about the plan of care. A goal setting meeting is then 

organised by a patients’ key worker and will consist of the key worker, the 

allocated therapists, the patient and (if agreed by the patient) their carer or 

family members. This meeting is usually held at the centre, though it can be 

held at the patients’ home if necessary. Goals tend to be worked on by the 

patient and their care team over 6-8 week periods, and at the end of each 

period, the team and patient will meet again to review the goal plan. This 

process continues until discharge. The attainment of goals is measured 

using goal attainment scaling. The attainment of goals is not yet audited 

across the team, but will be audited as an outcome measure in the future.  

 

Uniprofessional working 

Not all patients in contact with the team receive multidisciplinary care, as 

some patients are referred for unidisciplinary care only. Unidisciplinary 

teams meet for half an hour once a week to check their waiting lists and to 

discuss their uniprofessional patients. They also have formal unidisciplinary 

team training sessions once a month. 

 

Interprofessional team composition 

Number of staff and professional background  

The team is currently made up of the following professionals:  

 0.5 WTE clinical team leader (Band 8a)  

 0.6 WTE physiotherapist (Band 8a) 

 2.0 WTE physiotherapists (Band 7)  

 2.0 WTE physiotherapists (Band 6) 

 1.6 WTE occupational therapists (Band 7)  

 1.0 WTE occupational therapist (Band 6)  

 0.6 WTE speech and language therapist (Band 8a) 

 0.6 WTE speech and language therapist (Band 7) 

 1.6 WTE speech and language therapists (Band 6) 
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 3.0 WTE rehabilitation assistants (Band 3) 

 1.0 WTE clinical neuropsychologist (Band 8a)  

 0.5 WTE consultant psychiatrist in physical  

 1.0 WTE mental health nurse (Band 7) 

 1.0 WTE business administrator (Band 4) 

 1.0 WTE admin assistant (Band 3) 

These roles are currently covered by a total of 22 members of staff (one 

of which is now on maternity leave). The team also have access a 

dietician at the therapy centre, and though he is not seen as a core 

member of the team, they can refer patients to him as and when they 

feel it appropriate.  

To cover the whole geographical area of Borough A, the team is split into 

two ‘patches’: East Borough A and West Borough A. Each patch has their 

own assigned physiotherapists, OTs, SALTs and rehab assistants, 

therefore staff within each patch tend to work together clinically more 

frequently than they would work with staff from the other patch. 

However, the patches do work flexibly and if one patch has a higher 

workload, team members from the other patch will assist.  

The patch teams are divided as follows:  

West Patch 

 1 physiotherapist (Band 8a)  

 2 physiotherapists (Band 7) 

 1 physiotherapist (Band 6) 

 1 occupational therapist (Band 7) 

 1 speech and language therapist (Band 7) 

 1 speech and language therapist (Band 6) 

 1 rehabilitation assistant (Band 3) 

East Patch  

 1 speech and language therapist (Band 8a) 

 1 physiotherapist (Band 7) 

 1 physiotherapist (Band 6) 

 1 occupational therapist (Band 7) [NB – this OT went on maternity 

leave shortly after the mapping exercise began. The team currently 

have locum cover for her post 2 days per week while her maternity 

leave cover is recruited ] 
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 1 occupational therapist (Band 6) 

 1 speech and language therapist (Band 6) 

 1 rehabilitation assistant (Band 3) 

All other team members work across both patches and are known 

informally as the ‘cross-patchers’. 

There is currently no one in the team whose role is to form close links 

between the community neurorehabilitation team and Borough A social 

services, yet this should change with the employment of the promoting 

independent living advisor and the review and recruitment of the new 

complex cases manager role.  

 

Staff patient ratios 

The service has an average of 30 contacts per WTE per month.  

Staff rotation 

3.0 WTE Band 6 staff (1 OT and 2 physiotherapists) rotate every 9 months. 

Team location  

All the team members use the therapy centre as their main base. All team 

members share one large open-plan office and all disciplines and patch 

team members’ desks are mixed together (i.e. team members’ do not sit 

only with their unidisciplinary or patch teams). Within this room are two 

smaller offices, one of which is used by the clinical team leader (shared with 

the other team leaders in the centre) and the other is shared by the 

administrators and the psychiatrist.  

Staff recruitment and induction  

The team has remained fairly static over time. However, where the 

recruitment of specialist staff has been required, this can be difficult, 

particularly when based upon short-term contracts. This has resulted in 

occasional locum involvement. All new members of staff in the Trust must 

attend the formal 3-day Trust induction, but inductions for the team itself 

are more variable. There is an induction folder, but this is not always 

worked through with new members of staff. As far the team members 

interviewed for the context mapping exercise were aware, interprofessional 

team working did not feature within either the Trust induction or the team’s 

own induction process.  

Support, supervision and appraisal 

The clinical supervision structure within the team is as follows:  
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 The Band 6 physiotherapists (across both patches) are supervised by the 

Band 7 physiotherapists and the Band 7 physiotherapists are supervised 

by the Band 8a physiotherapist. 

 The Band 6 SALTs (across both patches) are supervised by the Band 7 

SALT and the Band 7 SALT is supervised by the Band 8a SALT. 

 There is no equivalent Band 8a OT in the team, so the Band 7 OTs 

supervise the Band 6 OTs and the clinical team leader supervises the 

Band 7 OTs (as although she does not have clinical responsibilities 

within this team, her background is in OT). 

 The rehab assistants are each supervised by a clinician and also meet 

regularly with the clinical team leader. 

 The two Band 8a clinical specialists and the administrative staff within the 

team receive supervision from the clinical team leader. 

 The psychologist is supervised by the head of psychology at the Pathway A 

rehabilitation centre and by the clinical team leader. 

 The mental health nurse is supervised by the psychiatrist. 

Appraisals are conducted yearly in the same structure as above, with any 

performance issues being reported directly to the clinical team leader.  

Training and development 

Most training opportunities for team members are discipline-specific; 

however, there is a monthly one hour in-service teaching session for the 

multidisciplinary team where team members can present on a variety of 

issues. There is also a monthly one hour shared practice session, where 

team members can discuss case studies, feedback on any training recently 

attended and discuss team issues (see ‘spaces for interprofessional working’ 

section for more details).  

Opportunities for team building  

The team have had away days in the past where they have participated in 

various team building exercises. There are informal opportunities for team 

building, such as a summer rounders match, informal lunches, leaving 

parties and the Christmas party. The team do get on well socially and a 

number of team members socialise together outside of working hours.  

Staff retention, turnover and sickness  

The team is generally fully staffed. However, in recent years there has been 

a higher than average rate of maternity leave, which has required cover by 

the team. There are no notable concerns about sickness levels within the 

team, though occasionally some sessions need to be cancelled or postponed 

due to staff sickness. Where this occurs, appointments are rescheduled for 

as soon as possible.  
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Interprofessional working 

Composition of the multidisciplinary team 

Everybody involved in delivering care to patients is classed as part of the 

multidisciplinary team, including the clinical team leader and the 

administrators. 

Leadership of the interprofessional team  

The clinical team leader has overall managerial responsibility for the team, 

but each patch has one Band 8a clinical specialist who provides clinical 

leadership to their patch and to their uniprofessional teams.  

Formal spaces for interprofessional working  

Two hours every Thursday morning is allocated team time. The formal 

multidisciplinary patch meetings (see ‘the multidisciplinary team meetings’ 

section for more information) are held on a Thursday morning for one hour 

and then, in the second hour, the whole team come together for one of the 

following rotating programme of team sessions:  

 The monthly team business meetings, which are led by the clinical team 

leader and are a space for staff to receive feedback from other meetings 

(e.g. the local Stroke Network, long term conditions meetings etc) and 

to be updated on any organisational or operational issues. The business 

administrator will also update the team on statistics/overview of targets 

etc at this meeting 

 The monthly multidisciplinary in-service teaching session and the monthly 

multidisciplinary shared practice session, mentioned earlier 

 The monthly unidisciplinary team training session 

In months where there is a fifth Thursday, this session will be used for CPD 

discussions.  

Another allocated space for interprofessional working is the multidisciplinary 

goal planning slot, which is held on a Tuesday morning for one hour. This 

protected time ensures that all team members will be in the office at this 

time and will be available to discuss patients’ multidisciplinary goals, where 

required.  

Treatment sessions are also a formal space for interprofessional working, as 

team members will often run joint treatment sessions in a patients’ home or 

in the therapy centre. For example, a physiotherapist and an OT may book 

in a joint session for patients with upper limb problems; a SALT and 

physiotherapist may book in a joint session to look at patients’ positioning 

and swallowing; or the psychologist may attend a therapy session alongside 

the therapist to help patients with cognitive problems focus in the session. 
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There are no formal protocols on such joint working, but this is instead 

driven by patient need.  

Informal spaces for interprofessional working  

The main space for interprofessional working is within the shared team 

office. Team members often have informal discussions about patients in this 

office and can approach others as and when needed to ask questions or 

provide patient updates. There is also a staff room where team members 

can eat lunch together, though clinical work would not be discussed in this 

room.  

The multidisciplinary team meetings (the ‘patch’) 

The weekly multidisciplinary team meetings (known as the ‘patch’)are used 

to discuss the multidisciplinary patients (e.g. to discuss the patients’ 

progress, coordinate joint visits, clarify which disciplines are doing what and 

discuss referrals to other agencies etc). Unidisciplinary patients are not 

discussed at the patch. The East and West teams have their own separate 

patch meetings, which are held at the same time on a Thursday morning for 

one hour in separate rooms in the centre. Everybody from each patch 

attends their own patch meeting. The ‘cross patchers’ attend both meetings, 

attending the West patch meeting first and leaving half-way through to 

move to the East patch meeting. Agendas for both patch meetings are 

managed accordingly in order to incorporate this. The dietician comes in to 

some patch meetings where requested, for discussion of particular patients. 

The psychiatrist, clinical team leader and administrators generally do not 

attend the patch meetings. 

Each patch meeting starts with a discussion of any new screenings that 

have been carried out that week and any assessments that are required as 

a result of this screening. After this, the team will briefly discuss each of the 

current multidisciplinary patients, highlighting anything that needs to be 

discussed whilst all therapy staff are together in the same room. The last 

part of the meeting is to check that all the processes are in place, such as 

ensuring goals are in place or that goal reviews have been done etc.  

There is a rotating Chair for the patch meetings and all team members take 

turns to talk briefly about the patients. A print out of an Excel spreadsheet 

is brought to every meeting and contains the waiting list, the current 

patient list, and the review list (i.e. the patients who cannot be formally 

discharged yet due to external factors such as waiting for a wheelchair or a 

spasticity appointment etc). Brief notes of any pertinent issues are made on 

this spreadsheet and these are updated into the electronic version of the 

spreadsheet by the administrators after every meeting. 
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Shared patient records for interprofessional working 

Patient notes are kept in paper copy and are accessible by all team 

members. The team also have a shared electronic computer drive, where 

they store pictures, videos, reports and exercise programmes etc.  

The shared database is accessible by all members of the community 

neurorehabilitation team and by Borough A social services. Social services 

record on the database every visit, email and phone call they have made to 

patients and this allows the community neurorehabilitation team to 

immediately see all contact that a patient has had with social services. The 

plan is that the community neurorehabilitation team will also eventually 

record all this information on the database, though this is not yet 

happening.  

 

Communication with other services 

Pathway A acute stroke unit (ASU) 

There is no protocol as to how or when the ASU team and the community 

neurorehabilitation team communicate with each other. The main contact 

that the community neurorehabilitation team has with the ASU is during the 

referral process. Sometimes the ASU team will do a more detailed verbal 

handover to the community neurorehabilitation team of particularly complex 

patients, for example the SALT from the ASU may sometimes telephone the 

SALT from the community neurorehabilitation team to do a verbal handover 

of a patient with particularly complex speech and language issues. Similarly, 

the community neurorehabilitation team therapists may sometimes contact 

the ASU therapists if they feel they need more information on a patient. 

Communication also occurs when patients are discharged from the 

community neurorehabilitation team, as a copy of the patient discharge 

summary is sent to the ASU.  

Pathway A rehabilitation unit 

Again, there is no protocol as to how or when the Pathway A rehabilitation 

team and the community neurorehabilitation team communicate with each 

other. The main contact that the community neurorehabilitation team has 

with the Pathway A rehabilitation team is during the referral process. 

Sometimes members of the community neurorehabilitation team are invited 

to the patients’ final goal setting meeting at the Pathway A rehabilitation 

centre to help ease the patients’ discharge back into the community. The 

therapists from both teams may also telephone each other during the 

referral of more complex patients for a more detailed handover. Where 

patients are referred from the Pathway A rehabilitation team, the 

community neurorehabilitation team will send the Pathway A rehabilitation 

team a copy of the patient discharge summary. 
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Communication with other community services 

There is a wide range of community services and organisations that the 

community neurorehabilitation team may work with depending upon the 

needs of the patient. These include:  

Social Services 

The team often link with social services, as their patients regularly require 

input from both teams. As stated earlier, social services record every visit, 

email and phone call to clients on the shared database, which enables the 

community neurorehabilitation team to see everything that social services 

are doing with a patient. In the future, the community neurorehabilitation 

team will also add their patient records on to the database, so that social 

services can have access to the work carried out by the team.  

The community neurorehabilitation team previously had strong working 

relationships with Borough A social services, largely due to the complex 

cases manager post, which was the formal link between the two teams. The 

complex cases manager attended both the community neurorehabilitation 

team’s weekly meetings and the social workers’ weekly team meetings. She 

also organised 2-hour training sessions every other month, where both 

teams would work together on joint brainstorming sessions or small group 

discussions on complex cases. However, as mentioned previously, this 

manager has since left the team and the vacancy has remained open while 

the role is reviewed. In the absence of the complex cases manager, 

communication between the community neurorehabilitation team and social 

services has remained strong, but there are currently no formal meetings or 

training sessions taking place between the two teams. It is anticipated that 

closer joint working will be reinstated between the two teams when the new 

complex cases manager is in post.  

The community neurorehabilitation team tend not to organise joint working 

sessions with social care staff, though there are some occasions where this 

may be required, particularly for complex cases. As stated earlier, the team 

sometimes train paid carers (if their care agency allows them to) to help 

patients’ with their rehabilitation needs, such as assisting them with their 

morning stretching programme. However, in general, the links between the 

community neurorehabilitation team and paid carers tend to be more 

informal. For example, if therapists’ arrive at a patients’ house early for a 

therapy session and their paid carer is still there, they might use that 

opportunity to observe what they are doing with the patient and ask them 

any questions. If the community neurorehabilitation team recognise that a 

patient requires equipment or adaptations for their home, they would make 

a referral to the social services OTs.  
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District nursing, community matrons and GPs 

There are no formal meetings held alongside district nursing teams or 

community matrons, but some communication may occur, according to the 

needs of the patient. For example, if the team notice that a patient has a 

pressure sore, they would ensure that district nursing services are aware of 

this. Where district nurses are involved with a patients’ care, the community 

neurorehabilitation team tend to liaise with them via the telephone, though 

on some occasions they could arrange joint visits to a patient, should this 

be required. For more complex patients, the team may book in a case 

conference with the district nursing staff. There are some frustrations with 

working relationships with district nursing services, as it can be difficult for 

the team to make and maintain communication with them.  

GPs are also involved with the team and therapists may contact GPs if they 

require medication advice or if they are concerned about the physical health 

of a patient. The team also ensures that GPs are updated on patients’ 

progress with therapy. Contact with GPs tends to be via letter, fax or 

telephone. Emailing patient details to GPs is only possible if they have an 

‘nhs.net’ email address, which is a secure email service enabling the safe 

delivery of patient information between email accounts.  

Voluntary sector organisations 

The team has access to a range of voluntary sector organisations in the 

local community, including the Dysphasia Support Group, Stroke 

Association, and Different Strokes, and will provide patients and their 

friends and family with information about local groups that they might be 

interested in. They can also help link patients with other local services, such 

as a GP referral scheme which gives patients’ discounted rates to attend 

their local leisure centre.  

Discharge from service  

Once a patient is heading towards achieving their goals or has reached a 

plateau in their progress, discharge from the service is discussed with them. 

