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A B S T R A C T 
 

 

Introduction:  Palliative care is one component of rural generalist practice that requires interprofessional collaboration (IPC) 

amongst practitioners. Previous research on developing rural palliative care has created a four-phase capacity development model 

that included interprofessional rural palliative care teams; however, the details of rural team dynamics had not been previously 

explored and defined. A growing body of literature has produced models for interprofessional collaborative practice and identified 

core competencies required by professionals to work within these contexts. An Ontario College of Family Physicians discussion 

paper identifies seven essential elements for successful IPC: responsibility and accountability, coordination, communication, 

cooperation, assertiveness, autonomy, and mutual trust and respect. Despite the fact that IPC may be well conceptualized in the 

literature, evidence to support the transferability of these elements into rural health care practice or rural palliative care practice is 

lacking. The purpose of this research is to bridge the knowledge gap that exists with respect to rural IPC, particularly in the context 

of developing rural palliative care. It examines the working operations of these teams and highlights the elements that are important 

to rural collaborative processes. 

Methods:  For the purpose of this qualitative study, naturalistic and ethnographic research strategies were employed to understand 

the experience of rural IPC in the context of rural palliative care team development. Purposive sampling was used to recruit key 

informants as participants who were members of rural palliative care teams. The seven elements of interprofessional collaboration, 

as outline above, provided a preliminary analytic framework to begin exploring the data. Analysis progressed using a process of 

interpretive description to embrace new ideas and conceptualizations that emerged from the patterns and themes of the rural health 
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providers’ narratives. The questions of particular interest that guided this work were: What are the collaborative processes of a rural 

palliative care team? To what extent are the seven elements of IPC representative of rural teams’ experiences? Are there any 

additional elements present when examining the experiences of rural teams? 

Results:  The analysis showed that the seven identified elements of IPC were very much integrated in rural teams’ collaborative 

practice, and thus validated the applicability of these elements in a rural context. However, all seven elements were implemented 

with a rural twist: the distinctiveness of the rural environment was observed in each element. In addition, another element, specific 

to rural context, was observed, that being the ‘automatic teams’ of rural practitioners – the collaboration has been established 

informally and almost automatically between rural practitioners. 

Conclusions:  This research contributes new knowledge about rural palliative care team work that can assist in implementing 

models for rural palliative care that apply accepted elements of collaborative practice in the rural context. Understanding the process 

of how rural teams form and continue to function will help further the current understanding of IPC in the context in which these 

professionals work. 

 

Key words: community capacity development, health services research, interprofessional collaboration, rural palliative care, rural 

team work. 

 

 

 

Introduction  
 

Palliative care is a relatively new approach to practice in 

Canada, beginning in Montreal and Winnipeg in the early 

1970s1,2. Much of its development since then has happened in 

urban centres, with service delivery models created for a 

specialty healthcare team and urban health infrastructure3. 

Palliative care also requires an interdisciplinary team 

approach3. Rural communities have lagged behind and are 

just beginning to provide integrated palliative care services 

that assist in keeping dying people at home in their home 

communities, rather than having them seek services in 

geographically distant urban centers4. Having access to 

palliative care in rural communities respects the individuals’ 

wish to die at home, surrounded by families and friends5. 

 

There are many challenges to providing healthcare services in 

rural settings, such as low retention of existing health 

professionals6,7, inability to attract new professionals8, and 

lack of specialist services9. Professionals who do work in rural 

settings apply generalist practice principles in order to 

provide a variety of services within the community along a 

continuum of care from birth to death. Palliative care is one 

component of rural generalist practice, and thus is 

characterized by the same rural health dynamics and 

challenges such as professional isolation and limited access to 

continuing education10. It is important that rural professionals 

work together when it comes to meeting the needs of their 

palliative clients, as their complex issues extend beyond 

medical needs and include psychological, social and spiritual 

needs11. An interprofessional and collaborative approach is 

required to ensure that their palliative clients are having their 

needs effectively met in a timely and efficient manner12. 

 

Interprofessional collaboration (IPC) has been on the radar of 

policy-makers for some time in order to address demands on 

healthcare systems and changes to the healthcare workforce13-

15. Research indicates IPC has positive effects on both the 

healthcare system and health outcomes14. Promoting IPC in 

rural communities could relieve some of the challenges 

associated with rural work environments16,17 and help 

improve rural health status, which overall is poorer in rural 

and remote communities than in urban areas18,19. 

