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Abstract 
Context 
Healthcare delivery and clinical education have changed immensely since the creation of 
Medical Education. With this project we seek to answer the following three questions: 
how has the concept of collaboration changed over the past fifty years in Medical 
Education? Have the participants involved in collaboration shifted over time? Has the 
idea of collaboration itself been transformed over the past fifty years? 
Methods 
Starting from a constructionist view of scientific discourse, we used directed content 
analysis to sample, code and analyze 144 collaboration-related articles over the fifty-year 
lifespan of Medical Education. We developed an analytical framework to identify the key 
components of varying articulations of “collaboration,” with a focus on shifts in language 
and terminology over time. Our sample was drawn from an archive of 1,221 articles 
developed to celebrate the 50th anniversary of Medical Education. 
Results 
Interprofessional collaboration is conceptualized in three primary ways throughout our 
sample: as a psychometric property, as tasks or activities, and, more recently, as 
“togetherness.” The first conceptualization articulates collaboration as knowledge or 
skills teachable to individuals; the second as educating teams to engage in structured 
meetings or task distribution; and the third as building networks of individuals who learn 
to form team identities. The “leader” of collaboration is typically conceptualized as the 
doctor, who is consistently articulated by authors as the active agent of collaborative care. 
Other clinicians and students of other professions are, as the wording in this sentence 
suggests, usually positioned as “others”—more passive participants in, or even observers 
of, “collaboration.” 
Conclusions 
In order to meet goals of meaningful collaboration leading to higher-quality care, it 
behoves us as a community of educators and researchers to heed the ways we teach, think 
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and write about interprofessional collaboration—interrogating our own language and 
assumptions which may be betraying and reproducing harmful care hierarchies.   

Introduction 
The ability to collaborate is increasingly seen as a fundamental competency for 21st 
century clinicians and has been concretized in recent health professions education 
frameworks. For instance, the CanMEDS 2015 “collaborator” competency, adopted 
worldwide and adapted across professions, reads: “As Collaborators, physicians work 
effectively with other health care professionals to provide safe, high-quality, patient-
centred care.”1 Similarly, “Interpersonal and Communication Skills” are one of only six 
key Accreditation Council for Graduate Medical Education competencies that must be 
demonstrated by residents.2 
Collaboration hasn’t always been a legitimate component of health professions education. 
Re-reading Stein’s (1967) epochal “The Doctor-Nurse Game”3 today starkly illustrates 
how interprofessional relationships have changed. Five decades ago, doctor-nurse 
working relationships were constrained by unspoken hierarchical rules that divided 
expertise along professional lines. Such working relationships therefore tended to be 
indirect and fragile, if not ineffective.  
It was in this context that the British Journal of Medical Education—today’s Medical 
Education—was born in 1966. 50 years later, Medical Education remains a leader in the 
international and growing field of health professions education research, and it has 
become synonymous with cutting-edge, impactful research. The half-century of this 
journal’s life thus has the potential to reflect the progression of the concept of 
collaboration in healthcare from Stein’s era to ours, from a particular, situated 
perspective. How have notions of collaboration changed over the past fifty years in 
Medical Education? Have the participants in collaboration changed over time? Has 
collaboration itself been transformed by fifty years of scholarship and massive change in 
healthcare delivery? Investigating these questions will allow us as a community to reflect 
on the history of collaboration and give us the opportunity to consciously influence its 
future. 

Methodology 
This historical study takes a constructionist4 view of scientific discourse and builds upon 
a methodology described elsewhere by the authors.5 Our analysis of the articles published 
in Medical Education is anchored in the view that scientific knowledge production—
empirical articles, editorials, reviews, etc.—reflects, reifies and produces broader social 
and historical trends. These trends partly determine which objects, concepts, people and 
groups of people researchers see as legitimate, and therefore worthy objects of study, as 
well as which methods of inquiry they deem scientifically valid. Our orientation as 
critical scholars suggests that those who are given the power to speak have the power to 
shape our collective reality. Indeed, as feminist scholars have taught us, there are no 
views from nowhere, even in science.6, 7 For example, interprofessional education has 
become an increasingly popular area of study since the late 1990s8 and has largely been 
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inspired by social psychology’s contact hypothesis: the idea that through interactions and 
exposure, healthcare professionals will learn to work well together.9 
Our focus in this article is on articulations of “collaboration” as a goal of health 
professions education, as reflected by 50 years of research in Medical Education. We 
selected this journal for two reasons: because of its key historical role in establishing our 
field and its current status as a place for excellent research.10 The situated perspective 
offered by our analyses of how elite researchers in our field have conceptualized 
collaboration over time allows us to make this work of construction and its assumptions 
visible, and thus allows us to further reflect upon and act on it. More specifically, we seek 
to understand what authors in this journal mean by “collaboration” through an 
investigation of the following questions: who collaborates with whom in this body of 
literature? How is collaboration defined? Have conceptualizations of collaboration 
changed over time? 

