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1 | INTRODUCTION

Although reflection®™” and, more recently, critical reflection®** have
been researched and used extensively within health professions educa-
tion (HPE) and professional practice, a team-based focus is often
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Abstract

Introduction: Research on critical reflection (a process of recognising and challenging
assumptions that frame health care practice) has demonstrated strong potential for
making health care more collaborative and equitable, yet its enactment within team-
based health care remains underexplored. We conducted a narrative review to
advance understanding of how critical reflection develops, occurs in and impacts
team-based practice and care.

Methods: We searched three databases (Medline, CINAHL and Scopus) for articles
related to the concepts of critical reflection and/or critically reflective practice in the
context of team-based health care and examined how teams engage with those theoret-
ical concepts, to inform ideas for a new approach to support critically reflective practice.
Findings: The search identified 974 citations of which nine articles showed elements
of critical reflection in team-based practice. However, since only one of the nine
included articles explicitly used the term ‘critical reflection’ in their research, critical
reflection as a theoretical concept was found to be largely missing from the current
team-based health care literature. Instead, aspects of critical reflection were evident
in terms of challenging power hierarchies and questioning practice assumptions
through dialogue, with a goal of collaborative practice. This sharing of knowledge and
skills allowed teams to push boundaries and innovate together in practice. The
included articles also emphasised the importance of creating a purposeful environ-
ment for open dialogue and practice change to occur.

Conclusion: To support equitable care through collaborative practices, we suggest
dialogue as and for critical reflection should be explicitly developed and researched
within team-based health care.

missing.’? By ‘team-based health care’, we refer to the collaboration of
at least two health care providers from different professions working
with patients to provide integrated care.*>'* We explicitly avoid fram-
ing team-based health care within a particular team care model
(e.g., multidisciplinary, interprofessional or transdisciplinary), as these
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EDELIST ET AL

terms discount the role of patient/clients as team members. Consider-
ing health care is often provided by interdisciplinary teams with inher-
ent power dynamics affecting team relationships, along with
suggestions that (critical) reflection is dynamic relational work that
should be situated within group contexts,'? it is important to under-
stand how critical reflection is taken up within team-based health care.

Critical reflection differs from reflection in that its focus is on
noticing and questioning societal norms and assumptions and the
power relations that uphold those assumptions, rather than a focus on
an individual's thoughts, feelings or actions.*® Informed by critical

theories,*¢-2*

our understanding of critically reflective practice (CRP)
involves practitioners challenging taken-for-granted health care prac-
tices, including those supported by disciplinary, institutional and socie-
tal systems, structures and ideologies, and understanding how those
assumptions shape practice, to work towards more equitable care.'®
While both critical reflection and reflection involve taking action to
change practice in context, critical reflection involves attending
to how hegemonic social, cultural and political ideologies influence
practice in ways that create inequities.?>~2* For example, if health care
providers assume disabled people are asexual, they may not test for
sexually transmitted diseases or offer accessible pap smears,?>2° or if
Black people are assumed to feel less pain, their symptoms may not
be taken seriously, and they may not be offered timely pain medica-
tion by their health care team.?”?® Engaging in critical reflection
allows health practitioners to recognise health inequities and to chal-
lenge the structures and ideologies that perpetuate these inequities.
CRP involves using this critically informed knowledge to make mean-
ingful practice changes.>>1029-32

Critically informed knowledge encompasses a variety of broad
and specific critical concepts, theories and frameworks used outside
of and within HPE and practice that challenge dominant ideas and
power structures (e.g., broadly: anti-oppressive health care, social
medicine, critical disability studies, transformative learning; specifi-
cally: anti-ableism, refugee, Indigenous and Black health). Such knowl-
edge can also arise from personal experiences of inequities
(e.g., within one's personal life, as a patient, or through a poignant
interaction with a patient).>>~3> We consider CRP to be how health
care providers integrate critically informed knowledge into everyday
practice (i.e., praxis), as an active process of questioning assumptions
and changing inequitable practices. This is supported by research that
suggests engaging in CRP may lead to opportunities to provide collab-
orative and equitable care.®10%¢-38 For example, Sukhera et al.>?
found that after physicians and nurses were trained to notice and
question implicit bias through critical reflection, small changes to prac-
tice (e.g., questioning inequitable policies, noticing inequitable care
and taking on an advocacy role) occurred over time, gradually shifting
the behaviour of teams as well. However, how critical reflection is
used within team-based health care remains unclear.

We therefore conducted a narrative review exploring the current lit-
erature on how critical reflection develops, occurs in and impacts team-
based health care. For the purpose of our review, we use the terms ‘crit-
ical reflection’ and ‘critically reflective practice’ to refer to any process

or activity involving the intentional understanding and challenging of

individual and societal norms and assumptions to create practice change.
This definition includes (critical) reflexivity—‘recognizing one's own posi-
tion in the world both to better understand the limitations of one's own
knowing and to better appreciate the social realities of others’
(Ng et al,'© p. 1123)—as one aspect of critically informed knowledge
that informs CRP. Since over the past 20 years health care has increas-

ingly been offered in a team context, 12134041

understanding how health
care teams develop and use critical reflection is important to understand

the role and possibilities of CRP in the provision of equitable health care.