 

A growing body of literature has produced models for IPC in 

practice20-24. These models help to define interprofessional 

collaborative practice, and identify core competencies 
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required by professionals to work within these contexts. 

Way, Jones and Busing25 outlined seven essential elements for 

successful IPC: (1) responsibility and accountability, meaning 

that all partners actively participate in decision-making and 

accept shared responsibility; (2) coordination that includes 

efficient and effective planning, which reduces duplication of 

efforts or fragmentation of care; (3) communication of both 

content and relationship; (4) cooperation that involves 

acknowledgement and respect of other disciplines’ 

professional opinions; (5) assertiveness, whereby 

practitioners confidently express the perspectives of their 

own profession with knowledge that these will be respected; 

(6) autonomy by individual care providers to independently 

make decisions and carry out treatment plan; and (7) mutual 

trust and respect, binding all the other elements together. 

 

IPC may be well conceptualized in the literature, but there is 

little evidence to support the transferability of these elements 

into rural healthcare practice or rural palliative care practice. 

Kelley proposed10 and validated26 a conceptual model for 

developing and delivering palliative care in rural 

communities. The model has its roots in community capacity 

development theory, a bottom-up approach that builds on the 

collaboration of local professionals. In the model, the 

metaphor of a tree is used to depict the growing of a rural 

palliative care program. There are four sequential phases in 

the model: having necessary antecedent community 

conditions, experiencing a catalyst for change, creating a local 

team, and growing the palliative care program. This model 

has validated the need to form a local interagency, 

interprofessional team as a foundation for growing the rural 

palliative care program; however, it does not offer insight 

into the intra-group processes involved in their IPC. 

 

The purpose of this research is to bridge the knowledge gap 

that exists with respect to rural IPC, particularly in relation 

to phases 3 and 4 of the Kelley model for developing rural 

palliative care outlined above. It examines the working of 

these teams and highlights the elements that are important to 

rural collaborative processes. Understanding the process of 

how rural teams form and continue to function will help 

further the current understanding of IPC in the context in 

which these professionals work. No literature could be 

located that examined rural health teams from the IPC 

perspective. 

 

Methods 
 

For the purpose of this qualitative study, naturalistic and 

ethnographic research strategies were employed to 

understand the experience of rural IPC in the context of rural 

palliative care team development. Purposive sampling was 

used to recruit key informants that were members of rural 

palliative care teams as participants. The seven elements of 

collaborative practice introduced by Way et al25, as 

previously outlined, provided a preliminary analytic 

framework to begin exploring the data. Analysis progressed 

using a process of interpretive description to embrace new 

ideas and conceptualizations that emerged from the patterns 

and themes of the rural health providers’ narratives27. The 

questions of particular interest that guided this work were: 

What are the collaborative processes of a rural palliative care 

team? To what extent are Way et al’s25 seven elements of IPC 

representative of rural teams? Are there any additional 

elements present when examining the experiences of rural 

teams? The use of Way et al’s IPC framework was 

appropriate given the researchers’ awareness of the 

phenomenon under study and did not limit the inductive 

approach to analysis27. Strategies such as concurrent data 

collection and analysis, constant comparative analysis and 

iterative analysis allowed emerging new understandings to be 

placed within a larger IPC perspective. 

 

Research context 
 

In 2007, Ontario Ministry of Health and Long-Term Care28 

introduced the Aging at Home Strategy, which identified 

palliative/end-of-life care as a priority. Regional End-of-Life 

Care (EOLC) networks were developed with the task of 

assisting in the growth of palliative care throughout the 

province29. Consequently, rural communities across north-

western Ontario began to look at how palliative care is 

delivered in their community. Community palliative care 
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teams started to develop with an aim to facilitate the 

integration of palliative care services in their own 

community. The rapid development of rural palliative care 

teams and programs provided an opportunity to study and 

theorize their development26. 

 

The research being discussed here was done in four rural 

communities in north-western Ontario, Canada (Table 1). 

This region of Ontario can be defined as rural and remote as 

per DesMeules et al’s30 definition of rural and small town. 