Data Collection 
Our analyses started with the archive developed by Rangel and colleagues.5 This archive 
counts 1,221 articles published in Medical Education and was built using the following 
sampling frame: 

• every article published during the five first years of the journal (1966-71) and 
during the three most recent years (2011-4); 

• opinion pieces published every five years between 1976 and 2006 (i.e. 1976, 
1981, 1986, 1991, 1996, 2001, 2006); 

• the most cited article from each time period (i.e. 1966-71, 1976, 1981, 1986, 
1991, 1996, 2001, 2006, 2011, and 2012-4) according to Web of Science.  

This sampling frame was constructed with the rationale that it would: (a) capture a 
reasonably wide range of articles, particularly from the earliest and most recent time 
periods, where diachronic change could be expected to be most apparent; and (b) focus 
analysis on the articles most likely to be sites of discussions reflecting contemporary 
sociological forces and preoccupations—hence the emphasis on opinion pieces and top-
cited articles. 

 

Data Analysis 
Articles in the archive were initially coded by CR and CC using an extensive coding 
scheme that included the following collaboration-related codes: “interprofessional 
interactions” and “communication,” “collaboration,” “coordination.” The 144 articles 
identified as related to collaboration were reviewed by EP, CC, and MP, who further 
narrowed the analysis to those articles which approached collaboration among healthcare 
professionals. Articles on collaboration among researchers or between healthcare 
providers and patients were excluded. The 79 articles selected in this manner were coded 
using directed content analysis11—a method in which researchers use a predetermined 
framework that they apply systematically to each document, and refine as the analysis 
progresses. Our initial coding scheme was guided by our general research question—how 
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have authors in Medical Education conceptualized collaboration over time?—and by 
what we see as the critical elements in an articulation of the concept of collaboration: 
who is supposed to collaborate, and what, specifically, is meant by “collaboration.” By 
identifying and querying these elements in Medical Education articles by various authors 
over the lifespan of the journal, we hope to shed light on what it has meant and what it 
currently means for “collaboration” to be a primary goal of health professions education. 
The framework we developed to conduct our queries was based on these aims and 
understandings. As a schematic representation, it could look like this: 

[who][collaborates][with whom] (1) 
Delineating the question in this way and applying that delineation as an investigative 
framework allowed us to examine the key elements of various conceptualizations of 
collaboration as puzzle pieces—pieces that can work together to turn the concept of 
collaboration into an actionable item or a viable practice. Conversely, if these pieces 
remain unarticulated or vague, collaboration emerges as a concept without 
applicability—an un-actionable ideal. 
This framework also provided a helpful lens through which to look at the use of language 
in articulations of “collaboration” and the impact of that language on meaning, as well as 
to shed light on the ways in which language choices can reflect how authors—more or 
less consciously—see the world.12 We thus paid close attention to sentence construction 
and to the syntactic roles of the various participants in collaboration. For instance, 
participants positioned in the “who” part of sentence (1) above are in the syntactic role of 
subjects: the agents in “collaboration,” instigating or leading it; while those positioned in 
the “with whom” part of the construction are in the object role: “receiving” the actions of 
the subject. For example, the sentence “I collaborate with you” sends a subtly different 
message than “we collaborate” or “you collaborate with me.” In the first, “I” am the 
agent or subject, in the second “we” are both agents, while in the third, “you” are the 
agent.  
The process was as follows: EP, MP and CC extracted all collaboration-related passages 
from sampled articles; EP and MP read and coded articles line by line to develop the 
tripartite framework outlined above; EP, CC and MP individually collated excerpts from 
articles into this framework, using directed content analysis and extensive memoing to 
compare, contrast and situate the text excerpts; the full team then engaged in open coding 
that suggested a final round of targeted, confirmatory coding. 
We present our findings here in narrative form, paying particular attention to changes in 
language and terminology over time and the effects of such changes on articulations of 
collaboration. Our objective with this paper is to describe rather than judge language 
trends, tease out what these trends tell us about how we think about collaborative 
practice, and suggest how we could conceptualize it in the future. 