2 | METHODS

To find current research on how health care professionals develop
and use critical reflection within team-based health care, we first
developed a list of concepts related to our definitions of critical reflec-
tion and team-based health care and performed preliminary searches
to determine the most effective search terms to capture a manageable
number of relevant articles. We eliminated some search terms
(e.g., critical analysis) and linked some terms together
(e.g., workaround and reflection) to reduce the number of unrelated
articles found. We searched OVID Medline, OVID CINAHL and Sco-
pus for critical reflection and its synonyms (e.g., CRP and critical
reflexivity) or critically reflective concepts (e.g., hierarchy, power
structure and social justice) in conjunction with reflection and its syn-
onyms. These critical reflection search terms were combined with
terms focused on team-based health care (e.g., collaboration and
interprofessional work). Please refer to Supporting Information S1 for
a list of search terms. The databases were chosen for feasibility and
their broad coverage of medicine and health (Medline), nursing
and allied health sciences (CINAHL) and multidisciplinary literature
(Scopus) and allowed searching using both database-specific subject
headings (MeSH, CINAHL headings) and textwords (keywords). We
included English-language (for feasibility) peer-reviewed publications
from database inception to 25 July 2022 (search date).

The search strategy was developed collaboratively by the authors,
and the search was conducted by FF, a librarian who is also a HPE
researcher. Unlike a scoping or systematic review, and in alignment with
‘state of the art’ narrative review methodology, our search was rigorous
but non-comprehensive, with a goal of synthesising current knowledge
and offering new perspectives*2~* A total of 1288 citations were
identified across the three databases. After removing 314 duplicates, a
total of 974 citations for title/abstract screening remained. The
PRISMA-P flow diagram is shared in Supporting Information S2.

We screened for articles that could answer our research question
of how critical reflection develops, occurs in and impacts team-based
health care by considering three specific questions: (1) how do health
care teams learn to use critical reflection in their everyday practice?;
(2) how, when and where is critical reflection practised among team
members?; and (3) how does team-based CRP support equitable care
and/or challenge systemic inequities of care? Articles were included
that could answer at least one of the above questions and that

focused on clinical practice, including workplace-based learning but

d ‘0 “€T6TSIET

tsdny woxy

ASUSOIT SUOWIWO)) dANLAI)) d[qearidde o) Aq PauISA0S a1e SA[OIIE Y 9N JO SI[NI IO AIBIqIT AUI[UQ AS[IA\ UO (SUOIIPUOD-PUB-SULI)/W0D KS[IM" AIRIQI[SUI[UO,/:sAYY) SUONIPUO)) puk SULd [ 9y 93S “[$70T/L0/7Z] U0 A1eIqrT suriuQ AS[IA\ ‘SI0I] Y 93qand) N RENSIATUN Aq Z9HS [ NP/ [ [ [ " [/10p/wod K[im A



EDELIST ET AL

excluding classroom-based education, and focused on interpersonal/
interprofessional collaboration, excluding interorganisational/sectoral
collaboration. The authors first piloted and refined title/abstract
screening inclusion criteria using five articles. Three team members
(TE, FF, M-EC) then performed a title/abstract screening indepen-
dently and resolved any uncertainty through discussion.

Many articles excluded during title/abstract screening that did not
meet the criteria of team-based health care instead addressed critical
reflection in relation to classroom-based interprofessional education,
uniprofessional or intra-professional practice or were related to critical
reflection within research teams but not clinical practice. Sixty articles
were retrieved for full text review, of which 55 were excluded based on
not meeting inclusion criteria. The five included articles were citation
chased backwards (reference lists) and forwards (cited by), and four
more articles were found, resulting in a final dataset of nine articles
meeting our inclusion criteria, shown in Supporting Information S3. The
lead author (TE), a critical disability studies researcher with a speech-
language pathology (SLP) background, extracted information relevant to
our research questions from the articles and interpretively analysed and
coded the data. The analysis was discussed with FF, M-EC (SLP) and SN
(audiologist), all HPE researchers, during regular meetings.

Categories and subcategories, as outlined below, were created
through an iterative, inductive approach (i.e., thematic analysis) that
presented how the articles engaged with our understanding of critical
reflection in team-based health care.*> Our search, screening and ana-
lytical process were influenced by our social positionings and under-
standings of critically informed knowledge, particularly important in
determining how critical reflection was evident in articles that did not
explicitly use the term critical reflection, but did challenge individual
and societal norms and assumptions to create practice change. Our
research is supported by a multidisciplinary research team, including
critical disability studies, speech language pathology, occupational
therapy, nursing, audiology, medicine and education. The team is com-
posed of anglophone and francophone researchers committed to

applying critical social science knowledge to HPE and research.