For some patients, one discharge date for all therapies will be agreed (this 

will usually be done at their final goal setting meeting), though for others, 

therapists may discharge the patient at different times (for example, they 

may have achieved their physiotherapy goals but may still need to work on 

their OT goals). Once the patient has been discharged from all therapies, a 

formal multidisciplinary discharge summary report is written and copies are 

sent out to the referrer (including the pathway A acute team or the Pathway 

A rehabilitation team), their GP, the patient themselves and anyone else 

involved with their care (e.g. social worker, social work OT etc) within 2 

weeks of discharge. This report provides information on the outcome of 
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assessments and any recommendations for further input and details of any 

services the patient was referred to.  

Those attending the ‘Regaining Confidence after Stroke’ group are made 

aware of the length of the group and the discharge process from the group 

at the start.  

Follow-up procedures 

There is no formal follow-up after patients’ end their contact with the 

community neurorehabilitation team, as there is not the capacity within the 

team to deliver this. However, upon discharge from the service, patients are 

given a letter which states that they can contact the service again should 

they have any concerns. Patients can then refer themselves back into the 

service if they require any further therapy.   

 

Patient and carer information and involvement 

Patient and carer information  

All patients receive an information leaflet about the team. They also receive 

any other Stroke Association information leaflets and handouts appropriate 

to their needs (for example, information on driving after stroke, diet etc) 

and, where appropriate, the Connect aphasia handbook. The team have 

access to translators and information documents for patients and carers are 

translated as required. Information is also tailored, where required, for 

patients with cognitive and language difficulties (including the use of 

pictures/diagrams where necessary). 

Patient and carer involvement  

Patient and carer satisfaction surveys are sent out following discharge and 

are returned to the clinical team leader, who collates the data biannually. 

Findings from the survey are discussed by the team in the business 

meetings or on away days. Feedback on individuals is discussed with the 

individual member of staff immediately. If patients want to make a formal 

complaint about the service, they can contact the clinical team leader or 

they can link in with PALS.  

The team are also occasionally involved in local consultations and are 

currently working with the Stroke Association to review services for people 

with aphasia in Borough A. This includes consultation with patients and 

carers in Borough A, including linking with the Pathway A acute Stroke 

Forum and other local service user groups.  
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Commissioning 

The service has never been commissioned and has always received its 

budget on a rolling basis from the PCT. However, this funding is due to end 

as of April 2010. Over the coming months, the clinical team leader will be 

meeting with the commissioners with a new plan of a revised 

structure/staffing level for the team. The service will then be reviewed in 

autumn 2009 and commissioners will decide whether they are happy with 

the plan being proposed. If they are happy with it, official targets and 

performance indicators will be agreed by the commissioners and put in 

place. If they are not happy with what is being delivered, they may put the 

service out to tender.   

 

Management, governance and audit 

Management 

The team is part of Older People and Neurological Rehabilitation Services 

and the clinical team leader has overall managerial responsibility for the 

team. She reports directly to the Head of Older People and Neuro-Therapies 

and the Associate Chief Operating Officer. Both offer support with the wider 

managerial issues, including the upcoming review of the service.   

Governance and audit 

Service objectives are implemented and reviewed annually. These 

incorporate the implementation of Trust-wide objectives and national 

guidelines. The service is also supported by the local Cardiac and Stroke 

Network who work with them to support the delivery of local performance 

standards for stroke.  

The team have a clinical working party that review and improve specific 

aspects of the service, for example, reviewing the tasks required of the key 

worker role. The clinical team leader will also occasionally bring ‘Team Task 

Tools’ to the meeting, which are tools provided by the Trust to help clinical 

teams audit and monitor the care they provide. Individual disciplines are 

additionally audited and reviewed annually, for example, team members 

have set activity targets to meet, and these are recorded on the shared 

database. These targets are monitored by the clinical team leader and 

through clinical supervision.  

Protocols and clinical guidelines  

The team follow the standards and guidance for stroke care provided in:  

 Royal College of Physicians National Clinical Guidelines for Stroke (2008) 

 National Service Framework for Older People (2005), especially Standard 

5: Stroke 
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 National Stroke Strategy (2007) 

 Local stroke care targets 

The team follow the Trust-wide policies and procedures on general issues, 

such as health and safety, sickness or maternity leave. They also follow 

team-specific protocols, such as the goal setting and discharge protocols, as 

well as other profession-specific guidelines and protocols. Breakdowns in 

protocols are either discussed with the clinical specialists or the clinical 

team leader.  

Clinical risk management systems  

There are a number of robust clinical risk managements systems within the 

Trust that the team follow, for example, there is a manual handling and a 

falls risk management system and the team use the Trust’s forms for these. 

There is a possible health and safety issue in the team related to lone 

working in the community. The team have a strong policy that any safety 

risks are recorded at the front of the patient file and if there is any concern 

about visiting a patient alone, the team will do joint visits. 

If there are any accidents to be reported, the team member must complete 

an ‘AIR’ form (Accident/Incident Report form) and return it at the earliest 

opportunity to the Health and Safety Manager of the Trust. The clinical team 

leader has access to all the team’s AIR forms. Clinical incidents are reported 

to the clinical specialist and the clinical team leader and they deal with the 

incident together.  

Strategic planning  

Strategic planning is carried out by the clinical team leader with input from 

the Head of Older People and Neuro-Therapies and the Associate Chief 

Operating Officer, as well as others within the Trust. Some strategic 

planning is also carried out alongside the two clinical specialists. 

 

Partnerships with other agencies   

The community neurorehabilitation team works with a wide range of 

services and agencies, depending upon the needs of the patient. These 

include:  

 Pathway A acute team and the Pathway A rehabilitation team. 

 Other local hospitals. 

 Borough A Social Services, including social services OTs and a number of 

care agencies. 

 Local voluntary groups (e.g. Dysphasia Support Group, Stroke Association, 

Different Strokes). 
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 Local day centres. 

 Local GPs, district nurses and community matrons. 

 Local GP exercise referral scheme. 

 Borough A Primary Care Therapy Team. 

 Borough A Intermediate Care Team. 

 Palliative Care services. 
 

Box A3 Changes made within the Pathway A community team over 

the course of the study  

Some changes were occurring within this team during the course of the 

study, notably:  

 A new early supported discharge pathway for stroke was embedded into 

the service.  

 New roles, such as a new promoting independent living advisor post, were 

recruited to the team.   
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PATHWAY B, ACUTE 

Introduction and information sources 

This map of the Pathway B acute stroke unit team was compiled in 

December 2009 and reflects a snapshot of the service at this time. A 

number of changes to this service were made during the course of the study 

and a summary of these changes are presented in Box A4 at the end of this 

map. These maps have been anonymised and any information which might 

identify the site has been removed. The site in question is referred to 

throughout as ‘Pathway B, acute’ and the local borough involved in this 

study is referred to as ‘Borough B’.   

The information for this map came from one-to-one interviews with five 

team members around December 2009, as well as a range of documentary 

evidence, including various documentation from the unit, and 

commissioning and review documents from Borough B.   

 

Abbreviations 

ED – Emergency Department    

EPR – Electronic patient record    

ESD – Early supported discharge    

FAST – Face arms speech test    

FIM FAM – Functional independence measure, functional assessment 

measure 

GAS – Goal attainment scaling    

HASU – Hyperacute stroke unit  

HCA – Health care assistant  

HSC – Borough B Health and Social Care 

LOS – Length of stay 

MDM – Multidisciplinary meeting 

OT – Occupational therapy / therapist 

PCT – Primary Care Trust 

RSW – Rehabilitation support worker 

SALT – Speech and language therapy /therapist 

SpR – Specialist registrar 



 

© Queen’s Printer and Controller of HMSO 2013. This work was produced by Harris et al. 

under the terms of a commissioning contract issued by the Secretary of State for Health.

     303 

 Project 08/1819/219 

 

SU – Stroke unit (inpatient rehabilitation) 

TIA – Transient ischaemic attack 

TTA – Tablets to take away 

Description of service 

The Pathway B acute team at the Pathway B hospital is a dedicated, 

specialist unit offering a fully integrated, co-located hyperacute and 

inpatient rehabilitation stroke service for all types of vascular insult. It is 

jointly resourced and delivered by the General and Emergency Medicine and 

Neurosciences Divisions. The unit is the largest thrombolysis centre in the 

city and treats about 360 stroke patients a year.  

Managing organisation 

Pathway B hospital NHS Foundation Trust. 

Locations and premises 

The unit is located on its own ward in the Pathway B hospital.  

Number and type of beds 

The HASU has eight beds and the SU has 16 beds. There are no designated 

overflow beds outside of the unit, but it is very rare that a patient has to be 

moved off the SU to create a hyperacute bed. In these circumstances 

hyperacute care is the priority and an SU patient would be moved to 

another ward in the hospital.  

Main components of service 

 A hyperacute stroke service with agreed management pathways, 

priority access to neuro-imaging facilities and 24 hour specialist 

neurology and radiology input.  

 A 24 hour, seven day thrombolysis service provided by specialist 

registrars in stroke/neurology, radiology and a CT radiographer.  

 Inpatient rehabilitation with specialist medical, nursing and therapy 

input. 

 Specialist multidisciplinary team. 

 A weekly TIA clinic. 

 A dedicated outpatients’ clinic at another local hospital. 

 Active involvement in stroke research, much of which is within the 

Stroke Research Network’s portfolio. 

 Palliative care is also provided on the unit. 
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Other facilities available 

 An independent living unit used to reproduce home circumstances prior 

to discharge. 

 A day room on the unit used for activities and as a dining room. 

 A quiet room on the unit used for therapy. 

 A dedicated kitchen for occupational therapy. 

 A neurogym for physiotherapy on an adjacent wing. 

The Pathway B hospital is the regional neurosciences centre and the 

hyperacute stroke service is integrated with interventional neuroradiology, 

vascular surgery, neurosurgery and neuro-intensive units. This greatly 

facilitates performing urgent procedures (e.g. decompressive hemi-

craniectomies and stent procedures) with minimal dislocation of seriously ill 

patients. There is also a full range of support services available which 

together provide a comprehensive stroke service. These include:  

 Advanced neuro-imaging services and a vascular laboratory. 

 Neurosurgery, neuroradiology, neuro-opthalmology, orthoptists and a 

spasticity clinic.  

 Specialist tissue viability and continence nurses, a pain team and clinic 

and palliative care.  

 Dietetics.  

 A diabetic foot service, podiatry and orthotics services. 

Finance/budget  

The unit is jointly resourced by the General and Emergency Medicine and 

Neurosciences Divisions. The unit manager holds a budget for the nursing 

team and stores, and medicine and therapy have their own budgets. The 

different professional groups hold their own training funds. The consultant 

nurse holds some funds generated from fundraising for the unit. 

Aims and objectives of service  

There is a strong multidisciplinary ethos on the unit. The unit also has a 

written philosophy ratified by the Stroke Governance Group in February 

2008. This states that the specialist team will work with patients, families 

and friends to promote recovery by ensuring: 

- thorough assessment of individual need 

- high quality care from basic good practice to cutting edge treatment 

- specialist early rehabilitation whilst on the unit 

- timely and planned transfer of care 

- mutual respect and patient dignity 
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The Trust aims to have 95% of patients admitted with a stroke treated on 

the unit and following the designated stroke pathway. 

Brief service history 

The hyperacute service was developed in 2004 by the clinical lead 

consultant. Between 2004 and 2007 the Trust was part of an initiative which 

aimed to review and redesign stroke care pathways in Borough B and 

another local borough and to streamline all Trust processes so that the 

stroke pathway and standard of care was the same for all residents. Care 

processes were fully worked out with acute and primary care providers 

(Pathway B hospital NHS Foundation Trust and other local Trusts and PCTs). 

In recent years innovative practices such as routine perfusion scanning to 

inform thrombolysis decisions, robust protocols for thrombolysis-related 

complications and specialist neurosurgical and vascular procedures have 

been introduced. 

Recently the Unit has worked with another local Foundation Trust to prepare 

for the implications of the National Stroke Strategy. As a result the 

workforce has been redesigned and new nursing, medical and 

administrative posts created to support the service, e.g. new medical and 

nursing consultants. Many of these appointments were made between April 

and October 2007, but some recruitment problems were encountered. 

The unit has recently been refurbished with support from a charity which 

supports the Pathway B hospital. 

Recent, ongoing and future developments  

In July 2009 the Pathway B hospital was selected as one of eight 

hyperacute stroke centres in the city. The hospital will provide 24 hour 

specialist care to patients until they are transferred to one of 24 designated 

local stroke units. Once the plans are implemented there will be an 

expansion of the service (bed and staff numbers). The Pathway B hospital 

was also designated a local stroke unit and a TIA service providing rapid TIA 

assessment and treatment. 

The HASU will increase to 12 beds in February 2010. Funding for extra 

monitoring equipment and nurses is available, although recruiting quality 

nurses is proving difficult. Whilst the unit cannot currently meet the local 

stroke target for nursing ratio, it has sufficient nurses to proceed with the 

expansion.  
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Pathways to admission 

Inclusion criteria  

The unit treats anyone over the age of 16 years with a suspected stroke. 

Children with stroke are treated on the paediatric wards. The HASU admits 

FAST positive patients from across the district, but the SU is restricted to 

residents of Borough B and one other local borough. 30% of HASU patients 

are ‘out of area’.  

The Borough B population  

The population of Borough B in 2007 was 274,400. It is a young population 

with those of a pensionable age accounting for only 11% of the population. 

Borough B was the ninth (of 32) most deprived borough in the city in 2004, 

but is diverse in terms of deprivation, including areas of low density housing 

and an affluent white population in the south and other areas characterised 

by diverse populations, low incomes and high unemployment. Forty-six 

percent of Borough B residents live in local authority housing or with a 

registered social landlord. In 2006 it was estimated that 65% of Borough B 

residents were white and 21% were black; 6% were from Asian ethnic 

backgrounds. More than 100 languages are spoken in the borough.  

There are estimated to be 340 strokes and 170 TIAs a year in Borough B, 

where stroke is the main cause of adult disability. Five percent of all deaths 

below the age of 75 are stroke related and the risk of premature death from 

stroke in Borough B is 19% above the national average for men and 3% 

above for women. From April 2006 to March 2007 there were 293 hospital 

admissions for acute cerebrovascular disease for Borough B residents and in 

2007 there were 2591 people on GP registers with stroke or TIA.  Residents 

are served by Borough B Health and Social Care, a partnership between 

Borough B Primary Care Trust and Borough B Council, the Pathway B 

hospital and another local hospital.  

Referrals  

Referral procedure from the Emergency Department 

Patients presenting more than six hours from symptoms onset or when the 

onset time is unknown are taken to the ED where from 8am to 4pm 

Mondays to Fridays the stroke nurse will be bleeped. The patient is then 

admitted to the HASU for further assessment and treatment. 

Thrombolysis pathway 

There is a well established pathway for the management of acute stroke 

patients in the ED. The arrival of FAST positive patients within six hours of 

symptoms onset is pre-notified by the Ambulance Service and an immediate 

call goes out to the stroke team to be present in the ED when the patient 

arrives. Out of hours (weekends and before 8am or after 5pm weekdays) 
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the neurology registrar is called. The neuro-radiographer keeps a slot 

available for the patient and a radiology SpR is called to assist with image 

interpretation. The bed manager is also called to arrange a bed on the 

HASU. For those arriving independently FAST positive triage in the ED 

initiates a similar response.  

The patient is assessed immediately on arrival in a dedicated bay in the 

resusitation area, whilst details are taken to register the patient 

simultaneously. The patient is stabilised and venous access established, 

then immediately transferred to the CT scanner. Images are assessed in the 

scanner and if indicated, perfusion scans undertaken and a bolus dose 

given. Thrombolysis is completed in ED and the patient transferred to the 

HASU for intensive monitoring. There is a dedicated bay in the ED for stroke 

thrombolysis where all protocols, contact numbers and the thrombolysis box 

are kept.  

Neuroimaging facilities are available on a 24 hour basis for acute stroke 

patients and are located close to both the ED and the stroke unit. There is a 

neuro-trained radiographer present at all times and all CT scans are 

reported by a Consultant Neuroradiologist as soon as they are performed, 

with advice on perfusion scanning during normal working hours. Out of 

hours CT scans are reported by the radiology SpR and by a Stroke 

Consultant and/or a Consultant Neuroradiologist who can view then on-line. 

Referral procedure for TIA  

There are agreed local referral protocols between primary and secondary 

care. If the person is a high risk TIA they are transferred by ambulance to 

the hospital where they are assessed and treated within 24 hours. Lower 

risk TIA patients are investigated within seven days at the TIA clinic where 

they receive the TIA patient handbook. 

