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Abstract

Interprofessional collaboration (IPC) is believed to be a key ingredient in delivering
high quality patient care and addressing failings within the NHS. The means to
improving interprofessional collaboration within healthcare teams is unquestionably
through interprofessional education (IPE). This is a global concern, and as such it is
important to drive the agenda forward within my own profession of diagnostic
radiography.

Consequently, the aim of this research study is to explore diagnostic radiography
students' perception of interprofessional collaboration and the factors that influence it.
The ultimate purpose being to utilise the findings of this study to better prepare
diagnostic radiography students for collaboration through improvements in the

interprofessional education curriculum.

A phenomenological approach was used, and semi-structured interviews were carried
out using carefully constructed vignettes as prompts. The vignettes reflected
interprofessional collaborative teamwork and included ineffective collaboration to
allow for comment on the factors perceived to influence it. A sample of twelve third
year diagnostic radiography students from a London University participated in the
study.

The data was analysed using thematic analysis as specified by Colaizzi (1978). The

overarching themes that emerged were:

s Personal capabilities

s Skills Mix

% Interpersonal relationships
* Radiography culture

¢ Organisation/environment
With a central theme of role-taking

The study concluded that diagnostic radiography students appear ill-equipped for
interprofessional collaborative teamwork. The analysis shows that the students are
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lacking in leadership capabilities needed to navigate the persuasive hidden curriculum
and resist normalisation into the culture of compliance of the team or organisation.
Furthermore, the results oppose findings on professional identity, which is considered
to cause turf protectionism and tribalism hindering collaboration. Instead this study
proposes that a strong professional identity breeds confidence and resilience aiding
collaboration. It is not just IPE that influences collaboration however. Organisational
pressures such as funding, time frames and workload appear complicit in fuelling a

culture of compliance.

A representation of a model of profession social closure is presented, demonstrating
similarities and differences from Witz's (1992) model, based on the perceptions of a
small group of diagnostic radiography students. This small-scale study rejects the
suggestion that professions work as a single entity to demarcate with domination and
subordination. There were no perceived exclusion strategies between the subordinate
professions. Instead, it suggests that exclusion occurs between in and out groups with
normalisation to the group. Inclusionary strategies through advanced expert
knowledge appears to be successful with improved collaboration between dominant

and subordinate professions.

Enhancing interprofessional collaboration is recommended through application of the
three successive levels of transformative learning within the diagnostic radiography
curriculum. This should include strengthening professional identity, continued
interprofessional socialisation and the introduction of leadership skills alongside
reflective practice, to enable students to negotiate the hidden curriculum.
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Chapter One

Introduction

The introduction will provide an overview of the topic as well as the rationale and
purpose for undertaking the research. It will elucidate its originality and contribution to
new knowledge, then outline the core research questions.

1.1 Rationale

In 1999, the US Institute of Medicine launched a patient safety movement ‘To err is
human’ (Institute of Medicine, 1999). The report not only measures the results of
medical errors in terms of monetary cost, but also in terms of loss of trust in the system
by patients, and diminished satisfaction by both patients and healthcare professionals.
While, in 2011, Kennedy’s review into concerns about breast surgical practices in
Heart of England NHS Foundation Trust, pointed to flaws; autocratic leadership,
challenges in managing difficult and powerful members of staff, interprofessional (IP)
animosities, failures in communication and an organisation where staff did not feel
they were able to speak out. Kennedy (2011) concluded that the culture which affects
all aspects of the service patients receive, must develop and change. The Institute of
medicine however, blamed the decentralised and fragmented nature of healthcare
delivery with its rigidly defined areas of specialisation and influence as an impediment
to patient safety. Hammick et al., (2009) argued that in modern times the complexity
of delivering specialised healthcare where each professional has specific expertise
cannot be meaningfully provided by a single professional. Peltonen, et al., (2020)
agree stating there is growing understanding worldwide, that interprofessional
collaboration (IPC) is essential to provide well-functioning, high quality healthcare.

So, while it might be human to err, the Institute of Medicine believe that it is also part
of our nature to create solutions and find better alternatives for the delivery of care
(1999). They recommend that care should be better co-ordinated with clear lines of
accountability throughout the organisation and that the workforce and professional

bodies should focus on improving reliability and safety of care for patients.



Furthermore, that no group can offer a complete solution to the problem but that there
should be collaboration across disciplines to break-down cultural barriers considered
an impediment to safety. A report by the Institute of Medicine in 2001 followed, arguing
that better (IP) teamwork and communication could vastly reduce the death toll and
injuries to patients. While these reports are contextualised within the United States of
America, these findings are reflected in the United Kingdom repeatedly over the years
by the WHO (1987), Department of Health (DH) (2001a), DH (2001b), Kennedy et al.,
(2001), WHO (2010), Kennedy (2011), Health and Social Care Act (2012) and Francis
(2013a). Professor Lucian Leape cited in Kennedy (2011) argued that the culture of
the NHS is not nebulous or powerless to change; it is so much more than the actions
and attitudes of individuals. He suggested that if regulations, incentives and behaviour
were changed then ultimately attitudes would follow. Professor Sir Keogh, the national
medical director of the NHS at that time, supported these findings. He revealed that to
make real improvements in the collaborative process it is essential for all healthcare
experts to work together in a co-ordinated way, stating that care is not the role of one
person alone (Keogh, 2014). Bearing this in mind, the definition of interprofessional

that will be used for this study is:

When two or more professionals work together collaboratively to improve
patient service delivery’ (WHO, 2010 p.10).

A move towards this interprofessional approach has been correlated by WHO (1987);
(2010), Kennedy et al., (2001); Kennedy (2011), Mitchell et al., (2010), Francis
(2013b), Kertcherside et al., (2017) and NHS (2020) to improve policy development,
clinically effective services, enhanced problem-solving, improved patient care and
reduced errors. The greatest value of collaboration lies in its potential for offering
multiple expert perspectives on a clinical issue enhancing care of the patient. Buring
et al., (2009) stated that this results in a shift in knowledge and communication of
individual professions (regional knowledge) to a form of interprofessional knowledge
and protocols for communication. The underpinning philosophy suggests that it
motivates, engenders productive learning relationships, and creates opportunities
between professional groups, which will translate to practice according to Carpenter
(1995), Carpenter and Hewstone (1996) and Kertcherside et al., (2017). Finch (2000)
and Lovedeep and Eman (2018) suggesting that historical demarcation lines between
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doctors, nurses and allied health professionals (AHP) would ideally be eroded, giving
nurses and AHPs the bigger roles that their expertise and qualifications deserve and

moving towards the delivery of optimal patient centred care.

It was recommended by the WHO (1987), (2010), Barr and Low (2011) and Chan and
Wood (2012) that preparation of healthcare professionals for collaboration within an
interprofessional team should take place by way of interprofessional education (IPE).
IPE was first introduced in North America and Europe by the World Health
Organisation (WHO) by entrenching it in their 1988 policy: ‘Health for all by 2000’
(WHO, 1987). In total agreement with the recommendations, the UK governments’
response stated that health care professionals will develop these skills through joint
learning and working at all levels of the NHS (DH, 2001).

In defining interprofessional education (IPE) it is necessary to categorise the language
used so that in consulting the evidence base, the researcher and reader can draw
correlations. Hammick et al., (2009); Barr and Waterton (1996); Gilbert (2005) confirm
the bewildering array of terms associated with IPE. Hugh Barr, president of the UK

centre for the advancement of interprofessional education (CAIPE) defined IPE as:

“Occasions when two or more professions learn with, from and about each

other to improve collaboration and the quality of care” (CAIPE, 2002 no page).

This definition will be used within this study because it is the most widely recognised
and highlights the importance of understanding of one another’s’ profession, breaking

down barriers.

IPE is thought to develop the ability to share and integrate knowledge and skills,
facilitate competent teamwork, decompartmentalise curricula enabling students to
become competent at collaboration. Furthermore, DH (2001b) and the
Interprofessional education collaborative expert panel (2011) are of the opinion that it
eases IP communication breaking down barriers between professionals and ensuring
consistency of curriculum design. Specifically, shared learning and core competencies
in non-clinical aspects should be part of a common learning approach across

professions (recommendations 57, 58) in Kennedy et al., (2001), aligning with Tope
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and Thomas (2011) and the Interprofessional education collaborative expert panel
(2011). Recommendation 60 of the Kennedy report refers specifically to
communication and the ability to engage with and respect the views of fellow
healthcare professionals. Recommendation 61 acknowledges that the education,
training and continuing professional development of all healthcare professionals
should be joint, with courses no longer designed exclusively for doctors or nurses
(Kennedy et al., 2001). This sentiment is echoed by several prominent authors such
as Herbert (2005), Barr and Low (2011), Barr, Low and Howkins (2012), IPE
collaborative expert Panel (2011), CAIPE (2017) and Van Diggele et al., (2020). This
is no different for radiographers. Price and Le Masurier (2007), highlighted the
important implications for future education and training needs for radiographers due
to the continual advancement, changing priorities and blurring of role boundaries in
skills mix. IPE models have increasingly been adopted by health care faculties within
universities (Mandy, Milton and Mandy, 2004).

Despite a global drive for IPE, Barr et al., who are leaders in the field believe current
IPE is still not as effective in preparing students for this role as it should be with long
term success difficult to prove (2016). Reeves et al., (2010) who were active experts
in the domain of interprofessional education (IPE), stated that while progress has been
made in strengthening the evidence base, further studies are needed to provide clarity
of its effect on professional practice and patient care. This is further demonstrated in
post- graduation feedback from the clinical radiography departments, indicating that
undergraduate diagnostic radiography students are technically proficient yet lack

confidence in their knowledge and find collaboration challenging.

It is clear from the evidence base that while IPE is considered essential for IPC it has
not been proven to be effective. It is therefore, necessary to further develop the IPE
curriculum to include pedagogical strategies found to improve the effectiveness of IPE
(Rotz and Duenas, 2016).

1.2 Purpose

The reasons for undertaking this research study in my role as a radiography educator
and in fulfilment of an education doctorate, stems from my passion for developing
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radiography as a profession. A professional educational doctorate is the ideal way of
generating your own evidence base and informing practice, which in this instance
would be solely applicable to diagnostic radiography. The research findings will be
used to challenge my own assumptions, enrich my own comprehension and inform
decisions on the educational approach that should be taken to achieve an optimal and

effective outcome.

My main objective as an educator is to prepare collaborative-ready diagnostic
radiography students for interprofessional healthcare practice so that they can practise
as confident, autonomous expert practitioners. By exploring students’ perceptions, |
was able to gain a sense of the collaborative process at play within the
interprofessional team as viewed by the student. Furthermore, it allowed me to identify
the factors students’ perceived were influencing collaboration and subsequently the
requirements for collaboration. Thus, this study will offer a new theoretical perspective
on the context, dynamics and social interactions as perceived by one group of
professionals i.e. diagnostic radiographers. For the purposes of this study the word
radiographers will infer diagnostic radiographers. The study calls into question if theory
is the reality, establishing critical links between the students’ real world of the clinical
setting and the interprofessional education curriculum; links that need to be taken into

account in developing the radiography curriculum.

1.3 Originality and contribution to new knowledge

The findings of this study will be contributing to the generation of new knowledge in
interprofessional collaboration and interprofessional education, by adding to existing
research. More importantly, it will be providing a niche perspective as there is very
little published research national or internationally on IPC and IPE within diagnostic
radiography specifically. This makes this study original in this respect, adding a new

dimension and addressing a gap in the existing body of knowledge.

While the use of social closure theory is an accepted model utilised in healthcare
professions research, what makes my study distinctive is that it addresses the major
limitation of all social closure theory. Social closure theorists fail to tackle the
relationships amongst the rules of closure, while in my study | purposively explored
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the relationships between professionals rather than assuming that, all professional

groups act homogenously.

Another distinctive feature of this study lies in the methodological approach which used
vignettes to explore the students’ perceptions of reality. While these are commonly
used within nursing research, no studies that have used vignettes within the

radiography setting to examine interprofessional collaboration could be found.

1.4 Core research questions

The core research questions were designed taking into account the rationale of the

study, as defined above

% How do diagnostic radiography students perceive collaboration in
interprofessional practice?

% What factors influence collaboration in interprofessional practice as perceived
by diagnostic radiography students?

% What recommendations could be made to enhance the preparation of students

for interprofessional practice?

Two vignettes were specifically designed to act as prompts to initiate discussions
within  semi-structured interviews. The vignettes reflected interprofessional
collaborative teamwork and included ineffective collaboration to allow for comment on

collaboration and the factors perceived to influence it.
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Background and context

This section will set the scene by describing my position as the researcher, the field of

study, highlight the research problem and contextualise radiography education.
1.5 My position as a researcher

After training as a diagnostic radiographer and therapeutic radiographer, | worked full
time as a diagnostic radiographer in many different specialities within the profession
for 22 years. | have been a full-time radiography educator for the last 21 years while
continuing to do part-time work over the weekends within the clinical environment for

a number of years.

My main interest lies in the preparation of students for the role through
interprofessional education (IPE); empowering them to practice collaboratively, yet
ethically with confidence and pride in their chosen profession, irrespective of level of
study. My position is that interprofessional practice is essential for improved patient
services, but that current IPE is not as effective in preparing diagnostic radiography
students for this role as it should be. A stance verified by Reeves et al., (2010), Francis
(2013a) and Barr et al., (2016).

As a diagnostic radiographer and radiography educator | have my own perceptions of
the role. Furthermore, my perceptions as the researcher are possibly outdated as |
have not worked full- time in practice since 2001 and was an undergraduate student
40 years ago, educated in a very different environment. The programme of study that
| completed, a higher national diploma in diagnostic radiography in South Africa in
1981, was different to the present-day degree programmes. Radiography education
was regarded as training in agreement with Price (2009) and was based within a
hospital with time shared between the classroom and the clinical environment.
Interprofessional education was not formal or explicit but occurred ‘on the job’ and time
was spent on the wards to learn about the work of other healthcare professionals. The
emphasis of education was on the acquisition of technical skills. It was my belief that
an accepted hierarchal culture existed, which | neither questioned nor felt entitled to

contest, with doctors considered to be in a position of power over all other healthcare
15



professionals. Anecdotally, my healthcare peers acknowledged and accepted the
hierarchical culture. But there appeared to be a continued jostling amongst health care

professionals to be regarded in a position of higher status.

| always accepted responsibility and felt that | was fully accountable for my practise as
a radiographer and gained promotion to become a superintendent radiographer. While
| felt respected for my knowledge and skills by both doctors and other HCPs, ultimately
the accepted hierarchy seemed to prevail. There was little career progression and no
advanced practice as this would have resulted in an overlap of the domain and skill-

set of the radiologist.

On moving to the United Kingdom, | worked as a superintendent radiographer for two
years before becoming a senior lecturer in diagnostic radiography. With the
development of specialised postgraduate radiography knowledge and skills, my
confidence increased, and | embarked on my doctorate in education. During the
doctoral education process, | have been able to reflect on my career and my progress
over time. Not only have | acquired new knowledge and skills, but | have challenged
the way that | view myself and the radiography profession within healthcare (Fulton et
al., 2012). | found myself questioning the hierarchical culture which also seemed to
exist in the UK. It has forced me to confront my established ideas about the culture of
healthcare and view it through a more critical lens, but my life experiences have
inevitably encumbered me with pre-judgements as explained by Habermas (1987) and
it is very likely that my perceptions will differ from the participants’. Equally, my
professional experience and observations of radiographers’ and students’ interactions
within the culture has provided a foundation upon which to base this study. These

experiences and observations may also impact on this study.
1.6 Field of study
The setting for this research was a Department of Radiography at a London University

which was part of a Faculty of Health, Social Care and Education hosted jointly across

two Higher Education (HE) institutions.
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The department offers an undergraduate three-year full-time BSc (Hons) degree in
both diagnostic and therapeutic radiography in addition to postgraduate degrees.
Diagnostic radiographers are responsible for the production of medical images using
x-rays, computerised tomography, magnetic resonance imaging amongst other
modalities, for the purpose of diagnosing disease. They may specialise within one area
of clinical expertise becoming advanced practitioners and progress to consultancy
level. Therapeutic radiographers are responsible for the planning and delivery of
radiotherapy treatment to patients that have been diagnosed with cancer with the
same opportunities for career progression (SoR, 2018). Although the degree offers
courses of study in both diagnostic and therapeutic radiography, this study focusses
on diagnostic radiography students only. | work within this profession and am only able
to influence this discipline by contribution to the evidence base and curriculum design.
Both disciplines are expected to work within an interprofessional team where several
healthcare professionals work together towards a single goal, to achieve the best
possible outcome for the patient. Therapeutic radiographers always work alongside
other therapeutic radiographers, oncologists and nurses within a team when delivering
treatment to cancer patients, providing more opportunities for them to collaborate
interprofessionally. In comparison, as frontline healthcare workers contributing to
diagnosis of trauma and disease, diagnostic radiographers often work on their own or
after hours, where lone working is commonplace. In these situations, they are solely
responsible and accountable for patient outcomes. Frequently, they work in settings
such as theatres or wards where they are the only radiographer as part of an
interprofessional team, consisting of doctors, nurses, operating department
practitioners amongst others. It is in these situations where there is a requirement for
face-to face collaboration amongst the team. Moreover, Hammick et al., (2009) and
NHS (2011) maintain that the appropriate interprofessional team member should take
responsibility and lead at any given stage during the patient’s journey according to
their unique expertise knowledge base. An example of this would be, when a patient
is referred to the diagnostic radiography department for imaging, it should be the
radiographer or radiologist who leads on the decision of which imaging modality or
technique would be the most appropriate, rather than the referrer dictating which
imaging should be done. It would also be the radiographer or radiologist who would

perform the examination as this is within their realm of expertise.
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1.7 Contextualising radiography education

Radiography education has undergone significant changes, progressing from a 2-year
national diploma to three years until becoming a BSc (Hons) degree in 1989. By 1993
all programmes were graduate entry, resulting in significant changes to the role of the
radiographer. Examples of changes to the role include a broadening scope of practice
e.g. radiographers were starting to provide an opinion on whether an image is normal
or abnormal where previously they were considered to be ‘image takers’ only. In
addition, the advent of MRI and ultrasound became main stream imaging modalities
requiring radiographers to expand their knowledge and skills. It is these changes in

role that are relevant to this study.

In 2003 the UK government identified radiography workforce issues as critical; staff
shortages, increased demand for services and pressure from radiographers to develop
effective career pathways (DH, 2012). To address these needs the National Skills Mix
project was introduced in the form of a four-tiered service delivery model, referred to
as the Career Progression Framework (CPF) (Price and Miller, 2010; NHS, 2018). The
four tiers of the CPF allow progression from an assistant practitioner, (which is pre-
registration), to practitioner level (registered radiographer), advanced practitioner and
consultant through formalised education and training. This according to Nixon (2001a)
changed the landscape dramatically from radiographers being portrayed as passive
technicians implementing the designs of others, to a progressive structure recognising
professional standing and their unique expert knowledge. Furthermore, Price (2010)
reported that the relaxation of restrictions on reporting by radiographers resulted in the

introduction of advanced practice.

Radiographers’ commitment to the development of expert knowledge is evident.
Despite all the concerns over the abilities of radiographers to accurately report on
images many studies have concluded that with training there is no substantial
difference in the performance of radiographers to radiologists, nurse. Loughran (1994),
Friedenberg (2000), Brealey et al., (2005), Van den Biggelaar, Nelemans and Flobbe
(2008), Coleman and Piper (2009), Piper and Paterson (2009) and Moran and Warren-
Forward (2010) provided evidence of the accuracy, sensitivity and specificity

performance of radiographers in reporting images compared to other healthcare

18



professionals. The study by Coleman and Piper (2009) revealed that radiographers
gained statistically higher scores and values than those attained by nurse practitioners
and emergency medicine doctors in image interpretation. In Piper and Paterson (2009)
radiographers (without training), achieved better overall performance than nurses both
pre and post training in image interpretation. This suggests that radiographers have
risen to the challenge and developed expert knowledge and skills. Despite
radiographers having the expertise in interpreting images, nurse practitioners are the
professionals that make clinical decisions on images in the accident and emergency
department, not the radiographer. The Society of Radiography (SoR) states that
radiographers do not require the permission of any other professional to undertake
roles in image interpretation and clinical reporting provided they have received
accredited postgraduate training (Kelly, 2017). Nonetheless, it appears that
radiographers cannot undertake the role within a hospital unless they have the
delegated authority of a radiologist, which may be evidence of the medical professions’
continued dominance over radiographers. Certainly, in my experience of undertaking
and teaching advanced practice modules, support for radiographers advanced

practice is varied.

Parallel to career progression for radiographers, the concept of interprofessional
practice was introduced into the United Kingdom with interprofessional education (IPE)
established by Department of Health in 2000 (DH, 2001b). Interprofessional practice
aided the CPF in pushing decision-making down to lower levels in the organisational
hierarchies, cementing the CPF but also placing the responsibility to lead (where
appropriate) squarely onto the state registered practitioner (newly qualified

radiographers), not just being reserved for the consultant radiographers (DH,2003).

This flatter hierarchical structure requires collaboration between professionals but DH
(2003) reported concern amongst radiographers and radiologists that the framework
would dilute standards and the scope of their professions. Yet according to Mandy,
Milton and Mandy (2004) and Hammick et al., (2009) interprofessional collaboration
had not often found a place in the education and practices of health professionals
despite IPE models being increasingly adopted by health care faculties. Sunguya et
al., (2014) found many challenges to the adoption and implementation of IPE despite

acceptance of IP competencies by academic institutions.
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All these changes and challenges highlight the urgent need to examine the
radiography curriculum (both undergraduate and postgraduate) in terms of
interprofessional education. To address the educational needs of radiography
students, we need to scrutinise the current curriculum content to illuminate any
disparity and alignment. The curriculum should be examined alongside regulatory and
professional body and NHS IP requirements in addition to contemporary research on
interprofessional education. Of utmost importance is the need to identify the students’
perceptions of the ‘real’ world of interprofessional collaboration to establish critical
links between the curriculum and their ‘real’ world of IP collaboration. With the lack of
literature surrounding diagnostic radiography students’ and radiographers’
perceptions of interprofessional collaboration, it is considered an important starting
point in bridging the gap between interprofessional education and interprofessional
practice which, according to Hammick et al., (2009) and Arain et al., (2017) is long

overdue.

1.8 Research problem

Despite the expectation that interprofessional working requires collaboration, | have
observed many instances where students and qualified radiographers fail to
collaborate in an interprofessional environment. These were situations where they
clearly have the expertise to make professional judgements and importantly, a
professional responsibility to make decisions, advise and lead on these judgements
as required by the Health and Care Professions Council (HCPC) (2013a). | will use

the following scenario from radiography practice to illuminate the problem.