3 | FINDINGS

The nine included articles used a variety of qualitative methodologies

and methods to explore various topics. Three were related to

Conditions that Support the Development of
Critically Reflective Practice (CRP) in Team-
based Healthcare

/ "

Enactments of Critical Reflection
by Healthcare Teams

interprofessional or transdisciplinary teams,*®*® four reported on

49-52

team workshops or projects and two were general commentar-

ies/reflections based on team-based practice experience.>>** Only

e*? of the nine included articles explicitly used the term ‘critical

on
reflection’ in their research and engaged with critical theories.*’
While the other eight articles did not use the exact term ‘critical
reflection’, they described theoretical concepts and approaches con-
sistent with critical reflection (critically informed knowledge) and
provided information about how health care teams understand, fos-
ter or enact these skills. For example, components of critical reflec-
tion were evident in relation to challenging traditional power
hierarchies within the team and questioning practice assumptions
through dialogue, which involves an openness to re-examining one's
own perspectives and may include challenging one another's beliefs.
Overall, the nine articles discussed how the sharing of clinical, expe-
riential and research knowledge and skills amidst a spirit of collabo-
ration allowed the team to push boundaries and create innovative
changes to practice. These processes are consistent with our under-
standing of critical reflection as discussed above and are described
in more detail below.

Our findings are organised into three overlapping and interrelated
categories: (1) conditions that support the development of CRP in
team-based health care; (ii) enactments of critical reflection by health
care teams; and (i) changes supported by team-based CRPs. Several
sub-themes describe each category, as shown in Figure 1.

3.1 | Conditions that support the development of
CRP in team-based health care

The overriding element found to support the development of CRP
was the team environment. All nine articles discussed how relation-
ships between team members were important for fostering feelings of
trust and creating a safe environment in which all members could con-
tribute. Taken together, the articles indicated a circular relationship
between developing trust and a safe team atmosphere and the reduc-
tion of hierarchies to allow for open, respectful dialogue of difficult
practice issues. Fostering trust and a safe team environment for open
dialogue can be described with the following subthemes: (1) purpose-
ful spaces; (2) building relationships; (3) willingness to challenge one's
own assumptions; and (4) facilitation.

Change Supported by Team-based
Critically Reflective Practice

e N

* Building Relationships |« Challenging Assumptions * Innovative Solutions and
* Purposeful Spaces * Attending To and Challenging Practice Chapges
« Willingness to Challenge Power Hierarchies ’ I;Z;;ir;;/;d Attitudes Toward
One’s Own Assumptions * Learning With and From
One Another as Equals * Team Member Gratification

* Facilitation

FIGURE 1

\ i

A g

Critical reflection in team-based practice: overlapping categories and sub-themes
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3.1.1 | Purposeful spaces

Six articles implicitly or explicitly alluded to the need for a team set-
ting that is non-threatening and non-judgmental to facilitate a team
environment that supports the open and honest sharing of perspec-
tives that may challenge one another.> Uhlig et al.>* referred to this

as ‘psychological safety’, and Hem et al.>°

explained, ‘groups need to
feel safe enough in order to (among other things) reveal that one does
not know what the right thing to do is, to share emotions, and to dis-
agree with others’ (p. 11). Implicitly, Williams et al.°? had teams
develop group rules together to support difficult conversations, and
Farr®® had facilitators create space to allow people to communicate
on a personal, human level, rather than a space defined by profes-
sional hierarchies.

In their commentary on collaboration in interprofessional health

1.>* noted that teams needed

practice and clinical education, Uhlig et a
to create ‘opportunities for collective team reflection’ (p. 1443). They
found these opportunities to be facilitated when team members
worked in the same space rather than being dispersed throughout dif-
ferent floors of a hospital, for example,54 which McCallin®® found was
easier for smaller rather than larger teams. In addition, Farr®® found
when community spaces were used for team meetings (e.g., a local
café), a diversity of community members participated in development
initiatives, whereas only patients with experience navigating hospital
bureaucracy participated in the hospital-based co-design project. Cre-
ating an environment that supports team-based critical reflection may
therefore benefit from carefully chosen physical meeting spaces, as
well as a non-judgmental philosophy that promotes open dialogue
between team members. Such purposeful spaces support, and work in
tandem with, building team relationships.

3.1.2 | Building relationships

All  nine articles discussed the importance of building
relationships among team members to foster an atmosphere condu-
cive to team-based critical reflection. Farr,*’ Gage,>® Uhlig et al.>* and

Hem et al.*°

pointed to a reduction or removal of power hierarchies,
between professionals and/or between professionals and clients/
patients, as being key to building relationships. Shaw et al.*® described
the importance of professional synergy within a team, and Randall-
James and Head®! pointed to comradeship and companionship facili-
tating trust. In a discussion of what is needed for teams to develop
synergistic relationships, Gage>® outlined the importance of ‘total
stakeholder satisfaction’, meaning every team member, including the
client, must have their individual needs met for them to become an
effective treatment team (p. 2). Similarly, Uhlig et al.>* noted shifting
power dynamics and centring human dimensions of care are impor-
tant for high quality relationships to develop.

Gage®>® discussed how it takes time for teams to develop trusting

.52 noted time

relationships, while both McCallin*® and Williams et a
was needed for interdisciplinary teams to share, reflect and ‘work

through predetermined beliefs that supported unsubstantiated myths

and assumptions’ (McCallin,*® p. 82). Similarly, Gage>® argued teams
must make time to cultivate synergistic relationships by developing
ways to save time in other areas of practice.