Transfer from the hyperacute stroke unit to the stroke unit 

There are established criteria and a process for the rapid and seamless 

transfer of local patients from the HASU to the co-located SU when they are 

medically and neurologically stable. The decision for a patient to enter 

rehabilitation is made at any time and their key worker is allocated to them 

the day they enter rehabilitation.  

Pressure on beds 

There is always a degree of pressure on unit beds, but patients are very 

rarely moved off the unit to another ward.  
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Patients 

Average patient length of stay  

Processes developed through a dedicated project are in place to manage 

LOS. Integral to this are strong links with local community neuro-

rehabilitation teams who provide ESD. There is a locally agreed LOS target 

of 21 days (for whole hospital stay) and every patient’s admission date and 

predicted date of discharge are referred to in all MDMs with a clear 

reference to their current LOS.  

LOS for all patients is recorded in the unit’s comprehensive database, 

maintained by the stroke pathway coordinator. The average LOS on the 

HASU is five days and on the SU is 13 days. 

Amount, type and duration of therapy delivered  

A patient admitted to the HASU on Monday to Friday mornings will be seen 

by physiotherapy, OT and SALT the same day. If they are admitted in the 

afternoon they may still be seen that day, otherwise they will be picked up 

as a referral during the following morning’s HASU ward round (one 

representative of each therapy attends). If the patient clearly does not need 

one of the therapies, this will be noted in the ward round by the attending 

therapists, but otherwise the patient will be seen later that day for all three 

assessments. The therapists then have their assessment findings ready for 

the next morning’s HASU ward round. It varies as to whether therapists 

undertake assessments together. OT and physiotherapy will do joint 

assessments, depending on the patient’s needs and the logistics of timing, 

but the initial assessment is often unidisciplinary. Once the patient has been 

in for longer, therapists will do joint sessions if appropriate and possible. 

This applies to OTs and physiotherapists more than SALTs. 

There is no seven day a week therapy service due to the cost. Patients 

admitted over the weekend are picked up on Monday morning, which can be 

busy as the SU MDM is on a Monday afternoon so therapists’ time is limited. 

Nurses always screen for swallowing problems (every day, not just at 

weekends) and patients the nurses decide are nil by mouth are prioritised 

by the SALTs on Monday morning. 

The therapists timetable so all SU patients have their own fully planned 

therapy timetable individualised to their needs. Their timetable is kept by 

their bedside and is in an aphasia-friendly format and visible to the patient 

and their family (with permission). The weekly timetable has sessions 

booked in advance which helps use time and resources efficiently as it 

prevents double bookings and therapists can plan sessions for when 

facilities such as the gym or kitchen are free. It also aids planning of joint 

sessions. Timetabling is done on a Thursday morning for every SU patient. 

The therapists meet to decide which patients need to go to the established 
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therapy groups, say how many times they want to see a patient and if they 

want to do a joint session. 

Some therapy sessions are done on the unit, but normally the patients go to 

the gym for their physiotherapy. Washing, dressing and kitchen 

assessments are done on the unit and the SALTs do a lot of bedside work. 

There are some therapy groups on the unit, for example there is a weekly 

upper limb group and a communication group is run depending on the 

current cohort of patients. These are held in the day room on the unit. The 

limb group is a joint OT-physiotherapy activity. 

Local rehabilitation guidelines state five 45-minute sessions per week of 

each of the therapies should be provided if appropriate. The therapy service 

audited their provision in 2009 and were operating at about 75% of what 

they thought patients should be receiving. Fluctuation in patient numbers 

inevitably influences how much therapy an individual patient receives.  

Care pathway planning and goal setting 

On the HASU patients have unidisciplinary goals due to the short time 

available. If out of area HASU patients are not repatriated within three days 

and the therapists know they will be on the unit for some time, they will 

probably set unidisciplinary goals. 

On the SU the goal setting process is changing as the team moves from 

using GAS to FIM FAM. (The team require FIM FAM training first.) The new 

goal setting meeting will take place on the unit, either by the patient’s 

bedside or in the quiet room. Goal setting is a multidisciplinary process and 

it is hoped that the nurses will become more involved than they have been. 

The aim is to generate patient-centred, multidisciplinary goals within three 

days of the patient’s transfer to the SU. 

Prior to goal setting the key worker will have spoken to the patient and their 

carer about what they want to be able to do.  A FIM FAM (assessment) 

meeting is held followed by the goal setting meeting where the team write 

functional, patient-centred goals. The FIM FAM meeting is a scoring process 

done by the team from which they can see where the patient’s goals might 

be. Information from these meetings goes straight onto the EPR. FIM FAM 

scores and goals are often printed off the EPR and a copy placed in the 

patient’s end of bed notes. The patient’s key worker attends the FIM FAM 

and goal setting meetings. 

Goals are reviewed every couple of weeks at the SU MDM or separately if 

indicated. The key worker ensures this happens and they also ensure the 

patient has a copy of their goals.  

Key worker system 

All patients have a named key worker assigned to them the day they enter 

the SU. There are two streams of patients in the SU: Stream 1 patients are 
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ready to begin rehabilitation on transfer and their key worker will usually be 

a therapist who coordinates their therapy and helps discharge planning. 

Stream 2 patients are those who still have high clinical care needs (e.g. a 

chest infection) on transfer and are not well enough to begin rehabilitation 

therapy immediately. These patients will have a nurse as a key worker and 

this will be a senior nurse if they are a complex discharge. 

The key worker role is to assist in empowering the patient and carer to play 

an active role in rehabilitation and to act as coordinator of the rehabilitation 

pathway through the SU and back into the community. They coordinate the 

resources necessary to enable the patient to achieve their goals and to 

encourage the individual to take responsibility for choices. They lead 

communication with patients and carers (they organise and attend the 

family meeting) and act as a point of contact for them on general issues. 

They meet with the patient at least once a week to answer questions, 

discuss progress, address problems or refer them to other team members. 

Carers are invited to meetings with the patient’s permission. The key 

worker discusses need for social work referral with the team and asks 

nurses to make any necessary referrals. Key workers communicate with the 

discharge coordinator whenever necessary, e.g. regarding ordering 

equipment for a patient’s home and speaking to their family. If the key 

worker is finding it difficult to arrange a family meeting the discharge 

coordinator will assist with this so that length of stay is not unduly 

extended. There is a key worker ‘job description’ and key workers keep 

written records for their patient.  

 

Interprofessional team composition 

The unit staff are one team – there are not distinct HASU and SU teams. 

This means that whichever therapists have been involved with a patient’s 

care on the HASU will continue to treat them when they transfer to the SU. 

The medical consultants, however, are specific: HASU patients have a 

consultant in charge of their acute care, but when they transfer to the SU 

they are under the care of the rehabilitation consultant. Nurses are 

allocated to the HASU or SU on a daily basis and all have the skills to work 

in both areas. They are usually allocated for a period of time, however, to 

give the patients and themselves some continuity. 

Number of staff, professional background and roles 

There are four consultant physicians on the HASU, one of whom is 

designated the lead clinician for stroke. There is also a rehabilitation 

consultant on the SU. The consultants oversee a team of registrars and 

doctors in training.  

The nursing staff comprises a consultant nurse, a unit manager and about 

46 nurses, including about 16 HCAs. There is also a TIA nurse (funded by 
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Cardiac Services and Neurosciences). Funding is available for a Band 7 

Stroke Practice Facilitator, a practice development nurse role, but 

recruitment has not yet been successful. 

Therapies staff consist of a therapy lead for stroke, a consultant therapist in 

stroke and neurorehabilitation, therapists and therapy assistants. (See 

Table A1 for further details.) The therapy lead for stroke is a management 

role and the post-holder does not have a clinical role on the unit; she is also 

the head of Speech and Language Therapy. (See ‘Management and 

Strategic Planning’ section below for more detail on the therapy lead role.) 

The consultant therapist was a new post in February 2009 and is split 

between the unit and a nearby inpatient neurorehabilitation unit. It is a 

multidisciplinary role with a rehabilitation overview. Part of the role is to 

build multidisciplinary therapy research activity on the unit, part is service 

development, and about half is clinical (assessing patients for the inpatient 

neurorehabilitation unit admissions, SU ward rounds, advising on neuro-

rehabilitation in other areas of the Trust).  The current post-holder went on 

maternity leave in January 2010. 
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Table A1 Unit therapy staffing (November 2009) 

 

Therapy Band Whole time 

equivalent 

Notes 

 8c 0.2 Therapy lead for stroke. 

  0.5 Consultant therapist in 

stroke and 

neurorehabilitation. 

Physiotherapy 8a 0.35  

 8a 0.25 For stroke patients on 

Elderly wards; currently 

vacant. 

 7 1.0  

 7 0.14 For stoke patients elsewhere 

in the Trust. 

 6a 1.0  

 6a 1.0 Currently vacant with locum 

cover. 

 5a 1.0  

 3 0.6 Physiotherapy assistant. 

 3 1.0 Physiotherapy assistant. 

Currently vacant. 

OT 8a 0.5 Candidate appointed, will 

start February 2010. 

 7 1.0  

 6a  1.0  

 6a  1.0 Currently vacant; interviews 

held December 2009. 

 5a 1.0  

 3 1.0 OT assistant 

 3 1.0 OT assistant 

SALT 7 0.8  

 6a 0.5 Will be 1.0 WTE from 
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Therapy Band Whole time 

equivalent 

Notes 

February 2010. 

 5a  1.0 Will be 0.6 WTE from 

February 2010. 

  0.5 SALT assistant. New post 

currently vacant to be 

advertised December 2009. 

Clinical 

neuropsychology 

8b 0.7  

a Rotational post 

There is a Band 3 rehabilitation assistant funded from the nursing budget, 

but used by the whole team. She organises a number of activities, e.g. 

breakfast club, social orientation, such as taking people down to the shop, 

and continence training support. 

Administrative staff on the unit are a 1.0 WTE stroke pathway coordinator 

(Band 5), a ward administrator and a stroke secretary (medical secretary to 

the consultants). There is also a dedicated discharge coordinator who 

spends half her time on the unit and whose role is to facilitate the safe 

discharge of patients into the community or to a nursing home. The stroke 

pathway coordinator is a new and developing role that is largely concerned 

with stroke patient data collection, management and reporting and the 

repatriation of patients to their local hospitals.  

Borough B patients have a dedicated full time hospital social worker. The 

Borough B social worker is employed by Borough B Council and sits in the 

admissions and discharges team. She spends nearly all her time with 

Borough B stroke patients on the unit, outliers and patients at the nearby 

inpatient neurorehabilitation unit. She supports patients and their carers 

whilst in hospital, conducts social care eligibility assessments, organises 

care packages, helps find placements and conducts reviews of care 

packages approximately six weeks after discharge. 

There is an Information assistant role on the unit. The post-holder has 

recently left, but the consultant nurse has interviewed candidates for the 

role. One of the HCAs will come out of their nursing role one day a week to 

help with patient information needs.  

Staff-patient ratios 

There is approximately one physiotherapist to 6 beds, one OT to 5 beds and 

one SALT to 10 beds on the unit. 
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Staff rotations  

Band 5 and 6 therapists rotate, but higher bands are static. OT and 

physiotherapy assistants are static, although physiotherapy assistants may 

move between stroke rehabilitation and neurological rehabilitation 

depending on demand. 

In SALT the Band 6 is to become a 12 month rotation between the unit, 

acute (medicine and surgery) and neurosciences and the Band 5 is an 18 

month rotation between the unit and the nearby inpatient 

neurorehabilitation unit (part time on each) and acute. In physiotherapy the 

Band 5s are on a four month rotation and the Band 6s are on a seven 

month rotation. 

Shift patterns  

All nurses and HCAs do day and night rotation. The consultant nurse and 

unit manager work days only. Therapy staff currently work Monday to 

Friday only.  

Team location  

The medical consultants are based on another Wing of the hospital, but 

spend a lot of time on the unit. The Stroke Pathway Coordinator is based in 

the team office just off the unit and the Consultant Nurse has an office 

located within the unit. The discharge coordinator spends half her time on 

the unit and half on the other ward she covers. When on the unit she uses 

the sister’s office or the reception desk. 

The Borough B social worker is based in the hospital discharge team in a 

separate building across the road from the Pathway B hospital. The OTs and 

SALTs are based together on the floor below the unit and the 

physiotherapists in the gym in an adjacent Wing. 

Staff recruitment and induction 

New posts were recruited for in 2007 following redesign of the service, but 

recruitment problems were experienced in filling band 6 posts with suitably 

trained nurses and with the appointment of consultant neuroradiologists 

due to a lack of suitably trained applicants. 

Recruitment of a Band 7 Stroke Practice Facilitator, for which funding is 

available, has been problematic and the post remains unfilled after two 

rounds of recruitment. The consultant nurse has experienced problems 

recruiting nurses despite strategies like joint recruitment with another local 

hospital. In light of this the unit is considering training up some Band 3 and 

4 HCAs to extend their skills. 

Recruitment of therapists is not generally a problem. Stroke is a popular 

area of specialism for SALT, but is not so desirable in physiotherapy. 

Offering rotational physiotherapy posts, however, make stroke posts more 
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desirable. The OT Band 8a post was vacant for a year after the last post 

holder was made therapy consultant. 

There is a common programme of induction for all new staff, shared 

between the disciplines to ensure understanding of the stroke pathway, 

performance standards and expected duties of each staff member. This is 

reinforced by a stroke-specific information booklet provided to all new staff 

and the continuing programme of monthly multidisciplinary training and 

education, delivered by members of the multidisciplinary team and outside 

experts. There is a centralised Induction folder resource that all staff have 

access to. Nursing staff recruited to the unit receive a copy of the Stroke 

Competency Document to work through with support from the Consultant 

Nurse. 

Support, supervision and appraisal 

Everyone is supervised within their own professional group. The clinical 

supervision structure within the team is as follows: 

 Nurses are supervised by the unit manager. 

 The consultant nurse supervises the TIA nurse, the rehab assistant and 

the information assistant. 

 The consultant nurse is externally supervised. 

 The stroke pathway coordinator is supervised by the consultant nurse on 

the unit, but her line manager is the head of nursing in General 

Medicine. 

 Therapy supervision is uniprofessional with their own structures and 

methodologies. In general therapists are supervised by the band above 

them. 

Training and development 

There is a weekly multidisciplinary teaching programme on the unit 

organised by the consultant nurse. Sessions are held in the day room for 45 

minutes at Tuesday lunchtimes and guest speakers present as well as 

internal staff. Most weeks the session is for the whole team, but some are 

for nursing staff only. Topics include TIA management, stroke risk factors, 

patient assessment, care pathways, palliative care, discharge planning, 

thrombolysis, psychology, advances in stroke care and stroke research. 

Journal article review sessions and multidisciplinary case reflections are also 

part of the programme. All staff attend the latter and they follow a 

framework that covers a description of the incident, reflection and 

clarification, alternative strategies, learning and actions to take forward. In 

the journal club one of the disciplines is expected to feed back on a 

particular research issue or trial; this can be used as a reflective practice 

session. 
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Acute Stroke Workshops that examine the Trust’s processes from stroke 

onset onwards are arranged by the Stroke Pathway Coordinator. There have 

been two of these in 2009. They are attended by everyone involved in acute 

care, including partners outside the Trust such as the Ambulance Service 

and other local hospitals. From within the Trust they are attended by 

radiologists, neuroradiology, neurology, ED nursing staff, matrons, the unit 

consultant nurse, and the unit team.  

One of the acute medical consultants meets with the doctors weekly for 

teaching and there is SpR training that everybody can go to. The consultant 

nurse also takes nurses to teaching events, e.g. thrombolysis teaching for 

the neuro-SpRs. 

Management and leadership training is available for senior members of the 

team. 

 

Interprofessional working 

Composition of the interprofessional team 

Members of the team have different perceptions of who comprises the team 

and who its leaders are. Individuals identified as the team leader include 

the medical clinical lead, the rehabilitation consultant and the consultant 

nurse. Others perceive there to be no single leader as responsibility is 

shared or that the leader varies depending on the issue at hand. Interview 

respondents saw the team broadly and included other professionals within 

the hospital (e.g. pharmacy, dietetics) and some included professionals 

beyond it (e.g. district nurses, GPs). Some, however, identified a core team 

within this wider team. Patients and carers were also mentioned as being 

members of the team. 