Working in an operating theatre the interprofessional team consists of doctors, nurses,
operating department practitioners and radiographers (amongst others). Each team
member has their own field of expert knowledge. The radiographer is there to image
the patient but also as the radiation protection supervisor with the expertise and duty
to limit the dose to everyone in the theatre and especially to the patient. | have
observed occasions when radiographers have failed to challenge a member of the
team when they refuse to wear a lead coat (worn in order to limit radiation dose) or
refuse to irradiate a patient if they are not allowed the time to place lead shielding on

the patient. Furthermore, even if radiographers do challenge the situation, they tend
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to back down when met with resistance rather than insisting that these safety
regulations need to be adhered to by all members of the team. Equally e.g.
radiographers working in an accident and emergency department receiving requests
for imaging are required to justify the request before undertaking the examination. |
have witnessed occasions when the radiographer has not considered the request to
be clinically justified or in the best interest of the patient, but when pressurised by a

medical professional they will agree to undertaking the examination.

The evidence base supports my observations. Yielder (2006) highlights the power
dimensions within medical imaging with medical domination and administrative power
over medical imaging requests. It is acknowledged that this is an old resource however
as corroborated by Cowling and Lawson (2020), there is very little research in the field
of radiography with Yielder (2006), Smith et al., (2008), Lewis et al., (2008), Strudwick
and Day (2011) and Yielder et al., (2014), some of the very few authors who have
studied radiographers. One of the major factors in the maintenance of medical power
is its control over diagnosis per se, for any action stems from diagnosis. If both
radiographers and doctors, consider themselves to be experts in the field of diagnosis
of disease, this may well be the source of tension between them. Furthermore, Yielder
(2006) emphasises that we rely on ‘experts’ to solve problems, inform and advise us
but that professionals tend to protect their domain by turning decisions into technical
jargon. This could perhaps suggest that radiographers might be resorting to this
technique to rationalise and protect their expertise? Justifying a medical imaging
request is however the duty of a radiographer, reinforced by the HCPC (2012) and an
expectation of the ionising radiation medical exposure regulations (DH, 2003; 2012a).
Despite these regulations, Lewis et al., (2008) reported that radiographers felt inferior
and ‘unable to uphold ethical conduct in face of professional abuse’, yielding to
someone in ‘higher authority’ p.94. Furthermore, Hammick et al., (2009) reported that
it seems medicine had at that point still retained its position of dominance and
authority, while the apathetic syndrome as outlined by Lewis et al., (2008), of ‘l am just
the radiographer’ persists, resulting in radiographers who fail to question, challenge
and lead p.94. Yielder and Davis (2009) claim that the low self-esteem and apathy that
seems to characterise the culture of radiography needs to be challenged, or it may
limit the development of radiographers and the profession. This could in the opinion of
Lewis et al., (2008) and Yielder and Davis (2009) reinforce the hierarchical power of
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medical dominance hindering collaboration. The literature is a nhumber of years old,
but no recent literature could be found. This further reinforces the importance of my

study as it will explore current perceptions of IPC.

The WHO (1987), Finch (2000), Buring et al., (2009), WHO (2010), Barr and Low
(2011), Rotz and Duenas (2016) and O’Keefe and Ward (2018) amongst others all
provide guidance on the competencies required for collaboration and the Centre for
Advancement of Interprofessional Education (CAIPE) (2017) urges that there should
be an outcome led curriculum. Despite this, there is no agreed national curriculum in
the UK with variability of content and delivery across institutions. Furthermore, Fung
et al., (2015) reported on the lack of dialogue or agreement on assessment strategies.
Moreover, IPE in the clinical environment is ad hoc and teaching is by mentors who
lack formal training creating additional challenges according to Chen et al., (2016) and
Van Diggele (2020). Robson (2007), Van Diggele et al., (2020) and Sabato et al.,
(2020) state that IPE is not always prioritised, with staff often undertaking IPE teaching
in addition to other teaching, with scheduling challenges and lack of opportunities for
IPE. This certainly reflects my own experiences challenges as an education

professional delivering IPE.

Robson (2007) and Van Diggele (2020) caution that this inconsistency and lack of
agreement and commitment does not provide a sound foundation for curriculum
development. Sabato et al., (2020) are of the opinion that establishing a curriculum
and benchmarking is further compounded by the lack of available IPE data resulting
in several challenges for the education professional committed to IPE. They also
concluded that school, faculty and institutional level support is essential for success.
With this lack of consistency, it is difficult to assess whether the IPE curriculum is

successful in developing IPC, an additional challenge for this challenge for this study.
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Chapter Two

Literature Review

The literature review provides an overview of the evidence base on IPC, the
radiography curriculum, IPE and the IPE curriculum in radiography and the wider
healthcare setting.

The search of the evidence base was carried out predominantly via ‘icat’, the
university’s online library catalogue as it provides access to a vast array of data bases

and journals.

In addition, the Department of Health, Higher Education England, NHS, and Gov.co.uk
were consulted for key policies along with the Health Care Professions Council and

the Society and College of Radiographers from a professional perspective.

Initial key words that were used to perform the search were: interprofessional,
interprofessional collaboration, interprofessional education and interprofessional

curriculum, including a combination of these search teams alongside radiography.

After an initial period of reading significant key words that emerged from the literature
were, hierarchy, power, leadership, shared leadership, respect, communication,
professional identity, status, respect, trust and competence and confidence. These

terms were searched in conjunction with interprofessional and/or radiography.

‘CINHAL’ and ‘Education Research Complete’ were the primary data bases utilised
with the Cochrane library emerging for collaborative reviews.

The journals, ‘Radiography’ and ‘Journal of Interprofessional Care’ appeared
repetitively in the searches. ‘Radiography’ is the UK’s leading international
radiography journal so was an important source for information relating to the
profession. The ‘Journal of Interprofessional Care’ is the official journal of CAIPE which

is the leading organisation and independent ‘think tank’ in the UK for interprofessional
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education and collaborative practice but, has a far-reaching international membership

and influence.

This literature review has been structured to ensure all aspects of the core questions
are included, thus starting with an overview of interprofessional collaboration. The key
themes that emerged from the evidence based on IPC and the factors considered to
influence IPC were; hierarchy, leadership, power and professional closure, respect
and communication, professional identity, status, respect, trust and understanding of
roles and competence and confidence. It is for this reason that this chapter has been
structured to reflect these key themes. This is followed by a synopsis of the

radiography curriculum, interprofessional education and the IPE curriculum.

After analysis of the data the additional clusters of information that emerged where;
hidden curriculum and role taking. Subsequent literature searching was carried out to

explore the evidence base to include these aspects within the literature review.

Although professions such as pharmacists, social workers and midwives are not
usually included in the IPE programme at the institution where the study took place,
and radiographers seldom work alongside either pharmacists or social workers,
literature from these professions were included. In searching the evidence base on
IPC a wealth of literature on IPC within these professions was revealed. All three
professions work very closely with both doctors and nurses thus information on IPC

between these professions was considered valuable and pertinent.

2.1 Interprofessional collaboration

The term interprofessional is a problematic term with many variations and descriptions
and gets used interchangeably with multidisciplinary, multi-professional or
interdisciplinary. The term multidisciplinary suggests members working alongside
each other are from the same profession which consists of several disciplines e.g.
diagnostic and therapeutic radiography rather than individuals from different health
professions e.g. nursing, radiography, medicine etc. (Oandasan and Reeves 2005a;
Pirrie et al., 1998 and Hammick et al., 2009). While according to D'Amour and
Oandasan (2005), interdisciplinary relates to the development of integrated
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knowledge. Multi-professional suggesting that professionals work alongside each
other while interprofessional according to D'Amour and Oandasan (2005), Hammick
et al., (2009), Buring et al., (2009) and Barr and Low (2011) requires an element of
interaction and a means by which professionals can practise collaboratively. Reeves
et al., (2008), Baker et al., (2011), Lapkin, Levett-Jones and Gilligan (2011), Green
(2013), Green and Johnson (2015) and Prentice et al., (2015) are all of the opinion
that although there is little to substantiate the efficacy of collaboration in patient care
outcomes, it is believed to be a powerful strategy of improving and achieving optimal

health outcomes.

The lack of joined up care is seen as the biggest frustration for patients, service users
and carers. ‘They want continuity of care which is responsive to all their service needs’
(NHS, 2014, p.14). Unfortunately, it would seem, collaboration is often a positive
response to unfavourable circumstances. Kennedy et al., (2001) and Meads et al.,
(2008) offered a powerful reminder of the cost of failing to get relationships right within
our public services. In conclusion to his public enquiry into children’s heart surgery at

the Bristol Royal Infirmary, Professor Kennedy stated:

‘Teamwork is the collaborative effort of all... patients do not belong to any one
profession; they are the responsibility of all who take care of them.’
(Kennedy et al., 2001 p. 277)

The ‘Interim NHS people plan’ NHS (2019) and Ford and Gray (2021) further outline
the need to develop a new operating workforce model which requires collaborative
working and workforce transformation with a more varied skills mix to deliver improved
care. According to Salas, Sims and Burke (2005) teamwork is defined at its most basic
level as two or more people who interact interdependently towards a common goal
with each individual performing a specific function without necessarily knowing who
the other team members are and what expertise they contribute. This is akin to an
interprofessional team in accident and emergency, where the specific function of the
radiographer is to take the x-ray images contributing to diagnosis but there is not
necessarily a shared understanding, trust or respect for their expertise. West is of the

opinion, that although healthcare workers are obliged to work together towards a
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common goal, the dynamics are so complex that many teams function ineffectively

(2012). Collaborative teamwork on the other hand, would encompass these values.

Kennedy et al., (2001) are of the belief that interprofessional teamwork serves to break
down ‘tribal barriers’ with collaboration at the core of teamwork. Furthermore, that
HCPs seem to believe that they have always worked in teams but that the team has
always consisted of individuals from one dominant profession being in charge while
the rest are expected to follow. They believe this historical arrangement of teamwork
might constitute professional etiquette but is not in the best interest of the patient; a
sentiment explained in the 198 recommendations made within the report. A number
of these recommendations are only achievable by interprofessional and inter-agency
practice. Recommendation 19 aimed to avoid giving patients conflicting advice is only
possible if healthcare professionals responsible for a particular patient communicate
effectively with each other. Recommendation 60 refers more explicitly to
communication skills and the ability to engage with and respect the views of fellow
healthcare professionals; an essential component of collaboration (McDonald,

Jayasuriya and Harris, 2012).

As highlighted previously, Hammick et al., (2009), NHS (2011), and NHS (2012)
propose that the model of service delivery is intended to act as a rotating wheel with
the appropriate person leading at any given stage during the patient’s journey. In this
model, Buring et al., (2009) states that each team member is valued and empowered
to assume leadership on patient care issues appropriate to their expertise. DH and
NHS policies e.g. commission of leadership and management, dominate the literature
clearly identifying the need for a healthcare workforce who can embrace change and
demonstrate innovative approaches to work through complex leadership with flexibility
and confidence (Smith et al., 2008; DH, 2008; 2010; DH, 2012a; Leigh et al., 2012;
Francis, 2013a; NHS, 2020). Davidson, Elliott and Daly (2006), Smith et al., (2008),
and Roebuck (2011) agree that enhanced leadership processes improve performance
by 10-20% and is a major factor affecting the speed and frequency of innovation and
change to the prevailing culture. The focus of this literature is however based on the
characteristics of highly innovative organisations and may not be totally applicable to
NHS public service. Moreover, the literature appears to be written as drivers for policy
change despite their remit being improved patient care, with no clear implementation
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strategy outlined. Mangan, Miller and Ward (2015) say this might go some way to
explain why, despite interprofessional collaboration being high on the policy agenda

for years, empirical literature has not evidenced a high level of IPC success.

To accelerate leadership development within the NHS, the Department of Health
launched a new leadership framework in June 2011. Its single agreed standard
provides a more consistent approach to leadership development, spanning all health
professions and aligning the educational and regulatory sectors of the NHS (NHS,
2011). It places leadership within the context of health and care and states that it is
not restricted to designated and traditional leader roles but is most successful where
there is a shared responsibility providing useful guidance for staff about leadership
behaviours. According to Sanfillipo (2021) shared-leadership is a modern approach
to getting work done. It requires collaboration between individuals for the shared-
leadership model to be successful so that power and influence are shared within the
group. This could mean individuals have more autonomy over decisions related to
their positions or an open-door policy where everyones’ ideas are given fair
consideration. At the heart of this framework is the Clinical Leadership Competency
Framework (CLCF) which elucidates the Ilink between the self-leadership
qualities/behaviours required for shared-leadership within interprofessional
collaboration (NHS, 2012). The NHS (2012) suggest that the qualities required are;
self-awareness, managing yourself, integrity, ability to maintain relationships and
influence others, decision-making, developing a shared vision and application of
knowledge. The NHS has continued to embrace the concept of shared-leadership and
has embedded it into the current healthcare leadership model (2014); (2018). It is
applicable to staff at all levels and the notion of the CLCF is supported by the (HCPC,
2012b) making it applicable to radiographers. A strength of the framework is that it
does not expect pure knowledge as expertise but dictates application of knowledge.
As identified by Freidson (2006), expertise is not merely knowledge but the application
of that knowledge and this could be equated to the difference between theory and
practice. Walia and Marks-Maran (2014) maintain that the CLCP seems to be an
ideology and the flaw of the leadership framework appears to be in the absence of an
underlying evidence base to support it. It closely resembles the ‘utopian hospital’; an
ideology outlined by Freidson (2006) which is orientated towards dissolving all
essential axes of an organisation such as hierarchy and functional differentiation.
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Furthermore, Freidson (2006) argues that an ideology cannot be overcome by ethical
dedication just because there is a sincere belief that it is the correct approach to take.
Despite this, Houghton and Yoho (2005), Pearce, Manz and Sims (2009), Lovegrove
and Long (2012), Pearce and Congor (2012) and Houghton, Neck and Manz (2012)
all agree that reorganisation should result in a different form of leadership, with shared
responsibility throughout the organisation; a key component of effective

interprofessional collaboration.

Research demonstrates that healthcare workers agree that IP collaboration is
necessary and of value. A survey by Leipzig et al., (2002) which included nurse
practitioners, master’s level social work students and 2" year post graduate doctors,
revealed that they all felt interprofessional collaboration benefitted the patient. While
focus group discussions with doctors, nurses and AHPs on collaboration, yielded
interesting results. No participant in Nugus et al., (2010) and Collette et al., (2017).
from any staff group, challenged the importance of working collaboratively,
demonstrating its strong cultural currency and the value of contribution of unique

expertise.

2.1.1 Hierarchy

The move towards an interprofessional approach in healthcare is not straightforward.
With equality of team members as a key ingredient, phenomena such as status and
power distribution being measures of equality, have long been issues in the history of
collaboration according to Thylefors (2012), O’Carroll, McSwiggan and Campbell
(2016) and Collette et al., (2017). All healthcare professions, including medicine, are
relentlessly pursuing expanded professional boundaries and seeking or defending the
right of self-governance and autonomy. Salhani and Coulter (2009) consider these as
essential ingredients of being a professional, but it conflicts starkly with traditional
ways of working within healthcare. Hammick et al., (2009) and Francis (2013a)
describe management of the health service which was historically modelled on the
military system: as a top-down hierarchical model where subordinates were given and
carried our orders. Lewis et al., (2008), Hammick et al., (2009), Yielder and Davis
(2009), Roebuck (2011) and O’Carroll, McSwiggan and Campbell (2016) agree,

stating that traditional teams are typically led by long standing, high status, dominant
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professional groups like medicine. Moreover, collaborative interactions by
autonomous healthcare workers have been shown by Baxter and Brumfitt (2008),
Salhani and Coulter (2009) and Mangan, Miller and Ward (2015) to be selective and
largely at the discretion of medicine. An arrangement of this kind of power is framed
as medical dominance by Freidson (2006) and Nugus et al., (2010). And is, even in
the opinion of medical colleagues Thylefors (2012), a crucial factor interfering with
effective IP teamwork. Foucault was of the opinion, that power should not be entrusted
to one person, for in doing so, we would be back to monarchical type of power
(Foucault 1977).

Seaton et al., (2021) and Walmsley (2021) highlight that evidence of a hierarchy and
imbalances of power still exist today resulting in conflict and cause a lack of autonomy
in Allied Health Professionals. This lack of imposed or perceived lack of autonomy,
demoralise AHPs who felt their knowledge, skills and expertise were underutilised.
Until the 1980s, the monarchical power appeared entrenched in the system. Nugus et
al., (2010) reported that medicine was free from external evaluation allowing it to retain
its position of autonomy and ability to exercise authority over other healthcare
professions (Nugus et al., 2010). This is further reflected by Allsop, (2006) who stated
that medicine has resisted invasions into its scope of practice in English speaking
countries and has retained its power base, particularly in terms of authority and status,
resonating with my own experiences. Though, not all doctors believe that the hierarchy
is acceptable, expressing concern that AHPs were not able to use their knowledge,
and questioning why they were not utilised when they are experts in their field (Ebert
et al., 2014). They also expressed a dislike for the title ‘Allied Health Professional’
considering it to reinforce the attitude of hierarchy. Ebert et al., (2014) found that
doctors valued interprofessional placements that promoted collaboration with other
HCPs, stating that working together on patients allowed them to teach each other and

gain an understanding of their roles.

Despite recognising the value of IP collaboration, research would suggest that doctors
tend to be less disposed towards the construct of IP collaboration. Two separate action
research programmes by Braithwaite et al., (2013) and Collette et al., (2017) aimed at
improving collaboration across a healthcare system in Australia, revealed that doctors
had the least favourable attitude towards IPC. Furthermore, they were least likely to

29



endorse the success of the intervention, while AHPs were found to be the most
supportive of IPC, followed by nurses and administrators. Then again, the sample of
AHPs did not include radiographers. What is more, Nugus et al., (2010) and O’Carroll,
McSwiggan and Campbell, (2016) report that 80% of the doctors believed they had
the right to change patient care plans without consent from the team. Furthermore,
that they had the final word on all team decisions which appears to reflect doctors’
perceptions of their power and position in the hierarchy. Only 35% of nurses and social
workers agreed with this standpoint, revealing some acceptance of that power,
reinforcing the perceived ‘hierarchy’. Yielder and Davis (2009) write prolifically about
the culture of radiography which they characterised as having low self-esteem, apathy
and being resistant to change. In agreement, Wylie and Gallagher (2009) highlighted
that radiographers scored consistently lower than any of the six largest Allied Health
professions in Scotland across the five transformational leadership behaviours.
Behaviours, that according to Den Hartog and Belschak (2012), are necessary to
inspire and motivate radiographers to challenge the status quo of the hierarchy.
Kvarnstrom (2008) supports this, reporting that hierarchical and status differences
hinder collaboration. The Kennedy report (2011) found that speaking out by members
of staff was not easy, due to the hierarchical culture. While Ebert et al., (2014)
observed a hierarchical healthcare environment which aids a culture of tribalism and
subdues mutual respect and understanding of each other’s’ roles thus emphasising
conflict, aligning with Lewis et al., (2008), Kennedy (2011) and Mangan, Miller and
Ward (2015).

Excerpts in the Nugus et al., (2010) study, bears witness to this conflict as well as the
resistance to domination, with 65% of nurses and social workers refusing to accept
the perceived powers of doctors. Furthermore, the SoR (2017) diagnostic radiography
workforce report shows an increasing number of radiographers in advanced and
consultant level practice. Practice that requires autonomous and interprofessional
collaborative working, indicating that radiographers are preparing to take up roles

which challenges the hierarchical structure.
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2.1.2 Shared leadership

As evidence above by Hammick et al., (2009) and Francis (2013a) the NHS is
traditionally built on a hierarchical leadership structure. Contemporary evidence by De
Hoogh et al., (2015), Sfantou et al., (2017) and Fernandopulle (2021) support this
stating that the importance of which, in their opinion, is overemphasised and
ineffectual. Furthermore, De Hoogh et al., (2015), Sfantou et al., (2017) and
Fernandopulle (2021) report that steeper hierarchies often demonstrate autocratic
leadership where a single person makes the decisions without taking into account the
conflicting opinions of others in the team. They also inform us that with autocratic
leadership, mistakes are not tolerated and are blamed on individuals which does not
promote team morale and performance. While it supports psychological safety and
facilitates acceptance of the hierarchy by its members when team members do not
accept the hierarchy, it results in power struggles which are not productive.
Interestingly however, de Hoogh et al.,, (2015), Sfantou et al.,, (2017) and
Fernandopulle (2021) all show that autocratic leadership has been shown to be
beneficial in emergencies, but only in these dynamic circumstances and a return to a
flatter hierarchical structure immediately post the emergency should be facilitated or it
results in poor team outcomes. Shondrick, Dinh and Lord (2020) advise the leadership
theory has advanced beyond autocratic control by a single leader. Instead modern
interpretations define dynamic leadership as transitory and shared by a group of

individuals rather than being stable and hierarchical.

Gibb (1968) introduced the concept of shared leadership in 1954, which was later
described by Harris (2013) as distributed leadership. While not a new concept,
Spillane et al., (2001), Harris (2013) and Keshmiri and Moradi (2020) affirm it provides
a powerful and contemporary lens through which leadership practice should be
viewed. It is defined as positive interactions between people in a specific setting and
differs from a sharing of tasks or responsibilities (Gibb, 1968 and Wang, Waldman and
Zhang, 2014). Harris (2013) emphasises the importance of the ‘we’ in the leadership
process, re-enforcing the theory that there are multiple sources of influence in a
team/organisation. This might sound confusing, as though leadership is collective or

a process of negotiation.
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Instead, Foucault, (1980) and Pearce and Conger (2002) explain that each member
of the team is individually responsible for their own tasks and that it is an influence
process in a group where the objective is to lead one another to the achievement of
the groups’ goals. Considering that the capacity and equality of individuals to influence
the team through the application of their expert knowledge when needed, the concept
of shared-leadership might be important when forming a collaborative IP team.