Reflexivity 
Our authorship team is composed of an interdisciplinary group that counts one 
clinician—a physician with previous training in history (CRW)—two sociologists (EP 
and CR), an epidemiologist (CC), and a linguist (MP). Collectively we are committed to 
more egalitarian relationships in healthcare, and four of us (CC, CRW, EP and MP) have 
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published accounts critical of doctors’ dominance.8, 13-15 Our structured coding scheme 
and analytic approach was developed to distance ourselves from our previous beliefs and 
look with empirical detachment at the data excerpted from selected articles. We selected 
quotes for both their representativeness and evocative potential. Coded data is available 
from the corresponding author. 

Limitations 
Historical research must always work to balance depth and breadth. In the case at hand, 
our careful analysis of language required the selection of a meaningful set of articles that 
would span our period of interest and help us understand how authors in the field of 
health professions education are articulating the notion of collaboration. The portrait we 
paint here offers a situated perspective on this issue and, by virtue of the audience of our 
chosen journal, Medical Education, this perspective is largely doctor-centric (rather than 
representing the full scope of the healthcare professions) and education-centric (rather 
than focused on management or patient-care). Future research could complicate and 
complement our study by investigating other perspectives, such as the ones offered by 
nursing, pharmacy, social work, or physiotherapy. Together, findings from these studies 
could add nuance and depth to our understanding of collaborative care education and 
delivery across professions, helping us, collectively, define the future of healthcare. 

Results 
Part I: Who Collaborates with Whom? 
In this section we present findings on the groups that had a significant presence in our 
sample, in that they were explicitly identified as part of the collaborative care team.  

i. Doctors  
Unsurprisingly, given that Medical Education is a journal about medical education, all 
articles in our sample include doctors—either students, practicing doctors, or medical 
educators—as part of the collaborative team, clearly demonstrating the journal’s focus on 
the medical profession. Over the full time period, doctors are positioned as the main 
agents of collaboration and the language around doctors’ collaboration is remarkably 
uniform: for example, “[d]octors will have to work much more closely with…other 
health professions”16, and fifteen years later, “…the repertoire of the doctor widens in 
collaborative team settings to include peer and patient input”17. 
These examples describe doctors in interaction with various “others”— “peers and 
patient[s]” and “other health professions,” yet their structure is similar: in both, doctors 
are positioned as the agents in collaboration. While rare, some authors show a self-
consciousness around what we might call the “doctor centrism” of medical education. For 
instance, Holmboe and colleagues write that  “[t]oo often the definition of ‘team’ for a 
trainee is the trainee him- or herself, the other medical trainees on the rotation (students, 
interns, etc.) and the faculty attending doctor [and] fails to acknowledge other individuals 
caring for the patient”18.  
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Those engaged in collaborative care delivery are frequently listed with varying degrees of 
specificity, e.g. “family doctors, obstetricians, surgeons, psychiatrists, laboratory 
specialists, nurses, psychologists, speech therapists, physical therapists, social workers, 
and teachers”19 or “domestic staff (who provide catering, cleaning or laundry services), 
porters, pharmacists, nurses, administrators, doctors, a range of allied health 
professionals, a medical physicist and a bed manager”20. Over time, these types of lists 
display two connected changes: they become shorter, and they do so through the 
replacement of specific professional titles with broader group labels like “allied health 
professionals”21 and “[i]nterdisciplinary health care teams”22.   
Another linguistic trend worth mentioning is the use of phrases like “non-doctors” or 
“non-medical staff,” as in: “a team approach that includes non-doctor clinicians has 
received greater attention in recent years”23; and “…when residents do work interactively 
with interprofessional teams, they…also learn how to work with non-doctor staff”18. 