Three of the articles suggest that individual differences influence
the degree to which team members are willing to engage in critical
reflection with their team. McCallin's*® study of interdisciplinary
teams found the relationships the team is able to foster and how well
they work together are dependent on the individual personality of
team members. This relates to Hem et al.'s° finding that professional
culture was compromised when not everyone actively participated in
ethics reflection groups and Farr's*® finding that some professionals
seemed threatened, withdrawing from the co-design project after
watching a film in which patients shared negative health care service
experiences. These findings suggest that when team members are
uncomfortable having their professional opinions challenged, they
may opt out of critically reflective dialogue with their team,

compromising relationship building.

3.1.3 | Willingness to challenge one's own
assumptions

Seven of the articles noted team members must be open to critique
and willing to reflect about their own practice to consider other view-
points and work towards practice change.*®*8525% For example,
Shaw et al*® found team members required humility and self-
awareness to take in team feedback and reflect on events in progress,
changing practice as needed. At the same time and inter-related to the
purposeful spaces subtheme above, an emotionally safe environment
was necessary to provide for the possibility of critical reflection of
one's own assumptions.>® This relates to how challenging one's own
individual ideas and practices amidst processes of mutual learning and
collaborative re-exploration of personal and professional worldviews
could be uncomfortable.#¢*°>15% McCallin*® found team members
who were inflexible in their thinking created roadblocks for the recon-
sideration of ‘traditional ideas and assumptions that underpinned con-
troversial ideas’ and argued team success was mostly the result of

individual team members' efforts to challenge themselves (p. 80).

3.1.4 | Facilitation
The use of facilitators was an important part of creating a team envi-
ronment conducive to critical reflection in the four papers that
described team projects or workshops. They all discussed the impor-
tance of facilitators, whether internal or external to the team, in creat-
ing a space that allowed practice assumptions to be challenged and
innovative solutions to be developed.*”=>? For example, Hem et al.>®
found the facilitator balanced the degree of critical reflection happen-
ing in ethics reflection groups with team members' feelings of safety
to ensure everyone felt safe to openly contribute.

Randall-James and Head”! described a particular exercise to facil-

itate group reflection where the facilitators, as outsiders to the team,
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encouraged the team to consider multiple perspectives and challenge
assumptions, facilitating ‘an opportunity for different dialogues to
take place’ (p. 457). Similarly, speaking to the importance of facilita-
tion in developing an implementation framework to transform pain
care in an emergency department, Williams et al.>? found facilitation
‘enabled curious questions and established a safe, participatory pro-

cess where critical questioning was normalised’ (p. 3).

3.2 | Enactments of critical reflection by health
care teams

All of the articles situated the ‘doing’ of critical reflection within a dia-
logical process of communication between team members, supported
by a trusting team environment, as described above. Building relation-
ships among team members was found to be an overriding thread that
links supportive conditions, enactment and outcomes of critical reflec-
tion in team-based health care and was key to this dialogical process.
Randall-James and Head”! discovered it was the process of dialogue,
rather than any specific questions asked that enabled new conversa-
tions to take place, while McCallin*® found ‘the decision to dialogue
mindfully with others is essentially individual’ (p. 85). Within this dia-
logical process, team-based critical reflection occurred through
(1) challenging assumptions; (2) attending to and challenging power
hierarchies; and (3) learning with and from one another as equals.

3.2.1 | Challenging assumptions

Most of the articles described how team members worked to identify
and challenge practice assumptions together, with a goal towards
developing new assumptions and ways of practice for the team?*®48~
54 As Uhlig et al.>* wrote, ‘A host of deeply held patterns, routines,
norms, and expectations must be carefully and respectfully examined,
unwound, reconsidered, and reintegrated for new collaborative care
processes to be successfully implemented and sustained’ (p. 1442).
This is described as a relational process that involves questioning the
unquestioned, active listening to unpack and challenge dominant prac-
tice assumptions, and creating opportunities for new understandings

and dialogues.*¢47-51:52

322 |
hierarchies

Attending to and challenging power

As mentioned above, challenging power hierarchies is a way to foster
a safe team environment and is also a way critical reflection is prac-
tised within team-based health care. Seven of the articles indicated
hierarchical relationships should be acknowledged, challenged and
power boundaries redefined to foster what Farr®® refers to as
‘humanistic connections’ (p. 632), to develop equitable, collaborative
relationships where shared decision-making and solutions can

46,48,50,52-54 Gage53

occur and Uhlig et al.>* discussed how power

hierarchies can be diminished by re-examining traditional hierarchical
team structures and developing a collaborative leadership structure
where power is more evenly distributed, generating a sense of ‘power
with’ rather than power over (*° p. 633).