Despite its capricious meaning, Wang, Waldman and Zhang (2014) believed there is
substantial empirical evidence to prove a positive relationship between shared-
leadership and improved trust and collaboration and that team members identify more
strongly with the group. The concept of shared-leadership in healthcare is addressed
in detail by many authors, namely Pearce and Sims (2002), Alimo-Metcalfe and Alban-
Metcalfe (2003), Bligh, Pearce and Kohles (2006), Pearce, Conger and Locke (2007),
Pearce, Conger and Locke (2008), Pearce, Manz and Sims, (2009) Barr (2015) and
Keshmiri and Moradi (2020) and forms the basis of the Clinical Leadership
Competency Framework (CLCF) which is at the heart of the Leadership Qualities
Framework (LQF). Alimo-Metcalfe and Alban-Metcalfe (2003) found that team
members were most effective when they were confident, competent, self-aware of
their own behaviour, good at networking and politically aware; qualities required for
effective shared-leadership in addition to, managing yourself, integrity, decision-
making and application of knowledge. As identified earlier, the NHS Leadership
Academy (2015; 2018) support this but further include the qualities of self-control,
reflection, resilience and determination in the new healthcare leadership model. They
are insistent that areas identified for development within the model are as much about
how you manage yourself as how you relate to others. Furthermore, that the

leadership behaviours are an expectation of all healthcare staff.

But, standardising the capabilities of leadership is tantamount to a ‘one size fits all’
approach. Molden and Dweck (2006) argue that this approach is idealistic and that
focusing on the universal principles of thought and action describing the average
person, risks describing no-one at all. They maintain that it is important to recognise
that people vary greatly in the way they perceive and process information and regulate
themselves. Storey and Holti (2013) consider shared-leadership productive but
confusing regarding the role of those occupying leadership positions. Pearce and
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Conger (2002) clarify that shared-leadership refers to the qualities required by
individuals to influence on matters related to their sphere of expertise instead of the
leaders of an organisation. Rather than qualities which suggests an attribute
possessed by someone, Barr and Low (2011 p.3), CAIPE (2017) and NHS Leadership
Academy (2018) refer to these qualities as ‘capabilities’ that enable collaborative

interprofessional practice.

Despite the LQF stating that it is an overarching framework for all healthcare staff, a
separate document: ‘leadership for doctors’ reinforces confusion and influences the
perceptions of hierarchical leadership by suggesting that leadership for doctors is
different. Storey and Holti (2013) suggest a fresh approach of duality: addressing
shared-leadership and behaviours required of those in leadership positions,
separately, colloquially known as the little | and big L respectively. Additionally,
practical application of the framework is challenging and appears to be optional, which
is unlikely to achieve its aim of improving the self-leadership capabilities essential for
shared-leadership of all team members, especially students. Xyrichis and Lowton’s
review demonstrated however, that lack of a clear leadership structure causes
frustration and leads to poor decision-making and this could be compounded by the
fact that shared-leadership is not known about or understood by all professionals
(2008).

The NHS leadership model addresses this by stating that individuals can build capacity
and act as role models for others to develop their leadership qualities, resulting in
engagement, mutual respect and empowerment. Furthermore, it is not meant to
facilitate autocratic hierarchical leadership or take responsibility away from others, but
to be a collaborative sharing of power. This brings us back to the rotating wheel model
of service delivery where, true collaborative interactions are based on empowered
individuals who assume leadership and contribute their expertise to provide quality
patient care. Owen and Cooke (2016) identified the need for interprofessional
collaboration through shared-leadership and governance, a strategy which they

believe will dismantle the healthcare hierarchy.

It is also apparent from the Lancet’s commission into the future of healthcare

education, that there is a necessity to reform education to address the demand for
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leadership capabilities, which are necessary for effective teamwork (Frenk et al.,
2010). Coltart et al., (2012) confirm that doctors’ education already includes leadership
training. Furthermore, many studies state that an IPE curriculum should also include
leadership qualities and espouse the value of shared leadership, but O’Keefe and
Ward (2018) and Van Diggele (2020) bemoan the fact that they do not always
elaborate on the capabilities required. So, despite the scepticism around the LQF and

CLCF its value is in outlining the capabilities required for collaboration.

In designing this study, it was important to prompt discussion around interactions to
decipher whether student radiographers had the leadership capabilities required to
engage in truly collaborative IP teamwork.

2.1.3 Power and professional closure

Weber (1909) theorised that to understand social action (i.e., engagement with
collaboration) we should explore how individuals relate to each to other. Importantly,
this needs to be founded on an insight into the subjective meaning and intention that
participants assign to the social action. Attempts to understand the role of the
professions within a group and the relationship between them, Johnson (1972)
suggests that an essential element has previously been excluded; the attempt to
understand professions in term of power relations, the sources of power and authority,
and the ways in which they use them. Baker et al., (2011) agree that it is an important
yet under-explored aspect. Yielder and Davis (2009) identified the same omission
within radiography stating that there is a need to explore key issues of professionalism
within the context of power dynamics and hierarchy. It is for this reason, that this study

is concerned specifically with unequal power relationships in IP collaboration.

In his readings of the eye of power, Foucault states that power should be arranged as
a machine working by a system of cogs, reliance cannot be placed on a single (cog),
person alone (1975). This suggests that there is a weariness of the traditional
hierarchical ‘great man’ theory, but Harris (2013) clarifies that it does not imply that
formal leaders are redundant. Foucault (1980) and Lewis et al., (2008) clarify that the
division of labour cannot be attained without a distribution of power where everyone is
able to influence decisions So, for this study power is defined as:
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‘the ability or capacity to influence’ (Lukes, 1986 p.18).

Power can be competitive suggesting domination, a negative entity that results in
repression. Foucault’s opinion is that this representation is a widespread yet narrow
perspective and that not all problems of power should be conceived in terms of war-
like relations. He questions; if power was never anything other than repression and if
it never does anything but say no, what makes it be accepted? Importantly, he argues
that power should be considered a productive network, which can be shared
throughout the social body forming knowledge and producing discourse, and that

where discourse is taking place, domination will not be present (Foucault, 1980).

There is little evidence in the literature that power struggles produce discourse;
midwifes in a study by Van, Driessen and Scheele, (2016) reported power imbalances
between them and obstetricians, in which they felt obstetricians ranked themselves
above the midwives despite their willingness to collaborate. Foucault’s notion that
power does not reside in someone, needs to be considered here. It asserts that power
is not something that obstetricians are doing to the midwives but is perhaps being
created in the relationship between the midwives and obstetricians (1975). This power
imbalance is echoed by social workers who are of the opinion that there is a power
imbalance between themselves and GPs, but that GPs are not even aware of this
perceived imbalance, Mangan, Miller and Ward (2015), insinuating that domination is
not intentional. This might of course also imply that the imbalance is accepted and
viewed as a normal part of everyday practice. | am interested in uncovering the
perceptions of my own students’ views; if they do perceive that there is a power
imbalance, do they perceive it to be intentional or do they view it as normal i.e., have

they normalised it as suggested by Foucault (1975).

In the focus groups conducted by Nugus et al., (2010) nurses felt subjugated by AHPs
and some AHPs felt subjugated by nurses, which supports Witz's theory that power
imbalances may be multi-directional within the medical social body. In their
ethnographic study on how nurses use power to expand jurisdiction of their autonomy,
Salhani and Coulter (2009) found that the nursing team itself was not as united as it
first seemed. Distinctions were made amongst themselves e.g., between degree

holding nurses and diploma nurses and those with different roles e.g., administrative,
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reflecting my own experiences. Tensions of male supervision by female nurses, was
also evident. When it came to exercising power and autonomy Salhani and Coulter,
(2009) reported that nurses often fell back into a complaint handmaiden role, while
other nurses saw their handmaiden role as appropriate believing that to work equally
would be upsetting the established order of the team. Traditionally nurses were
considered housekeepers or secretaries to doctors to do their bidding. This was
influenced by Florence Nightingale’s vision of nursing; ‘... a dedicated calling more
akin to religion, with status and rewards considered of little importance’ (Witz, 1992,
p. 131; Freidson, 2006). This resulted in the ‘established order’ that nurses referred to
in Salhani and Coulter (2009), echoing Foucault's concept of normalisation and
development of a ‘natural attitude (1975). Interestingly, Schein and Schein (2017) refer
to this natural attitude as the taken for granted assumptions which subsequently fade
out of awareness and essentially become the cultural DNA of a group/organisation
(agreeing with Foucault’'s normalisation). Furthermore, they argue that such
assumptions can be very stable and serve as a way of doing things and are learnt
early on. Foucault (1975), Gutting (2005), Merleau-Ponty (2008), Dowling and Cooney
(2012) and Waggie and Arends (2021) believe that this natural attitude is achieved by
a subtle and pervasive method of subordination though influence, that changes
attitudes and produces docile bodies. This normalisation is comparable to habituation
within the NHS as described by Francis (2013b). These concepts inform an important
focus of the research, which is to establish whether students consider IPC
relationships to be occupied with power, dominance or discourse? Furthermore, to

explore whether normalisation played a part in forming their perceptions.

Conformity and compliance were dominant themes in Levett-Jones and Lathlean
(2009), revealing that student nurses adapted to institutional values rather than ‘rock
the boat’ p.346. They thought that to challenge the status quo or established order as
outlined by Salhani and Coulter (2009), would undermine any chances of acceptance
by staff. A few participants had even knowingly engaged in unsafe practice as directed
to fit’ into the team. This was one of the key issues identified by Francis, (2013a) and
certainly reflects some of my own encounters within an interprofessional team. The
question that is raised here is whether this attempt to fit in, is in itself, an attempt at
gaining favour and access to the ranks of the dominant group or whether it is due to

influence by dominant professionals Rogerson and Ermes (2008) and Sergeant and
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Laws-Chapman (2012) advise that integrated healthcare teams need resilient
employees who can persevere when exposed to adverse situations maintaining a

sense of moral purpose to resist the influence exerted upon them.

Exercise of power is the source of tension between the nurses and other health
professionals in Ebert et al., (2014) where rehabilitation counsellors and pharmacists
felt ‘left out of the team’ and resented the nurses’ blatant attempt to supervise their
work. So, it appears that ‘medical dominance’ is not the only kind of power at play.
Interestingly, Collette et al., (2017) reported that doctors do not appear to be as aware
of these tensions and consider collaborative behaviour to be at a greater level than
did the nurses. This reflects the views of Mangan, Miller and Ward (2015), insinuating
that attempts to influence is unintentional. Neither do doctors identify other clinicians
as dominating them but they did report feeling disempowered by management and
administration according to Salhani and Coulter, (2009), Nugus et al., (2010) and
reported by the NHS (2020). This might be because doctors see themselves as the
manager of the patient, reporting that the patient comes under their authority and they
have the right to make decisions Nugus et al., (2010), resulting in conflict with

managers who attempt to direct their tasks.

Freidson (2006) and Nugus et al., (2010) consider it inevitable that there are tensions
between the perceived need for management and the call for care to be delivered
collaboratively. This tension is clearly articulated in the Kennedy report where issues
of who was responsible for the management of the patient and lack of collaboration
between healthcare professionals resulted in mismanagement of patients (2011).
Nugus et al., (2010) are of the opinion, that patient management should be viewed as
co-ordination of patient care, which involves the use of collaborative power. However,
| would argue that co-ordination is merely a functional perspective on power sharing.
Contrarily, collaborative power involves interdependent participation, decision-making
with self-evaluation of performance, evidence of accountability and a sharing of
responsibility within a team as outlined by Nugus et al., (2010) and Thylefors (2012).
Blue and Fitzgerald (2002) refer to this collaborative power as mutual power, deeming
it an essential criterion for collaborative relationships. Importantly, Thylefors states that
it represents equality amongst team members with regards to influence (a core
component of collaboration).
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In exploring radiography specific literature, independence, autonomy and ability to
influence are not evidenced in the historical development of the radiography
profession. In Witz (1992), Nixon (2001b), Price and Paterson (2002), Lewis et al.,
(2008), Cowling (2008) and Yielder and Davis (2009) radiographers are portrayed as
passive technicians implementing the designs of other healthcare professionals.
However, it is evident that radiographers have risen to the challenge of advanced
practice which requires autonomous working (SoR, 2013; 2020). Consultant
radiographer posts are now well established. | believe radiographers no longer wish
to be subordinate and compliant within an interprofessional team as was the
expectation. They are aspiring to greater professional status and recognition with a
desire to utilise and grow their professional knowledge and expertise. This will require
radiographers to have the ability to lead and exert influence in their field. Price (2010)
and Rees (2013) believe radiographers are ready to rise to the challenge of addressing
the unequal power relationships that are perceived to exist and actively collaborate as

a member of an interprofessional team, thus leaving the past behind.

Larkin (1978), Abbott (1988), Witz (1992) and Johnson (2016) all illuminate the issue
of unequal power distribution amongst healthcare professions. They reject the trait
and functionalist theories of the professions. The trait theory being the professions’
distinctiveness which requires identification of the attribute required to be a profession
(Johnson, 2016). For example, radiography’s’ distinctiveness is delineated by DH
(2017) as their ability and authority to justify imaging requests, operate imaging
equipment and deliver radiation. These distinctive characteristics are used to
legitimate consequences of delivery of radiation by an unauthorised person. Johnson
(1972) argues that these theories do not take into account the power struggles and

conflict of the development of an occupation as a profession (Johnson, 1972).

According to Parsons (1954), the functionalist theory is based on the professions’
place in society i.e., it possesses knowledge that is of great importance to society,
fulfilling an essential function. Because it is open to abuse, Berlant (1975) advised
professionals to work according to a framework based on moral practice. Barber
(1967) argues however that control of their unique knowledge and functions is
overseen by the professions themselves, as is evidenced in radiography by the
formation of the professional body, Society of Radiographers (SoR). Johnson (1972)

38



once again agues the functionalists’ theory too ignores the development of the
profession and the power and conflict between professions. Johnson’s framework
defines a profession not in terms of an occupation but an institutional means of
controlling occupational activities (1972). He argues that the ‘institutionalisation of
power relationships continued to develop under neo-Weberian perspectives of
professionalism’ (p.41). Weber (1909) was of the opinion that dominant groups protect
their status position as the dominant profession by excluding outsiders through tight
regulation of work activities and entry to their group. Parkin (1982) elaborates that the
central point here is how particular occupations regulate the field of work in their favour
through the state or organisations by legally restricting access/ opportunities to
another eligible professional group. Where radiography is concerned, Witz (1992)
chronicles how occupational activities have historically been controlled by medicine.
Freidson (1977) however argued that a profession is an occupation that has struggled
for a right to control its own work and has been granted legitimate autonomy by an
elite or dominant state. My study aligns with Freidson; that although radiography was
historically controlled by medicine it has now been granted legitimate autonomy.
However, it has been engaged in a struggle to exercise that autonomy and therefore

takes into consideration Foucault's emphasis on power.

Larkin (1978), Abbott (1988), Freidson (2006) and Johnson (2016) all conceive that
the development of professions is based on professional closure strategies; distinct
projects aimed at protecting exclusive knowledge, tightly regulated entry and work
practices for the sole purpose of economic, social and political advantage.
Furthermore, Johnson (2016) warns it is centred on control and monopolisation of
practice, exertion of and institutionalisation of power. Some of these closure tactics
are certainly reflected in the development of radiography as a profession; entry is
tightly regulated, and exclusive knowledge is protected by the requirement of
registration as a radiographer to be able to practice. Furthermore, the career
progression framework (CPF) where advanced practice is evident has resulted in

economic advantage for radiographers.

Witz (1992) expands on the work of sociologists such as Johnson (1972), Larkin
(1978) and Abbott (1988) but in particular Freidson (1970) in her model of occupational

closure, in which she illustrates the complex relationships between the various closure
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strategies utilised by the professions. Turner and Samson (1995) found that closure
involves relationships of dominance and subordination between occupations with the
exercise of power a dominant attribute. In her seminal book, Professions and
Patriarchy, Witz (1992) explores the occupation of radiography as a case study for her
conceptual module: strategies of occupational closure. While she emphasises gender
issues and feminisation of radiography during the 1920s and 1930s, she
acknowledges that a study of the gendering process in radiography cannot ignore the
complex inter- occupational relations in which radiographers were entangled. In fact,
Witz (1992) recognises that the inter-occupational relations of medical dominance and
para-medical subordination is not merely a backdrop for gender differences but
became increasingly to be articulated in the hierarchical structure of the division of
labour around the medical application of x-ray technology. It is this hierarchical
structure and occupational power that played a part in the historical development of
radiography as a profession that is considered significant and ontologically relevant to
this study. Relevant because, historical development would according to the social
constructionism perspective be responsible for the lens through which radiographers
view the hierarchical structure and division of labour and subsequently, how they

construct what interprofessionalism means to them.

The research problem broaches the issue of hierarchy, unequal power relationships
and authority, and how it has become entrenched within an interprofessional team as
outlined by Foucault (1994) and Johnson (2016). All these issues appear to be factors
that influence interprofessional collaboration, therefore, raising the research
questions; ‘how do current radiography students perceive interprofessional

collaboration?’, ‘what are the factors that influence collaboration’?

It would seem pertinent therefore to utilise Witz’s (1992) model of professional closure
to analyse the students’ responses. Reeves et al., (2010) agree that modern health
and social care professions would be better understood by drawing on this theory of
professional closure. Witz’s (1992) model of professional closure is outlined and

discussed below.
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Figure 1: Model of professional closure
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Strategies of occupational closure: a conceptual model.  (Witz, A. 1992)

Figure 1 reproduced with permission from the rightsholder Taylor and Francis Informa
UK Ltd- books

The model is arranged into four quadrants. The exclusionary and demarcationary
closure strategies (top) are engaged in by the dominant occupations in the hierarchy
(Witz, 1992). Based on Freidson’s work on the opposing tactics of the professional
power of doctors, these areas suggest that they (dominant groups), enjoy occupational
monopoly and a position of dominance in relation to adjacent occupations in the
medical division of labour (1977). Grace et al., (2017) is of the opinion that his can be
seen in the control of radiography by medicine who prevent encroachment into their
knowledge domain by the delegation of tasks e.g., image reporting. While the
inclusionary and dual closure strategies are a description of the sub-ordinate groups’
(i.e. radiography) opposing approaches. It is these strategies which are important to
this study, as closure would be considered counter-productive to interprofessional

collaboration. By delving into diagnostic radiography students’ perceptions of
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collaboration, it might be possible to determine which if any, closure strategies are
perceived to be employed within the IP team.

The left-hand side of the model is concerned with the exclusionary strategies which
aim for intraprofessional control over the internal affairs of the related professions and
described by Freidson (1977) and Parkin (1981) as a downward exercise of power in
a process of subordination. (Witz (1992) and Baker et al., (2011) explain how the group
seeks to secure a privileged status by exclusion and refer to entry requirements into
the profession creating a monopoly over their skills and knowledge. Entry to medicine
requires a personal statement, specified work experience, Grades AAA at A Level and
successful completion of an admissions test (Medical Schools Council, 2017). This
very prescriptive, high achieving set of entry requirements is exclusionary and
achievable by only a select few. This is an example of Freidson’s (1977) explanation
of professions that have been granted legitimate autonomy. On the other hand, this
exclusionary strategy is not exclusive to medicine. All healthcare professions have
minimal entry requirements with some form of admissions test and minimal grade
achievement, albeit lower grades, so all are involved in exclusion which involves
subordination. Simultaneously, inclusion (bottom left) is used by subordinate
professions to challenge exclusion. Witz (1992) and Baker et al., (2011) state that it
involves an upward push of power by the group seeking inclusion to the structure from
which it has been barred. This is evident in the career progression framework which
has resulted in advanced radiography practice where radiographers are carrying out
tasks previously considered to be entirely the radiologist's domain e.g., image
reporting, independent caseloads within ultrasound and mammography, including
biopsies. These are plans to gain acceptance and inclusion into the domain of

medicine from which it is barred.

The right side of the model is concerned with interprofessional (between professions)
closure strategies and suggests that professions act as single organised bodies, with
traditions, strategic focus and an aspiration to defend and advance their profession
(Baker et al., 2011). Demarcationary strategies (top right) are interprofessional means
of controlling, monitoring and regulating the labour of others and is a process of closure
resulting in the negotiation of separate spheres of competence and the control of
boundaries between professions to secure their position of power on the professional
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hierarchy (Witz, 1992). Demarcation is evident in radiography practice by the fact that
radiographers are only able to report under the delegated authority of the radiologist,
while they also influence which aspects of imaging radiographers may report on.
Despite the Society of Radiographers stating that radiographers do not require the
authority of other professions to report (2013), the reality is different; issuing of an
imaging report by a radiographer is historically considered to be contentious by the
Royal College of Radiologists (RCR) (1996); (2012) and SoR (2010). The RCR state
that a clinical radiologist should delegate authority to a radiographer, must monitor all
aspects of the work and are fully responsible, suggesting that radiographers have no
responsibility for the report. Parkin (1981) is of the opinion, that a privileged group
(such as radiologist who are free from delegation) must constantly protect its control
against attempts by subordinate groups to usurp that domination. A counter argument
suggests that rather than an attempt to control radiographers, radiologists are
concerned that standards of quality and safety are compromised by allowing
radiographers to report on images (Modern Medicine Network, 2010). Claims, that
according to Piper and Paterson (2009), Coleman and Piper (2009) and Society of
Radiographers (2010) are unproven. But Grace et al., (2017) claims this attempt at
tight control of radiographers’ occupational activities and responsibilities by the
dominant profession is executed to mould the division of labour to prevent
encroachment into their knowledge domain, which Larkin (1983) maintains ensures
they retain financial income and status. Radiologists reporting on medical images are
paid significantly more than radiographers that carry out the same task (NHS jobs,
2017). Furthermore, Larkin (1983) suggests that this is not intended as a mere
distribution of skill but a conflict between professions shaped by the disparity in
accessible power resulting in sub-ordination to the dominant group i.e. sub-ordination
of radiographers to radiologist. The dispute between the SoR and the RCR because
radiologists continue to pronounce upon the roles of radiographers was reported by
the Modern Medicine Network (2010), evidencing that closure strategies were at that

point still being employed and are worthy of research within this study.

Demarcationary strategies are considered by Witz (1992) essential to understand how
relations are created and sustained within a professional hierarchy. As this study is
concerned with unequal power relationships within an interprofessional team, this
aspect of the closure theory is deemed extremely relevant in considering collaboration
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within the team. Weeden (2002) suggests that it also seems logical to assume that
closure is not static and will fluctuate over time and between professions and should
therefore be treated as an empirical question focusing on consequences rather than
the process. The consequence, ultimately being the collaboration between
professionals in an interprofessional group. Hence this enquiring strategy is useful
because it supports my focus of students’ perception of these consequences (the

collaboration in an IP team) and the factors that influences collaboration.