ii. Nurses 
Doctors are the most prevalent clinicians in our sample, but nurses are frequently 
discussed. They are, however, rarely positioned as full participants in collaborative care 
delivery; for example, in one early article, nurses are part of the “non-medically qualified 
staff”24 who help general practice doctors care for children in the UK. Other articles 
discuss the regular occurrence of conflict with surgeons,25, 26 or nurses’ roles in educating 
junior doctors.27-29 In one article, a nurse explicitly shares her views on collaboration in 
her role as “nurse, midwife, and health visitor to one general practitioner in a group 
practice of three”30. Interestingly, while her piece advocates for collaborative models of 
care and describes quarterly interprofessional team meetings, she visits households 
independently and notes how “failures of communication are eliminated where the duties 
lie with one person”30 —a vivid early illustration of the tension between collaborative 
and independent work. 

iii. Learners  
Students in our sampled articles are typically medical students, and articles about 
interprofessional education, understandably, often refer to “students” generally, without 
specifying their fields. Students’ roles in collaborative care is often passive: they are 
“expos[ed] to students in other disciplines [which] might enhance understanding of the 
complex processes involved in patient care”31, and they “observed the professional 
behaviours of the surgical team and other OR team members”32. Sometimes their role is 
to interact with “the views of others”33 or “each other”34, or to “engage actively with the 
roles, beliefs, values and cultures of other professionals”35. The lack of opportunity to 
engage in “authentic” teamwork is decried by Thistlethwaite and colleague,35, 36 and 
visible in the relatively few articles describing students as participants in collaborative 
care with practicing clinicians37 or with other learners28, 38. 

 

Part II: What is Collaboration?  
Three main conceptualizations of collaboration emerged from our sampled articles: 
collaboration as a psychometric property, as a task or activity and as “togetherness.” This 
section describes and illustrates each in turn. 
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Psychometric Property 
A common conceptualization is collaboration as a psychometric property: knowledge, 
attitudes, skills, or competencies that are teachable and testable. 

a. Knowledge and Attitudes 
Collaboration is often articulated as knowledge of other professions’ roles and 
responsibilities: clinicians should “understand each other’s activities”39, know “team 
structure, leadership and role assignment”40 and have “knowledge of the social agencies 
and professional workers, available or needed”19. Meanwhile, lack of knowledge is 
described as detrimental to collaboration: 

If all team members are not aware of each team member’s roles and 
abilities, it is difficult for the medical action team to coordinate 
effectively.41  

More recently, conceptualizations of collaboration as knowledge are often articulated as 
“shared mental models” (SMMs). Authors argue that teams should receive “tips for 
creating shared mental models, solving problems and making decisions”40 and develop 
“[s]hared mental models (knowledge about team members and role structure, team task 
and environment)”42. SMMs are seen as a precondition for collaboration: 

“Such knowledge [SMMs] is essential for team effectiveness because it 
allows team members to adapt their behaviour according to how they expect 
their fellow team members to behave”43. 

Several studies, all published after 2000, discuss how attitudes can shape collaborative 
behaviour; most of these studies articulate “respect” and “understanding,” as key 
collaborative attitudes, e.g. “teamwork and collaboration in educational, research and 
clinical contexts is based on mutual respect and understanding”44. In this example, 
respect and understanding are described as both the precursors to and effects of 
collaborative education.  

b. Skills 
For some, collaborative practice is predicated upon students’ development of 
collaborative skills, frequently articulated as “interpersonal,” “social,” “teamwork,” or 
“communication” skills: 

“… the need to develop adaptable, flexible, collaborative team workers with 
high level interpersonal skills”45. 
“Failures in surgeons’ non-technical skills (e.g. awareness, communication, 
teamwork) play a contributory role in surgical adverse events”46. 

In the latter excerpt, the authors place some responsibility for adverse events on surgeons 
with inadequate collaborative skills, but others place the onus on faulty medical 
education and faulty medical culture: 

“Such a relative lack of professional, collaborative social skill may result 
from the effects of a powerful and lingering culture of autonomy and heroic 
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individualism in medical culture, and curriculum designs that refuse to place 
collaboration at the heart of learning”25. 