Both Farr*’ and Gage®® acknowledged the difficulty in achieving
a truly equitable position for the client/patient on the team, due to
the inherent power differential in client-professional relationships,
where clients depend on the services of the professional. This again
raises the importance of developing authentic relationships and being
aware of the manifestation of inequitable power dynamics, so any
threats to equality can be addressed.**>°

A few of the papers also addressed how critically reflective pro-
cesses challenge disciplinary power. Shaw et al.*® described the
importance of decision-making that is not based on single disciplinary
scopes of practice, while noting this removal of disciplinary power is
difficult to accomplish. Randall-James and Head®? reflected on per-
sonal and professional positioning within an imposed hierarchical
institutional identity, while Farr®® found co-production projects chal-
lenged systemic inequities by ‘challeng[ing] objectifying and discon-

necting bureaucratic processes’ (p. 638).

323 |
equals

Learning with and from one another as

Many of the articles indicated that when individual team members
mutually respect one another as valuable members of the team, space
opens up to learn with and from one another*¢~485052 McCallin*®
described this as a ‘collective learning experience’ occurring through
pluralistic dialogue, a process involving discussing differences and
integrating multiple perspectives while learning to work together
(p. 81). This dialogical process involved a willingness to be open to dif-
ferent ideas and to make and learn from mistakes together.*®
Learning with and from one another was understood in the arti-
cles as an ongoing process occurring in tandem with challenging hier-

1.#8 noted how understanding

archies and assumptions. Shaw et a
one's professional role as a contributor, rather than an expert, is
important to mutual learning and suggested this is a dynamic process
in everyday practice—one that can be assisted by interprofessional
education. When team members challenge and question one another
and engage in constructive disagreement, mutual learning supports
the critical evaluation of practice as ideas discussed through collabora-
tive teamwork are put into action, thus improving work relationships

and care practices.*8°0-5254

3.3 | Change supported by team-based CRP

The articles pointed to benefits that CRP has for all team members,
including professionals and clients/patients, that could potentially lead
to improved patient care and better relationships and understanding
one another. How team-based CRP might support equitable care can
be described with the sub-themes of (1) innovative solutions and
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practice changes; (2) improved attitudes towards patients; and (3) team

member gratification.

3.3.1 | Innovative solutions and practice changes

Six articles pointed to team innovation being fostered when interdisci-
plinary team members share knowledge and skills and collaboratively
problem-solve solutions to improve practice. For Williams et al.,>? it
was the desire for innovative solutions and practice changes that
prompted the use of CRP in the first place, which requires innovators
who are willing to take risks to make those changes together.>* When
ideas are developed together without judgement through open dia-
logue, space is provided ‘to think and do things that fall outside the
usual protocol’ (°® p. 6) or to create different dialogues that can lead
to a new shared direction.>® For example, Newham and Howie®’
described how a new intervention was introduced for a patient when
their desire to not go back on a ventilator led the anaesthetists and
nurses to collaborate on a different solution. Similarly, Farr*® found
that interdisciplinary teams working on co-production projects chal-
lenged problematic bureaucratic processes, showing how critical
reflection and collaboration can ‘[facilitate] people to undertake new

situated actions and instigate forms of social change’ (p. 638).

3.3.2 | Improved attitudes towards patients

When teams were aware of power dynamics and worked to diminish
power hierarchies and develop more personal, humanistic connec-

tions, this was tied to a better understanding of patient perspec-

47:49.5854  and improved attitudes towards patients.’® For

|SSO

tives
example, some team members in Hem et al. study reported that
the process of critically reflecting on coercion led to improved atti-
tudes towards patients, such as asking patients about their experi-
ences and including patient perspectives in their treatment decisions,
thus moving towards patients as part of the team. They concluded
that ethics reflection groups could challenge the way professionals
talk, both to and about patients, and how they act and react to situa-
tions in practice, leading to better patient care.® However, none of
the articles explicitly addressed how critical reflection and innovation

impacted patient care.

3.3.3 | Team member gratification

In addition to relationship building being necessary to foster CRP, a
few articles suggested developing closer relationships with teammates
may also be a positive outcome of teams engaging in CRP. Farr®® and
Uhlig et al.>* noted how connecting with the perspectives of others
while exploring one's own values created stronger bonds between
team members and the opportunity for work to become more mean-
ingful and fulfilling. Interactions between team members became

more personal rather than professional when ‘staff engaged warmly,

openly and committedly in the process’ (* p. 632). In turn, as team
members developed deeper connections with one another, felt con-
tent with their work together, and built a positive professional culture,

patient care was expected to improve.’®>*

4 | DISCUSSION

The objective of this narrative review was to advance understanding
of how critical reflection (a process using critically informed knowl-
edge to recognise and challenge assumptions that frame health care
practice) develops, occurs in and impacts team-based health care, to
inform an approach for developing CRP. Our findings suggest that dia-
logue is the main process used by team members to enact critical
reflection. More than team discussion, which typically involves the
use of authority or disciplinary expertise to persuade others of
the best solution to a clinical problem, dialogue focuses on exploring
team members' diverse thoughts, feelings and lived experiences to
focus on the human dimensions of care.>® Facilitated by a supportive
team environment, critical reflection through dialogue was found to
have the potential to improve team relationships and patient care.
However, only one article explicitly engaged with critical reflection
theories,*” and only one described ‘dialogue’ in detail.*® We identify
this lack of engagement with critical theories in team-based health
care research and practice, which we consider necessary to inform
understandings of critical reflection, as a missed opportunity for
health care teams to strengthen their work towards collaborative and
equitable care. In this section, we engage with theories of critical
reflection and dialogue to discuss how our findings lead us to advo-
cate for the use and importance of dialogue as and for critical reflec-
tion within team-based health care or critically reflective team-based
health care. We explore the implications that critically reflective team-
based health care may have on clinical practice, education and

research.