The dual closure strategies on the bottom right of the model, deals with the subordinate
group’s response to the demarcationary strategies of dominant groups: a
simultaneous exercise of power in an upwards and downwards direction. Witz (1992)
and Baker et al., (2011) suggest that it is two-fold; usurpation which unlike the fight for
inclusion into the ranks of the dominant profession, is a fight to challenge
demarcationary strategies and change the structure of the hierarchy. But, this
countervailing exercise of power, results in oppositional rather than a redistribution of
power (collaboration). The radiologists might view this as an encroachment into their
knowledge domain while radiographers might consider the demarcation of roles as a

means of control.

This very act of usurpation also results in exclusion — a simultaneous exercise of power
in a downwards direction which is used by the subordinate profession to secure their
place in the hierarchy according to Murphy (1984) and Baker et al., (2011). An analogy
would be people undermining and side-lining colleagues in order to achieve promotion.
Usurpation is evidenced within the four-tier career structure of radiography which
demarcates levels of education and results in a hierarchy within radiography itself.
Murphy (1984; 1988) identified real problems in the Weberian social closure theory.
He argues that Witz’s explanation that usurpation is the opposite mode of closure to
exclusion, obscures the fact that exclusion is involved in usurpation. By the very action
of usurpation, it excludes members of other professions from the radiography
profession. So, the question that is not addressed, is how can usurpation which, in
itself consists of exclusion be interpreted as a mode of closure which is distinct and
different from exclusion? Murphy (1988) suggests that rather than being a separate
entity from exclusion, it is a sub-type. So, it might follow that in recognising usurpation

involves exclusion then it must be concluded that they have much in common.
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A major limitation of closure theory is its weak conception of the relationships between
rules of closure and their structure. The original Weberian social closure theory was
introduced in response to the prevailing social theory to produce a new more general
approach which encapsulates the diversity of the foundations of domination. Weber
(1909)'s stance was that social action is entwined with historical contexts.
Furthermore, that social researchers should pursue knowledge of social actions by
studying historical contexts of collectives/groups (Weber, 1909). But, this assumes
that all sources of monopolisation are equal (e.g., by class or by power and
opportunities e.g., race ethnic etc.) and founded on one and the same generic kind of
process. Murphy (1984) asserts this is a serious limitation which is common to the
work of all closure theorists: i.e., they neglect the relationships among the different
rules of closure and hence they fail to analyse how rules of closure are structured and
the consequences of that structure. This would be akin to assuming that all doctors
monopolise, and all radiographers are subordinate, and all interactions are uniform
i.e., either domination or subordination. My study addresses this limitation by
concentrating on the students’ reality of the relationships and collaboration between
individuals and different interprofessional groups rather than assuming homogenous

actions.

Social closure strategies could be construed as a barrier to collaboration. It is for this
reason that this work was designed to unpick which, if any closure strategies are at
play amongst/between professions. Identifying any closure strategies would allow for
a redesign of the interprofessional education curriculum to address these.

2.1.4 Communication

Communication between healthcare professionals is known to have an impact on
service and standard of patient care, with Fox (2000) stating that rigid distinctions
between status and power limits communication creating conflict. Keegan et al.,’s
model demonstrated how nurses manage conflict with physicians, stating that it is the
key to understanding collaboration (1998). Firstly, they predict the communication
style they expect the physician to use, before deciding which approach to take to
combat the potential conflict. Keegan et al., (1998), Thylefors (2012) outline the five
styles of combating conflict as collaborating, avoiding, dominating, obliging and
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compromising, with collaboration being the only effective style promoting positive
interactions. Moreover, Fox (2000) and Abramson and Nizrahi (2003) cited positive
communication as an important means of improving collaboration to address patient
needs. Positive communication in this study is concerned with interactions where
information is asked for and listened to, with equal influence of all team members
which is a core component of collaboration according to Baker et al., (2011). It is for
this reason that communication, in particular (positive communication) is being

examined within this study.

In exploring interprofessional communication there appears to be a dearth of literature
pertaining to radiographers so, the evidence base was consulted for interprofessional
communication per se. This will set the scene of the environment within which
radiographers work and communicate. Sirota (2007), Ebert et al., (2014) and Van
Driessen and Scheele (2016) consider collaborative practice to be the exception rather
than the rule with relationships characterised as competitive with poor communication
between obstetricians and midwives, causing adverse patient outcomes. Reeves et
al., (2009) found that within the sphere of localised interactions, communication
between members was terse and unidirectional and highlight that other healthcare
professionals shared this viewpoint. Midwives in Van, Driessen and Scheele (2016)
reported being treated as inferior partners and perceived that obstetricians had a

condescending and haughty attitude when communicating with them.

Reeves et al., (2010) consider authentic dialogue as the assumption that everyone
has the right to have their opinion taken seriously. Interactions between doctors of
different specialities (teams that know each other) were found to be considerate,
courteous, and respectful and not characterised by dominating power (Nugus et al.,
2010). Further observation however, confirmed that doctors exercised and reported to
exercising role dominating power and uni-directional communication towards staff of
other occupations and this appears to be exaggerated in an acute setting such as a&e
where the teams did not know each other. Not surprising, as these are stressful
situations where decisions need to be made quickly with no time for proper
introductions. It is these clinical areas that this study focuses on, making these
observations particularly relevant. These findings were substantiated in Nugus et al.,
(2010) by a doctor who confirmed that communication was one way. What is more,
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participants in Nugus et al., (2010) and Ebert et al., (2014) stated that when the
medical team needs something to get done, all they have to do is ask. This alludes to
a culturally endorsed, role dominating power and communication by doctors and
concerns raised by Thylefors (2012) who suggested that it puts unreasonable
demands on doctors and reduces input from other health professionals. Conflict
avoidance behaviour by nurses and HCPs who do as they are bid even if they do not
agree, results in an additive instead of an integrative attitude towards problems.
Thylefors (2012) agree that while this may save time, it does not contribute to decision-
making or promote effective team collaboration. This reluctance to voice their opinions
compared to physicians led Atwal and Caldwell (2005) to conclude that this type of
domination and sub-ordination would not contribute effectively to patient care.
Furthermore, it appears that role dominating power (influence) in teamwork is often
exerted and even defined in terms of communication and that verbal activity
meticulously follows salary which according to Thylefors (2012) implies medical

dominance.

A degree of professionalisation also appears to be relevant, with professionals
demonstrating a higher level of verbal participation in team meetings than
paraprofessionals (Thylefors et al., 2000). Although it is unclear exactly what they
mean by paraprofessionals, it appears to be all professionals who are not doctors. The
prefix para is defined as side-by-side Dictionary.com (2018), hence all professionals
(to include allied health professionals, nursing and pharmacy) working alongside each
other and doctors. Hewitt, Sims and Harris (2015) evidenced tactical communication
where team members consciously control the information they share to avoid
disagreement and negotiate hierarchies. Moreover, that they preferentially
communicate with decision-makers who are more likely to agree with their ideas. So,
while tactical communication maintains collegiality, explicit hierarchies are preserved.
Team members also tended to communicate jointly to increase their influence,
demonstrating a lack of confidence in communicating across boundaries. The higher
status professionals were found to use silence or sarcastic communication to
undermine the professions that they considered to be of a lower status and who, in
turn, try to assert themselves; an example of a demarcationary strategy controlling the
boundaries between professions to secure positions of power, maintaining the
hierarchy (Hewitt, Sims and Harris, 2015).
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A lack of communication was reported by Xyrichis and Lowton (2008) and Ebert et al.,
(2014) as causing misunderstanding about each professions’ roles and
responsibilities. They also found that communication and conflict resolution was
greatly enriched through team meetings where open communication was employed.
A systematic review by Hewitt, Sims and Harris (2015) found confidence, experience
and flexibility to be key personal attributes influencing open communication. This is
confirmed by Ebert et al., (2014) where participants felt that if they were confident and
had knowledge and experience they would have the power to ‘talk back’. Ebert et al.,
(2014) do counsel however, that AHPs’ lack of confidence in communicating with
doctors without undermining their professional judgement, is a concern. Despite this
Nugus et al., (2010) believed that domination and the hierarchy are being questioned
and resisted, albeit not publicly, verbally or systematically. What is particularly
encouraging, is both physicians and nurses in Collette et al., agree that communication
is a key feature in positive collaborative behaviour (2017).

2.1.5 Professional identity

Hall (2005), Pearce, Conger and Locke (2008) and MacAuthur, Daily and Villigran,
(2016) maintain that collaboration is further complicated by how professions come
about, with their own histories, professional cultures, ethics, education and
socialisation processes and career pathways. The culture of a profession involves
values, beliefs, attitudes, customs and behaviour which are passed down from
generation to generation. This is of course subject to change and varies from one
clinical site to another, however through anecdotal discussions with students the
culture of radiography is perpetuated. This aligns with the social constructionist
perspective of this study, that no single person’s perception is untainted by the society
which influenced them. Tajfel and Turner (1979) offer further explanation of inter-group
prejudice and bias in their social identity theory (SIT). SIT proposes that part of an
individual’s self-concept is based upon their identity as a member of the group to which
they belong. It also suggests that behaviour between individuals (interprofessional
collaboration) is determined by the customs of the group to which they belong.
Furthermore, that individuals strive to maintain or enhance their collective identity by
evaluating themselves in terms of their group or profession, with in-groups and out-

groups, creating further differentiation between professions. Tajfel and Turner (1979;
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2010) do acknowledge however that the relationships are complex, and that social
context is a mediating variable. But, Ivan lllich who was an extreme critic of all
healthcare professionals claimed that they purposely control and mystify their
expertise for purposes of power and control (1971). Hall (2005) argues that this has
arisen as professions have struggled to define their boundaries and establish an
identity to openly challenge the boundaries of medicine. But they acknowledge that
boundaries work to heighten the contrast between rival professions. Baxter and
Brumfitt acknowledge that the professions have evolved separately with well-
established boundaries (2008). Medicine being the most established and dominant
profession, while other professions have faced substantial difficulties in developing

their position, status and identity.

Baxter and Brumfitt are of the view that the professional differences may be because
of the philosophical foundations of their training, with leadership being vested in
medical practitioners (2008). It is not only the education and skills but also the
socialisation processes which occur that allows the student to assume the professional
identity and solidify their ‘world view’. As identified by Mann et al., (2005) all
practitioners are trained to be independent and autonomous within their professions
and adopt the identity, norms and stereotypes of their faction, described as tribalism
by Beattie (1995). It is considered by Nyatanga (1998) part of the normal part of social
identity and self-perception, also termed ethnocentrism. Reeves and Pryce (1998)
believe this was incorporated into nurses and doctors’ education giving greater sense
of identity but also separateness, resulting in an in-group and out-group perception.
Tajfel and Turner (1979) and Tajfel (2010) offer further explanation of inter-group
prejudice and bias proposing that part of an individual’s self-concept is based upon
their identity as a member of the group to which they belong. This in/out-group
perception means that healthcare professionals will tend to judge people within a
group as similar and people from a different group as dissimilar. Furthermore, SIT also
suggests that behaviour between individuals (interprofessional collaboration) is
determined by the customs of the group to which they belong and that individuals strive
to maintain or enhance their collective identity, reinforcing the in/out-group
differentiation between professions. Reeves and Pryce (1998) believe this acts as a
barrier to shared-learning between professions. History reflects the evolution of
professions and has led to each profession working in silos. A thought that aligns with
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Weberian theory of social closure Weber. Dumont et al., (2012) reported that
professional silos, tribalism, stereotyping and discrimination remain, although they
suggest that increased role awareness may lead to a decrease in these behaviours.
Additionally, Hall and Weaver (2001) and Hall (2005) state that cognitive learning
theory proposes, that each profession attracts individuals with a particular set of
cognitive learning skills, strengthening the walls of the silo. Exacerbating this, Ebert et
al., (2014) found that undergraduate students appear to need to belong to their socially
and professionally identified group. This is certainly visible on our undergraduate
programme; within a few weeks the radiography students have gravitated towards
each other and tend to sit together in a group. Bluff and Holloway (2008) suggest this
is reflected within the clinical environment, where students emulate the behaviours of
the group role models in the clinical setting. Role modelling can have a positive or
negative influence and this along with perceptions of tribalism and loyalty to the group
is explored within the interviews of this study, an attempt to identify the factors that

influence IP collaboration as perceived by the students.

2.1.5 Status, respect, trust and understanding of roles

The terminology to denote a higher or lower status profession is interesting. Freidson
(1970; 2006) is of the opinion, that this stratification of status is largely of professional
origin and is related to division of authority with the purpose of alienating other
professions. Pullon (2008), Kvarnstrom (2008) and Dumont et al., (2012) are of the
opinion that erroneous professional stereotyping and perceived inequalities in status,
are some of the factors hindering IP collaboration despite all the years that healthcare
professionals have been working alongside each other. Other contributing factors are
knowledge contribution not being valued or utilised and organisational hierarchical
values which affect the experience of being appreciated. Atwal and Caldwell (2005)
confirm these findings, with AHPs and nurses reluctant to voice their opinions. An
excerpt from a focus group in Nugus et al., (2010) aptly confirms this; ‘nursing and
allied health relationships with medicine still has a long way to go...... doctors don’t
really respect other professions’ (nurse manager) p. 901. Although they do point out
that there appears to be a greater amount of respect within the community care team
setting as opposed to the acute care setting where radiographers work. Participants

in the Van, Driessen and Scheele (2016) study reported a lack of respect for their
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knowledge stating that obstetricians did not always trust their decisions and actions.
While general practice staff seemed to demonstrate a lack of respect for the profession
of social work according to Mangan, Miller and Ward (2015), a view echoed by
radiographers in Matilainen et al., (2017). Morris and Matthews (2014) and Matilainen
et al., (2017) participants deemed respect as recognising and appreciating scope of
practice and rights of all professionals in the patient care process, with Matilainen
reporting from a radiography perspective. The NHS Leadership Academy (2015),
Johnson et al., (2021), Waggie and Arends (2021) and Walmsley (2021) support the
importance of respect (particularly mutual respect) stating that it is essential for
influencing others and building collaboration.

In Ebert et al., interpretive focus groups, nurses and pharmacist participants felt their
role was not valued, understood or appreciated by other professionals within the IP
team (2014). These perceptions were acknowledged by the opposing team members
e.g., the pharmacists said that nurses did not understand their work and it took nurses
twelve months to figure out that the pharmacist had a role on the ward. A viewpoint
supported by Larkin and Callaghan (2005) where mixed teams of nurses, occupational
therapists, psychiatrists and social workers were questioned. Most of the professionals
stated that they were clear about their own roles but thought that other team members
did not understand their roles or acknowledge the importance. It could be argued that
improved communication might easily dispel these challenges. In contrast, the doctors
in Larkin and Callghan (2005) were confident that they understood the nurse’s role
and would ask them when they needed help, suggesting a lack of respect for their role
and as though they were just there to serve the doctor. This is of course a dated study,
but conversely one could question whether the reverse i.e., a nurse asking a doctor if

they needed help would signify a lack of respect?

Collette et al., (2017) also identified the lack of mutual respect between nurses and
physicians. This was also linked to understanding, with nurses stating that the
physicians needed to better appreciate the professional role of the nurse rather than
focus on task orientation of the role i.e., giving drugs as directed, bathing the patient
etc. Collette et al., (2017) found that nurses considered respect and communication
to be key aspects in collaborative behaviour, while physicians cited roles and task
division more frequently. Nurse participants in Ebert et al., adamantly agreed that
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doctors ‘don’t have a clue what nurses do’ (2014 p.546). Conversely, doctors
expressed similar misgivings saying that other healthcare professionals had limited
knowledge of their roles, but nurses stated that they clearly understood what their
medical colleagues do, even expressing sympathy for them saying that they are
always ‘flat out’ (p. 3). Although respect for doctors by the nurses and pharmacists
was strongly suggested, it was interesting to note that pharmacists admitted to having
less respect for nurses than for the doctors. Respect was used frequently in Ebert et
al., (2014) with all groups stating that they experienced a lack of respect from other
professions. The nurses were particularly vociferous stating that they ‘think nurses are
airheads and think we are here to serve them’ (Ebert et al., 2014, p. 3). Rotz and
Duenas (2016) explored pharmacy and medical students’ perspectives on
collaboration. Students specifically highlighted learning about each other’s roles and
responsibilities of other professions to cultivate mutual respect. Waggie and Arends
(2021) also propose that without knowing the team, respect would not follow.

Pullon (2008) draws attention to the fact that trust is often referred to in connection
with respect and assumed to be a static factor in successful IP relationships, reflecting
my own views. Increasingly however, it is being acknowledged that trust and
collaboration between individuals and within institutions are not stable entities and in
the opinion of Nielsen (2004), Pullon (2008) and Lewicki and Wiethoff (2012) depend
on circumstances and importantly, are influenced by previous experiences. This
reflects the perspectives of Moskowitz (2004) and Pennington (2012), who define how
we think and respond to a situation as social cognition. Positive previous experiences
of collaboration where people were reliable in their behaviour are more likely to result
in trust, known as calculus-based trust (Lewicki and Wiethoff, 2012). This seems to
suggest that working together on a regular basis where positive experiences are
reinforced would result in greater trust between IP team members. Therefore, to
understand students’ perceptions of trust between IP team members it was important
to explore previous teamwork experiences within the interviews. This allowed me to

draw correlations between experience and their perceptions of collaboration.

Pullon’s (2008) study on competence, respect and trust, demonstrated that
interviewees considered the importance of working together and building relationships
as key in establishing trust. This appeared easier to achieve in a community-based
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setting than in an acute situation. This study focusses on the acute environment of
accident and emergency and an operating theatre scenario, to reflect the challenges
faced by radiographers in these settings. Working alone in these settings means that
radiographers often do not have any immediate support from colleagues and because
they are not a regular part of the interprofessional team, with Strudwick and Day (2014)
reporting that integration is often a problem. Interprofessional education was also
considered as an opportunity where these relationships could be developed. This is
defined by Pullon (2008) and Lewicki (2012) as identification-based trust which occurs
where team members share beliefs, goals and more fully understand each other’s
roles. This would appear to be the type of trust that IP education would be cultivating.
The step from respect to trust and vice versa does not appear to be automatic and
must be developed and earned over time as consistently reflected in Pullon (2008)
and Lewicki (2012). Respect and trust are factors presented within the scenarios in
this study and while roles are not specifically stated, it is presented as actions carried

out by the characters within the vignettes.

Trust and respect follow competence or perceptions of competence Pullon (2008) but,
need to be mutual to be effective. Notably it was not enough for healthcare
professionals to be competent or to demonstrate competence, it was considered
essential that competence be acknowledged by other team members. This relates to
understanding each other's roles so that when a professional demonstrates

competence it can be recognised as that.

2.1.6 Competence and confidence

Price-Dowd (2017) deliberates competence and confidence; stating that competence
is the very essence of being a nurse. Furthermore, that it is all important in being a
professional. As part of an exclusive group who have undertaken a programme of
study, professionals are required to be competent at specific elements of practice that
are assessed (Hammick et al., 2009; HCPC, 2013). But competence alone does not
reflect the complexity of being a professional; it is not just about knowledge and skills
but the attitude to perform well. Price-Dowd (2017) elaborates, stating that
competence is about being conscious of your abilities and is inextricably linked to

confidence. Confidence could also be considered as self-assured or assertive
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(dictionary.com, 2018). But Price-Dowd (2017) warns that there is a fine line between
confidence and arrogance so finding the right balance of confidence is all important.
Kroner and Briemann (2007) agree that confidence is one way of assessing
competence (certainly not the only way) and that the public tend to fear an expert who

is not confident.

Confidence in one’s own ability to be successful at any given endeavour, is referred
to by Luszczynska (2005), NHS Leadership Academy (2015) and Williams et al.,
(2017) as self-efficacy and determines the belief a person has in their ability to
influence a person or situation. Quite conceivably then confidence confers power. The
Society of Radiographers’ codes of conduct list confidence as an expected standard
and state that it is linked to the publics’ trust in the profession (Freeman, 2013 p. 10).
Moreover, Foucault (1980), Pearce and Conger (2002), Barr and Low (2011), Wang,
Waldman and Zhang (2014) and NHS Leadership Academy (2015) list it as a vital
attribute/capability necessary to influence relationships in a group and redistribute
power i.e., shared -leadership with a strong correlation with improved trust enabling
collaborative interprofessional practice This is clearly a key element influencing IP

collaboration and as thus essential to explore in this study.

An increase in stress is thought to result in a loss of confidence and affect competence.
Verrier and Harvey (2010) investigated work pressure and performance and found that
newly qualified radiographers lose confidence and display reduced competence more
quickly than established radiographers i.e., have a reduced tolerance to workload
pressure. Uncertainty and lack of confidence was also reported by Eyal and Cohen in
medical students when first entering practice (2006). This is contrary to Hall (2005)
and Nugus et al., (2010) who believe medical students are socialised and educated to
be confident decision makers with leadership skills embedded within their curriculum.
Either way differences between groups stem from the fact that people in these two
groups ‘live’ in/fwork profoundly different circumstances according to Sidanus and
Pratto (2008), thus making it important to explore the perceptions of diagnostic

radiography students specifically.
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2.2 The radiography curriculum

In developing graduate attributes, Gunn, Bell and Kafman (2010) are clear that the
major responsibility for smooth integration of graduates into professional life lies with
higher education institutions (HEIs) and that they should explicitly take account of the

learners’ future employment needs.

The undergraduate curriculum is designed to enable student radiographers to
accumulate expert knowledge and achieve the proficiencies necessary to be eligible
for registration as a diagnostic radiographer upon completion of the degree. The key
components that are included in the curriculum include the proficiencies taken from
the HCPC standards of proficiencies for radiographers (HCPC, 2012b). As healthcare
professionals, radiographers should understand and apply the key concepts of the
knowledge base relevant to their profession and be autonomous practitioners able to
exercise their own professional judgement. In addition, effective communication,
relationship building, and collaborative teamwork is essential. The regulatory body, the
HCPC sets an expectation that radiographers should understand the role of other
professions and services in health and social care (2013). The need for our students
to develop their ability to collaborate with other professionals is also evident in the
evidence base. Buring et al., (2009), Rotz and Duenas (2016) and Van Diggele et al.,
(2020) affirm that IPE has become an important approach for preparing professionals
providing patient care in a collaborative team. The main aim according to Barr and
Low (2011) is to keep best practice central to all teaching and learning while instilling

interprofessional values.