In this articulation, skills are contingent on the environment in which they are developed 
and enacted: a medical culture too individualistic to be collaborative. This perspective 
was rarely echoed elsewhere in the data. 
Throughout the sample, communication skills are articulated as fundamental to 
collaboration and are qualified with words like “effective”47, “open”48, and “optimal”36. 
Communication with colleagues is framed as a teachable collaborative skill, and authors 
sometimes suggest that the “effective use of rhetoric” holds great potential to improve 
collaboration34. For instance, Bleakley and Marshall (2013) decry how medical schools 
do not teach “communication behaviour and the values that inform such behaviour,”25 
and several of the exemplary professionalism stories reported by medical students in one 
study suggest that they value role models who “‘explained’ what they were doing” or 
“demonstrated ‘good communication in adversity’”32. The details of good communication 
skills are, however, seldom described. Exceptions include “closed-loop 
communication”42 and “speaking up … help-seeking and perspective-taking 
behaviours”43. 

c. Competencies 
Our sample reflects the recent psychometric turn to competencies in health professions 
education. van Schaik and colleagues (2014) offer the most detailed overview of 
collaboration as a competency, elaborating on Rosen et al.’s KSA (Knowledge, Skills and 
Attitudes) framework in which competence is constituted of KSAs49. Other authors 
conflate competencies, knowledge, skills—and other elements like relationships—rather 
than seeing them as nested or hierarchically related. In one article, knowledge is 
articulated as a precursor of collaborative competency, which is constituted by skills43; in 
another the skills and attitudes that constitute collaborative competency are equated with 
a need for meaningful workplace relationships18. 

Tasks or Activities 
Another common conceptualization is collaboration as activities or tasks: particularly 
structured meetings and the distribution of work. 

a. Meetings 
Structured multi-professional meetings are discussed over the timespan as a method of 
enabling collaboration and educational opportunities—presumably for doctors. As early 
as 1967, social case conferences and group discussions are articulated as “a weapon for 
the proper education of tomorrow’s doctors”50. Later authors talk about “structured 
debriefing”41, “debriefing procedure”43 and “protocols such as briefing”17 as key 
moments of interprofessional collaboration and collaborative decision making. These 
three articles are written from the perspective of doctors and medical students, sometimes 
to the exclusion of other health professionals. In one instance, for example, the language 
choice is “medical action teams”43 rather than the more inclusive “care teams” described 
elsewhere. 

b. Task Distribution  
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Several authors describe collaboration as task distribution. This is sometimes framed in 
hierarchical terms: doctors “delegate” to, or make “use” of, other professionals:  

“It is possible that some of a doctor’s home visits, if carefully selected, 
could be delegated to the nurse or health visitor attached to the practice”30. 
“It [preventive care in general medical practice] will only become 
practicable if the practitioner works as part of a professional team, delegates 
work appropriately, devises suitable records, and, above all, is educated in a 
pattern more relevant to the changing needs of families”47. 

“After medical students participated in elective courses with nursing students and social 
workers, they became more aware of how to use these professionals more fully”51. 
The language of delegation, leadership and task shifting reflects doctors’ continued 
control over collaborative work environments. The first excerpt, written by a nurse, puts 
the doctor in charge of the “careful” selection of their delegates, as does the second 
excerpt (written by a doctor). The final example describes future doctors as “users” of the 
services of nurses and social workers. More recent articulations of collaboration as 
delegation can be subtler. Bruce (1996), for example, describes the future role of doctors 
with respect to caring for both disease and “lifestyle issues” that include tobacco use, 
poor diet, “poverty, ignorance, avarice and greed”: 

“We don’t have to do all these things personally. Other professionals are 
around, social workers and educators and legal/judiciary experts, and these 
can and will work with us to address the risks to personal health. Our job is 
to understand that this is part of a doctor’s role, and that we are often called 
on as leaders to develop collegial approaches to community action”52. 