 

Clinical leadership of the interprofessional team  

The senior clinical team consists of five medical consultants (one 

rehabilitation consultant), the consultant nurse and the consultant therapist. 

One of the acute medical consultants is the clinical lead for the Unit. 

Formal spaces for interprofessional working  

Meetings, ward rounds and joint therapy sessions 

There are two weekly MDMs, one for HASU patients (Thursday mornings) 

and one for SU patients (Monday afternoons).  See ‘The multidisciplinary 

meeting’ section below for further details. Meetings with multidisciplinary 

input are also held for patients’ goal-setting and FIM FAM scoring. See ‘Care 

pathway planning and goal setting’ section above for further details. 
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There are also family meetings. The aim is to have a family meeting within 

five days of the patient’s admission, although that is not always feasible 

depending on their condition. If an early family meeting is held it will be 

more for information-giving (discussion of the reason for admission, type of 

stroke, etc) as it will probably be too early to discuss discharge planning. 

Meetings held later are full multidisciplinary family meetings to discuss 

discharge and support, to which everyone is invited, e.g. social worker, 

carers, discharge coordinator; anyone who has been involved with that 

patient’s care might attend. Family concerns can be addressed in these 

meetings, which are documented on the EPR. The patient’s key worker 

ensures family meetings occur.  

There is a monthly business meeting for therapists held on a Wednesday 

afternoon. This lasts for an hour and is for communication between 

therapists. The therapy lead feeds back information from the Management 

and Governance meetings and the ward therapists have a chance to discuss 

their issues with the therapy lead. 

There is a daily multidisciplinary HASU ward round where decisions may be 

made regarding patient transfer from the HASU to the SU. The consultant 

nurse attends and often leads the ward round. She presents the patients 

and may do the clinical examination. It is also attended by the hyperacute 

unit’s nurse-in-charge. The nurse is there to report on changes overnight, 

swallow assessments, family issues, discharge plans, etc.  The ward round 

is also attended by one representative of each of the therapies, apart from 

Fridays when the physiotherapists do not go due to in-service training. An 

OT or SALT will take responsibility for feeding back to physiotherapists on 

Fridays. Therapy representatives pick up patients who were admitted the 

previous afternoon and refer them to colleagues for their initial assessment. 

The rehabilitation consultant does an SU ward round every day which is 

multidisciplinary two days a week. The consultant therapist leads one of the 

SU ward rounds a week and one day the psychologist attends. The 

consultant nurse no longer attends the SU ward round, but a Band 6 nurse 

attends. If they’re available, the staff nurse from the bay will also attend, 

but they always attend to patients as their priority. The consultant 

therapist’s role in the ward round is to ensure appropriate goals are set for 

each patient and to ask challenging questions of the therapists.  

Nurses have the opportunity to work with therapists and patients, but 

frequently do not have much time to do so except when they are new. 

Some therapy sessions are done on the Unit and the therapists may include 

the nurses if they can. Normally patients go to the gym for physiotherapy, 

but washing, dressing and kitchen assessments are done on the Unit. SALTs 

tend to do a lot of bedside work, so the nurses might stay whilst therapy is 

done. Sometimes tasks get handed to the rehabilitation assistant and she 

can train the nurses as long as it is not something too complex. The 
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rehabilitation assistant also does oral motor exercises and some of the HCAs 

have been trained in that, so they can be more involved.  

Therapists do joint therapy sessions, but this applies more to 

physiotherapists and OTs than to SALTs. 

Clinics 

There is a monthly complex needs clinic for neurologically impaired patients, 

run jointly by physiotherapists and orthotists. 

Informal spaces for interprofessional working 

There is a multidisciplinary team office situated just outside the unit. The 

stroke pathway coordinator’s desk is there and there are also two 

computers that anyone in the team can use, so there is a lot of traffic in and 

out of the office, including consultants. 

Informal communication within the team is on-going and there is a lot of 

face-to-face contact within the team. Team members are on the unit much 

of the time or are in communication by telephone if based elsewhere, e.g. 

the social worker. 

The multidisciplinary team meetings (MDMs) 

There is a weekly MDM on Monday afternoons for SU patients which lasts 

one to two hours. The aim of the SU MDM is to collate and disseminate 

information on patients and to aid treatment and discharge planning.  The 

meeting is well structured and goal oriented: patients are discussed in 

Borough order and there is a checklist of assessments and activities that 

have occurred that week; mental health is assessed for all patients. A 

discussion proforma is used that covers the patient’s medical details, 

function (including OT, physiotherapy, SALT, continence, mood, cognition, 

and nursing), achievable functional goals, disposition and management. The 

attendees also discuss discharge planning and goals, suitability for on-going 

rehabilitation (e.g. referral to the inpatient neurorehabilitation unit), need 

for any further assessments, and arrangements for family meetings. The 

patient’s key worker is recorded, along with action plans and responsibilities 

and a provisional discharge date. Minutes are made directly onto the EPR.  

Information for the MDM is prepared by the stroke pathway coordinator and 

the post-meeting update is also distributed by her via email. The update 

contains information on all the patients who were discussed and is sent to 

social services partners, healthcare providers of the different Boroughs and 

hospital staff involved in the patients’ care. The update notes if a patient 

needs a referral, e.g. to district nursing, and any other action points.  

MDM guidelines are used which all staff are expected to be familiar with. 

They cover the purpose, timing, chairing, feedback, action planning and 
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responsibilities arising from the MDM. Chairmanship rotates monthly 

between doctors, nurses and therapists.  

The SU MDM is attended by the rehabilitation consultant, doctors, the 

consultant nurse, a nurse representative (usually a Band 6), a 

representative from each of the therapies, the clinical psychologist, the 

discharge coordinator, the local hospital social workers (including the 

Borough B hospital social workers), representatives from the local 

community teams (including the Borough B community teams), the stroke 

pathway coordinator and the trial coordinators. If necessary the dietician 

will attend, as will a representative from the Hospital at Home team. The 

therapy lead for stroke attends about one meeting per month as an 

observer.  

Nursing staff feed information into the MDM through the Band 6 nurse who 

attends as their representative. (This rotates among the Band 6 nurses.) 

The attending nurse gathers information about the SU patients from the 

nurses before the meeting, including their nursing goals (around safety, 

self-medication, continence, well being) and anything else that is relevant. 

The attending nurse then feeds this back during the MDM. After the meeting 

the nurses use a nursing handover sheet for each patient and any changes 

for the patient are noted there by the attending nurse. Patient goals are not 

recorded on the handover sheet, but it is updated with discharge plans and 

dates and any requirements for social services referrals (section 2s and 5s). 

The attending nurse notes which assessments the patients need 

(continence, self-medication, social services referrals etc) and delegates 

them within the nursing team.  

Therapy representatives at the MDM have forms completed by their 

colleagues so that they can talk about all the patients being discussed. The 

forms cover the patient’s goals, progress and issues. The representatives 

also give key worker feedback and issues if the patient’s key worker is a 

therapist. The representative is usually the Band 7, but lower bands will go 

if the Band 7 is unavailable. This is advantageous as the importance of good 

feedback is demonstrated to the lower bands. After the meeting the 

representatives feed back to their colleagues and they can view the MDM 

minutes on the EPR.  

There is another weekly MDM on Thursday mornings for HASU patients. This 

meeting discusses new admissions and is less formal than the Monday MDM 

(paperwork is not prepared for the attendees). It is the equivalent of the 

daily HASU ward round, but on a Thursday it becomes an MDM. Between six 

and nine patients are discussed and it is quite medically focussed. It is 

mainly a catch up and an opportunity to make sure things are being done 

and to give feedback, rather than a decision-making forum. Decisions may 

be made about transfer of local patients to the SU in the MDM, but they can 

also be made at any time during the week.  
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The HASU MDM is attended by the consultant nurse, medical staff, a 

representative from each therapy, a nurse from the hyperacute bay, the 

hospital social workers and the stroke pathway coordinator. The discharge 

coordinator does not attend because these patients are mostly for 

repatriation or transfer to SU, rather than discharge.  

Shared patient records for interprofessional working  

Everything that happens to unit patients is documented on the EPR under 

the different disciplines and all staff are expected to use it, including visiting 

professionals. The staff still use a paper admission when a stroke patient 

enters the ED and the thrombolysis assessment is on paper, but as soon as 

the patient is admitted to the unit everything is done electronically.  

The social workers have a separate computer system, but they also use 

EPR, either in their offices where they have a few hospital computers or 

they can log on to EPR on the Unit.  

There is an SU MDM pro-forma where multidisciplinary information is 

recorded electronically.  

 

Discharge  

The discharge destinations for Borough B patients are the nearby 

inpatient neurorehabilitation unit and other local rehabilitation units, 

nursing and residential homes and returning home with Borough B 

community neurorehabilitation input and/or a social care package if 

needed. 

The inpatient neurorehabilitation unit is a 15-bed, medium stay unit 

which treats adults following a neurological event. Approximately ten 

patients from Borough B and one other local borough were discharged 

there from the SU in 2009. The centre and the SU provide a similar 

service, but if a patient requires a longer period of inpatient rehabilitation 

(particularly younger patients) they will be considered for the centre. It 

does not have the same bed pressures as the SU, where the beds are 

classified as acute medical beds, despite being used for rehabilitation. 

Suitability for referral to the centre is a team decision. 

The discharge process 

Discharge planning starts as soon as possible. The discharge coordinator 

(a nurse by background) normally gets involved once the patient is 

transferred to the SU and she communicates closely with the consultant 

nurse, medical and therapy teams whilst they assess the patient’s 

discharge care needs and goals. She acts as a liaison between the unit 

team and social services and communicates with the family or next of kin 

during the discharge process to find out the level of support available to 
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the patient in their own home. If there is no family or the family feel 

unable to cope with caring for the patient, she discusses options with 

them, e.g. a residential home placement. The discharge coordinator 

arranges social care assessments for any patients requiring a nursing 

home placement or an extensive package of care at home and she is 

involved with all Band 1 (fully NHS funded) discharges to nursing homes. 

If a patient needs equipment at home to be able to be discharged, the 

discharge coordinator orders this, e.g. a hospital bed or a pressure-

relieving mattress.  

The stroke social worker for Borough B patients collaborates closely with 

the Borough B community neurorehabilitation team and the unit team 

during discharge planning.  

The therapists’ role in discharge depends on the patient and their 

discharge plan. If a therapist is the patient’s key worker they will set up 

a family meeting within about five days of admission and often this is 

where discharge starts to be discussed: getting the patient’s and family’s 

thoughts, anxieties, and likely barriers to discharge. If it’s a simple 

discharge the key worker will coordinate it. More complex discharges are 

handed to the discharge coordinator who gets information from the 

therapists and takes the discharge forward. Therapists will write reports 

for her if needed.  

Every SU patient has a medical discharge report, a therapy discharge 

report and a psychology discharge report if that is relevant. Therapists 

start writing their therapy discharge report at goal setting as the 

patient’s goals go into the report.  Discharge paperwork is completed 

fairly early, on HASU if appropriate, and then it is for discussion at the 

MDM. If a patient has only been on the unit for a few days they get a 

TTA which says what scan they have had, any follow up and the tablets 

they are discharged with. Discharge documents follow the patient into 

the community which fosters seamless patient care and the continuation 

of their goals.  

Communication with GPs prior to discharge is done by doctors. 

Straightforward referrals to district nursing are coordinated by the 

nursing team, but if a person has  complex discharge requirements and a 

large care package that includes district nursing, the discharge 

coordinator will communicate with the district nurses as in this situation 

it is easier if she handles everything.  

If a patient needs a nursing home, social services help the family find a 

placement unless the patient is Band 1 (fully NHS funded), in which case 

the discharge coordinator finds the placement. The discharge coordinator 

follows up Band 1 patients for two weeks after discharge in case there 

are any problems. Some Band 1 patients decide to go home rather than 
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to a nursing home and in these cases she organises the care plan for 

them and follows it up. 

Repatriation of out of area patients is arranged by the stroke pathway 

coordinator. Ideally repatriation occurs within 72 hours of a doctor 

deciding the patient is medically stable. The doctor writes a repatriation 

letter (referral) to the local hospital consultant (usually within 24 hours) 

and the stroke pathway coordinator contacts the local hospital and 

arranges the transfer. The letter is held on the EPR and the stroke 

pathway coordinator sends it electronically or by fax and then follows it 

up with a phone call. She also emails relevant people in the Trust so they 

are aware there is a patient awaiting repatriation and can therefore do all 

they can to expedite the process. The patient’s records along with their 

scans and images are copied onto a CD and sent with them and the unit 

nurses do a clinical nursing handover by phone and write a nursing 

transfer letter. The discharge coordinator coordinates overseas 

repatriations. 

 Referrals to the inpatient neurorehabilitation unit 

The consultant nurse makes referrals to the inpatient neurorehabilitation 

unit following a multidisciplinary decision. It is discussed with the patient 

and they are informed that there is no guarantee that they will be 

accepted. The referral is made on the EPR and then staff from the 

inpatient neurorehabilitation unit usually visit the patient the following 

day to assess them. If they are accepted there is often a waiting period, 

which may be three weeks or more; during this time the patient stays on 

the SU.  

Referrals to other specialist neurorehabilitation centres 

Referrals to other inpatient centres, which provide more specialist 

rehabilitation than the unit above, are handled jointly by the discharge 

coordinator and unit therapists.  The unit therapists make the referral 

and the discharge coordinator ensures the therapists from the specialist 

centres come to assess the patient and then follows up the referral every 

couple of days. There can be long waiting lists at the specialist centres. 

Referral to Borough B Community Neurorehabilitation Team 

Referrals to the Borough B community neurorehabilitation team are 

usually made at the SU MDM because their stroke pathway coordinator 

attends. If a patient is ready for discharge in between SU MDMs the 

community neurorehabilitation team are contacted directly, usually by 

the patient’s key worker.  

More information about the transfer of patients to the community 

neurorehabilitation team’s care is given in the Borough B community 

neurorehabilitation team’s context map.  
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Referral to social services  

All Borough B patients on the unit are handled by the Borough B hospital 

social worker. If a patient has an existing care package they will probably 

have a social worker in a community team, but the stroke usually 

changes their care needs so the hospital social worker takes over their 

case. The only exceptions to this are if there is a safe-guarding 

investigation in place, in which case it is more appropriate for the social 

worker who started the investigation to keep the case, or if a patient has 

a very mild stroke and goes home in their pre-morbid state. In these 

(rare) cases there is no need for a new assessment, just to re-start the 

care package that has been temporarily ceased during the hospital 

admission, so the community social worker keeps the case.  

The Borough B social worker is usually aware of Borough B patients as or 

before they are transferred from the HASU to the SU as she tries to visit 

the ward daily and attends the SU MDM and sometimes the HASU MDM 

too. She requests a Section 2 form straight away. This is the hospital’s 

formal referral to social services, alerting them that there is a Borough B 

patient in hospital who will probably need services when they go home. 

Once she has the Section 2 form she can open a physical file in her office 

and the client then ‘exists’ on social services’ system. The Section 2 form 

includes patient demographics, next of kin, Barthel score pre- and post-

stroke, services they had before the stroke, what the hospital thinks they 

need and the estimated length of their admission. It is usually completed 

by one of the nurses or the discharge coordinator and is documented on 

the EPR. The Section 5 form is completed just before the patient is 

discharged. It states that the patient is still on the ward, their 

demographics and the estimated day of discharge and it notifies social 

services of the need to complete their assessments before discharge. 

The Borough B social worker’s assessment includes determining patients’ 

eligibility for services and what kind of services they need. There are 

different community care criteria for how needs and risk are assessed: 

low, moderate, substantial and critical. Borough B currently works on 

‘substantial’ eligibility criteria meaning if you are assessed as moderate 

or low you are not eligible for services. Most elderly patients with stroke 

are eligible for services. The services the patient needs are determined 

through liaison with the hospital therapists. A patient may need a care 

package as well as therapy from the ESD service, and this could range 

from just meals on wheels or a laundry service to a maximum care 

package.  

The social worker does not normally need to organise personal care for 

patients who are going to have RSW input from the Borough B 

community neurorehabilitation team as they will undertake this, but if 
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the patient had a care package for personal care in place before their 

stroke it is likely this will need to continue because rehabilitation is 

unlikely to change a pre-existing need. The social worker liaises with the 

Borough B community neurorehabilitation team throughout the patient’s 

admission, particularly leading up to discharge so that the services for 

patients going home with ESD and a care package are coordinated.  