Ultimately however, it seems the goal of the WHO (1987) was to develop the ability to
share, creating new areas of knowledge and skills, thus generating new roles?skills
mix. Hammick (1998), Hammick et al., (2009) and Buring et al., (2009) agree that it is
an important pedagogical approach but rather than generating new roles, the solution
lies in collaborative practice that is not about blurring professional boundaries creating
a generic care worker. Instead, it is about developing professionals confident in their
skills and expertise who are empowered to assume and share leadership and conduct
their own practice in a collegiate way within a team. Mandy, Milton and Mandy (2004),
O’Keefe and Ward (2018) and Van Diggele et al., (2020) all attest to IPE models
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increasingly being adopted by healthcare faculties within universities, including the
institution that | was working for at the time of undertaking this study, albeit not as
actively as is suggested. The very first module of all healthcare degrees in the faculty
was shared amongst professionals with common core clinical and non-clinical
competencies. This strand ran throughout the radiography degree with shared
academic modules in year three. Year two modules were interdisciplinary rather than

interprofessional.

The WHO (2010), IPE Collaborative Expert Panel (2011) and Reeves et al., (2013)
state that this advocacy and implementation of IPE assumes that IPE will develop
healthcare workers with the knowledge and skills to work in a collaborative manner.
However, Price and Le Masurier (2007), SCoR (2017) and PHE (2019) report that over
time the scope of radiographic practice has widened significantly, with radiographers
now performing tasks which were once the remit of medical practitioners. Rather than
being interprofessional, these advances are considered ‘specialisation’, requiring
education to focus on skills that support advanced practice. Hall and Weaver (2001)
and Gilbert (2005) stated that the trend is for professions to specialise as they mature
requiring distinct professional systems creating fewer opportunities for interaction
between professions. This is mirrored in nursing where the RCN (2018) describes
advanced clinical practice as an opportunity for nurses to use their expert clinical skills
with the authority to make autonomous decision in the diagnosis and treatment of
patients. It makes little mention however of interprofessional teamworking other than
in the midwifery sector. Health Education England (HEE) (no date) outlines advanced
practice as a pathway designed to transform effective sharing of skills. The standards
and education are guided by the multi-professional framework which supports the
requirement for expert knowledge and skills but outlines that advanced practice
provides enhanced capacity, capabilities and efficiency within a multi-professional
team. Reassuringly this suggests that education of advanced practitioners is still an
interprofessional endeavour. Shanahan, Herrington and Herrington (2010) and the
Global Future Council (GFC) (2016-201) advise that the healthcare system is in a rapid
state of change and radiographers must continue to study throughout their lives to stay
up to date with the changing knowledge base of their profession. Higher education

institutions (HEIs) have responded to the needs for specialised education and training
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for role development by establishing specialised postgraduate educational

programmes.

2.3 Interprofessional education

2.3.1 Professional identity

Hammick (1998), Daly (2004) and Hammick et al., (2009) emphasise that traditionally
professional education was established for production of specialised knowledge
specific to an occupational group e.g., diagnostic radiography. Furthermore, that there
is a need for specific knowledge to be strong in order to produce experts and to support
specialisation. But Hammick (1998) and Daly (2004) also warned that specialisation
establishes clear boundaries between professions with the philosophy of professional
education situated in proving your worth to your chosen profession enhancing
professional identity. Hammick (1998), Daly (2004), Hammick et al., (2009) and Frenk
et al., (2010) all ascertained that a strong identity does lead to further rigid distinctions
between professions, insulating one from the other (creating boundaries) so that
professional groups tend to act in isolation or even in competition to each other. This
strong framing of boundaries is described by Bernstein (1996), Bernstein and Solomon
(1999) and Daly (2004) as centrism and along with Homeyer et al., (2018) suggest

that it is a significant barrier to IPE.

However, Meads et al., (2008) and Buring et al., (2009) insist that the IPE framework
should be based on evidence that being interprofessional enhances a professions’
specific identity. Funnell (1995) argued that a lack of professional identity leads to
inflexible role boundaries and a reluctance towards role sharing. In agreement,
Ahonen and Liikanen (2010) found a lack of a strong professional identity and image
of the radiography profession is suggested to affect the implementation of evidence-
based practice and research. Once again these are older studies so may not
necessarily reflect contemporary thinking. In her research on good team working,
Molyneux's respondents felt, that they were not threatened by staff from other
professions if they felt sufficiently confident in their own professional role (2001).
Furthermore, Barr and Low (2011) maintain that the identity of the professional should
be sustained, power and status differences should be acknowledged but set aside and
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diversity within and between professions respected. A viewpoint, that resonates with
me as a radiographer and educator who is passionate about advancing the profession
of radiography. These principles were included in creating the vignettes so that the

analysis could reveal whether these tenets are reflected in practice.

2.3.2 Socialisation

Pratt et al., (2006), Gofton and Regehr (2006), MacAuthur, Daily and Villigran (2016)
and Lee and Yang (2019) believe the transfer of profession specific attitudes,
knowledge and behaviours occurs through socialisation and a professional culture is
born and perpetuated. Because of this socialisation, Oandason and Reeves (2005b)
and Jowsey et al., (2020) propose that stereotypes of their own professional identities
develop and for those of other professions, occurring even during IPE simulation.

The IPE framework proposed by D'Amour and Oandasan (2005) cites socialisation
issues (professional cultural beliefs and attitudes) as a key component of IPE
development. In fact, Mazur et al., (1979), Mandy, Milton and Mandy (2004) and
suggested that IPE reinforces negative stereotypical views. These views are known
as turf protectionism according to Pirrie et al., (1998) or tribalism as described by Frenk
et al., (2010). Waggie and Arends (2021) refer to turf protectionism as professional
jealousy, stating that over-lapping scopes of practice (skills mix) cause professionals
to feel threatened, so they strive to preserve their professional identity and unique
autonomy, which is counter intuitive to IPC. These cultural factors negatively impact
on participation in IPE causing isolation, obstructing socialisation and impeding

collaborative learning.

The radiography degree at the institution where the study was undertaken has a small
intake of diagnostic radiography students per year compared to nursing and medicine.
Student feedback from IPE modules at the time of undertaking this study indicated
that they did not appear to have a voice in the large numbers of students (cohort of
400) and felt intimidated in group work where they might be the only radiographer.
Most radiography students tended to cluster together rather than to share or socialise.
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But, there was also some conflicting feedback which suggested that some students
enjoyed the socialisation aspects stating it encourages interprofessional
communication. However, enthusiasm appears to wane in the year three modules
where the students’ main focus is on becoming radiographers and radiography specific
knowledge is high on their agenda. Schwartz (1999) reported that the participants in
his study expressed a desire for more formal and informal interactions between
different health care students suggesting that informal intergroup socialisation is an
equally important component of IPE. This was a large-scale study, but it must be noted
that it is rather old and applies to the /Australian IPE framework and all participants
had different experiences at undergraduate level. In agreement though, more recent
studies by Frenk et al., (2010 and Van Diggele et al., (2020) recommend that
professional education should include both formal and informal interactions. While
Ebert et al., (2014) and Jowsey et al., (2020) stress that socialisation does not always
results in a negative stereotyping and some positive attributes are also entrenched
through socialisation. Furthermore, reflection on the role of other professionals is
enabled, disbanding stereotyping improving chances of future collaboration and

mutual respect.

2.3.3 Hidden curriculum

O’ Donnell (2014) and Petersen et al., (2018) caution that what we should not lose
sight of, is the hidden curriculum; the invisible pedagogy, where students are exposed
to unstated norms and values through educational activities and socialisation.
MacAuthur, Daily and Villigran (2016) support this, stating that it is not just the formal,
but also the informal socialisation that occurs that needs consideration. Hidden
curriculum is a set of pressures that manipulate and sway the culture or organisational
structure and Tekian (2009) and Mossop et al.,, (2013) warn that it can be quite
pervasive as there is no hidden agenda or intention but rather, it is hidden to both the
supervisor and student. Formal mentoring does not happen, and learning takes place
through interpersonal interactions, informal role-modelling and observation, all of
which according to Karneilli-Miller, Steir and Pressach (2009) and Gaufberg et al.,
(2010) are of variable quality. Gordon et al., (2021) found that AHPs application of
knowledge, effective communication, collaborative and ethical behaviour, ability to
work independently and connect across boundaries, was strongly reliant on the hidden
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curriculum of work placed learning. Of concern, is that this hidden curriculum might
negatively influence the students, resulting in them mimicking substandard behaviour

particularly if it is not perceptible to the students.

2.3.4 Effectiveness of interprofessional education

Despite being an advocate of IPE Finch (2000) questioned whether shared learning is
the most effective learning for each professional group. Research in Dundee suggests
that while groups gained mutual tolerance, effective learning for each group may have
been compromised (Gilbert, 2005). This is an outdated study, so this outlook may have
changed but there is little evidence of opposition to shared learning in more recent
literature. Recognising the diversity and professional specific identity of the groups
engaged in IPE, whilst ensuring that the methods employed apply justices to all
participants does not appear to have been considered within the available literature.
Braithwaite et al., (2013) agrees, reporting that doctors tended to dislike the teaching
styles of combined professional groups because they believed it lacked scientific basis

and viewed social sciences (the basis of IPE), with scepticism.

So, it would appear that despite admirable efforts, findings still indicate that most
students recall IPE as intermittent, optional and of little value in relation to their role,
responsibilities and practice. Braithwaite et al., (2013) is of the opinion that reduction
of professional rivalry and improvement in trust and communication between
professions were less successful components of IPE. This was however, an
intervention undertaken within a practice setting rather than an education institution.
They do report however that the goals of knowledge sharing, improved attitudes
towards teamwork and interpersonal communication were seen by individuals as
relatively successful. But, Reeves (2015) highlight that there seems to be little

discussion or agreement on how these competencies are assessed.

Oandasan and Reeves (2005b) and Barr (2007) revealed that little changed in relation
to evaluations and outcomes of IPE. Despite having conducted a Cochrane review of
the literature in (2000), Zwarenstein et al., found no studies for inclusion. A further
review by Zwarenstein et al., again produced similar findings (2009). Freeth et al.,
(2002) launched their own systematic review entitled the ‘Jet Review’, asking
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guestions in relation to learning experiences, outcomes and how impact may be
measured. The review resulted in a reclassification of Kirkpatrick’s (1976) typology of
IP educational outcomes from four to six, but findings were sparse. A review
conducted by the Institute of Medicine (2015) failed to identify any high-quality
evidence supporting the effectiveness of IPE. Outcomes suggested however that
students enjoyed the experience and that IPE may contribute to attitude changes and
understanding of the role of other professions. A review of twenty-one articles by
Buring et al., (2009) illustrated positive reactions, perceptions and attitude changes
necessary for collaboration between professions and an improvement in the
knowledge domain. However, minimal evidence for persistent behaviour change
related to group interaction, problem-solving and communication skills was
demonstrated by Remington, Foulk and Williams (2006). Comparing six studies on
traditional and interprofessional education on professional practice and patient care
outcomes, Reeves et al., (2008) found four with favourable outcomes while two found
no impact at all. Only three studies reporting gains attributable to IPE were sustained
over time. From this we can deduce that students enjoyed IPE and had positive
attitude and perception changes however, there is minimal evidence to support that
changes contributed to an improvement in patient care or were sustained over time.
While in 2009, Zwarenstein et al., stated that IPE was ‘promising rather than proven’
(p.8). An updated Cochrane collaboration by Reeves et al.,, (2013) located an
additional nine studies to build on the review of six studies in 2008. All studies
measured effectiveness of IPE interventions compared to no interventions, with seven
studies indicating favourable outcomes in a number of situations. Outcomes of
relevance to this study are the following; emergency department culture and patient
satisfaction, collaborative team behaviour, a reduction of clinical error rates for
emergency department teams and collaborative team behaviour in operating rooms.
The restricted number of studies found to be relevant for review limits our
understanding of the key components of IPE and its effectiveness. Itis also important
to note that the review excluded studies that reported the impact of IPE on participants’
attitudes, knowledge and specific skills of collaboration.

This critique has discussed undergraduate IPE only. Herbert (2005) agrees there is
little available literature to support the value of IPE especially in relation to pre-
registration (undergraduate) health care education. There are two types; Type |
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(undergraduate/ pre-experience/ registration) and type 2 (post graduate / registration)
(Hammick, 1998). The suggestion is that the process at the heart of type 2 IPE is the
re classification of categories of knowledge. Studies that evaluate work based focused
CPD are more likely to identify positive changes in service delivery and patient benefit
outcomes with Mazur et al., (1979) and Hammick (1998) advising that it is preferable
to wait until a student has developed a sound professional identity before engaging in
interprofessional learning. Even Barr (2007) cautioned against expectations of
interprofessional learning at undergraduate level given the inexperience of the
participants and time limitations. Finch (2000) questioned whether it would be more
effective to envisage IPE taking place in the clinical settings where students are
dealing with real life circumstances with Barr (1996) suggesting that IPE needs to be
located later in academic education, after a period of clinical exposure. This aligns with
Cox et al., (2016) who’'s model illustrates IPE learning opportunities throughout the
learning journey. The show that IPE learning opportunities are maximised as students
move into the clinical setting where new co-dependent relationships are formed and
employed. They argue that most IPE occurs in the classroom where co-dependent
relationships are fragile of non-existent. Furthermore, they reason that when IPE is not
placed within a clinical environment there is no way of connecting IPE to patient care
outcomes. After all, Hammick (1998) argued that the value of IPE lies in the potential
to offer multiple perspectives on clinical issues. Perhaps, as suggested by Hammick
(1998), Finch (2000), Barr, Low and Howkins (2012) and Cox et al., (2016) we should
be promoting postgraduation IPE particularly within the clinical setting. Healthcare
professionals will have established their own identity and be able to contribute their
own expertise to the team. The contributions of team members will become more
obvious, they can learn to work together fostering mutual respect and sharing
leadership where appropriate, resulting in collaborative patient care.

Delivery of IPE in the clinical environment is problematic as it is not explicit or formally
organised and Chen et al., (2016) and Van Diggele (2020) report that mentors often
consider themselves capable to teach students from their own profession, even
without formal training. Baker et al., (2011) state however that IPE of students in the
clinical environment requires specific skills. Furthermore, that an array of attributes are
needed, such as confidence, ability to manage conflict and most importantly a

commitment to IPE. Chen et al., (2016) stress that there should be a move towards

62



students from different professions being trained together in the clinical environment,
so they can learn how to work together. In addition, there does not appear to be any
assessment of IPE within the clinical environment. Another crucial factor is the
variability of perception of the providers’ role (clinical supervisors) and inconsistent
expectations of programme goals between students and the educators. Additionally,
they advise that evaluation of student feedback is critical (Rotz and Duenas, 2016).
Robson (2007) and Van Diggele et al., (2020) agree, stating that inconsistent
expectation of programme goals should be given high priority along with campus/site
locations and student schedules. The evidence presented by Robson (2007) and
Pippett et al.,, (2015) aligns with the difficulties that we experienced within the

institution where | was employed.

Newer studies have emerged however, which indicate more favourable outcomes.
Homeyer et al., (2018) found that there were more enablers than challenges for IPE
in a study involving medical and nursing students. There appeared to be improved
outcomes of mutual understanding and respect, improved attitude to teamwork and

provided opportunities for communication skills and how to collaborate in an IP team.

2.3.5 Resources

Gunn et al., (2010) state that to maximise the opportunities for undergraduates to
develop the necessary graduate attributes there needs to be collaboration both at
strategic institutional level and local disciplinary level requiring effective
interprofessional working within the institution. At the institution where the research
was carried out, the most common means of delivering IPE was through case-based
learning (CBL) and facilitation of small group work. While the value of this method of
teaching and learning is not disputed as advocated by CAIPE (2017), additional
funding to fulfil the IPE strategy appears to be lacking. Funding across departmental
boundaries is immensely difficult particularly in matters of curriculum. Budgets are
targeted to those activities that fulfil the core disciplinary imperatives. Within my own
practice the schools who shared IPE were within one faculty each controlling their own
budget. Compounding this was the geographic locations of the schools, which
according to Hall (2005) acts as limiting factor to IPE. Gilbert (2005) highlighted the
difficulty for faculty members who wish to engage in interprofessional activities, as they
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do so at their peril, since promotion and merit adjustment tends to be based on service
to a single department. As Oandasan and Reeves (2005b) demonstrated, IPE activity
is usually undertaken on top of a normal workload by a committed few enthusiasts, so
this can however encounter problems of continuity when individuals move on. Reeves
et al.,, (2013) highlighted the urgent need for research into understanding IPE in
relation to the resources that are needed. So, one must question the sustainability of

this programme if funding is not forthcoming.

Homeyer et al., (2018) are of the opinion that the barriers that need to be overcome
are standardisation of learning content levels but that this is challenging to implement
because the width and depth of knowledge required by medical students differs from
nursing. Furthermore, they state that trying to chronologically align learning between
healthcare programmes is extremely difficult as timetables and schedules are quite
different and driven by differencing professional regulations. This study included only
two professions, so making it truly interprofessional will only expound the barriers
encountered. Robson (2007), Gunn, Bell and Kafmann (2010), Homeyer et al., (2018),
Van Diggele et al., (2020) and Sabato (2020) all elaborated on a common theme; the
difficulties of organising IPE which requires additional personnel, appropriately
qualitied teaching staff, time and financial resources. They emphasise that this will

require collaboration at strategic institutional level and local disciplinary level.

2.4 Interprofessional education curriculum

2.4.1 Core competencies

Developing a shared curriculum and setting standard benchmarking and best practice
are extremely difficult due to the lack of available IPE data. However, Barr and Low
(2011) state that interprofessional education should lead to interprofessional
capability. So, what are the specific objectives of the IPE programme in terms of
content and the essential elements of interprofessionalism? Barr and Low (2011)
suggest that IPE should be embedded within the curriculum and interprofessional
values should be instilled throughout uni and multi-professional learning. The
objectives as designed by WHO (1987), Finch (2000) and WHO (2010) are: fostering

mutual respect, thus leading to understanding of professional systems, cultures and
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roles thus easing interprofessional communication. Buring et al., (2009) and O’Keefe
and Ward (2018) suggest that student core competencies and objectives should
include: Intra team communication skills, organisation and function (co-ordination),
leadership as well as conflict resolution. Norsen et al., concurs but suggested
additional skills of co-operations (respecting and acknowledging others’ viewpoints),
willingness to examine and change personal beliefs, accepting responsibility and the
autonomy to work independently (1996, cited in Hall, 2005 p.186). Rotz and Duenas
(2016) and Barr and Low (2011) urge educators to consider the learners perspective
when developing and revising existing IPE experiences and education to ensure
students are ready to collaborate and have interprofessional capability. They report
the following themes: mutual respect, enabling effective communication, exhibiting
teamwork and problem-solving skills, the ability to adapt to changing environments
and finally sharing patient-centred goals. CAIPE (2017) insist that there should be an
outcome led curriculum allowing educators to develop teaching and learning
responsively and agree that capabilities rather than competencies be formulated to
convey ongoing flexible learning. O’Keefe and Ward point out that this lack of

agreement creates an unstable bases for curriculum development and delivery (2018).

The core competencies for IPE are currently summarised as;

1. roles and responsibilities — the thinking being that the more team members
understand about each other’s roles and recognising the value of each
professional’s contribution to patient care the better they will be at functioning

as a team.

2. ethical practice — to instil the understanding that ethical practice is heavily
reliant on collaborative practice and that ethical decisions need to be made as

a team.

3. conflict resolution — to encourage a positive manner and addressing

disagreements in a constructive way.
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4. communication — central concept to enable skilful communication. It is needed
to negotiate differences and reach a consensus. Important for both

communication with and about patients to ensure good patient outcomes.

5. collaboration and teamwork- without effective collaboration there will be no
effective teamwork. This is facilitated by including a multitude of professionals

in learning activities.

(Canadian Interprofessional Health Collaborative, 2010;

Interprofessional Education Collaborative, 2016; Van Diggele, 2020).

2.4.2 Curriculum design

Fung et al.,, (2015) believe incorporation of these core competencies into the
curriculum is better achieved through small group work. While Barr et al., (2005)
suggests that with their different learning styles and expectations of didactic delivery,
IP teaching will demand something extra. They suggest that given the importance
accorded to interaction; exchange, action, observation and simulation-based learning
(case-based learning) should be used. As previous stated case-based learning is an
integral part of IPE in the study’s institution with small group work the method of
delivery. Recognising the challenges CAIPE (2017) suggest that a range of teaching
and learning approaches should be adopted, but whichever they are, they must be:
active, interactive, and reflective, all the while creating opportunities to evaluate roles
and responsibilities, power and authority, ethics and codes of practice, knowledge and
skills, to build effective interprofessional relationships and reinforce skills for

collaborative practice.

Howkins and Bray (2007) believe good IP teaching should facilitate, and learning
should be ‘accommodative and transformative’ rather than ‘cumulative and
assimilative’ with the facilitator acting as a role model for reflective practice (p.22). Ng,
Baker and Friesen (2018) propose that in teaching for transformation, we should be
empowering students to view the world through an ethical lens so that they will
challenge the status quo. Furthermore, that this status quo is upheld by power

relations particularly in social relationships that involve power and hierarchy e.g. health
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professions education. They highlight the importance to garner the students personal
and emotional experiences through dialogue.

Aligning with Mezirow (1991), Anderson and Kimmel (2005) and Conner (2005),
regard learning to be the highest of three successive levels; informative learning
(acquiring knowledge and skills) to produce experts, formative learning (socialisation
of students around professional values) to produce professionals, transformative
learning (developing leadership attributes) to produce enlightened change.
Participants in Conner (2005) and Anderson and Kimmel (2005) completed a
leadership programme, reporting that they had developed a deeper understanding of
themselves, were able to recognise hidden biases and the value and power of diversity
and collaboration. Furthermore, they felt they learnt to trust others recognising that
their ego prevented collaborative team work. Confidence was also cited as a key
outcome. Newman (2010) contests transformative learning, stating that it is nothing
more than ‘good learning’ but according to Mezirow (1991) transformative learning
involves ‘reflectively transforming the beliefs, attitudes, opinions and emotional
reactions that influence our understanding and meaning’ (p. 223). The need for
transformation is a recurring theme with Hall (2005a), Reeves et al., (2010) and
O’Keefe and Ward (2018) stressing the need to develop leadership in all healthcare

professionals.

A critique of IPE modules at the university where the research was undertaken,
revealed that the curriculum includes informative learning as evidenced by the
undergraduate degree programme modules which align with the proficiencies required
by the HCPC (regulatory body). All aspects are successfully included within the
theoretical delivery of the modules however providing clinical practical experience is
sometimes difficult within the NHS. Naylor, Ferris and Burton (2015) explored student
radiographers’ confidence and knowledge gaps caused by limitations on student
autonomous working. Gaining autonomous working experience in operating theatre
environments were cited as particularly difficult due to safety and speed. This is
reflected in the diagnostic radiographers’ clinical education programme. In addition,
newly qualified radiographers were often being given extra training limiting the
opportunity for students to gain experience. Formative learning is facilitated through
joint modules where professionals are randomly assigned to working groups to
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encourage socialisation. The issues addressed in the joint modules include
professional values. Belonging to clubs and the student union is also thought to
facilitate socialisation so that students communicate and get to know each other in an
informal environment. Transformative learning is however not a detectable

component, with leadership capability not explicitly present within the curriculum.