North-western Ontario is comprised of the districts of 

Kenora, Rainy River and Thunder Bay (Fig1). It covers 

approximately 60% of the landmass of the province, but 

contains only 2% of its total population. The rural and 

remote areas include numerous small towns and First Nations 

communities. The distance between eastern and western 

boundaries is slightly over 1000 km, with a population 

density of 0.5 persons/km2. The only major urban 

community in the region, Thunder Bay, has a population of 

109 000 and is considered remote in relation to Ontario’s 

major population areas in the southern part of the province31. 

 

Data collection and analysis 
 

Data were collected between November 2008 and April 

2009. Qualitative interviews were conducted with four team 

representatives/spokespeople (one for each community) and 

the regional community development worker, who had 

worked with 14 rural palliative care teams within the 

catchment area of the regional EOLC network. A semi-

structured interview guide was developed and used to discuss 

collaboration in providing palliative care within each 

community. All interviews were audio-taped, transcribed 

verbatim, and checked for accuracy. Participant observation 

data (field notes) were also collected by the researcher during 

two palliative care team meetings in one of the communities. 

The transcribed and observational data were analyzed using a 

three-level approach of inductive analysis, whereby the 

coding of themes was done to reduce the data and provide a 

deep description of the story34. Rigour was maintained by 

triangulation of data sources. By using more than one source 

of data, the researcher was able to compare and cross-check 

the consistency of information35. 

 

Ethics approval 
 

Prior to data collection, the research protocol was reviewed 

and approved by the ethics review boards of Lakehead 

University (REB # 007-06-07) and McMaster University 

(REB #2007 161), Ontario. 

 

Results 
 

At initial formation of the palliative care team in the 

communities studied, membership was made up of a very 

broad range of service providers and community members, 

including health care professionals, mental health workers 

and hospice volunteers, as well as clergy, funeral directors, 

lawyers and ambulance drivers. The breadth of community 

members who volunteered for the new team showed the 

interest and importance of palliative care in these 

communities, as well as confirming that palliative care 

inspired a holistic and inclusive community-focused 

approach. Over time, the teams self-selected a smaller core 

group of six to eight dedicated service providers who worked 

on developing the palliative care program. This core group, 

which became the rural palliative care team, had a diverse 

membership and consisted of both informal and formal 

healthcare and social service providers. Typically, members 

included nurses, a social worker, a hospice volunteer and a 

physician. 

 

Ways et al’s25 seven essential elements of IPC emerged as 

relevant and useful to understand the experiences of rural 

palliative care teams. It was discovered that all seven 

elements were present in each team’s collaborative practice, 

enmeshed with a distinctiveness of rural environment. These 

elements of rural IPC are described below as seven themes, as 

observed in collected data. Each of the main themes is 

elaborated and clarified with sub-themes, which are shown in 

Figure 2. 
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Table 1:  Demographic data of four rural communities in north-western Ontario, Canada (Populations and 

median ages from Statistics Canada32; no. of deaths from Habjan et al33; distances to closest urban center from 

http:// maps.google.com) 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

† Due to geographic proximity and development of a joint palliative care program, Community D and Community E are reported as one community. 
N/A, not applicable. 

 

 

 

 
Figure 1:  Districts of north-western Ontario, Canada. 

 

 

 

Having a sense of responsibility and accountability 
 

Members of the team came together because they share the 

same goal, which is to improve quality of palliative care 

services in their community. They felt a personal and 

professional responsibility to help a very vulnerable 

population who had historically been underserviced in their 

community. They were motivated by their sense of social 

responsibility and accountability as community members. 

The shared sense of responsibility and accountability amongst 

the team helped the members collaborate and kept the 

momentum of team-building going. The following participant 

comment below illustrates their shared goals: 

 

… the responsibility I guess goes back to the care that is 

provided to the client. So any one who provides a service to 

the client is responsible for that service, and they bring that 

responsibility and accountability to the table.  

Community Population (2006) Population 
(2011) 

Median age 
(2011) 

No. of deaths 
(2005) 

Distance to 
closest urban 
center (km) 

A 8195 7617 45.0 99 346 
B 1305 1252 41.4 9 374 
C 8103 7952 44.0 119 346 
D† 1625 1471 49.6 18 216 
E† 901 1126 48.0 N/A 202 

Ontario 12 160 282 12 851 821 40.4 85 808 N/A 
Canada 31 612 897 33 476 688 40.6 N/A N/A 
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Figure 2:  The experience of rural interprofessional collaboration – themes and sub-themes. 