The Borough B social worker starts her assessments as soon as she 

starts liaising with the patient and their family on the ward, even before 

receipt of a section 2. She liaises with the therapists throughout the 

admission and always tries to attend family meetings. The assessment 

continues until the patient is discharged and is not finalised until then 

because their needs and risks change as they recover and a more 

comprehensive picture can be built. The social worker tries to do joint 

assessments of all patients going on to the ESD pathway with the RSW 

manager from the Borough B community neurorehabilitation team. 

Borough B has started to use panels to decide if the social worker’s 

recommendation for care is to be approved. The panel consists of senior 

social workers and managers from community and discharge teams and 

is currently only held for patients recommended for placement (a care 

home or a nursing home). If someone needs on-going care there is a 

separate continuing care panel. This is a PCT panel and determines 

whether the patient is eligible for fully NHS-funded continuing care (Band 

1). This could be for frail elderly patients or end-of-life-care where the 

primary need is healthcare.  

If the panel approves a patient for a placement, the social worker 

supports the family in finding a home, e.g. she provides contact details 

of places in Borough B that have vacancies or advises them how to locate 

a home in another area themselves. The social worker tries to make sure 

the home is within the local authority’s rates and helps the family 

through the process; she will liaise with the home as social services have 

to authorise the documentation regarding payments.  

If a patient needs re-housing a separate team deal with that, but the 

Borough B social worker will liaise with them on behalf of the patient if 

necessary. 

The discharge coordinator follows up all referrals to social services to 

ensure progress is being made. 

Outpatient (follow-up) procedures 

There is a stroke outpatient clinic held at another local hospital. It is run by 

the consultant nurse and the rehabilitation consultant. All Borough B 

patients discharged from the unit are seen there with the exception of 

nursing home residents. All Borough B stroke patients from a further local 
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hospital are also seen at the clinic. Discharged patients are seen as soon as 

possible, preferably within four to six weeks. 

Unit patients who are discharged to nursing homes are followed up by their 

GP and the Hospital at Home team. This is a team of senior nurses from the 

Pathway B hospital who receive regular stroke training from the consultant 

nurse and the consultant therapist. 

The social worker continues to work with patients after discharge if they 

have a care package. Any care package has to be reviewed after about six 

weeks to ensure it is meeting the client’s needs and that the client and 

provider are happy with it. Reviews can take place earlier if needed. If a 

patient is having a lot of therapy there can be continuous changes in the 

care package to keep pace with their improvements. Any patient who has a 

placement in a residential or nursing home is also reviewed by the social 

worker after six weeks to make sure things are satisfactory. Patients are 

transferred to the community teams (one of four) for ongoing case 

management and yearly reviews when their care package has its initial 

review. Any issues with the package have usually been resolved by then. 

This is important because when a client is transferred they do not have an 

allocated social worker straight away, so it is preferable to know there are 

no outstanding issues. This also makes families feel safer. 

 

Patient and carer information and involvement 

Patient and carer information 

All patients receive a personalised Stroke patient handbook that is designed 

to be used from admission and into the community post-discharge. There is 

a full range of other patient information on the ward including the Stroke 

and Aphasia Handbook at every bed, a full range of Stroke Association 

information, a booklet of all local community Stroke Support Groups and a 

drug information booklet in the patient and carer information centre in the 

day room. Family meetings are also used for giving patients and their carers 

information about their stroke and rehabilitation. 

An HCA is to come out of her nursing role one day a week to help the 

consultant nurse with patient information needs, e.g. secondary stroke 

prevention, driving, alcohol, medication, benefits helpline. 

Training for carers is given according to need. The unit’s independent living 

unit can be used to support training of carers on the ward. 

Patient and carer involvement 

All patients receive a 'How are we doing'  (HRWD) survey to complete on 

discharge which is based on the National HRWD survey. Nearly all patients 

fill one out and the information from it is received monthly and forms a 
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standing agenda item on the Stroke Governance meeting. There is a patient 

feedback board on the Unit which is used for the Unit staff to communicate 

with patients and their relatives regarding actions they have taken in 

response to issues raised in the HRWD survey. 

Service user representatives are invited to the monthly governance 

meetings to give an insight on what it is like to be treated on the unit. 

Service users are also invited to all key strategy meetings. 

Patients and carers are also involved in their own care and rehabilitation 

through family meetings and goal setting.  

 

Commissioning 

Commissioning is currently driven by local stroke standards for a number of 

indicators that stroke units and community stroke teams will eventually 

have to provide evidence they are adhering to, for example staffing ratios 

and frequency of therapy. 

Borough B PCT’s Operating Plan for 2009/10 states their aim to continue to 

develop the stroke care pathway and commission hyperacute stroke units, 

stroke units and community rehabilitation. Through this they will support 

the local stroke strategy.  

Borough B HSC works closely with a local PCT on a number of 

commissioning intentions and care pathways, including stroke, for which 

they have agreed and prioritised care pathway re-design. Borough B HSC’s 

current five year commissioning strategy plan is consistent with the National 

Stroke Strategy, local stroke standards and the National Service Framework 

for Older People, both of which specify multidisciplinary teams. For stroke, 

Borough B HSC uses VSA14 (vital signs A 14 – the proportion of people who 

spend at least 90% of their time on a stroke unit) as an indicator of 

progress. This is a new indicator for them and they have targets of 68%, 

74% and 86% for years 2008/9, 9/10 and 10/11 respectively. A milestone 

in the strategy plan is that 100% of suitable stroke patients have access to 

a brain scan within 24 hours by 2014.  

Stroke is one of six key collaborating commissioning initiatives in this part 

of the city, all of whom share a  model of acute stroke care based on the 

development of HASUs, rapid access TIA services, ESD, rehabilitation and 

end of life or long term care. The local Commissioning Initiatives report 

(2008) states that performance standards for the delivery of stroke services 

should be measured against the service specifications for quality of service 

and outcomes outlined in the acute stroke strategy for the city. 

Establishment of early supported discharge is recommended as a year 1 

requirement and service specifications for commissioning of specialist 

rehabilitation have been in local stroke developments.  
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Management, governance and audit    

Management and strategic planning 

There is a monthly Stroke Services Management Group meeting. The 

meeting is chaired by the unit’s clinical lead and the stroke pathway 

coordinator prepares the agenda and takes the minutes. The overall 

purpose of the Group is to advance the strategic management of the stroke 

service through the review of current services using performance data. It 

has documented terms of reference which include strategic development of 

the stroke unit, monitoring progress against unit action plans, promoting 

high standards of clinical care, and reviewing performance against targets. 

Adverse incidents may also be discussed. Members from Trust Management 

or Clinical Effectiveness directorates are co-opted to the Group as 

appropriate. The Group reports to the General and Emergency Medicine and 

the Neurosciences Divisions, which are accountable to the Clinical Services 

Board of the Trust. The meeting is attended by two stroke physicians, the 

consultant nurse, two neurology representatives, the therapy lead for 

stroke, and a management representative. The consultant therapist attends 

when she can.  The therapy lead takes a senior ward therapist (Band 7) to 

the management meeting to give them an insight into that level of 

discussion and to keep them informed. The three therapies take turns in 

three month blocks. 

The multidisciplinary therapy lead for stroke and neurorehabilitation is a 

management role currently held by the head of SALT. It also covers the 

inpatient neurorehabilitation unit. The lead acts as a single point of contact 

within and outside the Trust for issues relating to stroke and therapy. She 

attends external meetings as the therapy representative (a role she shares 

with the consultant therapist) and she provides leadership within the 

therapies for stroke, ensuring that their processes are being followed and 

reviewed where necessary. She does not, however, have a strategic 

planning role nor does she organise or plan staffing within the individual 

therapies (except for SALT). 

Governance and audit  

There are monthly governance meetings for which the stroke pathway 

coordinator prepares agendas and takes minutes. Quality issues, audits and 

guideline implementation are discussed at the meeting along with data from 

the patient surveys. The timely implementation of guidelines, compliance 

with performance standards and timed plans for service improvements are 

the responsibility of the members of this group, most of whom are actively 

involved in delivering the service. All staff are invited to the Governance 

meetings, although how many attend varies. Professional groups may have 

their own arrangements, e.g. physiotherapy allows one person to attend 
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and then they feedback. Attendees include the stroke team, clinical leads, 

the therapy lead,  managers, patients’ representatives and representatives 

of the clinical effectiveness and services support teams. Also members of 

community teams, social services and voluntary agencies are co-opted as 

appropriate. Minutes are circulated to all stakeholders, the Management 

Committee for Stroke and the Clinical Effectiveness and Quality Assurance 

Committee of the Trust.  

The weekly SU MDM ensures quality in day-to-day patient care and includes 

peer review of the management of all patients. 

The stroke pathway coordinator maintains a database of all newly 

diagnosed strokes that come into the Trust. These data capture the 

hyperacute thrombolysis pathway and generate door-to-CT and door-to- 

needle times. There are targets in place for both, of 20 minutes and 30 

minutes respectively. A meeting is held monthly to review performance 

and identify areas for improvement and the stroke pathway coordinator 

prepares information for these meetings and minutes them. This audit is 

attended by the stroke team, ED staff and Ambulance Service 

representatives. The database also records stroke diagnosis, discharge 

date and length of stay and is used to provide quarterly figures to the 

Trust and to PCTs. 

In addition, regular audits of patients treated with perfusion scanning in the 

3 to 6 hour time window against data in the literature and with outcomes in 

0 to 3 hours are undertaken, reports of which are submitted to the Divisions 

and the Trust Clinical Governance and Risk Management Groups. 

The unit participates in national and international audits. It has participated 

in all National Stroke Audits and uses the findings to improve the quality of 

services. It now sits in the top quartile. 

There are regular Trust quality audits, reports of which are sent to the 

Stroke Governance and Management Committees for action. 

Protocols and clinical guidelines  

 The 2008 NICE guidelines for Acute Care and TIA have been fully 

incorporated into the unit’s policies and are in use. 

 Joint protocols are in place with the Ambulance Services for ‘blue light’ 

transfer of FAST positive patients to the ED with ‘meet and treat’ by the 

stroke team. A system of feedback to the Ambulance Service and 

individual ambulance teams of outcomes in patients brought to the ED 

is in place and there is a quarterly training programme for ambulance 

crews at neighbouring stations. 

 There are established ED protocols for the management and thrombolysis 

of hyperacute stroke patients.  
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 There are clinical management protocols for TIA, thrombolysis, intracranial 

haemorrhages, management on the neuro-intensive unit, intracranial 

pressure management, decompressive hemicraniectomies, carotid 

endarterectomies and other treatments based on Royal College of 

Physicians or international guidelines. 

 The hospital has introduced guidelines for the scanning of all suspected 

stroke patients on arrival in ED, regardless of the day of the week. 

 There are established criteria and processes for the transfer of patients 

from the HASU to the SU.   

 Protocols are in place for the repatriation of ‘out of area’ patients to their 

local SUs. 

 

Partnerships with other agencies  

Key agencies/partners  

 Community stroke teams and local social services departments. 

 Local hospitals and specialist neurorehabilitation centres. 

 The unit is an active and integral part of the local Stroke Network. The 

Network has taken a coordinated approach to providing HASU, SU and 

TIA services across the sector to ensure equity of access and cost-

effectiveness in providing high quality services, underpinned by 

collaborative training, capacity building and service development. 

 Pathway B hospital is a partner in the local Academic Health Sciences 

Centre. 

 The unit has formal links with the Stroke Association who form part of the 

Governance Structure. It also has links with local patient and carer 

groups and clubs. 

 There is a large academic department with an excellent reputation at the 

hospital and the unit actively collaborates with the department.  
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Box A4 Changes made within the Pathway B acute team over the 

course of the study 

Major changes were occurring to stroke services during the course of the 

study. These involved expansion and restructuring of services with 

accompanying financial investment. Changes made to this team over the 

course of the study were: 

 One therapist attends the HASU ward round as a representative of all the 

therapies, rather than one from each therapy. This change was made to 

release therapists’ time. 

 The family meeting system changed so that meetings were held with the 

SU consultant and/or the psychologist. This change is being reviewed. 

 The weekly HASU MDM does not occur on a regular basis. 
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PATHWAY B, COMMUNITY 

Introduction and information sources 

This map of the Pathway B community team was compiled in December 

2009 and reflects a snapshot of the service at this time. These maps have 

been anonymised and any information which might identify the site has 

been removed. The site in question is referred to throughout as ‘Pathway B 

community’ and the local borough involved in this study is referred to as 

‘Borough B’.   

The information for this map came from one-to-one interviews with two 

team members around December 2009, as well as a range of documentary 

evidence, including various documentation from the team and 

commissioning and review documents from Borough B.   

Abbreviations 

ADL – Activities of daily living     

ESD – Early supported discharge     

GAS – Goal attainment scaling  

HSC - Borough B Health and Social Care 

ISP – Integrated stroke pathway (equivalent to ESD) 

LTC – Long term conditions 

MDM – Multidisciplinary meeting  

OT – Occupational therapy/ist 

PCT – Primary Care Trust 

PS – Borough B Provider Services 

RSW – Rehabilitation support workers 

SALT – Speech and language therapy/ist  

SPC – Stroke pathway coordinator 

SU – Stroke Unit  

 

Description of service 

The Pathway B community team is a specialist, community-based 

multidisciplinary team that provides rehabilitation services in partnership 

with adults living with a newly acquired or long-term neurological condition 

such as stroke, multiple sclerosis or Parkinson’s Disease. The team offers an 

early supported discharge pathway to stroke patients and a long term 
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conditions pathway to patients with other neurological diseases. Team 

therapists rotate between the two pathways so all are specialist clinicians in 

stroke care. The team is one of few community neurorehabilitation services 

that operates outside of normal office hours. 

Managing organisation 

Borough B Primary Care Trust, which operates in partnership with Borough 

B Council as Borough B Health and Social Care (HSC), was formed in 2002. 

Borough B PCT, however, is currently in the process of separating out its 

commissioning and provider functions. The Pathway B community team is 

part of Borough B Provider Services.  

Locations and premises 

The team covers the whole of Borough B and all members are based at a 

local community hospital where they have an open plan team office, a 

manager’s office and two storage rooms. Stroke patients are seen in their 

own homes, although group activities are held in community venues. There 

are two cars available to team members, but most cycle to their 

appointments. 

Hours of operation 

The therapists, manager and administrative staff work Mondays to Fridays. 

The Rehabilitation Support Workers work core hours Monday to Friday and 

overtime in the evenings and at weekends when required. The RSW 

manager provides telephone support when RSWs are working out of hours.  

Main components of service 

 An early supported discharge service for stroke patients. This comprises 

occupational therapy, speech and language therapy, physiotherapy and 

reablement oriented personal care from RSWs.  

 A slower stream stroke pathway for small numbers of patients coming to 

the team from inpatient rehabilitation centres. 

 Group activities, e.g. a conversation group, are available to stroke 

patients. 

 The LTC pathway offers occupational therapy, speech and language 

therapy and physiotherapy to sufferers of other neurological conditions 

(traumatic brain injury, multiple sclerosis, motor neurone disease, 

Parkinson’s Disease, dementias and rare neurological conditions such as 

Huntington’s Disease). Some stroke patients are transferred onto the 

LTC pathway when they reach the end of the ESD service for on-going, 

but less intensive rehabilitation. 
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Finance/ budget  

To date the team has received its budget from the PCT and the team 

manager has had flexibility around how the team should be structured and 

run. The team received additional funds from a local modernisation initiative 

whilst that was active, but it is small and poorly resourced compared to 

neighbouring neurorehabilitation teams. 

The therapists and rehabilitation assistants are funded by the PCT, but the 

RSWs are funded by Borough B Social Care. In their first two years the 

RSWs were funded by Borough B Home Care grants and a grant from the 

Department of Health to implement the National Stroke Strategy, but 

Borough B’s Home Care budget now funds them entirely.  

Aims and objectives of service 

The aim of the team is to work in partnership with adults over 16 years with 

an acquired neurological diagnosis to enable them to achieve and maintain 

maximum possible function and independence through multidisciplinary 

community-based rehabilitation. The team’s objectives for stroke patients 

are: 

Early Intervention 

 To assess stroke clients on the hospital stroke unit before discharge in 

order to gain understanding of their initial goals, priorities and needs. 