The clinical education of diagnostic radiography students appears to sit outside of the
IPE curriculum. How students apply what they have learnt in the academic institution

to the clinical environment is not considered making this study all the more important.

68



Chapter Three

Research Design

This chapter will clarify and justify the overall research design within the framework
above. The aspects included in this chapter are: epistemology, ontological
assumptions, philosophical paradigm, research strategy, method of data collection,
recruitment, validating the data, data transcription and analysis and ethical
considerations. To demonstrate rigour in the research process, Lincoln and Guba’s
‘trustworthiness’ approach is adapted and utilised (1985). The use of this approach

has been justified in 3.3 below.

In developing a research paradigm Lincoln and Guba (1985) and Crotty (1998)
propose that the following phases: epistemology, ontology, theoretical perspective,
and methodology represent a level of understanding and each serve to inform the next

stage in the research process.

The epistemology examines the type of knowledge that we believe will be attained by
the research, ultimately informing and framing our reality of the topic. The
epistemological standpoint of objectivism is that things exist as meaningful entities and
are independent of experience and that an objective truth can be attained (Crotty,
1998). In exploring diagnostic radiography students’ perceptions, the type of data that
will emerge is qualitative in nature as outlined by Burns, Gray and Grove (2013). Thus,
it would not be possible to elicit objective data by asking the research question which
explores perceptions, because each student’s perceptions of the truth about
collaboration within IPC will vary. Furthermore, the data that is generated will be
constructed to provide a description of the students’ perceptions and experiences,
adding depth of understanding and enriching the knowledge surrounding
interprofessional collaboration (Crotty, 1998; Brough 2003). The epistemology in this

study is therefore one of constructionism.

Perception is defined by Merleau-Ponty (2002) as ‘how are things to them’ (p.43).
According to Moskowitz (2004), Merleau-Ponty considers perception to be an
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expression of attitudes, emotions, ideas, purposes and traits (events inside the
person), which in this study, is their personal attitudes and emotions regarding IP
collaboration. In considering the term collaboration which involves a relationship with
other members of the interprofessional team, it is obvious that it is not just related to
a student’s perception but also how they perceive their environment and how this
influences the action of collaborating aligning with others. So, in essence, their
perceptions and re-conceptions might dictate how they approach collaboration and
influence their actions in collaborating with other members of the team. This study is
focussed entirely upon diagnostic radiography students’ perceptions of collaboration
as part of an interprofessional team and in so doing adopts a socio-cultural
perspective. Schutz (1967) and Crotty (1998) propose that when we first encounter
the world (such as interprofessional practice) we are seeing it through the lens
bestowed on us by our social world/culture (both our personal culture but also the
culture of radiography and the NHS). A social construct is a concept that is a creation
of that culture, and the focus of social constructionism is to uncover how individuals
and groups participate in the creation of their perceived social reality i.e., the construct.
Meaning in this study will come from the social world of interprofessional collaboration
so the context of this study will be one of social constructionism. It attempts to explore
students’ perceptions of interprofessional collaboration with the aim of constructing
their meaning of the world rather than it being created by the researcher, aligning with
Crotty (1998) and Payne (2000).

The definition of social constructionism by Crotty (1998) will be adopted for this study:

‘the view that all knowledge and therefore all meaningful reality is contingent
upon human practices, being constructed in and out of interaction between
human beings and their world and developed and transmitted within an

essentially social context’ (p. 42).

Having a long history of working within the interprofessional environment as a
diagnostic radiographer, my ontology or reality of ‘what is’ in relation to the research
topic will be grounded in assumptions, informing my theoretical perspective as
articulated by Crotty (1998, p.10). By exploring my own view of the reality of
interprofessional collaboration (IPC), allowed me to appreciate the appropriateness of
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the philosophical paradigm and justify my choice of methodology and method (Crotty,
1998).

Bowling (2002) and Bryman (2008) suggest that a case study is a valuable
methodology for the study of complex social settings and to gain a narrative of a
respondent’s life providing an understanding of the wider situation. Stake (1995)
reports that case studies are used extensively in sociology and tend to focus on a
single community or organisation with intensive scrutiny of the setting. While this study
does focus on a particular organisation, the main aim of the study was to explore the
phenomena of collaboration, thus the focus is on exploring perceptions of the
phenomena within a setting rather than the setting per se. Meanwhile, Remenyi
(2011) considers it a versatile way to test a hypothesis, with Bryman (2008) proposing
that the researcher will already have a well-developed theory and the purpose of
undertaking the case would be to prove or disprove the hypotheses. As this study did
not have a well-developed theory, it was not considered the most appropriate
methodology. Bryman (2008) argues however, that in addition to hypothesis testing
case studies can be utilised to generate theory, but Williams (2000) state that in order
for researchers to analyse their findings and make them transferrable, they are
required to make comparisons to other applicable cases. There does not appear to be
any evidence of comparable case studies within radiography that explore the topic at
hand, thus a case study was not considered applicable. A weakness of case study is
that the sample is for one case only meaning that only one participant would be
interviewed or observed (Bryman, 2008 and Remenyi, 2011). Besides the selection
bias, Remenyi (2011) warns that because the respondent would be a single student
there is a possibility the participant might feel vulnerable providing such an in-depth
description of a sensitive topic. (Woodside and Wilson (2003) propose that in order to
achieve deep understanding it would require the use of multiple data collection
methods across multiple time periods. As the participants were students at a university
this the data collection period was time limited and would not be suited to the collection
of data over a period of time. It was for these reasons that a case study approach for

data collection was discounted.

In keeping with the aim of the research questions, | realised that | needed to choose
a methodology that would bring to the fore the phenomena in question (IP
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collaboration). hence, this study employed a phenomenological methodology.
Furthermore, phenomenology being intertwined with constructionism means that

insight into the phenomena will be constructed from the data.

Hopkinson (1999) explain that while phenomenology does not employ a single
method, all methods used in phenomenological studies share the characteristic of
interpreting human experiences. Bowling, (2009) states that approaches anchored in
phenomenology are concerned with hermeneutics (interpretation) and depending on
their focus are known as humanistic or interpretive. Rather than just a formal
interpretation of the data in isolation Agosta (2010) clarify that humanists aim for a
meaningful understanding of individual responses as well as the whole social situation
Furthermore, Menon, Anindya and Svreekantan (2014) add that reflection is needed
to uncover the principal thoughts and construction of the experience. By uncovering
the constructs of the experience, Shaw et al., suggests learning occurs providing the
chance to address the situation (culture) establishing a beneficial collaborative
environment (2012). This research questions students’ perceptions of collaboration,
but importantly considers how collaboration functions within interprofessional practice
making a humanist approach wholly appropriate. It explores individual students’
perceptions and experiences as well as the social situation of interprofessional
collaboration, with the ultimate aim of addressing the culture of interprofessional
collaboration. To deal with the specific social situation of IPC in diagnostic
radiography, vignettes were utilised as prompts in semi-structured interviews, as they
are extensively used in collecting situated data as well as the analyses of perceptions
(Brauer et al., 2009; Jenkins et al., 2010; Lapatin etc al., 2012).

My conceptual framework creates the scaffolding around which my ontological
assumptions are built and is founded in the context of social constructionism. My own
value position is that students’ perceptions of collaboration are influenced by the
culture of the interprofessional team (the social world of the NHS). Although, | believe
that a culture shift is occurring with the emerging workforce (the participants in this
study), there might still be issues that exist within an interprofessional team exerting
influence on students’ perceptions of collaboration. It is necessary to confront and
question my ontological assumptions to answer the questions presented. In
contesting my beliefs, 1 might construct how students perceive IP collaboration, but
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also how the IP practice and the interactions between team members exerts an
influence on their perceptions (why they perceive things the way they do).

3.1 Research questions

This study’s research questions are:

% How do diagnostic radiography students perceive collaboration in

interprofessional practice?

% What are the factors influencing collaboration in interprofessional practice as

perceived by diagnostic radiography students?

% What recommendations could be made to enhance the preparation of students

for interprofessional practice?

It is also important to clarify that this study deals with perception of the social world
and not necessarily ‘actuality’. In this case, | aim to unravel students’ experiences

(lived reality) of the phenomena of interprofessional collaboration.

3.2 Theoretical perspective (philosophical paradigm)

In describing my theoretical perspective, one must bear in mind the ontological
assumptions articulated above. The key ingredient in the aim is the students’
perception of IP collaboration. The philosophy of phenomenology in considered by
Merleau-Ponty (2002) and Findlay (2012) to be inextricably linked to perception as it
is the study of ‘essences’ (phenomena), perception being one of the essences and an

attempt to understand its nature and meaning.

As with all phenomenological perspectives, lived experience (reality) is a common
concern and aptly described by Findlay (2002), Koch (2006) and McConnel-Henry,
Chapman and Francis (2009) as capturing a holistic sense of the un-reflected
experience (true meaning) that participants take for granted in their world. Edward

Husserl who is viewed by some as the father of phenomenology was concerned with
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discovering reality and held views similar to those of the natural scientist stresses
Hopkinson (1999). Dowling and Cooney (2012) explain that the Husserlian
perspective considers the world to be a highly ordered system which is created and
preserved by people who are unaware that they created this order and wrongly
assume it to be a natural phenomenon or attitude. Foucault was hugely influential in
the perspective of the natural phenomena, stating that norms can become so
entrenched that they are beyond our perception (1975). Foucault was also of the
opinion according to Gutting (2005) that this natural phenomenon or ‘normalisation’ is
insidious and is a means of disciplinary control concerned with normalising our
judgement. Furthermore, Foucault argues that normalising occurs through the
exercise of power which is invisible so that it remains undetected (1975; 1980). There
are suggestions within the evidence base that normalisation exists within radiography
and the NHS, outlined by Lewis et al., (2008), Kennedy (2011) and Waggie and
Arends (2021). Moreover, that along with normalisation, marginalisation of some
members of the interprofessional team occurs and that the only way they can define

themselves is through the struggle of power that Foucault refers to (Gutting 2005).

The research problem, the IPC literature and my own viewpoint tussle with the issues
of unequal power relationships within an interprofessional team. By undertaking an
extensive literature review, the findings that emerged informed the choice of
theoretical framework utilised for this study. Furthermore, discussions with a subject
expert, Professor Scott Reeves further re-enforced the choice of the theoretical
framework. The framework concerns relationships of dominance and subordination
between occupations of which power is a dominant attribute, with the emphasis on the
exercise of power. Foucault purports, that power is not inherent in the institution per
se but resides in the methods of exercising that power (1975). Foucault is not clear on
precisely who uses the power but insinuates that the dominant group is the one that
benefits most. Further readings of Foucault do elaborate, stating that the power
resides in the one trusted monarch, the one chosen as the leader or king. These
readings reflect the research problematic which broaches the issue of hierarchy,
unequal power relationships and authority, and the ways in which power is exercised
within an interprofessional team. It is my belief that this ‘natural attitude’ of a
hierarchical interprofessional team structure currently still exists to an extent within the

NHS, as reflected in the report by Francis (2013a), but that attitudes towards
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collaboration are changing. The aim of this study is to explore students’ perceptions
of IP collaboration and highlight their natural attitude towards it aligning with Crotty’s

(1998) explanation.

Walters (1995), Crotty (1998) and Hopkinson (1999) maintain that Husserl believed
that there was an objective reality and that a person’s relationship with the world exists
as an absolute truth which is constant over time, culture and personal opinion, rather
than a perception personal to them, as outlined by Merleau-Ponty (2008). But Farina
(2014) warns that such a definitive definition of phenomenology is impossible as it is
an ever-changing experience with different results and acknowledges that this can
perplex those wishing to define phenomenology. If the researcher is to uncover the
true reality, they need to set aside or bracket their own preconceived assumptions or
subjective experience phenomena. Once the preconceptions have been ‘bracketed’
the researcher can then start to describe the phenomena, constructing understanding
through interpretation. Crotty (1998) criticises Husserlian phenomenology, stating that
it fails to identify the phenomena itself but rather gives a description of the phenomena.
A student of Husserl, Heidegger's phenomenological viewpoint differs from Husserl
and was relativist as opposed to positivist, grounding his opinion on the assumptions
that there are many subjective experiences of reality and that there is no single ‘reality’
to discover i.e., no single ‘truth’. Generally, the important feature about the
phenomenological approach to research, is that the key to knowledge is obtained by
fully understanding how a phenomenon is perceived and how the participants make
sense of the phenomena Maltby (2010), which is what this study is striving to achieve.
The description of the phenomena can however never be free from subjective
interpretation and a persons’ understanding cannot be isolated from their contextual
world referring to the situatedness of experience as described in existential philosophy
by Olson (1962).

Crotty, 1996, Merleau-Ponty (2002) and Dowling and Cooney (2012) advise that we
should break with our familiar acceptance of the order of the world, allowing the
phenomena to be examined and that reduction techniques which involve ‘bracketing’
should be employed. Mulhall (1966), Heidegger (1967) and Burnham and
Papandreopoulos (no Date) purport however, that the best that can be achieved is

awareness and an attempt to take ones’ own view into account. Moreover Findlay
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(2002) believes that before we can bracket our preconceptions we need to be aware
of what they are and our natural attitude towards them. This opens doors to new

perceptions rather than being stuck in the ‘natural attitude’.

As the researcher, | am entrenched in my contextual world therefore bracketing is not
possible. By undertaking this research, | have endeavoured to challenge my own
natural attitude of interprofessional collaboration by employing reflexivity. This allowed
me to identify my own viewpoint and biases that might influence the perceptions of the
participants as detailed by Elster (2017), opening the doors to the students’
perceptions in a ‘new world’ of interprofessional collaboration. In response to this
limitation the research design of this study incorporated the use of a reflective diary

allowing for reflexivity during the analysis of the data.

3.3 Demonstrating rigour

Koch and Harrington, (1998) and Murphy and Yielder (2010) warn that the most
common criticism of qualitative research is that it is impressionistic, anecdotal, not
reproducible or generalisable and subject to researcher bias, and the write up
engineered. Shenton (2004) and Bryman (2008) suggest that criticisms levelled at
research which embraces qualitative design focusses largely on the limitations
associated with its trustworthiness. In agreement Koch and Harrington (1998) and
Trowler (2012) consider legitimation or robustness of the research process to be
closely linked to demonstrating rigour in the method. But, Lincoln and Guba (1985)
and Merriam (1995) are of the opinion that the criticism arises out of confusion over
the terminology which is grounded in the world view of qualitative research and has
termed this ‘rigour’ as trustworthiness. Lincoln and Guba (1985) provide a
comprehensive rationale for non-positivistic approaches to research. They created a
table of comparison of terminology which clarifies and compares traditional positivist

terms and how these might be articulated within naturalistic inquiry.
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Table 1 Positivistic and naturalistic inquiry

Traditional Terms (Quantitative Terms) Trustworthiness (Qualitative Terms)
Internal Validity Credibility
External Validity Transferability
Reliability Dependability
Objectivity Confirmability

(Lincoln and Guba, 1985 p. 293)

Trustworthiness terminology applied within this study is expanded upon below:

Credibility: aligns with the positivist researcher’s internal validity where they seek to
ensure that their study measures what was actually intended. According to Lincoln
and Guba (1985) this deals with how compatible the findings are with reality and what
precautions the researcher has taken to ensure that they have accurately recorded
the phenomena being researched. Validity is considered the most important
characteristic; a test or measuring instrument can possess. Gay, Mills and Airasian
(2014) assert that validity relates to the appropriateness of the analysis made from the
tests performed. This means that when we test, we test for a purpose. In this instance
the purpose is to develop appropriate pedagogic strategies to address any divergence
between students’ perceptions of IPC and the requirements of practice.
Communicative validity is concerned with judging the quality of the research process
including carefully argued interpretations and claims and adequate evidence to
support them in the final study report. Pragmatic validity views research from a
prescriptive-driven perspective. This is where solutions to problems in a multifaceted
field of practice (such as IPC where there are several professions working within many
different contexts), is developed in a way that, while valid for a specific situation, needs
to be adjusted according to the context in which they are to be applied. A view that is

wholly applicable to this research study.

Transferability (generalisation): aligns with the positivist’'s external validity and the
extent to which the findings of one study can be applied. Stake (1994) and Denscombe
(2010) explain that while each case might be unique it is also an example within a
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broader group and the prospect of transferability should not be immediately rejected.
As with this study where the findings will be unique to a single cohort of diagnostic
radiographers at an institution, they may well be applicable to the broader community
of diagnostic radiography students. There is a query however, whether the notion of
producing truly transferrable results from a single study is a realistic aim and if in so
doing one is disregarding the importance of context which is such a key factor in
gualitative research warns Shenton (2004). Context within this study is incredibly
significant because as the researcher | can only design and implement pedagogic
strategies within the context of diagnostic radiography and the organisation within
which | work. Furthermore, not everyone considers transferability to be
essential. Bassey (1998) regards studies of single experiences to be of significant
value and suggests that the term relatability of a study is more useful (i.e. the degree
to which the reader can associate the results to their own practice). He suggests that
this ‘fuzzy generalisation’ encourages duplication, resulting in adaption of the results,
contributing to the structure of educational theory (p.1); the ultimate purpose of this

study.

Dependability: Bryman (2008) states that addressing reliability employs methods to
show that if the work was repeated step by step in that same context, with the same
participants, the same results would be achieved. This is problematic in qualitative
research as highlighted by Florio-Ruane (1991), because the researcher’s
observations are static and frozen in the moment and tied to the situation. Lincoln and
Guba (1985) stress that in order to address reliability the study should be reported in
detail, enabling future researchers to repeat the study even if they don’t gain the same
results. Thus, the research design would be viewed as a prototype model. This also
allows the reader to assess the extent to which proper practices have been followed.
The method of data collection (below) strives to detail the process that has been
followed, addressing the concerns regarding reliability and making the study

dependable.

Confirmability: comparable to objectivity. Total objectivity in the positivist sense is the
use of instruments that are not dependant on human skill, however as Patton (2002)
admits, even tests and questionnaires are designed by humans. Actions should be
taken in qualitative studies to ensure that the results are indeed the ideas, opinions
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and experiences of the participants rather that of the researchers. Miles (1994)
recommends that a key criterion is the degree to which the researcher admits their
biases. | have acknowledged my views and assumptions of interprofessional
collaboration as situated within diagnostic radiography in 1.5 of this study. The use of
reflexive field notes was used as a reminder of my own perceptions and thoughts. |
continue to weave these acknowledgements throughout the analysis making them
explicit, differentiating the opinions of the participants from my own, thus confirming

that the results belong to the students.

While there are many different interpretations of rigour within qualitative research, the
trustworthiness’ approach will be used in this study. How | as the researcher strived
to align with these criteria is expanded upon and woven throughout the method of data

collection and evaluated in the conclusion.

Reflexivity: In addition to demonstrating trustworthiness, central to any contemporary
dialogue on research design is reflexivity, to ensure rigour in qualitative analysis.
Reflection is practical problem solving: what happened, why, what did | think and feel
and how can | do it better next time i.e. what did | learn? Reflexivity is a much deeper
thinking process. It is a questioning of our attitudes, thought processes, values,
assumptions, prejudices and habitual actions to strive to understand our complex roles
in relation to others. Fook (2002) and Bolton (2014) suggest it has the potential for
understanding the myriad ways in which one’s own presence or perspective influences
the knowledge and actions which are created. Research relationships are social
relationships according to Karneili-Miller, Stier and Pressach (2009) and as previously
highlighted, my position as a senior lecturer put me in a position of perceived power.
Furthermore, Karneili-Miller, Stier and Pressach (2009) caution that inequalities

structured around gender, race, sexuality and disability may enter the context.

Koch and Harrington (1998) and Findlay and Gough (2003) urge us to consider the
entire research process as a reflexive exercise, providing answers to what is going on
in our methods. This should be characterised by ongoing self-critique and self-
appraisal so that the outcome can be moulded by the environment or context. Koch
and Harrington (1998) and Holland (1999) advise that if the study is well signposted
the reader will be able to journey through the world of the participants and that of the
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researcher to determine for themselves whether the research is rigorous and
believable. With this in mind; the notion of reflexivity for this study will be defined as:
‘project of examining how the researcher and intersubjective elements impact on and
transform the research’ (Findlay and Gough, 2003 p4.). Bourdieu (1987) and Findlay
and Gough (2003) remind us that it is only by being reflexively mindful of our viewpoint
and the effect of that position, that we can distance ourselves from it, improving rigour
in the study.

The figure below outlines the model that this study utilises to demonstrate rigour. The
design is based on Shenton’s (2004) approach for trustworthiness, Lincoln and Guba’s

(1985) criteria for quality which is also clearly articulated in Bryman’s (2008).

Figure 2: Model of rigour

» Familiarity of Culture ngour » Provide contextual
» Established Methods . Information
~ Reliable sampling » Rich description of
» Peer Scrutiny phenomena

Honesty of » Convey boundaries

Participants
Triangulation

\

\

» Triangulation » Detailed design

» Audit Trail » Operational detail

» Reflective Y > Reflective
commentary appraisal of

» Participant process
validation of » Peer appraisal of
process process

Spencer (2014)

In the method | endeavoured to be reflexively aware of my own pre-conceptions as
suggested by Findlay (2002) and Findlay and Gough (2003) making them transparent
so that | might begin to critically examine my own and the participants’ perceptions.
This required continual reflection and reflexivity on my position in relation to the

phenomena, revealing the students’ perceptions as an independent reality giving them
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a voice and placing their personal views at the core of the research. This notion of
reflexivity as outlined by Bourdieu, (1998), Findlay (2002), Findlay and Gough (2003),
Koch (2006) and Murphy and Yielder (2010) became a key feature in my research
design. Van Manen (1990) is of the opinion that this allows for multiple realities in the
sense that the participants may each see things differently. This aligns with Pascal
(2010) who describes the nature of reality as subjective, socially constructed, value

laden and meaningful.

This was achieved by ongoing self -critique and appraisal through the use of a
reflective diary, alongside reflexive field notes highlighting my own preconceptions and
raising my awareness of the effect | might have on the study. Thoughts are interwoven
throughout this study, evidencing that | am not suggesting an uncontested reality but

making my own value position and biases as the researcher, transparent.