 

 

 

The members participated because they wanted to; none 

were assigned or required to participate by their employers. 

The palliative care team viewed themselves as a voluntary 

self-defined team outside of any agency or organization: 

 

These are not teams that are incorporated or have an 

official [status within an] official organization, per se … 

they are just a voluntary group. And yet there’s been a sense 

of commitment and accountability. This group gets together 

… this is a team. 

 

Although the members volunteered to be part of the team, 

they are still representing their organization and have a sense 

of responsibility and accountability to their employer. Team 

members were also willing to advocate for the team through 

their organization. 

 

2. Varying degrees of coordination exists 
 

The participants described different degrees of coordination 

that were taking place during the process of team 

development. A broader degree of coordination was 

occurring at the regional level, done by the EOLC network’s 

community development worker. The coordination 

occurring at the local level was focussed on service provision 

and was done informally by different team members. Each 

community decided on their own unique process with respect 

to how to coordinate their efforts. 

 

To address the issue of clients ‘falling through the cracks’ in 

service delivery and not receiving the appropriate and 

available palliative care, the local teams engaged in a process 

of meeting together and understanding the role of each 

person on the team. They began to identify the issues at hand, 
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and they were slowly working together to make changes in 

their community. One tangible example of improving local 

coordination was described by an interview participant: 

 

… if there is a problem of coordination, it is drawing in the 

right resources at the right time. Sometimes we do have 

problem of patients falling through the gaps … so we are 

trying to work with that coordination, trying to improve it 

and seeing and exploring how we can improve it. 

 

Many communities in north-western Ontario were 

simultaneously in the process of developing rural palliative 

care programs; however, they were all at different phases of 

development according to the Kelley model. Attempts were 

made by the regional EOLC network’s community 

development worker to coordinate the processes in the 

communities by sharing strategies and information with each 

of the communities. Teams responded differently to this 

approach; some preferred to continue to work independently 

while others embraced the support. Progress was inhibited by 

communities working in isolation of each other. It was 

learned that working together on the same issue may foster 

faster delivery of quality palliative care programs. The 

community development worker shared the following about 

the rural teams: 

 

… everyone isn’t working on the very same thing at the very 

same time. A perfect example is, I just brought forward [from 

one particular health agency] an issue around the intake form 

… that’s exactly the point which I made a year ago. It was, 

‘we’ll just let them deal with it and let them try it and see 

how things go’. But now several communities are asking the 

same questions. 

 

3. Communication is a work in progress 
 

Establishing good lines of communication is a process that 

develops over time and needs to be improved continually. An 

observed benefit to the teams was that many of the team 

members already worked together on a daily basis; therefore, 

lines of communication existed before the palliative care 

teams were established. 

For healthcare and social service workers who share clients, 

the process for communication was established within their 

own organizational structure. The challenge was observed 

when trying to include people who may not have been in the 

formal circle of care. In order for all team members to 

receive the same information, email was used quite often to 

share meeting minutes or schedules. One participant 

expressed communication concerns still present: 

 

We know that we have well established communications 

between doctors and [health care agency], between [health 

care agency] and service providers, between hospital and 

doctors; that has all been well established. But between 

getting the information to mental health, to palliative care 

volunteers we haven’t worked on yet. 

 

Communication among rural practitioners happens at all 

times of the day. Scheduling time to meet to discuss certain 

issues does not always work out for these busy generalists. 

However, they make good use of their time by sharing 

information with other team members when they are 

available or in passing. The idea of ‘grabbing colleagues on 

the go’ to provide them with pertinent client information was 

witnessed at the palliative care meetings; before and after the 

meeting, members were approaching each other to steal a bit 

of their time to share information. Although this system 

works well for most, a danger of relying too much on such 

informal communication patterns may miss some people who 

are not present at that particular time. One participant noted: 

 

In the past I have seen where you are working on something 

and then you run into these people and you tell one person 

something and then you come to a meeting and they say, ‘well 

I didn't hear that’, and then you are thinking, ‘oh well I told 

somebody’.  