Here doctors are represented as leaders enabling collegial approaches and mobilizing 
other professions to help address poor public health. “Other professionals” will “work 
with us”, he writes, positioning these others as objects mobilized by the doctor. This 
language is mirrored in the Holmboe et al. excerpt quoted above: “residents learn to work 
with non-doctor staff.”18 
Elsewhere, team members are articulated as genuinely working together: collaboration is 
“work as part of a professional team”47, doctors and nurses “working together”48, 
“shar[ing] working and learning interactions” or “processes”20. Leadership itself becomes 
“collaborative”53: in one article, clinical teams prefer collaborative leadership to doctor 
leadership, but acknowledge it as difficult to actualize: 

 “Members of all four teams, including doctors, questioned the 
appropriateness of doctor leadership on interprofessional teams […] Despite 
this recognition, the [paediatric] teams, in particular, felt that doctor 
leadership was required because of accountability”42. 

It is fascinating that while clinicians are enthusiastic about collaborative leadership and 
question doctors’ traditional leadership role, they nevertheless recognize what others 
have labelled the “impossibility of clinical democracy.”54 
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“Togetherness” 
A subset of authors depict collaboration as professionals coming together around the 
patient and one another, and articulate it as relationships, conflict management, or shared 
identities. 

a. Relationships and Conflict 
The language associating relationships with collaboration spans the fifty-year time period 
reviewed. In some texts, collaboration leads to better relationships—e.g. collaborative 
meetings increasing awareness about “the complex interpersonal relationships and 
tensions … not only between staff and patient but between staff and staff”50. In others, 
the development and maintenance of relationships results in collaboration35 and clinical 
educators are encouraged to teach students “the skills to develop, nurture and sustain their 
collaborative networks … to achieve their professional goals and help patients and their 
families to achieve their health goals”34.  Relationships and the ensuing collaboration 
become tools to improve outcomes for all participants: students, patients, families. 
In recent texts, many authors note the tenuousness of collaborative relationships in the 
current context of care delivery. Bainbridge, for example, writes that “it takes mere 
seconds to burn social capital, destroy trust, and erode the collaborative practice 
model”34. “Fleeting” teams, characterized by quick rotations and relative anonymity, are 
among the most common types of teams in teaching hospitals. The phrase “medical 
action team,”41, 43 an entity defined by its task rather than by pre-existing relationships or 
identities, stands in contrast to the view of collaboration as invested relationships 
between clinicians. Indeed, Thistlethwaite & Dallest note that “teams develop over time, 
whereas rotating membership hinders the formation of relationships”36, a fact echoed by 
others, e.g. “Our current rotational structure makes such relationships and the opportunity 
to acquire critical teamwork competencies very difficult”18. 
Finally, there are mentions of conflict—i.e. relationship malfunction—in several recent 
articles. Malfunctions include “yelling, insulting and blaming” which “impair[s] working 
relationships between nurses and surgeons”26. The complicating effects of power, 
hierarchies and status asymmetries are sometimes discussed. For example, Janss et al. 
note how “power distribution within the team is complex, may give rise to conflict over 
status and may also influence how effectively conflicts are managed or resolved.”43 For 
some, the ability to manage conflict comes with expertise and maturity22; for others, 
conflict is a key means towards improved collaborative healthcare delivery55.  

b. Shared Responsibilities or Identities 
The notion that collaboration implies a shared responsibility is both rare and recent. The 
importance of “fostering a joint professional responsibility”56 or developing “a sense of 
collective responsibility”48, “mutual aims”36 or “common goals”34 is emphasized in some 
recent articles as a critical aspect of optimal teamwork. 
Shared aims or responsibilities are complicated by the tension between professional and 
team identities. The pages of Medical Education reflect conflicting views on the 
possibility for members of professions to develop team identities. On one side, several 
authors argue that interprofessional collaboration is fraught with pre-existing and 
internalized professional identities, which are brought to every interaction. “Perceptions 
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of conflict and power,” writes Burford, “motivations to share information, judgement of 
others and behaviour towards others will all be affected by this initial categorisation into 
‘in-group’ and ‘out-group’”57. From this perspective, “in group” professional identities 
are seen to clash with other, less internalized, identities like the often fleeting “team” 
identity—making the ideal of collaborative care delivery quite fragile.  
On the other side, proponents of activity theory propose that through exposure and 
practice clinicians can and do develop team identities that transcend professional 
boundaries. Dornan, Helmich and colleagues, among others, propose that medical 
students can be socialized into team identities if they are “attached” to nurses and get to 
see care delivery through their eyes. Emphasis here turns to teams whose participants 
have more in common with each other than with other members of their profession. For 
example: 

“Students could, however, develop an identity as a ‘member of the team’ 
when they interacted on a one-to-one basis with doctors and nurses 
continuously over a period of time and contributed to patient care”37. 
“…from a sociocultural perspective, health professionals can be viewed as 
united by practice rather than separated by membership of different 
groups”28. 