3.4 Method of data collection

The data collection tools utilised were semi-structured interviews with two fictitious
vignettes used to support the interview process. Data collection took place over a six-
week period between April and May 2015. Lapatin et al., (2012) state that vignettes
serve as a basis of discussion and enable all participants to respond to the same
stimulus. The vignettes represented the common clinical areas where diagnostic
radiographers most commonly work independently within an interprofessional
environment (i.e., operating theatre and accident and emergency). Use of more than
one vignette allowed for the same issues to be explored from different viewpoints, in
this instance, within different clinical contexts as suggested by lapatin et al., (2012)
suggest that where students’ responses to the issues are comparable across contexts
this confirms the data and acts as a method of validating it and conveying

confirmability.

As outlined by Crotty (1998), Merleau-Ponty (2002) and Findlay (2012),
phenomenology is the study of phenomena. Perception being one of these
phenomena, making this method of data collection wholly appropriate as it allowed for
each individual student’'s perception of the phenomena of interprofessional
collaboration to be explored.
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3.4.1 Interviews

Semi-structured, focussed interviews were used. Being semi-structured allowed for
informal questioning using prompts, and phrasing and sequence of questions to vary
from interview to interview (Bryman, 2008). Bryman (2008) explains that the term
focussed interview refers to an interview using open ended prompts about a specific
situation, which in this instance are the scenarios within the vignettes. For the interview
schedule please see appendix 1. No set questions were prepared in advance of the
interview, but neutral open-ended probing offered participants the opportunity to
express their perceptions of interprofessional collaboration in their own words as
advised by Patton (2002) and Maltby (2010). Brace (2013), recommended gentle
probing be used for elaboration and clarification increasing richness and depth of the
responses. Bryman cautions that probing is problematic because how the interviewer
intervenes, and the consistency of the probing might influence the participant’s
response (2008). As the interviewer, | needed to probe but took care not to prompt to
avoid suggesting an answer and maintained a neutral demeanour as specified by
Bowling (2002). | did this through reflexivity as outlined by Koch (2002) which involved
introspection during the interviews by reminding myself of my assumptions.
Furthermore, | actively avoided introducing opinions and biases into the prompts and
had to be open-minded to their opinions as there was a possibility that the students’
response may conflict with my own experience and opinions. Miles (1994) and Findlay
and Gough (2003) emphasise that the degree to which the researcher admits their
biases is a key criterion to demonstrating confirmability in qualitative research. While
the interviews were designed to be semi-structured, in reality when the interviews took
place the participants were eager to share experiences and little prompting was
required. The vignettes naturally guided the responses to the issues at hand resulting

in interviews that were more open in nature.

The interviews were scheduled to suit both the participant and the researcher and
were conducted in a neutral environment i.e. not in the researcher’s office. As
recommended by Bowling (2002) a room was booked to avoid being disturbed and
away from other distractions. Face to face interviews were conducted which removes
anonymity and can introduce interviewer effect (Denscombe, 2010). Bowling (2002)

also describes a reactive effect commonly known as the hawthorne effect, where
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participants feel they need to make a good impression if they feel they are being
tested. These effects were an important consideration because as their lecturer |
could be considered to be in position of power and responses given may exaggerate
the interviewer and hawthorne effect. Sedgwick and Greenwood (2015) highlight that
the researcher may also be prone to the hawthorne effect, especially if their
performance was being appraised. Importantly however, | was not part of the
phenomena under consideration, as | did not work within their clinical environment, so
the student would not be examining my role or practice. Triangulation of the research
data is suggested by Sedgwick and Greenwood (2015) to reduce the hawthorne effect,
a strategy utilised in this study. Moreover, Brauer et al., (2009) and Lapatin et al.,
(2012) suggest that the use of vignettes are thought to reduce the threat of being
tested in an interview as the participant will be commenting on a fictitious character’s
performance, rather than their own. This is discussed in greater detail below. A
combination of these strategies may have tempered the influence of the effect.
Furthermore, Sedgwick and Greenwood (2015) warn that the Hawthorne effect can
have implications for generalisability of the findings. As this this study was not aiming
to generalise this has less impact. To further reduce Interviewer bias, | rehearsed
speaking in a neutral and non-judgemental manner but retained visual cues of
friendliness and good eye contact. Bryman suggests that it is important to establish a
rapport with the respondents to put them at ease (2008). | was in the fortunate position
that | already had a friendly rapport with the participants, but Bryman also warns that
too much rapport can result in interviews going on too long or questions to be
answered in a way designed to please the interviewer. | strove to avoid showing any
emotion to their responses and keep the probing focused on the situation in the

vignette to reduce interview time.

In accordance with Rubin and Rubin (2012), meaning was confirmed throughout the
interview. All interviews were audio- recorded to increase accuracy and credibility, as
it allowed me to revisit the recordings multiple times both during transcription and
analysis, facilitating accuracy. This enabled reflection and consequently separation of
my own perceptions from those of the students’, in a bid to ensure confirmability as is
the requirements of this study’s model of rigour. Furthermore, tone of voice, emphasis,

hesitations etc were also considered.
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3.4.2 Vignettes

Vignettes are defined by Jenkins et al., (2010) and Lapatin et al., (2012) as ‘short
stories’ about hypothetical characters in specified circumstances to which the
interviewee is invited to respond, formulating opinions on how they or the central
character would / should react. Thus, they collect situated data on their values, beliefs
and norms of behaviour (Jenkins et al., 2010), an important aspect in this study.
The notion of producing truly transferrable results might not be realistic, however they
will be germane to the diagnostic radiography profession so would
relatable. Furthermore, in doing so one is disregarding the importance of
context which, according to Shenton (2004) is such a key factor in qualitative
research. Context in this study is significant because as the researcher | can only
design and implement pedagogy within the context of diagnostic radiography and the

organisation within which | work.

Furthermore, Braueret al., (2009) and Lapatinet al., (2012) maintain
vignettes have also been extensively used to analyse perceptions of sensitive topics
in a less threatening way, particularly in healthcare. A significant factor in the collection
of data for this study; as there was a possibility that the students might feel
uncomfortable discussing IP collaboration and the team with the researcher as they
are aware that | may know the team personally. Using vignettes presented a way of
overcoming this issue. Furthermore, there is widespread use of vignettes in nursing
research to collect data on perceptions and attitudes of nurses and associated
decision-making (Hughes and Huby, 2002). With their proven use within healthcare
and effectiveness as a method for collecting data on perceptions and attitudes, it was
considered an appropriate focus for the interviews for achieving the aims and

objectives of this study, while addressing transferability of the study.

Brauer et al., (2009) and Lapatin et al., (2012) advise that the number of vignettes to
be used should be based on feasibility with a trade-off between comprehensiveness
and participant burden yet ensuring that they fully explore the issues at hand. To
balance confirmability and feasibility with participant burden the exact number was
decided post pilot study based on feedback from the participants and length of time

taken to interview the participant.
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Each vignette took the form of a ‘snapshot’ scenario presented on paper as suggested
by Hughes and Huby (2002) and Bloor (2006) and participants were invited to express
opinions on a hypothetical radiographer in an interprofessional situation. They were
designed specifically for this study, appendix 2 and not previously used for teaching,
so that participants would not have seen them previously, giving them time to prepare

their answers.

According to Jenkins et al., (2010) the first step in using vignettes is to clarify their
purpose. The aim of a qualitative vignette within an interview should not be
to accurately predict the participant's behaviour, but to gain an insight into the
participant’s perceptions and the social components of the processes. To support this
argument, | have explained the relevance of perceptions and the cognitive process by

which participants orientate themselves.

Schutz (1970) rationalises that the initial relationship between the participant and the
‘actor’ in the vignette as the we-relationship, sharing a common purpose (radiography).
This we-relationship aids in identifying a second and less obvious relationship which
exists virtually between the participant and the main character (fictitious radiographer)
in the vignette. To participate in this relationship the participant is required to engage
in the act of thou-orientation. This thou-orientation occurs when the participant is
aware of the other person (in this instance the fictitious radiographer) but knows that
the other person is not aware of them and therefore considers it safe to comment on
their behaviour. Conversely however, Jenkins et al., (2010) argues that the vignettes
might be deemed threatening if used to elicit thou-orientations which could lead to
participants revealing more about their conduct than if presented with direct questions.
| would argue however that it is not the observation of the behaviour of the central
character that is threatening; it is only when the participant is asked to interpret the
motivation behind the behaviour that the thou-relationship becomes threatening.
Schutz (1970) reasons that this is because when asked to interpret the behaviour, they
(the participants) will search their memory for similar actions of their own and draw on
them, assuming that their principles hold true for other people’s actions as well, thus
putting themselves in the place of the character. Having acknowledged the potential
threat that vignettes might pose, | would suggest that because vignettes are central to
case-based learning which is one of our key teaching and learning strategies, the
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threat is greatly diminished. This is corroborated by Brauer et al., (2009). Case-based
learning was evident through the radiography degree from years one to three meaning
that the participants were well versed in their use. Potency of case (vignette) based
learning in interprofessional education (IPE) is well testified by Barr and Low (2011),
lending further support for their use within this study. Both the researcher and the
participants of this study were familiar with their use and the context within which they
are situated. They would also provide a platform through which enhancement to the
curriculum might be implemented. Hughes and Huby (2004) suggest that paper
vignettes should be abandoned in favour of recorded presentations arguing that they
allow for direct observation of events and individual behaviour. Despite this advice, |
made the decision to use paper-based vignettes as | felt the recorded version could
skew perceptions of the ‘actors’ in the recordings if they were of a particular category
e.g. older, younger, male, female, from a different culture etc. In effect, Moskowitz
(2004) reminds us that the participant might be influenced by how they construct
meaning i.e. seeing features that capture their attention that serve their purpose e.g.
age and making inferences based on that property. This effect would be inextricable
from the participant’s philosophical perspective and difficult to tease out, as it may not
naturally surface during discussions. If these properties were considered a salient
feature by the participant, it should be allowed to surface naturally during the discourse

that followed.

The greatest threat to misuse of vignettes is the relationship between belief and action
and Finch (2000) contends that a methodological distinction must be drawn between
them. Mills (1940), Atkinson and Coffey (2002) and Jenkins et al., (2010) argue that
this distinction is a fallacy and that participants’ speculation is about social actions in
and of themselves and can be as illuminating as any other form of social action. So, if
one rejects the notion that vignettes neither support or suppress the ability to predict
behaviour then the participants’ verbal and social forms of action can lead to greater
descriptiveness in the data rather than act as a weakness (Finch, 2000 and Atkinson
and Coffey, 2002). The aim of using vignettes should not be to arrive at an accurate
prediction of action or behaviour but to gain an insight into the participants’ perceptions

and social processes which aligns directly with the aim of this study.
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Plausibility: Jenkins et al., (2010) is concerned with plausibility stating it as a crucial
factor when constructing vignettes and more likely to produce rich data. They maintain
that the more plausible the fictitious character’s situation in a vignette the more likely
the interviewees will be to align with the character (we-orientation) and therefore
engage in the thou-orientation. Furthermore, Hughes and Huby (2002) and Lapatin et
al., (2012) expressed concerns regarding vignettes lacking the full clinical picture and
their inability to completely capture the reality of peoples’ lives. This raises the
essential question of how generalisable the research is outside of the specific vignette
situation. Moreover, implausible developments within a vignette can produce negative
reactions such as confusion, anger distress or embarrassment from participants
(Jenkins et al., 2010). It is for these reasons that the process should be iterative,
contain realistic characters, use succinct wording and be piloted advise Jenkins et al.,
(2010) and Lapatin et al., 2012).

In creating plausible vignettes, the radiographer in the scenario was a newly qualified
radiographer; the participants were themselves about to embark on their career as
newly qualified radiographers increasing the effect of the we-orientation. The vignettes
were based on the researchers’ experience of the interprofessional environment and
were an adaption of the factorial study design by Brauer et al. (2009) allowing for the
inclusion of baseline factors giving them plausibility. The baseline factors included in
the vignette being the factors within the conceptual theoretical framework of this study
as identified in chapter two i.e. hierarchy, shared-leadership, power, status, trust,

respect and communication.

Williams, Widdowfield and Cosson (2014) reported that less experienced
radiographers found working with an interprofessional team in theatre daunting, and
that it made them anxious which mirrors my own experience. Often radiographers are
transient members of the operating theatre team despite being an integral part of the
team. Williams, Widdowfield and Cosson (2014) found that radiographers who work in
established teams perpetrate power bases more effectively than radiographers in
transient teams. It is for this reason that it was deemed pertinent to explore how
student radiographers perceive collaboration within an operating theatre setting
aligning with Williams, Widdowfield and Cosson (2014) and Strudwick and Day (2014).
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Interestingly Strudwick and Day (2014) found radiographers also experience these
emotions when working in accident and emergency. Even although there is a
permanent, dedicated x-ray room in a&e they still felt isolated from the
interprofessional a&e team. Radiographers are required to work independently and
make autonomous decisions as part of an interprofessional team and communicate
with various team members, particularly in relation to imaging requests, hence building

the second scenario around this interaction.

In addition, Lapatin et al., (2012) suggest the use of an expert review panel familiar
with the environment to address the limitations. My expert panel were radiography
educator colleagues. Each panel member was sent the vignettes to review and the
panel was convened for discussion and agreement. They reviewed each vignette for
authenticity of environment, realism, succinct wording and to ensure they are framed
around the identified base-line factors. As experienced radiographers they were able
to confirm realism and authenticity of the environments within the vignette. As
experienced educators they were able to make suggestions for improvements to

wording in order to avoid biases confirming plausibility.

Other aspects to consider were the interaction between the researcher and the
participant in the vignette interview — the, we-relationship where participants may
adopt the role of the expert Schutz (1967). If the development of the vignette
(predetermined by the researcher), contrasts with the participant’'s opinion of what
could/would happen, then the vignette represents a challenge to the researcher’s
perspective. For this reason, it was essential that reflection and reflexivity played a
pivotal role, so that | might separate myself from the scenario and be reflexively aware

of the influence | could have on my participant should my viewpoint be challenged.

3.4.3 Population sample, size and recruitment

Non-probability sampling was utilised as they are appropriate for labour intensive in-
depth studies and based on cases fewer than fifty participants with the sample chosen
on purpose (Bernard, 2011). Participants consisted of year 3 (level 6) diagnostic
radiography students because according to Cleary, Horsfall and Hayter (2014) there
should be a clear rationale behind selection of participants who fulfil a specific
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purpose. The participants were the radiographers of the future and were selected
because they have experienced interprofessional collaboration and participated in
interprofessional education. Timing was carefully planned to coincide with the end of
their final practice placement. This was deemed appropriate because, by this stage
they are working largely independently, on their own, during unsociable hours or in
settings where they are the only radiographer as part of the interprofessional team.

Bryman (2008) suggests study strength might have been improved if the sample had
been randomly selected. When used correctly it avoids bias giving all potential
participants an equal chance of being selected leading to a more representative
sample of the target population Bowling (2014) and Aveyard and Sharp (2013) advise.
The small target population of 3 year diagnostic radiography students (54 in total) did
not allow for randomisation. For this reason, all 54 third year diagnostic radiography
students from the researcher’s institution were approached to maximise the response
rate (Bowling, 2014).

Of the 54 students approached, 12 responded and all 12 were subsequently invited to
participate in the interviews as this was considered a manageable number of
interviews. Considered by Schneider (2012) and Polgar and Thomas (2013) to be
convenience sampling this exposes the study to convenience bias because
participants self-selected. A method of counteracting this bias is careful vignette
construction and method of interviewing. Bryman (2008) emphasises that it is equally
important in participant recruitment to ensure that there was no coercion, therefore the
researcher’s supervisor was responsible for emailing an invitation to the target
population, appendix 3. Appendix 3 also includes the participant information sheet.
Ashcroft (2007) states this approach enables autonomy of potential participants,

respecting their decision-making capacity.

3.4.4 Ethical considerations

Ethical approval was granted by the Faculty Research and Ethics Committee (FREC),
Faculty of Health, Social Care and Education, appendix 4 and the study was
conducted according to British Educational Research Association ethical guidelines
BERA (2011), which were relevant at the time of undertaking this study.
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All participants were fully informed of the aims and objectives of the study prior to
agreeing and signing consent to participate in the study, and to the interview being
audio recorded. The participant consent form can be found in 5. Participants were also
given the option to withdraw from the study at any point during the interview or to
withdraw consent to use their data in the study at any during the research process.
Collection, storage and retention of data e.g. audio recordings and transcriptions were
safely stored without any personal details ensuring anonymity. Work was stored on
the researcher’'s home and work computers in a password protected folders. This was

in keeping with the good guide for research practice (KU, 2014).

The vignettes were carefully created to accurately represent clinical practice and
checked by an expert panel to reduce bias and confirm that they were representative
of practice. Interview prompts were sensitively worded, and participants were
reminded that they could stop the interview at any point. The research did not focus
upon issues which may be viewed as sensitive and therefore it was not deemed

necessary to provide information to any counselling services.

Furthermore, all participants were offered a copy of the abstract of the final thesis and
reminded that the study is likely to be disseminated and reassured that
their information would be kept anonymous. Following the write up of the thesis all
data collection materials will be safely stored until dissemination or further
research is completed and for a minimum of ten years aligning with Kingston

University’s research data policy (2019, p.3).

3.4.5 Pilot study

In addition to the vignettes being checked by an expert panel of radiographers it was
important to verify their user friendliness and participant burden. For this reason, a
pilot study was carried out. Aveyard and Sharp (2013) advise that it tests the
authenticity of the vignettes and interview method, reducing risk within the study. The
vignettes and interviews were piloted on level 5 diagnostic radiography students i.e. a
similar group to the main study albeit an educational level below, as per the guidance
by Bowling (2009). Schneider (2012) proposes this as a means of increasing rigour
and credibility without diminishing the potential participant pool for the main study. It
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was also thought that if level 5 students were able to understand the vignettes then it
would be appropriate for level 6. Feedback from both the expert panel and the pilot
study indicated that a few minor modifications were necessary; One vignette featured
a male while the other a female radiographer allowing the participants to respond to
the vignette and any presumptions regarding gender influencing their responses could
be cross correlated. Information from the pilot was also used to predict moral
response, questions and techniques for ease of understanding and time taken. Timing
of the pilot was crucial as these students needed to be approached towards the end
of their first 6 months of placement once they had experience of the environments
discussed within the vignettes.

3.5 Validating the data

The data was validated by several methods; a pilot study, informal notes, interviews,

use of a reflexive diary, member checking along with triangulation of the data.

Informal notes: At the time of undertaking this study | was the module leader on a level
6 module where vignettes are used as a teaching and learning strategy. | and three
experienced colleagues facilitated their use in group work. Facilitators were asked to
keep informal notes on any discussion that arose during the group work on the related
aims of this study which were then used to confirm/refute findings collected at
interview. The vignettes were different to the ones used in this study; however,
they did include baseline factors similar to the ones used in these vignettes. No
discussion was specifically prompted but any relevant comments or discussions were
informally and anonymously noted because the comments were general comments

not directly related to the research vignettes.

A reflective diary was annotated immediately after each interview, alongside reflexive
field notes to recall and reflect on learning, interpersonal interaction and to highlight my
own preconceptions, making them transparent. This allowed my personal
assumptions, beliefs and philosophical perspectives to be clearly articulated within the
analysis as suggested by Koch (2002) and and Crotty (2006) and avoid interpretations
overlaid and saturated with the voice of an inherited tradition and culture. As a
phenomenologist, | made a sustained effort to reflect upon my reality of the culture
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of radiography, making it apparent. This allowed the data to ‘speak’ and present the
true essence of the students’ perceptions as articulated by them, giving them a
voice. In presenting the data no claims of knowledge were made where there is no

substantive evidence to support it.

Most importantly and in keeping with Colaizzi’'s phenomenological method, member
checking was undertaken (1978). Each participant’s transcriptions were returned to
them via email allowing them to confirm accuracy and the opportunity to withdraw any

part, or all, of the transcript validating the accuracy of the data.

In addition to the trustworthiness approach, data source triangulation was
conducted as suggested by Patton (2002) so that a comprehensive understanding of
the phenomena of IP collaboration could be developed. This was done by the following

means:

1. The evaluation forms from a level six interprofessional module, were audited to
extract feedback from the students on the themes relevant to this study. The
responses were compared and contrasted against the responses of the

participants to verify whether there was any alignment.

2. Radiography departments that have employed our undergraduate students are
routinely audited six months after our graduates have commenced employment.
The feedback gained from the business managers in those departments was
scrutinised for information that aligns or refutes the transcriptions of this study. This
also confirmed credibility as it demonstrated how compatible the findings are with

reality in the radiography departments.

3. Each participant’s transcription was returned to them for confirmation that it was
a true reflection of the interview, certifying that the researcher’s own viewpoint had
not been recorded thus giving the study confirmability. Participants were not invited
to add any additional information or clarification. All participants confirmed that the
transcripts were a true reflection of their interview responses with one participant

providing additional clarification of some comments. However, no additional data
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was added to the transcripts after transcription so that only dialogue that took place
during the interview was transcribed and included for analysed.

3.6 Data transcription and analysis

Interviews were digitally recorded with the consent of the participants and transcribed
verbatim without presumption of meaning. This allowed for deconstruction of the
interviews and the data to be considered in its rudimentary form. Transcription
included coughs, pauses and non-verbal communication and contextual
gestures which according to Silverman (2009) might infer meaning. Field
notes accompanied the transcription to include my reflexive thoughts in appendix
6. Cross correlation of field notes and reference to the audio files allowed for meaning
to be assigned to the dialogue considering non-verbal and inferred meaning e.g.
sarcasm, wit, etc. Reflection at this point assisted in separation of the participants’
voice from that of the researcher. Furthermore, reflexivity allowed for identification of
any areas where | might have in advertently influenced the data. Thorough re-reading
of the transcriptions was undertaken to identify topics emerging within each transcript,

as well as commonalities between the participants’ responses

The open-ended prompts were particularly successful in gaining depth of information.
| found that during the interviews the participants addressed me, the interviewer but
also themselves, confirming the thoughts of Merleau-Ponty (2002) that talking is the
externalisation of meaning, giving me an insight into their inner thoughts. As
suggested by Merriam (2014), keeping in-depth notes immediately after the

interview, provided a valuable context for analysis of the transcripts.