 

4. Elements that impact cooperation 
 

Some elements can positively or negatively affect cooperation 

among team members. It was felt that certain individual 

personalities on the team can hinder cooperation and pose a 

challenge to how the team worked together. However, for 
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the most part, the teams were working towards finding ways 

to foster a cooperative working environment by having face-

to-face meetings and learning about other team members’ 

professional roles in the community. 

 

Cooperation among team members was sometimes impacted 

negatively by the personalities of some individuals. The teams 

needed to accommodate these personalities and by doing this 

were able to work towards creating a more cooperative 

atmosphere. As one participant stated: ‘… it is affected by 

personalities … but we just respect everybody’s personalities 

and we try to accommodate everybody’s personality and 

needs’. 

 

It is considered a rare opportunity for practitioners, working 

in different agencies, to be able to sit together in meetings 

and take the time to discuss issues related to their clients. 

Having the chance to meet face to face enhances cooperation 

between the team members as it is seen as a more efficient 

way than trying to coordinate efforts using email or phone. 

Through face-to-face meetings, the members discovered ways 

in which they could support each other in their practice; 

everyone’s input was valued while working towards common 

goals. The high degree of cooperation on the team spilled 

over into the organizations they represented, combining the 

efforts to make a difference in their community in areas apart 

from palliative care. The community development worker 

expressed the following: 

 

Getting people just sitting face to face at the same table as 

opposed to relating to each other through a letter from the 

organization has made, I think, a big difference. I’ve seen 

communities where there’s a particular problem that an 

agency has with the [palliative care] volunteer program. They 

are having difficulty with visibility, like making themselves 

known, people remembering to refer, you know? That problem 

was brought to the table and it was ‘Okay, what do we do 

about this?’ and they worked together … you know, that 

kind of cooperation. People are becoming aware of other 

people’s realities and they’ve been willing to work together. 

 

Not everyone on the team was familiar with the various 

organizations represented on the team or what role they play 

in palliative care. Some of the teams recognized the need to 

educate each other about their roles to foster cooperation and 

open the lines of communication. This practice not only 

improved the relationships between team members but also 

enhanced everyone’s individual practice as they became 

aware of services that their clients could benefit from. As one 

team member stated: 

 

Oh, we have wonderful cooperation between team members … 

I introduced a process to update the team members because we 

have such a diverse group … so each month that we meet, 

one of our members makes a presentation about the services 

that they have available to offer to clients. 

 

5. Assertiveness helps to move the process of change 
 

Assertiveness by the group and within the group helped 

create change in the communities, especially for certain 

resources in short supply. Since individual members of the 

team represented their agencies and clients, the team felt the 

meetings were a good place for everyone to speak up and be 

heard about the areas of concern. 

 

By collectively asserting themselves, teams were able to 

advocate for resources in their community that would benefit 

all palliative care clients. Through this process, community 

organizations were able to see the individuals working 

together as a team, with a strong identity and common goals. 

The community development worker expressed the 

following: 

 

… for instance, what little [rural community], they wrote a 

letter jointly to the counselling services because they were 

concerned about a counselling position that they weren’t sure 

was going to be replaced, and they just wanted to make sure 

that the organization knew that they needed it for their 

palliative care team. So they were uniting to assert themselves 

and saying, ‘We are a team and we know this concern’. 
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The research participants felt strongly that assertiveness was 

not a negative concern for members on the team; in fact, it 

was strongly encouraged. Assertiveness was recognized as a 

necessary skill in order to advocate for clients and for 

addressing the larger system issues required for an 

improvement in services. Frontline healthcare workers were 

seen as the keepers of systemic concerns, and the ones who 

needed to make concerns known. The palliative care team 

was seen as a safe environment for these concerns to be 

brought forward. One individual commented: 

 

If somebody … has opinions that we are not expressing, then 

they need to bring it up … everybody is pretty good about 

saying what they think. I don’t think we have anybody who 

dominates … there is ample opportunity, everybody gets a 

chance.  

 

6. Autonomy is a well-established process 
 

Autonomy was seen as a process that was well established 

within the rural organizations, allowing for practitioners to 

be generalists in their scope of practice. Within team 

members’ individual organizations, they were able to 

establish that being part of the palliative care team is a valued 

aspect of their work, and were thereby able to devote time to 

it. 