4.1 | Implications for clinical practice: Advancing
collaborative and equitable team-based health care
through critical reflection

Team-based health care, where patients and practitioners from differ-
ent disciplines work together, is a social context that provides an
exciting opportunity for developing critical reflection through dia-
logue, to support collaborative and equitable care. Despite the foun-
dational principle in interprofessional practice that all professions
have equally important roles in collaborative practice, there is little
research examining how (often invisible) power dynamics affect the
way health care teams work together.>® Critical reflection through
dialogue offers a valuable approach for addressing power hierarchies
and practice assumptions in team-based contexts where collaboration
‘can be fraught with tension and conflicts’ (°® p. 717). By ‘dialogue’,
we are referring to ‘a way of knowing’ in relation to one another
whose purpose is to challenge inequitable structures (°” p. 379-380).
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We are not referring to team members hashing out disagreements to
decide on the best way forward but instead attending to how the
exchange of information may uphold or challenge inequitable practice
and care within a particular time and place. Informed by theories of
critical pedagogy,??° dialogue can provide opportunities for teams to
value diverse forms of knowledge, and to question and challenge indi-
vidual and institutional assumptions of practice, while working collab-
oratively to disrupt and change inequitable practice.

Critically reflective team-based health care adds critical social sci-
ence knowledge to the process of collaborative reflection described in

current medical education literature®°8°?

and situates dialogue
within practice instead of education settings, where pedagogies of
dialogue are more often researched.25> We suggest the use of dia-
logue for critical reflection should move beyond formal teaching
spaces and clinical learning environments into everyday team-based
practice. Within HPE, there has been recent research on critical reflec-
tion through dialogue as a teaching approach and collaborative pro-
cess that may bridge a gap between the recognition of inequitable
practice assumptions and taking action toward change.®*® Consistent
with our review findings, Boyd et al.® note that enacting critical reflec-
tion in practice can happen when ‘dialogue is an open-ended, explor-
atory, and generative conversation that brings together different
perspectives, creating opportunities to learn with and from each
other, with the goal of generating new perspectives’ (p. 6). Similarly,
Kumagai and Naidu®® describe the importance of identifying dialogical
moments within clinical medical education, ‘in which reflection and
dialogue are engaged in busy clinical environments as a means of
opening up new ways of seeing and knowing about the human dimen-
sions of medicine’ (p. 512). These education initiatives could be car-
ried over into everyday team-based practice, where team members, in
a process of continual learning and toward enacting socially just prac-
tice, would work together to make time and space for critically reflec-

tive dialogical moments.82:38:60.61

41.1 | Engaging multiple perspectives to challenge
individual and team practice assumptions

Our narrative review suggests individual critical reflection must hap-
pen along with team-based critical reflection—perhaps one cannot
occur without the other. Individual team members must be open to
critically examining their own practices and ideologies, coming
to understand how those ideas are shaped by disciplinary, cultural and
societal ideologies in which they are enmeshed. Ghaye®® argues that
‘actionable knowledge to improve practice’ is not an individual
endeavour alone but ‘occurs in the relationships among individuals as
they converse, negotiate, practice their skills and share views of their
worlds with one another’ (p. 15). This is consistent with Fook's®?
description of critical reflection as not simply either an individual or
collective endeavour but something done by an ‘individual in social
context’ (p. 38). Building a critically reflective perspective through
engagement with others also aligns with Brookfield's?? (p. 29) four

lenses for critical reflection: (1) autobiographical lens; (2) students'

lens (or clients' or patients' lens, to translate this idea to the health
care field); (3) colleagues' experiences; and (4) theoretical literature.
These four lenses emphasise the importance of multiple perspectives
in critically reflecting on one's own assumptions and beliefs. Critical
reflection may therefore be supported through team dialogue, where
team members engage with other team members who hold different
worldviews and social positions, as well as different disciplinary, theo-
retical and experiential knowledge. By tackling critical questions
through dialogue, team members are introduced to other people's per-
spectives, which can encourage an understanding of one's own place
in upholding or resisting inequitable relationships and practices, pro-
viding an awareness necessary to enact practice change.

As there are health professionals who question whether practice
changes are needed to ensure equitable care, our findings also call for
attention to the conditions (relationship building, etc.) that foster and
support critical reflection in team-based health care. Facilitation is one
way to support the development of everyday team relationships that
can promote critical reflection through dialogue as a way of being,
noticing and doing.1° Thoughtful facilitation could provide strategies
for team members with diverse perspectives to dialogue with one
another, while respectfully supporting team members who may not
feel ready to engage in critical reflection. The four papers that
described specific team projects or workshops discussed how facilita-
tors had an important role in creating a space that allowed team mem-
bers to challenge practice assumptions and co-create innovative
solutions.*?=2 This is consistent with Ghaye's®® suggestion that facili-
tation may assist team members as they experience necessary dis-
comfort to question their own thinking and practices and may be
helpful to address tensions that arise between team members. These
findings suggest it may be worthwhile to explore how facilitation can
occur in everyday practice to foster critical reflection day-to-day, not

just during team projects.