 To provide a service which enables seamless transfer of those 

discharged from hospital. 

 To meet the stroke client in their home environment within 48 hours of 

discharge and begin home-based rehabilitation immediately. 

Intensive Rehabilitation 

 To provide intensive community rehabilitation in line with local stroke 

strategy standards. Rehabilitation can begin as soon as the client 

returns home and for up to four times a day, 7 days a week. 

Multidisciplinary and Integrated Service 

 To work as part of an integrated service in collaboration with Social 

Services, Primary Care, acute hospitals and the voluntary sector in 

order to provide a comprehensive service that responds to the needs of 

clients and carers. 

 To contribute to interdisciplinary assessment and goal planning through 

use of the Single Assessment Process, attendance at case conferences 

and family meetings and through joint visits and shared client records. 
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Goal-focussed 

 To work collaboratively with clients to agree short and long term goals for 

rehabilitation.  

Enabling self-management 

 To encourage and enable clients to manage their own rehabilitation 

progress through the use of the ‘Stepping out’ programme once initial 

goals have been met. 

Case coordination 

 To work with clients and carers to identify their needs, whether related to 

their physical or mental health or social situation and refer on when 

necessary. 

 To inform GPs of all matters relevant to their clients’ progress and to 

consult them in a timely manner when necessary. 

Provision of information 

 To provide accurate, comprehensive and current information to enable 

client and carer choice. This includes information about the client’s 

condition, the evidence base for therapies, and the rationale for 

particular therapies, possible outcomes as well as information about 

local services and local and national support networks.  

 To present information in a user-friendly format. 

 To keep clients’ GPs fully informed of all interventions, goal plans and 

outcomes pertaining to their patients. 

Training Others 

 To provide education and training to staff, other agencies and the public in 

general, to promote understanding and positive images of disability. 

 To support and train carers and home care staff. 

 Staff will also contribute to training in Nursing Homes, Day Centres and to 

colleagues in the acute services and local authority. 

Evidence based service 

 To provide a service which is evidence based, using approved treatment 

methodologies. 

 To carry out research relevant to the service and the client group. This 

may take the form of single-case studies, service audit or work towards 

a further qualification such as NVQ or MSc. 
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Brief service history 

In 1998 Borough B’s adult therapy team was formed when a number of 

uniprofessional and multidisciplinary therapy teams joined together. It 

provided a range of services, but within it, a multidisciplinary 

neurorehabilitation service operated as a virtual team with its own 

processes. The adult therapy team moved to the local community hospital 

in March 2007 and at this point was formally split into the multidisciplinary 

neurorehabilitation team and the adult therapy rehabilitation team. The 

latter is essentially community physiotherapy, whilst the Pathway B 

community team also has OTs, SLTs and rehabilitation assistants.  

The Pathway B community team was involved with a local (2003 – 2008), 

through which they received extra funding for more therapists (the team 

grew rapidly from 14 members in 2006 to 27 in March 2009). In addition, 

because Borough B has an integrated health and social care service, the 

team also received some social services funding to establish a rehabilitation 

support worker service. This enabled them to offer ESD to stroke patients 

from August 2007. With the development of the ESD service the team also 

included two community stroke social workers whose posts were funded 

until March 2009 by Borough B’s Social Care Physical Disabilities team and 

some non-recurrent funding from the local initiative. 

The ESD service started as a seven day a week service and had a successful 

first year, treating more than twice the predicted number of patients (70 

versus 33) and accepting patients with requirements outside the classic ESD 

criteria. The number of new patients declined, however, (possibly due to 

improvements in acute care) so the RSWs were under-utilised and their 

number reduced from ten to seven. By March 2009 the team had to make 

financial savings so therapists’ weekend working ceased. After trying a few 

different ways of organising the ESD service the current situation (in place 

since September 2009) is that RSWs work Monday to Friday as their core 

hours and are on a rota for evening and weekend visits. Out-of-hours 

support for them is provided by the RSW manager (an OT). 

In May 2009 the team was organised into the two pathways: ESD for new 

stroke patients and the LTC pathway. This was done in response to 

difficulties the therapists were having responding quickly to new patients on 

the ESD pathway whilst keeping existing appointments with LTC pathway 

clients. Therapists rotate between the pathways.  

The team had a psychologist for a six month period, seconded from the 

mental health intermediate care team, but they currently have no 

psychology or mental health input. 

Recent, ongoing and future developments 

Involvement in local initiative led to substantial service improvements as 

Borough B HSC, the Pathway B hospital and other local PCTs and hospitals 
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collaborated to develop integrated stroke pathways with seamless transfer 

between acute and community services. The team has benchmarked itself 

against the local stroke community rehabilitation performance standards 

and is already meeting the full (2011) targets for three standards and the 

interim targets for four standards. 

With the splitting of the PCT into commissioner and provider arms (see 

‘Commissioning’ section below) the team manager has had to write a 

service review and look at the team’s business case for various activities. In 

November 2008 the team reviewed their core business and reduced their 

activity to focus on it in the hope this will make them stronger, for example 

they have closed their Parkinson’s Disease group and reduced the amount 

of vocational rehabilitation they offer. In the future it is likely that the team 

will have to bid for its work in competitive tendering.  

The whole Home Care contract in Borough B is coming up for tender next 

year (2010) and this is likely to lead to further changes in the RSW service. 

It is being proposed that the RSWs will sit more within their provider agency 

with a pool of them available for the team to use, but this is still under 

negotiation and has disadvantages in terms of continuity for patients and 

RSW training. 

Funding for the social worker post within the community team has been 

withdrawn. The post was not seconded, but the post holder (from the 

Physical Disabilities team) sat in the team and was operationally managed 

by the team manager. The existence of the post meant that hospital social 

workers could hand over to someone who sat within the ESD service, which 

facilitated communication and collaboration between the therapists and 

social services. The hospital social worker now covers patients for about six 

weeks after discharge, before she transfers them to one of four community 

social worker teams if they need an ongoing care package. These social 

workers are not stroke specialists. It is now likely that patients who need a 

longer term care package will have to be maintained by the team until it is 

ready, thus reducing their responsiveness and turnover.  

Changes to the stroke service at the Pathway B hospital following local 

developments in stroke care will inevitably have an impact on the team. An 

increase in out of area acute patients may put pressure on hospital beds 

and lead to the acute team wanting the Pathway B community team to 

admit local patients even earlier. The PCT has a requirement to make 

savings year on year of at least 3.5% so an expansion of the team’s service 

is unlikely unless they can put a good business case forward. 

A permanent Band 6 OT has recently been recruited to the team.  
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Pathways to admission 

Inclusion criteria  

Patients must live in Borough B and be aged over 16 years with a 

neurological diagnosis. The team will see people discharged to nursing 

homes, but they do not receive the same input as ESD patients in their own 

homes.  

Referrals  

The main route for referrals to the ESD pathway is from the Pathway B 

hospital and one other local hospital. Many patients are directly referred to 

the SPC in person at the weekly SU MDM at the Pathway B hospital. In 

between these meetings the team has a written referral form that the 

hospital staff can complete and fax to them. See ‘The Early Supported 

Discharge Service’ section below for information on the transfer of patients 

between the acute and community teams. 

The team also receive a small number of stroke patient referrals from local 

inpatient neurorehabilitation centres. These patients are slower stream than 

the ESD patients and go straight to the LTC pathway where they may have 

to wait up to four weeks before they are seen. There is much more time to 

plan for the arrival of patients coming to the team from specialist units so 

therapists from the team visit the specialist unit for formal discharge 

planning meetings and may do some joint assessment and physiotherapy 

and OT sessions. 

Some clients on the LTC pathway are referred for only one discipline while 

others may be seen by two or three therapists plus rehabilitation assistants. 

In all cases, however, a standard, holistic multidisciplinary initial 

assessment is conducted and if other needs are identified, referral is made 

to the appropriate service. There is an open referral system to the LTC 

pathway with a referral form that is widely distributed. The Pathway B 

community team referral form is freely available on the Borough B Health 

and Social Care website. 

Waiting list  

Slower stream stroke patients going straight onto the LTC pathway may 

have to wait up to four weeks before being seen.  

Patients entering the ESD pathway are seen by the team straight away. 

Patients 

Average length of contact with patients 

The ESD pathway is a maximum of 12 weeks. Some patients are discharged 

sooner if they are doing well or if it becomes clear that they are not going to 

make progress with the team. The team then move the person on to a care 
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package. Most people are on the ESD pathway for about 10 weeks and are 

then moved on to the LTC pathway if that is appropriate. There might be a 

gap between the pathways as the team tries to encourage self 

management, with the exception of communication therapy. Patients then 

stay on the LTC pathway for as long as they have a justifiable need.  

Amount, type and duration of therapy delivered 

The team tries to comply with the local stroke standards that state patients 

should have high intensity therapy for the first two weeks and they aim for 

three 45 minute sessions per week or as many as can be tolerated by the 

patient. RSWs, however, may be visiting the patient several times a day. 

After the Welcome Home and OT visits in the first two days (see the ‘Early 

supported discharge service’ section below), a physiotherapist will often 

follow up the day after discharge and give some early advice around 

mobility and transfers. Therapists visits are less frequent in the subsequent 

four weeks. Travelling time affects the number of visits possible, as does 

the team’s commitment to attending hospital MDMs and family meetings. 

Generally the team sees four to five patients a day.  

Joint therapist visits are undertaken if needed and wherever possible and 

for very complex discharges the Welcome Home visit will be a joint visit. 

From that initial joint assessment the therapists will decide who is best 

placed to lead with the early interventions. Sometimes one therapist will 

have to wait for progress with another therapist, e.g. if mobility is limited, 

the person cannot start kitchen activities, so the OT has to wait for mobility 

(physiotherapy) to progress. This can mean the standards for intensive 

therapy are not always appropriate as the patient may not be ready. 

The therapists have all had Stepping Out training, but patients find it 

difficult to use in ESD as it is difficult to engage patients so soon in self 

management, unless they are high functioning. Stepping Out is used more 

with stroke patients in the LTC pathway where they are encouraged to self 

manage.  

Rehabilitation programmes vary widely, depending on the patient’s 

identified goals. The frequency and intensity of the RSWs’ visits are 

monitored by the therapists on a daily basis and adjusted as patients’ needs 

change. Nearly all clinical activity takes place in patients’ homes, but there 

are a number of group programmes held in local community settings, e.g. 

leisure centres. The SALT assistant does communication aid work and runs 

a group for long term communication problems at a local community centre 

with the help of volunteers.  

The rehabilitation support worker service 

The RSWs have been trained by the team in stroke rehabilitation skills 

which allows them to provide reablement rather than simple home care. 

They also undertake some rehabilitation assistance tasks, such as sit-to-
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stand practice, outdoor mobility and communication skills. They combine 

personal care with therapy and rehabilitation as set out by the therapists in 

written guidance left in the patient’s home. They visit patients up to four 

times a day, singly or in pairs. 

The RSWs are funded by social services, but they sit within and are 

operationally managed by the Pathway B community team. As with all home 

care providers in Borough B, however, they are employed by a home care 

agency. The RSWs report to the team on a daily basis and are based in the 

same building.  

Ten RSWs were employed at the end of July 2007 and had a two week 

intensive training course with the team before taking their first ESD patients 

in early August. There are currently seven RSWs. One RSW is on call in the 

evening and at weekends and is supported by the RSW manager by 

telephone.  

The early supported discharge service 

A Section 2 form (a social care document) alerts the Borough B stroke 

social worker at the Pathway B hospital to a new Borough B stroke 

admission and she informs the team’s administrator. The administrator then 

checks the team’s records on a database to see if the patient is already 

known to the team. All incoming patients are registered on the database by 

the team administrator.  

The stroke pathway coordinator (who is also the RSW manager) attends the 

SU MDM at the Pathway B hospital (and at another local hospital). Patients 

suitable for ESD are flagged up and the SPC gathers the information the 

team needs to ensure they are as well informed as they can be before the 

patient arrives home. There may be patients who are discharged with a 

social care package as well as ongoing therapy and this is discussed in the 

MDM with the hospital social worker. Discharge reports take hospital 

therapists time to compile so whatever is discussed in the MDM has to be 

sufficient for the Pathway B community team to safely treat the patient. 

Hospital discharge reports are later faxed to the SPC. Discussions about 

Borough B patients who are not yet ready for discharge are noted by the 

SPC on a feedback form so she can chart their progress.  

In the MDM the SPC ensures the community point of view is put forward. 

The SPC can influence discharge to a degree, but as the Pathway B 

community team is funded as an ESD service there is little room to decline. 

The SPC is only in a position to refuse a patient if she can justify a high 

level of risk, a lack of assessment information or something in the feedback 

that alerts her to the fact that she would want further discussion or 

investigation. In these cases she does not refuse patients, but has a 

dialogue with the hospital team about their readiness for discharge which 

can lead to an agreement to postpone discharge.  
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The SPC will visit the person on the ward after the MDM if that is 

appropriate and introduce the team’s service and what to expect. This does 

not involve an assessment of the patient as this has been done by the 

hospital team and their readiness for discharge has already been decided.  

There are also patients who are outliers or people who are moving along the 

stroke pathway very quickly after successful thrombolysis and the decision 

to discharge them may be made in between MDMs. In these cases a written 

referral is faxed to the team from the hospital. 

In the mornings following the hospital MDMs (Tuesdays and Thursdays) the 

SPC holds a meeting (the ISP meeting) with the Pathway B community 

team therapists to feed back from the MDMs. Often the team has an 

awareness of patients who are approaching discharge and a provisional 

discharge date in the current week may have been set in the previous 

week’s SU MDM. The therapists will have pencilled into their diaries which of 

them will be doing the Welcome Home visit (see below) with these 

anticipated patients. Provisional discharges, however, may not be able to 

proceed for various reasons, so provisional and confirmed discharge dates 

can change week by week. The therapists are also told about patients the 

SPC was not aware of until the MDM and that are being discharged the next 

day.  

The transition from hospital to home is managed speedily and 

collaboratively. When discharge is agreed with a 24 hour time frame, the 

SPC relies on the social services section 2 and section 5 forms for 

information; the hospital social worker ensures these are faxed to the team. 

Hospital team reports follow, but the forms contain the information needed 

to compile a stroke folder for the Pathway B community team therapists to 

use with the patient’s essential information (GP, next of kin, contact 

numbers, address, diagnosis, medical history).  

Because the team has a limited number of therapists available at short 

notice to do a Welcome Home visit within 24 hours, they have identified 

patients who are going to have RSW input as a priority. These patients 

generally have a higher level of need or may be living alone or with 

someone who cannot care for them. The team’s standard is that if someone 

is to leave hospital with RSW involvement for personal care, the team will 

see them on the day of discharge. For people who are more therapy-to-

therapy referrals (that does not mean they will have no RSW involvement, 

but where it is more a continuation of therapy) the standard is to see them 

by the next working day. Initially they aimed to see these patients within 24 

hours, but Friday discharges would always fall outside that standard as the 

team cannot be that responsive on a Friday afternoon when their diaries are 

already scheduled. Friday discharges are therefore seen on Monday. This 

applies to ESD patients and anyone referred from elsewhere, e.g. an 

outlying ward or someone who has been successfully thrombolysed who 
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needs follow up in the community as a safeguard. In the MDMs the SPC 

confirms with the hospital team that the weekend delay does not influence 

their discharge planning. 

On the day of discharge (or following Monday) the team do a Welcome 

Home visit. A therapist visits the patient at home, possibly accompanied by 

an RSW if an additional visit later in the day is planned to assist the patient 

into bed. (They try to keep the RSWs consistent for each patient.) During 

the Welcome Home visit the therapist tells the patient what to expect, goes 

over information about the team, how to contact them and they check key 

arrangements. The visit is also a preliminary risk assessment and enables 

the therapist to draw up preliminary guidelines to instruct the RSW about 

the patient’s mobility, transfers and basic ADL needs over the next 24 

hours. Rehabilitation usually then starts the next day. The therapist that 

does the Welcome Home visit could be from any of the therapies, but if the 

person has a significant speech impediment it would be given to the SALT if 

possible. 

An OT will usually visit the morning after the day of discharge to do a 

personal care assessment and from that further guidelines are written up to 

instruct the RSWs. The OT might have an RSW with them, who they will 

hand over to. The patient will then be seen by all the required therapists 

over the next two days. The first therapist to visit is, where possible, the 

most significant in the rehabilitation process for that patient, e.g. if mobility 

is the major issue it will be a physiotherapist. This is not always possible 

though and is usually determined by diary space.  