 

The community palliative care teams do not belong to any 

one organization or agency within the community; they are 

made up of employees from a number of sectors, including 

health care and social services, as well as other organizations 

in the community that are pertinent to achieving quality 

palliative care. Therefore, the teams themselves are 

considered a separate entity, and the members of the teams 

are striving to be recognized as autonomous by the broader 

community. As the community development worker stated: 

‘I think these teams are very autonomous. I don’t think any 

one of them feel that the team belongs to anyone more or less 

than anyone else’. 

 

Each of the team members volunteered time from their busy 

schedule, and even their personal lives, towards creating a 

palliative care team. The professionals added this role to their 

workload; however, they felt that being a rural practitioner 

gave them a high degree of autonomy in their place of 

employment. This autonomy allowed them to negotiate what 

they felt was important to their work. 

 

For the team members, working in a rural community aided 

their involvement within the team because they have the 

freedom to define their role as they see fit. As one participant 

stated: ‘I think within our organization, we all have a lot of 

autonomy and it makes it a lot easier to do this kind of work’. 

This is in part due to the generalist nature of the work done 

in rural communities and partly because they feel they can 

assert themselves within their organizations. 

 

It was felt that the geographical distance between their 

satellite organization and the head organization prevented 

micro-management, and empowered them to take control of 

their professional role in the community. As another 

participant commented: ‘Some other agencies would 

probably micro-manage and want to know exactly everything 

that you are doing, which makes it a lot more difficult’. 

 

7. Mutual respect and trust is earned 
 

The participants overwhelmingly felt that a degree of respect 

and trust exists between the team members. This respect was 

established over time by working together in their regular 

work life and being on the team. 

 

At the beginning of the team creation process, the 

community development worker was meeting with teams in 

every community. She has been known in all communities 

through her role at the regional EOLC network. This allowed 

her to establish trust, impacting the development and growth 

of the team. She stated: ‘I think I am comfortable with the 

community agencies. There is trust I think. It’s based on time 

and number of experiences that we share’. 

 

The community development worker also shared her belief 

that most of the team members had worked together in other 

capacities, and thus had established trust: ‘It may have to do 
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with the fact that these people do work together in other 

capacities outside the [team] … there is a great camaraderie 

at the meetings’. 

 

The trust and respect that exist between team members 

helped to foster equal relationships. They described this as 

‘hats are off at the door’ for the team meetings. The usual 

hierarchical dynamics that normally exist in the clinical world 

do not seem to have an influence on how the members work 

together. Each member is seen for who she/he is, and not 

necessarily as her/his ‘profession’. No competition between 

professions seems to be present, or a need to defend 

territory. The following comment was made by a participant: 

 

We are very respectful of each other’s opinions. Sort of hats 

are off at the door, you know, I am an old nurse and so the 

doctors are like a level above us nurses. But I feel comfortable 

calling her by first name when we are at the meeting. At these 

meetings we are all on a level playing field, and there isn’t 

any of these, well I am a nurse and you are only a social 

worker. 

 

The ‘automatic teams’ of rural practitioners 
 

In addition to Way et al’s25 seven essential elements of IPC, 

data have shown other components being experienced in 

rural teams. These components reflect a central element that 

the rural practitioners describe as automatic teams. 

 

The practitioners’ pre-existing relationships that were 

formed informally through social relationships, or formally 

through professional roles, provided the necessary foundation 

for rural IPC. The idea that rural practitioners already 

collaborate came through strongly in the data. Individuals 

who had come together to address the concern of palliative 

care in their community were those who had already been 

working together. These healthcare and social service 

providers were found to be not only involved in palliative 

care but also provide a wide array of services to their 

community, because the majority of the team members are 

generalist practitioners. Therefore, they are already aware of 

the benefits of collaboration, and many of the supports and 

processes of IPC have been well established prior to the 

creation of palliative care teams. The community 

development worker summarized this notion: 

 

In [rural communities] you’ve almost got a team 

automatically … you know we’re the ones who are doing the 

work and nobody is paying any attention anyway. So let’s 

roll up our sleeves and get it done. 

 

Three identified themes are encompassed within the 

‘automatic teams’ element: process of rural collaboration, 

supports to collaborative process, and indirect benefits of 

collaboration. Themes and sub-themes are illustrated in 

Figure 3.  

 

Process of rural collaboration:  The demands placed on 

rural service providers are extensive. Nevertheless, the 

practitioners sensed a need to come together and address the 

issue of palliative care service delivery in their communities. 