4.1.2 | Theimportance of considering patient
perspectives in dialogue

Another implication for practice is the potential for critically reflective
team-based health care to support valuing and understanding patient
perspectives. We found that understanding patient perspectives was
both an outcome of critically reflective team-based care and also a
necessary part of such care. Traditional health care hierarchies work
against the valuing of patient perspectives in health care, as doctors,
nurses and other health professionals are positioned as experts
responsible for the care of patients, with patients relying on the health
professionals for their care. This well-established hierarchy, as well as
an unfamiliarity navigating health care bureaucracies, could present
barriers to genuine patient participation in team-based care and war-

1.5% postulated that

rants further attention in practice. Metersky et a
The hesitance of HCPs [health care providers] to
include patients as full team members with equal shar-

ing of their expertise seems to imply a lack of
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willingness by HCPs to share power within present
health care environments. Unequal power distribution
is synonymous with the exertion of control over
others, and is often linked to a lack of trust develop-

ment. Metersky et al.,®® p. 6

Using dialogue to support critical reflection may provide strate-
gies to decrease the patient-professional hierarchy within health care
settings and support the equitable involvement of patients as full
members on their health care teams. This is especially important in
recognising and valuing the perspectives and needs of socially margin-
alised patients, who often experience inequities in care.®*¢>

CRP through dialogue is an innovative approach that can allow
for meaningful collaborative relationships through the redistribution
of power and positioning patients as co-creators of knowledge and
care. This approach is in-line with the newly revised Canadian Inter-
professional Health Collaborative's (CIHC) interprofessional compe-
tency framework, which explicitly centres ‘collaborative relationships’
between practitioners, patients, families and community members.®®
Enacting critical reflection in a team-based context can therefore be a
practice that supports the implementation of CIHC competencies as
well as other interprofessional competency frameworks, specifically,

ensuring patients' genuine involvement on the team.4¢¢”

4.2 | Implications for education: Bringing team-
based critical reflection into Interprofessional
education

Teaching critically reflective dialogue, a critical pedagogy explicitly
merging complementary theories of dialogue and critical reflection,
within both classroom and clinic settings, prepares future clinicians for
enacting team-based CRP. Just as team-based practice provides an
opportune social context for developing practitioners' critical reflec-
tion skills through dialogue, an interprofessional education (IPE) con-
text provides an opportunity for health care students to learn and
enact critical reflection in dialogue with other professionals
and patients. Interprofessional education teaches students skills such
as team communication, collaborative leadership and how to handle
team disagreement,®® but scholars have highlighted the lack of atten-
tion to power dynamics and implicit biases in IPE.°®“® We suggest
teaching critical reflection skills through dialogue may be an effective
way to attend to power hierarchies and practice assumptions in inter-
professional education. Doing so would bring critical reflection into
interprofessional education, where it currently tends to be taught as a
skill learned by an individual, rather than by and within interdisciplin-
ary groups.®””7° A few initiatives, such as those by Boyd et al.® and Ng
et al.,®® have demonstrated promising outcomes in employing critical
reflection and dialogue within interprofessional training contexts, sup-
porting a need for further work in this area.

Critical reflection through dialogue provides a pedagogical
approach to maximise students' potential to learn about, with and

from one another as is endorsed through interprofessional education

efforts.”*”7® Modelling the regular use of dialogue within HPE,
particularly interprofessional education, could be one way for health
professionals to become more comfortable with critical reflection in
team-based practice settings. It could also support movement beyond
using patients as storytellers who have ‘lived experience’ to share
with students, towards genuinely valuing patients' knowledge as team
members.”4"78

Along these lines, two articles identified in our search but
excluded due to not meeting our critical reflection criteria suggest
interprofessional student-run free clinics (SRFC) could be a promising
team-based setting for future research about how student practi-
tioners can develop CRP.”®° Student-run clinics/initiatives or
student-led practice environments often provide interprofessional
learning experiences and serve marginalised populations, addressing
and filling system gaps through clinical services. If these student expe-
riences were to be designed and informed by principles of critical ped-
agogy, they have the potential to foster critical reflection skills and
enable equitable team practices which may carry forward into stu-
dents' future clinical practice.

4.3 | Implications for research: An opportunity to
bring critical reflection into team-based health care
research

The scarcity of critical reflection theory in peer-reviewed literature
focused on team-based health care contexts suggests a gap in
research into how critical reflection develops and is used by health
care teams in practice. This gap raises questions about how or if
health professionals call on critical reflection theories and critically
informed knowledge within team-based care, and how critically reflec-
tive team-based health care may influence patient care. Given evi-
dence of the potential the enactment of critical reflection may have

8388182 rasearch exploring the application

for positive care outcomes,
of critical pedagogies to foster critical reflection through dialogue
within team-based health care is necessary.