A file is kept in the patient’s home in which all members of the team who 

visit make notes. It contains all the patient’s exercises and there is a copy 

at the office too. Patients have the SPC’s number to call if there are any 

issues. 

Care planning and goal setting  

The SPC clarifies the hospital team’s discharge goals at the SU MDM if 

needed and these preliminary goals are fed back to the Pathway B 

community team therapists at the ISP meeting. The SPC also passes on the 

patient’s pre-morbid level of function if that information is available. (The 

Pathway B community team base their plans on how much the patient was 

doing before their stroke as they do not have the resources to explore 

avenues of activity that a patient has already ceased.)  

Person-centred, short term goals are set with the patient very quickly and 

from the outset there is a plan of how often a patient is seen and what kind 

of therapy they require. Once the hospital therapists’ discharge report is 

received, the therapists build on that. From very early on, the team discuss 

the patient’s potential, their rationale for particular therapies, the patient’s 

projection and if they think the patient will keep improving. Short term 
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goals are used so they can see if the patient is benefitting from one week to 

the next and they are discussed at the fortnightly MDM. The team does 

record long-term goals, but ESD is focused on what can be achieved in the 

first 12 weeks. 

The team uses GAS goals, something that was agreed under the local 

improvement initiative. Finding time to write goals is difficult, but the team 

have addressed this by having a pre-meeting before their MDM. If there are 

goals that need to be written, formalised or constructed then this provides 

the opportunity to do so.  

The team compiles a timetable for each patient of their planned therapy 

visits and planned daily visits by RSWs. All the therapists run diaries and 

joint diary planning is done at the ISP meeting. If the SPC has a provisional 

discharge date from the SU MDM it will be put in the diary, awaiting 

confirmation. There is a large desk diary in the office with every visit for 

every day. Therapists can request an RSW for a particular task and the SPC 

will coordinate that with the RSWs. This means the therapists can book 

sessions in advance, e.g. cooking practice the following week. 

In the LTC pathway the therapists use the National Service Framework for 

Long Term Conditions to triage referrals and categorise patients as level 1, 

2 or 3. This then influences the approach to rehabilitation they take.  

 

Uniprofessional working 

Some clients on the LTC pathway are referred for only one discipline while 

others may be seen by two or three therapists plus rehabilitation assistants.  

In all cases, however, an initial standard, holistic multidisciplinary 

assessment is conducted and if other needs are identified, referral is made 

to the appropriate service. 

 

Interprofessional team composition 

Number of staff and professional background  

The team is currently made up of the following professionals:  

 1.0 WTE team manager (Band 8b)        

 1.0 WTE stroke pathway coordinator / RSW manager / lead OT (Band 

7)  

 1.0 WTE lead physiotherapist (Band 7)       

 3.0 WTE physiotherapists (Band 6) – 2 Pathway B hospital rotational 

posts and 1 permanent  
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 1.0 WTE lead OT (Band 7) – post currently covered by a band 6 locum 

 2.0 WTE OTs (Band 6)       

 1.0 WTE lead SALT (Band 7) – vacant post currently filled by a locum 

 2.0 WTE SALTs (Band 6) – one vacant post     

 0.89 WTE rehabilitation assistant (Band 4)      

 0.58 WTE SALT rehabilitation assistant (Band 4)      

 0.47 WTE administrator (Band 4)       

 7.0 WTE RSWs (Band 3)  

All Band 6 therapists are allocated to the ESD or the LTC pathways on a 

rotational basis, so when all posts are filled there are three Band 6 

therapists for ESD.  

The team manager is a SALT by background, but she does not have a 

clinical role in the team.  

The RSW manager and SPC was the lead OT, but she was seconded to 

the RSW manager post 18 months ago when the previous post holder left 

with short notice and for continuity for the RSWs it was desirable that 

someone they knew take on the role. A lot of her time is spent on 

operational management of the RSWs (sorting out rotas etc), but at the 

same time she has an overview of the stroke pathway and is at the 

interface between the hospital SUs and the Pathway B community team, 

facilitating the transfer process into the community. She leads the twice 

weekly ISP meetings and if anything happens with a patient, RSWs and 

therapists report it to her. In addition, she still provides OT supervision.  

The rehabilitation assistants work under the supervision of the qualified 

therapists and receive in-service training. They all have NVQ level 3 and 

carry their own caseloads, supervised by the therapists. They assist the 

team’s group work and assist therapists when two people are required.  

Staff patient ratios 

The team receives about 50 referrals a month on average.  

Staff rotation 

There is a staggered rotation of therapists between the ESD and LTC 

pathways, with rotations lasting for nine months to a year. Lead therapists 

have an overview across both pathways, so although they might sit in one 

pathway, they supervise therapists in both. Because staff are co-located 

and familiar with both pathways there is some flexibility and team members 

will work across both pathways as service needs dictate. 
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There are two rotational Band 6 physiotherapy posts on the team. These 

are part of the neurology rotation for physiotherapists at the Pathway B 

hospital which covers outpatients, the nearby inpatient rehabilitation unit, 

the Pathway B community team, neurosciences, and the stroke unit. The 

rotations are seven months. 

Staff recruitment and induction  

There is an induction file and checklist for new team members. If possible 

new team members are given two to three weeks to shadow different 

members of the team. There is also a week long PCT induction that all staff 

can attend.  

Support, supervision and appraisal 

Lead therapists are supervised by the team manager and the lead 

physiotherapist obtains peer support from colleagues at the Pathway B 

hospital. The SALTs have their own clinical networks and the team manager 

can give a second opinion for SALT, but it tends to be more informal peer 

supervision. The lead OT (now RSW manager, but still supervising junior 

OTs) is a very experienced practitioner. Therapists have regular one-to-one 

meetings with the lead therapists and they do joint visits with reflection on 

their performance. Cross supervision happens within MDMs and joint visits.  

The team has drawn up a new protocol for the initial visit with complex 

patients, as they thought it would be beneficial to have a lead therapist 

present. So, for example, even if the first therapist to visit is a SALT, the 

lead physiotherapist might also attend to provide expertise in community 

and multidisciplinary working. 

The RSWs are generally supervised by the Band 6 therapists in the team. 

The team manager supervises the team administrator. 

All staff take part in the PCT appraisal process and have personal 

development plans. 

Training and development 

The team shares in-service training with the adult therapy rehabilitation 

team, but this is not always appropriate for the Pathway B community 

team, so at times the manager arranges more ad hoc training for the whole 

team, e.g. Stepping Out, brief solution training. Experts are called in for 

specific training issues if needed.  

The therapists have all had Stepping Out training. Training in dignity and 

human rights, infection control and the NHS Knowledge and Skills 

Framework is mandatory. All staff attend information governance training 

and Mental Capacity Act training. 

Every member of staff has half a day a month of protected time for 

continuing professional development. Team members can use the time how 
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they like, e.g. to organise their CPD folder, write reflections or study. 

Individual disciplines have journal clubs.  

The RSW manager is responsible for developing the RSWs’ competencies.  

Opportunities for team building  

Due to the high turnover of staff in 2009, there has been a lot of team 

building. The team manager is very keen to get people to work together 

and following the recent turbulence organised an away day (November 

2009) for the team to discuss their processes and performance. Team 

members on the LTC pathway have also recently had a positive day-long 

meeting to review all their files.  

Members of the team socialise together and there are some team social 

events, such as a Christmas meal. 

Staff retention, turnover and sickness  

The team was quite stable, but there has been a significant turnover of staff 

this year (2009) with only about four team members who were in the team 

before May remaining. Nothing specific happened to make people leave, 

they all just moved on or upwards. The team manager has been the team’s 

leader since its inception, although she has only just been permanently 

appointed and has been acting up for five years. 

The Pathway B community team is a small team with inadequate cover for 

leave and sickness. There is a lack of quality locum staff to fill vacancies. 

Interprofessional working 

Leadership of the interprofessional team  

The team has a full time manager at Band 8b. She has been with the team 

since 1995. 

Formal spaces for interprofessional working  

There is an hour long meeting every Wednesday morning. This alternates 

between a business meeting and the ESD MDM. There are also the twice 

weekly ISP meetings between the SPC and the therapists to feed back from 

the hospital MDMs. See ‘The early supported discharge service’ section 

above for more information. 

At the MDM the team discusses patients’ goals.  They do not go through all 

patients, but decide at the previous meeting who is for discussion and 

when. The SPC chairs the meeting and talks through who the patient is and 

then the therapists talk through the patient’s goals and achievements and 

their plans. The therapists also flag up any medical issues in the MDM as 

the rehabilitation consultant from the Pathway B acute stroke unit attends. 

There is an agreement between the rehabilitation consultants at the two 

hospitals that the Pathway B hospital consultant will oversee any Borough B 
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patients’ medical problems raised in the Pathway B community team MDM 

in their first six weeks post-discharge. He may not be familiar with them if 

they were discharged from another local hospital, but if they need a medical 

review he will see them in one of his weekly outpatient clinics. Feedback to 

the Borough B hospital social worker allows her to amend social care 

packages in response to patients’ recovery if that is needed. 

The MDM is attended by all the ESD pathway therapists, the rehabilitation 

consultant from the Pathway B hospital and the social workers from the 

Pathway B hospital and another local hospital.  

There is also a weekly LTC pathway MDM. 

Informal spaces for interprofessional working  

The main space for informal interprofessional working is the shared team 

office. Whilst it is convenient that the whole team is in one space it can be a 

problem with time management as they are almost always available to each 

other. It is good, however, that they can come back to the office after a 

difficult session and have colleagues available to discuss it with.  

Shared patient records for interprofessional working 

Patient notes are kept in paper copy. They are multidisciplinary and used by 

all team members, who write in them chronologically, not by discipline. 

Therapy assistants use them too. 

The database is to become the team’s shared record keeping system, but it 

is not yet used for everything. In 2010 the team will move to paper light 

client records as they increase use of the database for assessments and 

progress notes. 

Communication with other services 

The Pathway B Acute team 

The team has strong links with the Pathway B hospital, established through 

collaboration during the improvement initiative. Much communication is face 

to face as the SPC attends the SU MDM and the rehabilitation consultant 

attends the Pathway B community team MDM. The teams also communicate 

via fax (referrals, discharge reports, section 2 and 5 forms). The SPC is the 

designated single point of contact between the hospital and community 

team. 

Inpatient neurorehabilitation unit 

The local inpatient neurorehabilitation unit has recently moved sites from 

the Pathway B hospital and it has had a lot of staff changes so the two 

teams do not know each other as well as they used to. There is room for 

improvement in continuity with the unit and a routine Pathway B community 
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team presence at discharge planning meetings, as there used to be, would 

be desirable.  

Social Services 

The SPC is in regular contact with the Borough B hospital social worker and 

they see each other at both the SU and Pathway B community team MDMs. 

With the loss of their team social worker, the therapists will have to liaise 

directly with the relevant social services team should one of their patients 

need a social care package. 

Team members attend social services Physical Disabilities expenditure 

panels and some are trained as trusted assessors for social services 

community equipment. 

There is some liaison between the social services’ OTs and the Pathway B 

community team OTs, but the social services’ OTs deal mainly with very 

long term disabled people who are beyond rehabilitation. The Pathway B 

community team OTs try to avoid putting in compensatory equipment 

before rehabilitation has been tried. They do, however, have a fast track 

system to the social services’ OTs if they need something. 

District nursing, community matrons and GPs 

The team works with district nurses, particularly around continence, 

medication and pressure care. District nurses are quite difficult to contact as 

they are highly pressured and the team often have to leave messages. 

When appropriate they will do a joint session, although this happens more 

on the LTC pathway. 

The team communicates with GPs, particularly for information and 

background on people they are treating. The team may also want to inform 

the GP of a patient’s progress or other issues e.g. mood and depression, 

sexual function. This is not often face-to-face contact, but they 

communicate by phone. GPs are sent patients’ discharge reports. 

Voluntary sector organisations 

The team has a relationship with voluntary organisations on an individual 

basis, depending on where the patient is. With these kind of things, the 

team might flag up that someone might benefit, but it is more the social 

workers’ remit, for example a referral or an assessment for a day centre. 

The team signposts LTC clients to other community groups. Team members 

may accompany clients on their first visit or rehabilitation assistants may 

assist clients in accessing public transport in order to attend community 

groups. 
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Discharge from service  

The therapists are constantly thinking about who is ready to be discharged. 

They are currently trying to build in processes to think about discharge 

early in the pathway as they did not used to be time limited to 12 weeks. 

Within the 12 weeks they have to recognise the patients who are not 

benefitting from therapy and refer them to social services or cease therapy 

when they have achieved reasonable short term goals. Where necessary the 

patient is transferred to the LTC pathway. For those who make rapid 

progress towards their goals, this may be after a short period of intensive 

therapy (e.g. two to three weeks). Others may have undergone 12 weeks 

on the ESD pathway, have a break from therapy and then resume with the 

LTC pathway.  

Discharge discussions are held in the MDM and in supervision and the 

therapists also have a quick update about patients in the ISP meeting to 

feed back to each other. The therapists are encouraged to question each 

other on what they are doing and why and the SPC asks them to justify why 

they think someone should go to the LTC pathway. The team has to be 

realistic about this and think how much more a person is going to achieve. 

At discharge the team write a report for the patient’s GP. It is written on the 

team database so is held electronically. The report is written in user-friendly 

language so the patient can understand it and any action points for the GP 

are clearly highlighted. 

On discharge from the LTC pathway a report is written on the database and 

sent to the GP with a copy to the client and notes filed on site for three 

years in case the client is referred back. After this time the notes are 

archived. 

 

Patient and carer information and involvement 

Patient and carer information  

A ring binder is kept in the patient’s home to keep all their paperwork 

together. It has the therapists’ contact details, a front sheet with patient 

information and contact details, including next of kin and GP, a diary sheet 

to write in future appointments, a section on their routines (morning, 

lunchtime, evening), instructions for mobility, and continuation sheets so 

that whoever visits can record their visit and update the file.  

Therapists do not routinely check that the patient has a stroke patient 

handbook and often find that patients do not know if they have been given 

one.  
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Leaflets about the service are given to new clients. These have been 

developed this year (2009). Team members also give clients information on 

other organisations such as Connect and the Stroke Association. 

Patient and carer involvement  

Participants in the Pathway B community team's group programmes 

evaluate the success of the groups and make suggestions for improvement 

in a focus group format. The views of users of the team’s service were also 

collected through a detailed questionnaire and interviews in an evaluation of 

the ESD pathway at the end of its first year (see ‘Governance and audit’ 

section below). The volunteers who assist in the SALT assistant’s 

conversation group are ex-service users. 

Borough B Provider Services ran a patient feedback survey (‘Have your 

say’) in 2009. The survey was given to all people who used the Pathway B 

community team service and users rated the care they received from the 

team very highly. 

GAS is based on the patient’s priorities and emphasises patient 

involvement. Patients are actively involved in setting their goals that cover 

a wide variety of areas. 

The SALTs facilitate a Project Group of dysphasic people who are reviewing 

the information available to people with a newly diagnosed stroke. They will 

be involved in improving the accessibility of such material for dysphasic 

patients. They will also be assessing the accessibility of a variety of services 

and facilities and hope to form a pressure group to lobby for change. Due to 

the nature of their communication difficulties they need advocacy support 

and facilitation from the SALTs. 

A team member is designated as the Patient and Public Involvement lead. 

Complaints and compliments are encouraged and the service responds as 

necessary. 

Commissioning 

The service is commissioned by Borough B PCT with part of the team (the 

RSWs) funded by Social Care.  Following the division of the PCT into 

commissioning and provider arms, the team moved on 1st April 2009 from 

Borough B PCT to Borough B Provider Services as a commissioned team. It 

is commissioned as a block contract (fixed price, rather than payment by 

results). Most targets and activity criteria have been put in place by the 

team itself. Up until now the team has been given a budget and it has been 

at the manager’s discretion how it is spent within the team. 