This conceptualization of teams as united by activities led Bleakley (2011) to suggest that 
the earlier emphasis on content and roles should be now described in more fluid, activity-
theory terms like “‘teeming,’ ‘negotiated knotworking’ and ‘collaborative 
intentionality’”17. According to this perspective, it is through resocialization into a more 
collaborative work world that doctors can develop new identities favouring care teams 
over individuals. 
Others remain critical and suggest that proposed solutions will fall short of their expected 
goals because of naïve understandings of professional dynamics: 

“The oft-cited call for collaborative solidarity … may be widely embraced 
and irrefutable as a value, but as a motivation for collaborative action it is in 
constant tension with other relevant motives, such as appropriate resource 
allocation and trainee education. Multiple equally valuable and competing 
objectives are part of the complexity of health care teamwork; currently, 
IPC and IPE models do not sufficiently reflect this complexity.”58 

It is not our task here to reconcile these perspectives. Rather, we want to highlight how 
this area of research is currently unsettled and suggest that the “right” answer to questions 
of identity might never be “found” because such questions will remain disputable. 

Discussion 
Who collaborates with whom? 
The culture of healthcare has changed significantly over the past fifty years, bringing us 
far from the era of “The Doctor-Nurse Game”.3 Yet our analysis shows that articulations 
of collaboration can, and continue to, side-line or marginalize “non-doctors.” In many of 
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the articles in our sample, spanning the entire lifespan of the journal, doctors are 
implicitly or explicitly positioned by authors as the leaders of teams and in ultimate 
control of patient care. There is thus an intrinsic tension in the mandate to collaborate 
between inclusion of all clinicians on the team and the othering of many team members—
an othering that is evident in language like “non-doctors.” The use of negation here 
places “doctor” as the dominant and arguably most legitimate profession, and has the 
potential to alienate and diminish valuable health care team members. This language 
reflects the hierarchical nature of healthcare delivery, which is amplified by care 
structures that maintain medical dominance despite growing egalitarian beliefs.13, 54 
Recent trends illustrate these growing egalitarian beliefs: articles published over the past 
five years often describe flatter hierarchies, and recent definitions of interprofessional 
collaboration put clinicians, families and patients on a similar footing.35 Moreover, under 
its current editorial leadership, Medical Education has become more open to 
multidisciplinary research and to the education of all healthcare professionals.59, 60 As 
noted by van Schaik and colleagues,42 however, clinicians’ stated interest in flatter 
hierarchies and collaborative leadership coexist with a perceived need to keep doctors as 
ultimate arbiters and decision-makers.  

What is collaboration? 
The different articulations of collaboration which we found and clustered into three 
categories—psychometric property, tasks or activities, togetherness—are each associated 
with their respective educational interventions and limitations (Table 1). Authors of 
articles defining collaboration as a psychometric property often draw on the somewhat 
clichéd claims that the sum of a group of professionals’ knowledge, skills or attitudes is 
greater than the sum of its parts, yet always associated this with an imperative to teach 
individuals to collaborate. This focus on fixing individuals through education or 
motivational techniques ignores systemic solutions, including changing the culture of 
healthcare or structures of care. 

 
Table 1: Conceptualizations of collaboration with associated educational interventions 
and limitations. 

Collaboration is a: Educational Intervention Limitations 

Psychometric 
property, or an 
individual-level trait 

Develop individual-level 
competence, knowledge, 
skills or attitudes. 

Individual competence can lead to 
team incompetence61; little attention 
paid to context of care delivery; 
excludes patients. 

Task or activity, an 
observable group 
behaviour 

Train clinicians towards 
expert execution of 
collaborative tasks. 

Not all collaborative tasks can be 
taught; little attention paid to context 
of care delivery. 