Although our literature search found few articles on the theory
and use of critical reflection within team-based contexts, many
excluded articles focused on how critical reflection has been taken up
in non-team-based contexts. These contexts include: research, such
as how research methodologies can be improved with critical perspec-
tives and how to better incorporate participant perspectives®®-87;
interprofessional education, such as how critical reflection, can help
students challenge assumptions about patients as well as their own

88-90. and by individual health professionals or

and other disciplines
disciplines, such as critical questioning of practice assumptions, often
influenced by personal community interactions, or attending to power
relations in collaborations between a professional and marginalised
clients/patients.?2"?°> Although not directly related to team-based
health care, the engagement with critical reflection in these other con-
texts can provide useful information for how to move forward with
research exploring critical reflection in team contexts (e.g., ideas for

study design or future research).
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Another area of recommended research is whether and how criti-
cally reflective team-based health care may lead to more efficient
care. Our results are consistent with other research showing that
team-based approaches to critical reflection require time and space
for engaging in meaningful dialogue to mitigate the risk involved in
guestioning taken-for-granted aspects of everyday working life, per-
forming workarounds, or advocating for positive change.2¢>>C In one
promising methodological research study, Thille et al.®? facilitated
three interactive reflexive dialogues with a children's neuromuscular
clinical team, as a way to enhance human dimensions of care. The
team learned to apply one specific critical social theory (Mol's logic of
care) to examine routine team practices from a broader, more critical
perspective. Although the three sessions allowed the team to begin to
reflexively question assumptions, there was not enough time
to address all the assumptions identified (e.g., gender assumptions).
We recognise that health care teams often work under immense pres-
sure and time constraints and suggest future research is needed to
examine if and how incorporating critical reflection through dialogue
into teamwork may be a way to provide efficient and equitable care.
This idea is supported by Metersky et al.'s?® finding that when health
care professionals took time to build relationships with patients and
worked towards reducing power hierarchies, time was saved in future
encounters with those patients.

Finally, how team-based critical reflection improves patient care
was notably missing from our review. Some articles indicated that
when hierarchies were challenged and assumptions questioned
together as a team, this questioning continued into health profes-
sionals' encounters with patients/clients and improved attitudes
towards patients.*”>%>* The authors insinuate these are positive atti-
tudinal changes that would improve patient experiences; however,
few researchers reported patient outcomes at all, let alone directly
asked patients/clients about their experiences, consistent with the
findings of Metersky et al.'s®® scoping review on the role of patients
in interprofessional teams. In line with challenging hierarchies within
CRP and ensuring meaningful patient involvement on health care
teams, it is essential to centre patients' experiential knowledge in
research on patient outcomes. Furthermore, as the concept of ‘care’
in health care education has been understudied, future research of
patient care outcomes should include a discussion of the meaning of
‘care’ itself.””:78 Research on how critical reflection through dialogue
can support equitable patient care should therefore attend to how
outcomes are measured and/or described, to understand who bene-

fits and in what ways.

5 | STRENGTHS AND LIMITATIONS

Although we included many related terms for both critical reflection/
CRP concepts and team-based practice in our search, we may have
missed relevant articles that used different terms. It is also possible
that our database search on published, peer-reviewed literature did
not capture other initiatives focused on team-based critical reflection

in health care that were not shared in peer-reviewed publications. In

addition, and particularly as a bilingual team, we recognise that by
limiting our review to English-language articles, there could be
French-language articles (and articles in other languages) of relevance
that were missed. In the spirit of critical reflection and aiming to trans-
form rather than reproduce existing hierarchies and structures, future
reviews might include books, non-English articles and non-

peer-reviewed publications, which might reveal different findings.

6 | CONCLUSION

Our narrative review findings suggest that deep engagement with crit-
ical reflection as a theoretical concept is largely missing from the cur-
rent team-based practice literature. However, aspects of critical
reflection were evident in the articles that we organised into three
overlapping categories: conditions that support critically reflective
team-based health care, how critical reflection is enacted by teams,
and changes that are supported by team-based CRP. Most articles
described antecedents that would support components of critical
reflection, specifically the need for teams to establish a purposeful
environment to facilitate open dialogue to challenge one another and
collectively create innovative solutions. This finding suggests building
a culture of trust and mutual respect is an important precursor to and
process of team-based critical reflection. Adequate time and space
were needed for critical reflection to occur, as well as the willingness
of individual team members to challenge their own assumptions, while
support by facilitators was found to aid the process. The articles
described critical reflection occurring as a dialogical process that sup-
ports team members to learn from and with one another while chal-
lenging power hierarchies and questioning individual and disciplinary
practice assumptions about care. Such equitable and open dialogue
had the potential to improve patient care through the development of
innovative changes to collaborative practice, a positive professional
culture and work experience, and an improvement of health profes-
sional attitudes towards patients as team members.

In sum, while critical reflection has gained traction in HPE, our
review suggests work is needed to study how critical reflection,
explicitly drawing on critical theories, can be developed in team-based
practice. To support equitable care, and as a complement to existing
collaborative practices, we suggest dialogue should be explicitly devel-
oped and researched as an approach to foster critical reflection within
team-based health care.
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