Borough B PCT’s Operating Plan for 2009/10 states that their focus of work 

includes redesigning intermediate care services for stroke: to provide 

intensive community rehabilitation to support patients at home, ensure 

optimal length of stay in hospital after stroke, provide a seamless handover 
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of care, and ‘in reach’ by community staff for joint discharge planning. The 

PCT aims to further develop the stroke community model of care by building 

on the improvement initiative and to increase capacity to meet increasing 

need. It states that stronger links will be developed with the voluntary and 

community sector to supplement the support provided by the community 

team. The Joint Committee of PCTs’ recommendations arising from the local 

stroke consultation are strongly reflected in the PCT’s strategic plan and 

have informed negotiations between the PCT and PS. The key themes 

include redesign of the stroke community pathway. 

Following the division of the PCT, the commissioning PCT will have to 

demonstrate that it has considered other service providers and that the 

services provided by PS offer value in terms of health outcomes and costs. 

In the short term, PS envisages that competition will come from acute 

trusts trying to move into community service provision and in the medium 

term private sector providers will become more prevalent. A commissioning 

priority for Borough B PCT is the provision of integrated health and social 

care services and PS considers itself in the unique position of already 

providing a range of integrated health and community services in Borough 

B.  

Unlike the PCT which has achieved the operational separation of 

commissioning and providing functions, Borough B Council operations are 

structured along the lines of care groups where the responsibilities for 

commissioning and providing functions are assumed within a single 

management and team structure.  

Management, governance and audit 

Management 

Borough B Provider Services is organised into service delivery units and the 

Pathway B community team sits within the Disabilities and Rehabilitation 

Service Delivery Unit, headed by a Borough B employee.  

The team is quite a small concern within the PCT so the team manager has 

a responsibility to flag up any of the team’s issues to the PCT. She also 

comments on documents and policies that are pertinent to the team, e.g. 

world class commissioning and whether the team meets the local standards 

for stroke. The team manager often attends the MDM and looks at how they 

are running to see if the processes need improving.  

Governance and audit 

The team manager sends monthly performance figures on numbers of 

contacts, referrals, etc to the PCT. The team has been given some Key 

Performance Indicators this year and one of those is recording goals and 

outcomes. They are doing this on a trial basis until April 2010 and then it 
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will ‘go live’. Teams have been given a very general request for 200 goals, 

which is likely to be interpreted differently across the country.  

Reference costs for the team are calculated and they always come out quite 

badly, although they did better this year. Their relatively high costs are due 

to them being a completely community service, making all their visits in 

patient’s homes, so they cannot see more than four or five people per day. 

If they are compared with the team in another local borough who have an 

outpatients service where they can see ten people per day because 

transport is bringing them in, the Pathway B community team will always 

cost more. The team’s cost effectiveness has been improved through 

reductions in posts and because more posts are at lower grades. Group 

work is also cost effective. 

No routine feedback is collected from patients, although it is regularly 

discussed. The team evaluated the ESD pathway a year ago for its first 

year, but the team manager feels there is a need for a more routine 

system. Any complaints or comments come back to the team manager to be 

dealt with. For the ESD evaluation the team sent out a detailed 

questionnaire devised to benchmark the team’s performance against key 

themes identified by service users as needing improvements at the 

beginning of the improvement initiative. An aphasia-friendly version was 

also developed. Alongside this an audit of 43 consecutive patients’ GAS T-

scores was undertaken and interviews with key people conducted. 

GAS goals are regularly audited (every 6 months). There is an audit trail in 

records and a pathway audit document which references the local stroke 

standards. 

The PCT has a Clinical Advisory Group that ensures clinical engagement, 

identifies and supports development and implementation of clinical 

pathways and ensures clinical benefits are realised and clinical risk 

managed. The Group approves the Pathway B community team’s policies 

and procedures. 

The team is experienced in service improvement techniques and uses a 

number of methods on a continual basis through workshops and other fora. 

Protocols and clinical guidelines  

Each therapy discipline publishes professional and clinical guidelines under 

its professional body (Chartered Society Physiotherapists, College of OT, 

Royal College of Speech and Language Therapists) which the team adheres 

to. 

The team has mapped itself against the Quality Markers of the National 

Service Framework for Long Term Conditions and has set up working parties 

to work towards attaining all standards. ESD after stroke is recommended in 
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the National Service Framework for Older People and the National Stroke 

Strategy. 

The team manager and lead OT were both involved in the clinical reference 

groups which wrote the local stroke standards. The service benchmarked its 

activity levels in 2007-2008 against the local stroke standards for intensity 

of community stroke rehabilitation and was found to have reached the 2011 

target. 

Clinical risk management systems  

The team updates a risk register annually and submits it to the PCT Risk 

team. 

The team manager responds to complaints and incidents, following the PCT 

complaints policy. A root cause analysis exercise is performed after serious 

incidents and learning acted on. The team follows safeguarding adults 

procedures and all staff complete the appropriate form for any incidents. 

Complaints are dealt with in line with the PCT policy. 

Partnerships with other agencies   

The team works with a range of services and agencies, depending upon the 

needs of the patient. These include:  

 Local hospitals including the Pathway B hospital 

 Borough B Social Services 

 Wheelchair services  

 Neighbouring PCTs 

 Local charities and voluntary groups 

 Local day and community centres 

 Local GPs and district nurses 

 Local nursing homes 

 Equipment manufacturers 
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Appendix 6 Staff questionnaires 

This appendix contains the two questionnaires administered to all team 

members: the Work Related Quality of Life Scale and the Aston Team 

Performance Inventory. 
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Appendix 7 Stroke register fields 

This appendix contains the data fields collected from the stroke registers on 

the two stroke pathways. 

 

Pathway A Pathway B 

Demographics 

Age Age 

Gender Gender 

Ethnicity Ethnicity 

Occupation Socio-economic group 

Living conditions pre-stroke Living conditions pre-stroke 

Pre-stroke Rankin  score  

Initial impairments 

Activities of Daily Living: Barthel 

Index at 1 week 

Activities of Daily Living: Barthel 

Index at day 5-10 

Memory testing: Abbreviated 

Mental Test 

Memory testing: Abbreviated Mental 

Test 

Stroke sub-type Stroke sub-type 

Dysphasia (Y/N)  

Dysphagia (Y/N)  

Hemianopia (Y/N)  

Hemiparesis (Y/N)  

Neglect (Y/N)  

Resource use in hospital 

 Management on stroke unit (Y/N) 

 Length of stay 

Follow-up at 3 months 

Mortality outcome  

Place of residence Place of residence 

 Employment status 
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Pathway A Pathway B 

Activities of Daily Living: Barthel 

Index 

Activities of Daily Living: Barthel 

Index 

 Extended Activities of Daily Living: 
Frenchay Activity Index 

 Memory testing: Abbreviated Mental 

Test 

 Mood assessment: Hospital Anxiety 

and  Depression Scale 

 Health related quality of life: UK SF-

12 

Recurrence of stroke Recurrence of stroke 

 Resource use: health and social care 

contacts 

Rankin Score  

  

Follow-up at one year 

 As for 3 month assessment 
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Appendix 8 Supplementary statistical analysis 

This appendix contains supplementary information for chapter 5. It 

describes the variables created for the analysis of the ATPI and the 

consistency and reliability tests conducted on the inventory. 

Description of variables 

A number of explanatory variables were created from the biographical and 

appended questions of the ATPI (see appendix 6). These were gender, age, 

ethnic group, professional group, professional band, type of post, length of 

time in present position (months), length of time in team (months), 

perception of a clear leader and perception of conflict over leadership. The 

table and notes below provide details of some of these variables. 

 

Variable Type/Levels 

Age Factor with 5 levels: 1 (16-29y), 2 (30-39y), 3 (40-49y), 4 (50-

59y), 5 (60+y) 

Ethnic group (ethgp)d Factor with 5 levels: As (Asian/Asian British), B (Black/Black 

British), Mix (Chinese and Mixed), Other (Other ethnic group), 

W (White) 

Professional group (profgp)a Factor with 8 levels: ‘Med’, ‘Nrs’, ‘OccT’, ‘Other’, ‘Physio’, ‘Psy’, 

‘SocW’, ‘SpeechT’ 

Professional band 

(cleanprofband)b 

Factor with 8 levels: 1, 2, 3, 4, 5, 6, 7, 8 

Type of post (posttype)e Factor with 2 levels: F (permanent or fixed term), R (rotational) 

Perception of a clear leader 

(clearLead)c 

Factor with 2 levels: N, Y 

Perception of conflict over 

leadership (Conflict)f 

Factor with 2 levels: N, Y 

Notes 
a profgp was derived from the appended question ‘My professional group is...’. Of the 12 

categories indicated on the questionnaire category 7, Psychiatry, contained only one 

respondent and was amalgamated with category 6, Psychology, to create the group Psy. 

Categories 8 and 9 (Social Work and Social Care) were amalgamated due to small numbers 

of respondents (3 and 5 respectively) to create the group SocW. In similar fashion categories 

10 (Dietetics, 1 respondent), 11 (Administration, 5 respondents) and 12 (Other, 10 

respondents) were adjoined to create the group Other. 
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b cleanprofband was created from the response to the appended question ‘My job band is: 

Please specify...’. However, 26 cases were unrecognisable non-integer responses such as ‘x’, 

‘?’, ‘-‘, ‘Band’, ‘C’, etc. Responses such as ‘8b’ were deemed to be the response 8. Several 

responses of the type ‘cons’, ‘consu’ etc were assigned to band 1 in cleanprofband. 

Respondents with unrecognisable professional bands were removed from the data set. 
c clearLead is a binary factor created from the response to the question ‘Does your team 

have a clear leader?’. One questionnaire had omitted to answer this question and was 

therefore removed. 
d ethgp is a factor with 5 levels culled from the ethnic group details supplied on the 

questionnaire. Groups 1-3 were amalgamated into ‘W’ (103 cases), groups 4-6 were 

amalgamated into ‘B’ (5 cases), groups 7-10 were joined to create the ‘As’ group (31 cases) 

and groups 11, 12, 13 and 15 were amalgamated to create ‘Mix’.  After the deletions carried 

out in b and c above, there were no respondents in group 14 (Mixed White and Asian). (See 

appendix 6 for all ethnic groups.) 
e Posttype is the response to the question ‘Is your post a permanent/fixed term post?’ 
f Conflict is the response to the question ‘Is there conflict in your team?’ 

 

Evaluating the consistency and reliability of the ATPI  

Cronbach's α-analysis was performed1. This statistic is a coefficient of 

reliability. It is commonly used as a measure of the internal consistency or 
reliability of a psychometric test score for a sample of questionnaires, such 
as the ATPI, constructed so that responses to each question range from 1 

(strongly disagree) to 5 (strongly agree). A small subset of negatively 
worded questions had scores reversed before this analysis. 

Overall reliability of the ATPI across all 79 questions (where 1 = strongly 
disagree and 5 = strongly agree) was very good with a Cronbach's alpha of 

0.97, suggesting that items were measuring in a reliable manner. 

The correlation between a given question response and the sum score of 

the other question responses was also determined. This correlation enables 
one to determine the level of internal consistency of one item's scores with 

the composite scores from all other items designed to measure the same 
construct. If this correlation is weak (de Vaus, for example, suggests 

anything less than 0.30 is a weak correlation for item-analysis purposes2) 
then that item is considered for removal and not used to form a composite 
score for the variable in question. All reported correlations were greater 

than the 0.30 cut-off suggested in de Vaus2. 
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Appendix 9 Observations of interprofessional 
team meetings 

This appendix contains additional information from the observations of 

interprofessional team meetings across the five participating teams. Twenty 

team meetings were observed between April and October 2010. The 

following gives an overview of the observers’ perceptions of these meetings.  

Space 

The space used to hold the meetings varied within the teams. The rooms 

used by the acute and rehabilitation unit teams seemed less suitable for 

meetings than the community teams. Both acute teams used the patient 

day room, which meant that the patients and their families were not able to 

use it during this time. There was also not enough room for all team 

members present at the meetings to sit around the table and some had to 

sit behind on a ‘second row’. Therefore not all team members could see 

each other or at times hear what each other were saying. Some members of 

the team who were based within the units did also come in and out of the 

meetings at times. The rehabilitation unit used the team’s busy office space 

for the meeting, where there were interruptions due to phone calls and 

other staff coming and going and working in the room.  

The community teams, which tended to be much smaller, both used a large 

meeting room with a table that all members of the team could sit around 

and see each other. There were very few interruptions to the community 

team meetings. While the space used by the community teams did appear 

to be more conducive to team discussion, the extent to which this 

supported or hindered team working is difficult to gauge though the 

observations. 

Actors 

The number of team members present at each meeting varied from 7 to 17, 

with larger numbers being present at the acute and rehabilitation team 

meetings and smaller numbers at the community team meetings, which 

reflected the overall size of the teams.  

At all team meetings there was good representation from a range of 

professional groups. Occasionally one professional group was not 

represented but this was rare and tended to be those groups where there 

were only one or two members of staff (e.g. dietician, psychologist etc). At 

the acute unit meetings, generally one therapist from each professional 

group attended the meeting, representing colleagues within their profession 

and bringing written feedback on patients to the meeting prepared by their 
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colleagues. Therefore, there was variation in the team members present at 

each meeting. There was also proportionally a lot of medical staff present at 

the acute unit team meetings in comparison to other professional groups. In 

the community teams, most team members (including all therapists) 

attended the meetings, therefore treating therapists always tended to 

provide feedback for their own patients.  

There was some continuing involvement between the acute, rehabilitation 

and community staff within both pathways. In Pathway B, community staff 

attended the acute unit meetings and the rehabilitation medical consultant 

and social worker from the acute unit attended the community team 

meetings. In Pathway A, community staff sometimes attended the acute 

unit team meetings, and a social worker from the rehabilitation unit 

attended the acute team meetings. One of the medical consultants in the 

acute team also worked in the rehabilitation unit and so attended their team 

meetings.  

Some members of staff did seem like ‘visitors’ to the team meetings, for 

example, community staff who attended the acute unit meetings tended to 

arrive early and sit quietly on their own until the meeting started. Some 

conversations did take place before the meeting started, as team members 

arrived, but not all staff would do this and it tended to be therapy staff who 

talked to community-based staff, most often about patients. At the acute 

unit meetings there was some variation in the amount that people 

contributed to the meeting. At both pathways, there seemed to be a core 

group of staff who tended to do most of the talking and some people said 

nothing at all. It tended to be medical staff, therapy staff and senior nursing 

staff who talked the most. Other nurses tended not to be involved in 

discussions but gave feedback when requested. Community staff tended to 

answer specific questions asked in relation to patients’ discharge 

arrangements. There was less variation in the amount that people 

contributed in the rehabilitation unit and in the community teams. 

Activity 

All meetings had a designated chair, although there was variation in who 

this was. In one of the acute units, a medical consultant chaired every 

meeting and at the other, a senior nurse chaired every meeting (even 

though staff had said in the context mapping phase that there was a 

rotating chair for these meetings). In the rehabilitation unit, a senior 

therapist chaired the majority of meetings, at one of the community teams 

the patch leaders chaired the meeting and at the other, a clinical manger 

chaired. The chair was very influential in how the meeting was run. 

Meetings often started late, particularly in the acute units as they were 

waiting for everyone to arrive. However, meetings frequently started before 

everyone had arrived, particularly if some staff were running very late. 
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At the beginning of every meeting in one of the acute units, there was an 

introductions round, suggesting that not all team members knew each 

other. How much of this was for the observers’ benefit is difficult to tell, 

although it did appear that some team members did not know each other in 

the larger teams. 

Recording of the meeting was varied: in one of the acute units medical staff 

completed patient information sheets and in the other the psychologist 

entered information directly on to the ward computer. In the rehabilitation 

unit, information was recorded on a white board in the staff office where the 

meeting was held. In one of the community teams, an administrator 

recorded information, and in the other, the patch leader made a few notes 

on the patient list. The observers queried whether this suggested that 

information recording was more important in the acute units, perhaps due 

to the targets and penalties in place if this information was not recorded 

clearly in this setting. Some team members also made their own notes 

during the meetings, particularly in acute care. 

The meetings varied with regard to how many patients were discussed. At 

both acute units and the rehabilitation unit, all patients were discussed 

(around 10-12 patients per meeting, with slightly more at the rehabilitation 

unit, though some were discussed in more detail than others). At one of the 

community team meetings, patients to be discussed were selected by the 

team beforehand (around seven to ten patients per meeting) although in 

the other community team, all patients were discussed (or mentioned), and 

therefore sometimes around 80 patients were mentioned within these 

meetings. 

 

 