Togetherness Allow care team 
members to mingle, 
interact, build social 
capital; train to manage 

Relationships are complicated by 
professional hierarchies; neglects how 
transient, fluid teams are supposed to 
interact without relationships; little 
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conflict. 
Engage in team-building 
activities that emphasize 
shared roles and 
responsibilities 

attention paid to context of care 
delivery; excludes patients. 
Unclear whether clinicians’ 
professional socialization can be 
successfully replaced by team identity 
or focus on patient. 

 
Similarly, the ability to work collaboratively is, for authors who see collaboration as tasks 
or activities, what distinguishes “teams of individuals working together in an 
interdependent fashion” from “groups of individuals working in parallel”42. A few 
troubling trends exist in the language associated with this frame: doctors’ dominance 
remains almost complete, and in cases where language is more collaborative, authors still 
identify major hurdles to shared leadership and flatter hierarchies. Some studies envisage 
education for collaboration as a teleological trajectory where students learn to execute 
collaborative tasks at the highest level under the guidance of skilled facilitators. 
However, our analysis uncovered a fundamental vagueness in the language surrounding 
most of the constitutive aspects of collaborative tasks, making it unclear how teaching 
collaboration would actually work. 
Finally, the emerging portrait of collaboration as togetherness illustrates well the intrinsic 
tensions of collaborative care delivery. Relationships are known to improve collaborative 
care delivery, but they are also perceived as fragile and tenuous. Conflict is a known and 
unavoidable hurdle, yet our educational interventions surprisingly ignore it8 and authors 
disagree about the importance and potential resolutions of team conflict. More research is 
warranted, especially since questions of team and professional identity intersect in care 
delivery and are compounded by the complexity of care environments, as well as by the 
fleeting nature of many care teams. 

Research implications 
We can likely optimize education for collaboration by combining elements from each 
conceptualization delineated in Table 1: if each offers a limited window onto 
collaboration, together they may provide a clearer view of this multi-faceted 
phenomenon. Unfortunately, this combinatory approach will likely be insufficient to 
tackle our problems of collaborative care delivery, for two main reasons. First, the 
approaches to collaboration found in the sample ignore how collaboration is shaped by its 
context. Here we draw on the distinctions delineated by Bates and Ellaway (2016)62 to 
problematize how collaboration is often seen as a singular “thing” that is portable, fixed, 
and immune to the features of its institutional, practice, and social contexts. Knowledge, 
skills, behaviour, attitudes and identities are all context-dependent: “collaboration” 
during a code blue in the ER cannot be assumed to be the same as “collaboration” to 
deliver bad news on the paediatric oncology ward; collaboration among nephrologists is 
not the same as collaboration across disciplines or across professions. The ability to 
collaborate and to build relationships and common identities is therefore also 
fundamentally context-dependent. 
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Secondly, discussion of the structural influences on clinicians’ ability to provide 
collaborative care is generally absent from sampled articles. Pay inequities, the constant 
influx of new learners and clinicians, the increasingly fleeting nature of teams, growing 
patient care loads and shrinking human and material resources define many contemporary 
care and educational institutions. Education can be part of the solution, but is unlikely to 
solve all of healthcare’s structural problems. 

Conclusion 
If we are to articulate an ideal of collaboration that meets our goals of meaningful co-
working resulting in higher-quality care, we as a community have to heed our language 
use and closely monitor how certain ways of speaking about collaboration and 
collaborators might be betraying and reproducing harmful care hierarchies. The use of the 
phrase “non-doctors” in particular creates a counterproductive “us versus them” mentality 
that undermines the development of a collaborative, shared team identity. Uni- and multi-
professional studies featuring clinicians outside of medicine might also prove helpful in 
furthering an agenda of inclusive, patient-centred collaboration in health professions 
education more broadly. Finally, paying greater attention to how we think about, define 
and teach collaboration to health professionals might help define a new ideal for 
collaborative care delivery that builds upon the many perspectives described herein. This 
ideal would be more inclusive of all clinicians as well as patients and more sensitive to 
the features of the contexts where education and care happen, while also being more 
attuned to the limitations of educational interventions when it comes to systemic change. 
Only then can we turn the ideal into practice where it matters most: patient care. 
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