There is an undeniable resource drought in rural 

communities, both human and financial. However, these 

circumstances do not deter the service providers from 

working together and finding solutions. The prevalent feeling 

of team members is ‘we just do it’. Progress is being made 

because the members feel a responsibility to their clients and 

their community. The process and structure of the teamwork 

in rural community is both unique and informal in nature; 

these unique and informal characteristics are required in 

order to meet the demands of team members’ busy 

schedules. Rural generalist practice creates informal 

collaboration because the process is developed over time by 

working together and making connections, as needed, to 

serve clients. Most of the present team members had acted as 

a team without being called as such. Personal relationships 

that develop out of being in a small community added to the 

confidence in the relationships. 

 

The rural teams are also unique in the structure and processes 

of collaboration. They are made up of self-selected 

community members who make each team in each 

community unique. The team profiles display the variety of 

professionals involved, from nurses, social workers and 
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physicians, to funeral home workers, lawyers and ambulance 

drivers. Having members on the team with a wide variety of 

professional backgrounds allows for representation of 

different services, such as government, private and not-for-

profit sectors, giving the team a voice in all service areas. The 

process of collaboration has also been unique in each 

community, given unique sets of issues and goals, which 

teams work on and prioritize. 

 

Supports to collaborative process:  Many supports are 

in place for a collaborative process, and they became evident 

when speaking with rural practitioners. The primary support 

is the fact that these practitioners apply a generalist approach 

to their practice, which is very common in rural 

communities. The working relationships pre-dated the 

formation of palliative care teams; many elements of 

collaboration were already established: ‘everybody knows 

each other’ when living and working in rural communities. 

However, the piece that has kept the palliative care teams 

moving forward is the local leadership, which assisted in the 

coordination of team development. In addition was 

recognition that the community does not have all the 

resources necessary to provide good palliative care readily 

available. The team was open to receiving outside community 

support, such as clinical expertise, not available in rural 

communities, as well support to strengthen the collaborative 

process. 

 

Indirect benefits of collaboration:  Secondary benefits 

to the collaborative process were observed: informal 

networking improves services in the community and is not 

only limited to palliative care. The team members also 

recognized the importance of face-to-face meetings; this 

essential piece of collaborative process improved the 

participants’ practice outside of the mandate of the team. 
 

Conclusion 
 

The purpose of this research was to gain an understanding of 

the processes and structures of IPC during the development 

of rural palliative care teams and programs. The process of 

development of palliative care teams, as per Kelley’s model10, 

is now enhanced through the analysis of the dynamics of 

interprofessional collaboration, which provides momentum 

for the work. Responsibility and accountability, coordination, 

communication, cooperation, assertiveness, autonomy, and 

mutual trust and respect were observed in those rural 

communities studied. These seven elements, previously 

identified by Way et al25, were not only evident in 

development of palliative care teams but also essential to 

their functioning. The formal coming-together as a team in a 

collaborative way helped to improve palliative care in these 

rural communities. 

 

The research has shown that Ways et al’s25 essential elements 

of IPC were very much integrated in rural teams’ 

collaborative practice, and thus validated the applicability of 

these elements in a rural context. However, all seven 

elements were implemented with a rural twist: the 

distinctiveness of rural environment was observed in each 

element. Another element, specific to rural context, was 

observed, that being the ‘automatic teams’ of rural 

practitioners – the collaboration had been established 

informally and almost automatically between rural 

practitioners. There are a limited number of healthcare and 

social service practitioners available in rural communities; by 

necessity, they are used to working together in all aspects of 

their work. How rural practitioners work together is an 

important process to understand. They face enormous 

challenges and obstacles in providing the type of care they 

feel their clients need and deserve. IPC is an automatic and 

informal process that helps rural practitioners provide quality 

of care. 

 

This study shows that rural IPC can be facilitated between 

members of different backgrounds and experiences, which 

can include people from non-medical and medical sectors, 

and also from the general public. Recruiting and preparing 

professionals to practise in rural communities is challenging. 

The information on the processes and structures that support 

IPC could help to prepare students and new professionals 

when they consider practising in rural communities. Learning 

the culture of rural IPC is likely required for those incoming 

practitioners new to rural practice. 
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Figure 3:  The ‘automatic teams’ of rural practitioners. 
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