Two commonly used approaches to data analysis in a qualitative descriptive study are
thematic and content analysis. Despite similarities which includes identification
of themes and clusters, Vaismoradi et al., (2013) reports that content analysis allows
for quantification or frequency of data. Thematic analysis was chosen over content
analysis as the aim was to achieve a rich description of the phenomena identifying
implicit and explicit ideas within the data rather than measuring frequency of
occurrence of ideas Smith and Osborn (2015), which Vaismoradi et al., (2013) warns
should be used with caution as an alternative to significance. Colaizzi’'s method of
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analysis is the only descriptive method that calls for validation of results by returning
to the study participants (1978). Giorgi’'s analysis relies solely on the researcher and
review could be done by external judges while, Van Kaam’s method requires inter-

subjective agreement to be reached by other expert judges (Findlay, 2012)

Colaizzi's phenomenological method of analysis requires the researcher to read all
protocols to acquire a feeling for them (1978). Analysis was enhanced by rereading
the transcripts because as you gain familiarity with the content, new insights, meaning,
patterns and correlations emerged (Saldana, 2012). After initial transcription and
reading | returned to each transcriptand extracted phrases or significant
statements and formulated meaning as suggested by Saldana (2012). This was
repeated for each transcript, with meanings classified into themes and themes
clustered together where appropriate and tabulated. A summary of the table is

available in appendix 7.

Colaizzi (1978) advises that clusters of themes be referred back to the original
transcript in order to validate them, avoiding the temptation to ignore themes that do
not fit. The results were then integrated into an exhaustive description of the topic
under investigation. As per the directives of Colaizzi (1978) and Saldana (2012)
detailed analysis was woven into the discussion of the research, bearing in mind the

theoretical framework for the study and evidence base.
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Chapter Four

Results and Discussion

This chapter presents the critical discussion of the findings presented as clusters of
information, with each cluster comprised of themes as identified during analysis. To
make it apparent how the clusters and themes were derived during analysis, a table

of sample results and the method of coding has been presented in appendix 7.
4.1 Data analysis and presentation

Reconstruction of the data was through coding of each participant’s views as specified
by Colaizzi (1978) and Saldana (2012). The themes that emerged were topics that
were commonly held views amongst the participants. Once the main themes had been
identified they were analysed, and the data reconstructed into clusters of information.
The transcriptions were intricate and during analysis the themes were often difficult to
isolate. They were frequently interconnected with other themes, resulting in an overlap
or repetition of themes within the clusters. Upshur, (2001) states that to describe
themes as though they have distinctive clear-cut boundaries would be an abridged
depiction of the narrative. For this reason, there may be some overlap and

interconnectedness as the chapter develops.

A distinction is drawn between myself and the participants to allow the students’
perceptions to be revealed separately, giving them a voice and setting apart my own
viewpoint. Moreover, the aim was to capture the inferences of the narratives as
suggested by Rubin and Rubin (2012) in order to present a rich description of the data.
The frequency and regularity of the themes’ occurrence within the interview transcripts
are considered by Rubin and Rubin (2012) to increase the dependability of the themes.
The number of participants that mentioned the same theme was identified by Smith
and Osborn (2015) as an occurrence of ideas which could indicate importance but was
not considered to indicate significance as advised by Vaismoradi et al., (2013).
Analysis of the data also takes into consideration conformity and nonconformity of the

data in relation to the theoretical framework of this study i.e. the closure strategies:
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exclusionary, inclusionary, demarcationary and dual closure strategies; usurpation

and exclusion as outlined by Witz (1992).

Twelve semi-structured interviews were conducted using two vignettes as prompts,
from a total potential sample of 54 level six diagnostic radiography students. Marshall
(2005) states that studies with a small ample size should not present data in
percentages as it might be suggestive of disguising the true sample size e.g. 75%
would only represent the perceptions of nine students. In Cottrell’s opinion this would
pose a risk to the transferability of the conclusion as the percentages might be
misinterpreted as actual views of the radiography population (2005). The use of two
vignettes tested dependability as similar themes were identified in both vignettes. The
problematic was situated within different clinical environments i.e. theatre and a&e
within two difference fictitious situations and thus included a different mix of

interprofessional team members.

While a distinction has not been drawn between responses from male or female
students or in terms of culture or age, participation from various members of the cohort
was considered advantageous for the sample to be diverse. Recognising the
importance of maintaining anonymity yet be able to distinguish the participants, a
number was allocated to each participant as advised by Bryman (2008) e.g. participant

1 is represented as P1, participant 2 — P2 etc.

No data relating to gender identification, age or culture was collected because
irrespective of these attributes, all radiographers are expected to perform to the same
codes of conduct. Furthermore, this would have widened the scope of discussion
around these factors which was not the remit of the study. Thus, it was considered
unnecessary and unethical to collect data that would not be utilised. However,
previous work experiences emerged during the interviews as the students used
examples from their experiences to clarify their responses. This served to highlight if
this might have influenced their perceptions of interprofessional collaboration in

keeping with the social constructionism.
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Table 2: Participants previous work experience

Participant | Work experience

1 Previous multidisciplinary teamwork experience outside of the NHS where
they were an independent contractor so not a permanent member of the
team.

2 No previous work experience

3 No previous work experience

4 Extensive work experience within a team in a senior position.

5 No previous work experience but have had done shadowing within a
hospital environment and had observed IP teamwork

6 Extensive experience of teamworking outside of the NHS which they
considered hierarchical

7 Previous teamworking experience outside of the NHS

8 Previous work experience as a very junior member of the team

9 Previous work experience within a family run business

10 No previous work experience

11 Previous teamwork experience as part of a group of volunteers abroad

12 Previous work experience was mostly independent but had contributed to
teamwork
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4.2 Perceptions of interprofessional collaboration

This section describes how participants perceive interprofessional collaboration within
the context of the two vignettes, providing an insight into ‘how things are to them’. This
responds directly to the first core research question. They described what they
observed, their experiences and also how they might act. The intention was to present
the facts as described by the students and identify common themes, but not infer
meaning to the descriptions. It provides an overview with some comparison to the

evidence base to highlight alignment and divergence.

4.2.1 Hierarchy

All participants stressed the existence of a perceived hierarchy within interprofessional

teams with comments such as

‘... there seems to be a massive hierarchy...” (P10).

‘veah, I think | think, it’s a heir, heir can’t say it as well — hierarchy?’ (P2).

‘Yes, there are higher people who are higher than us (pause), doctors’ (P4).

‘so, there is that hierarchy thing where the doctor’s kinda’ always right and

whatever he says kind of you know ... is right’ (P3).

P3 elaborated

‘| think it is a general consensus by all radiographers and those who may think

they are below surgeons in terms of hierarchy and power such as theatre nurses.’

This hierarchy is evidenced throughout the history of healthcare by Witz, (1992),
Freidson (1977), Kennedy (2001), Lewis et al., (2008), Yielder and Davis (2009),
Hammick (2009), Kennedy (2011), Thylefors (2012), Ebert et al., (2014) and Collette
et al., (2017), amongst others.
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Also described, was the balance of power within the hierarchy, with students stating
that surgeons/ doctors are at the top of the hierarchy in a powerful position overseeing
all others, with even junior doctors more influential than experienced AHPs evidencing

the existence of a doctor focussed organisation.

Obviously, doctors are seen at the top’ (P5).

Doctors are pretty much always seen as senior’ (P6).

‘...where doctors have seniority even if they are junior or whatever’ (P10).

‘In terms of hierarchy those that are seen to have greater power... have greater
status and deemed higher in hierarchy. In my eyes, doctors, surgeons,
consultants are top of the hierarchy followed by registrars and junior doctors,

and usually go down to other healthcare professionals’ (P3).

Kvarnstrom (2008), Kennedy (2011) and even Nugus et al., (2010) who are reporting
from the perspective of the medical profession themselves, corroborate the existence
of a medically focussed hierarchy. This unequal balance of power is equally well
documented in Freidson (1977), Witz (1992), Kennedy (2001), Lewis et al., (2008),
Yielder and Davis (2009), Hammick (2009), Nugus et al., (2010), Kennedy (2011),
Francis (2103b) and Thylefors (2012). Power is a built-in attribute of Witz’'s (1992)
closure theory but there tends to be a one-sided emphasis on the exercise of power
which neglects the possession of power. But, Foucault (1980) contested this position
on the possession of power stating that power does not reside in someone but that a

power imbalance is created in the relationship; an aspect which is explored in 4.3

There was no indication of a one-sided exercise of power between AHP’s and
diagnostic radiography students in this study. There was a strong indication that they
considered all AHPs and nurses to have equal authority and tended to treat each other

as equals. This is re-enforced by;

‘...No, no, the nurses and physios are on our level’ (P7).
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‘...1 think the role of nurses and radiographers tends to be on a more balanced

level and you tend to treat each other as equals’ (P12).

They also seemed to indicate that they perceive all healthcare professionals (other
than medicine) to have equal influence within an interprofessional team; a core
component of collaboration as outlined by Thylefors (2012), with most participants
stating that there would be less pressure if it were a nurse requesting an image as

outlined in vignette 2.

‘no no ... it wouldn’t be so bad if the referrer was a nurse or physio (requesting

an image), but not the doctors they are... | guess they are above us all’ (P7).

‘... it would be less pressure if it were a nurse or anyone else really... we on
the same level... | don’t think it would be ... (P9).

However, there is little evidence in the literature to support this notion of equality.
Atwal and Caldwell (2005), Salhani and Coulter (2009), Nugus et al., (2010) and Ebert
et al., (2014) reflect power differentials and subjugation between healthcare
professionals, with nurses revealing less respect for each other than for doctors; a
differential which is evident and cited as a source of the crisis in the Kennedy report
(2011).

Prompted to clarify their opinions of the doctor focussed hierarchy, participants

provided several explanations ranging from,

‘well these guys just have an attitude blatantly’ (P1).

When prompted to expand on what this meant they responded,

‘well they just act like they are the head of everything you know!’

All twelve participants in this study appear to believe that doctors exercise power by

their attitude and the way they communicate, an attitude that was seen as
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‘Authoritative’ and ‘you feel intimidated’ (P1).

‘...abrupt and unnecessarily harsh ...’ (P5).

It was revealed that this attitude was not only directed at radiographers but the rest of

the IP team as well as can be seen from the extract below.

‘I have seen a surgeon yell at a scrub nurse for about 10 mins straight while the

patient was anaesthetised’ (P12).

A perception of a haughty and condescending communication by doctors was also
corroborated by Nugus et al.,, (2010), Van, Driessen and Scheele (2016) and
Matilainen et al., (2017). But two students did not consider doctors to be haughty, rude
or angry but rather described the stress, workload and time directives staff shortages.

‘...work in a very stressful environment...a lot of stress encapsulating their
(doctors’) work’ (P5).

‘obviously they under pressure as well, so it could be pressure stress, they have

time directives’ (P1).

‘you come to a situation where for example in a workplace you are having staff

shortages and no one to cover...that puts stress on everyone’ (P4).

Within this study, students alluded to the existence of a similar hierarchy and
dominance and conformity between junior and senior doctors. They suggested that
the NHS is a very stressful environment and that doctors bear the brunt of the stress,
usually junior doctors. Statements reflected what had been experienced regularly in

practice.

J

‘... may be perceived, but | believe the juniors are trying to appease the seniors
(P5).

It was obvious that the students empathised with the junior doctors.
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It would seem, that according to the participants there is a hierarchy of domination and
compliance throughout the system which is reflected in Kennedy et al., (2001),
Kennedy (2011) and Francis (2013a).

4.2.2 Culture

Comments regarding the hierarchy were made in a matter of fact way as though it was
implicit, and an accepted truth. At this point | needed to consider whether | was
projecting my own beliefs of an accepted hierarchy on the data or whether it was
indeed their perceptions. My field notes and audio files confirmed the perceptions of
all twelve students. There appeared to be resignation and acceptance of the hierarchy
with acquiescent statements reflecting the apathetic attitude of radiographers as
described by Lewis et al., (2008).

‘To be honest | kind of expected it ... it’'s not the nicest but you get on with it

(sigh) because it’s just what it is’ (P5).

‘I am used to it | know exactly what is going to happen...whatever goes
whatever is acceptable and you just go with the flow and you don’t question it’
(P2).

‘| think it's again one of the, those things ‘... you have to follow what they say

.S0 its yeah, (resigned sigh and shrug) so a bit hierarchy again.’ (P3).

‘... but I don’t know (sigh) it’s just like that’ (P9).

‘...the way it’s always been and always will be...” (P4).

‘you know it always been so that’s how it always will be.” (P6).

Furthermore, some believed that it is a consensus amongst radiographers, stating that

they just accept and do what they are told

‘some just shrug their shoulders, (sigh) yeah, you know’ (P1).
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‘From actual experience... obviously you are working side by side with a

radiographer and some just kind of meekly accept’ (P12).

What was of concern, was what students were told by their supervising radiographers

‘...these things happen, you get used to it...just do as you are told’ (P6).

This was reflected in vignette two, validating the responses

‘Yeah, when we dont get like justifiable clinical indications... some
radiographers’ automatically know that the doctor will just add like, kind of like
add an extra? pneumothorax on a chest x-ray. So, they will just do it without
having the extra detail added’ (P7)

These are strong indications of a culture of compliance confirming Yielder and Davis
(2009) and Yielder et al., (2014)’s research into the culture of radiography

Furthermore, participants felt that challenging decisions would be seen as,

‘questioning authority and stepping out of line’ (P5).

‘sometimes it can be a thing like ‘oh why are you pushing the surgeon? so you
feel like it’s expected... ok even though | know this isn’t right, let me just do it
like’ (P2).

This seemed to further imply the expectation of compliance. Levett-Jones and
Lathlean (2009) and Yielder and Davis (2009) identified the same connection between
conformity and compliance in nurses and radiographers suggesting that they are
socialised to value obedience. Thus, indicating that the common culture of openness
recommended by Francis (2013a) has not been realised. It would seem however, that
it was not a uniform perception, as there was diversity between hospitals, different
clinical areas, as well as in theatre at different times, when different teams would be

working.
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‘...with the NHS in certain departments | think there is still a hierarchy the fact
that he is a doctor ... ‘but it is different for different departments’ ... it could be
due to the hospital’s culture’ (P10).

it is different in different hospitals and different doctors’ (P7).

4.2.3 Normalisation

Even participants that had presented a confident mature approach to interprofessional
working confirmed acceptance and conformity to the culture by saying,

I think you just accept that it’s a fact of life rather than trying to stand up and

potentially just make the situation worse’ (P12).

it’s normal so ... just take it in my stride’ (P9)

‘Il would be reluctant to voice my opinion because | would think it was normal...

so yeah, get used to it.” (P10).

‘...as a first-year student | didn’'t know what was happening and so how to
react. | just kept it to myself and moved on ... maybe that’s just the way it is’
(P8).

This confirms the belief of Lewis et al., (2008), Kennedy (2011) and Waggie and
Arends (2021) that normalisation to the hierarchy exists in the NHS and radiography.

During the interviews the participants revealed instances where they accepted the
opinions of staff members (both their mentors and other staff groups) being warned
about situations or people and asked to comply.

I mean you know how it’s going to be because they tell you... so at least you
know like what to do” (P2).
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‘... this doctor always shouts at the radiographers, they are always like that, it’s
nothing personal. It’s not fair but it’s not only me they do it to, they do it to almost

everyone... keep out of the way.’ (P9).

‘... even the nurses will warn you ... to be nice because of Mr/Ms. so and so...’

and the nurses pleaded with them to,

‘keep the peace’ (P7; P8).

‘The way | would handle it. | think | would keep my head down ...” (P10).

One participant felt that this was part of being prepared for the role of a newly qualified
radiographer in order to be accepted into the culture that existed. They seemed to
accept it as a necessary part of their training to fit in.

‘... but as part of my training to become a band 5 | have been warned (by my
superintendent) about the attitude surgeons have towards new radiographers
in theatre, so like not to be upset/put off if they’re rude or shout...to toughen up.
It’s sort of a case of proving you are efficient enough in order to be accepted as
part of the theatre team. Another challenge of being qualified!’ (P11).

However, it was evident from the data that pressure to comply was not always overt
and explicitly stated or through domination, but many appeared to be exercised
through subtle influence

It’s like ahhh, kind of manipulation’ (P1).

‘And sometimes they pressure you... the pressure, you don’t notice it, it can be
very subtle’ (P9).

Interestingly this aligns with Foucault’'s analysis of the means of subordination,
describing it as subtle, pervasive and able to change psychological attitudes (Gutting,
2005). This resonates with the existence of a hidden curriculum as outlined by Tekian

(2009) and Mossop et al., (2013), who believe that it is an unintentional coercion that
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engineers the culture of a department or organisation which is not always visible to
either the supervisor or student.

4.2.4 Personal attributes

While students evidenced acceptance of the hierarchy and indicted that they too would
comply, there was one participant who did not readily accept the warnings as an

accepted truth, resisting normalisation.

‘I have heard about certain surgeons being rude to radiographers... always try
go there with a like level headed attitude... judge it on its own merits and not

take gossip or hearsay to be quite the truth.” (P7).

While two participants did not agree with the apathetic compliance

‘... it never sat quite right with me’ (P6).

‘I don’t think it is acceptable...’ (P9)

if you strongly believe and you have your morals in check and you know exactly
should and shouldn’t do and you stick by those, you cover your back and do

things properly’ (P2).

The comment clearly defines integrity according to the Cambridge dictionary (2018).

There was even evidence of resistance to the culture.

‘... there have been cases where | have tried to do that ... stand up for my

argument and been completely shot down by the doctor’ (P12).

‘... find a way of raising it...” (P9) sound particularly angry.

‘... limagine this is very likely to happen especially out of hours or in the evening
or in the night if the CT is still running. Very likely! So, we need to be very clear
ourselves as radiographers, we need to know what is right and wrong, very
important’ (P4).
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With one student acknowledging that they would be hesitant initially but then asserting,

‘I think naw, | probably would say something... wouldn’t just do it” (P3).

This participant had acknowledged in the interview that they were ‘a confident person’

and stating

‘I am loud and can be tough — you need that in there’ (P3).

‘you need to be able to raise it ...even if they rude to me ... but don'’t take it to

heart ... there is no time to get upset you have another patient to do!’ (P4).

These assertations demonstrate that the students believe they would be resilient
enough to raise or confront the behaviour. An important capability as outlined by
Rogerson and Ermes (2008) and Sergeant and Laws-Chapman (2012) who advise
that resilient employees are needed, who can maintain their sense of morality in a

challenging interprofessional team.

I think | could apply my knowledge confidently’ (P11).

The confidence with which the participants responded with regards to their knowledge
and skill, suggested they would be confident to collaborate in these situations. With
Kroner and Biermann (2007) and Price-Dowd (2017) of the opinion that confidence is

one method of assessing competence.

The confident attitude demonstrated by all the students was however withdrawn. This
was completely unprompted as a process of thoughts in action, as they pondered the
real situation they might face after graduation. In addition to competence and

confidence one participant referred specifically to leadership.

11

. confidence and leadership is another issue; as a newly qualified

radiographer, | think | would struggle with these at first...” (P2).

‘...don’t think you would act like you are sitting here’ (P11).
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The 6-month post-graduation evaluation of radiography students concurs, with
managers of radiography departments scoring our ex-students particularly low on

those capabilities.

Students reflected on the response of supervising radiographers.

‘Um ... (sigh) | think some peoples’ responses ... they so lazy like... um and
some people are not confident to even speak and say this is not acceptable
and they will just do even if they are not correct or not sure, but um it takes an
individual to make a difference. If you don't speak its always going to be a
problem’ (P2).

‘...in terms of real practice there is some give and take and communication...

Then we think ok, write another request and | will do it’ (P11).

The focus of the interviews tended to be around the dominant position of doctors with
little reference to the rest of the IP team. While this could be considered a biased
perspective on my part, it was not for lack of opportunity to comment; participants
chose to emphasise the doctor/AHP relationships. Interestingly, discussion around the
rest of the interprofessional team indicated that all allied healthcare professionals and
nurses were considered to have equal authority, status and influence within the
hierarchy and tended to treat each other as equals. An interesting finding that does
not align with Witz's closure strategies of exclusion within the sub-ordinate group or
the evidence base which demonstrates power differentials and subjugation between

HCPs interprofessional and intra-professional tension (1992).

4.2.5 interprofessional teamwork

The interview explored the participants’ perceptions of interprofessional team working
and how they perceived collaboration within a team with such a mixed skill set. It was
clear that all students could accurately describe interprofessional collaboration and the

shared team goal of patient care.

They demonstrated insight into how an IP team should function with the view that
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‘the concept of an interprofessional team means that everyone is working

towards a common goal.” (P10)

‘That’s your equipment and the surgeon has nothing to do with your equipment
as such. So, you are your own boss in there in a way but you also part of a
team’ (P1).

‘while doctors should be held in high esteem, it needs to be understood that
they are not experts in all areas of healthcare and should be led by the clinicians

within specialities, for example radiographers’ (P6).

| would scrap the hierarchy bit... because at the end of the day no matter what,
everyone has to work together even if you are a doctor or a nurse no matter...

you do your job and | do my job’ (P2).

This thinking reflects the views of Reeves et al., (2008), Baker et al., (2011) and Green
and Johnson (2015) who agree that each professional should apply their unique expert
knowledge, skills and abilities to achieve the common goal of patient care. While
students were able to describe ideal collaboration with shared-leadership in an
interprofessional team, aptly describing skills mix as per NHS (2019), they did not
necessarily conceive how the two concepts might work synergistically.

‘So, you are your own boss in there but you also part of a team. You are all part
of a team in there so if you are not all working as a team and one takes charge.
Mmhh, | am kind of contradicting myself, aren’t I? (Perplexed)... but you kind

of need a leader as well in a way to direct’ (P1).

This reflects the conflicted opinion on the topic as identified by Freidson (1988),
Freidson (2006) and Nugus et al., (2010) and a challenge of skills mix between the
need for management of the patient and collaboratively delivered care according to
NHS (2019) and Ford and Gray (2021). Importantly to me as an educator, it
demonstrates that students understand what is expected of them but have difficulty in
articulating and enacting the concept of shared-leadership and collaboration within an
IP team, also identified in Storey and Holti (2013).
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Three participants seemed less confused about the concept saying

I think they (doctors) are in charge of the patient overall but the theatre is just
a place and we should all work as a team doing our own job properly for the
best of the patient.” (P7).

‘Obviously the patient is in their hands’ (P1).

‘And you have got your specialised knowledge with your area of expertise
whereas with doctors the expectation is that they know everything and are in
control of the patient and have that expectation that everyone should just be

getting on with their part of the job (which is reasonable | think)’ (P12).

They were in no way suggesting they have the authority to manage the patient, a
tension reported in Kennedy (2001).

This aligns with the new operating workforce mode outlined by NHS (2019) and Ford
and Gray (2021), which continues to require skills mix in a team contributing their own
expertise. However, West (2012) reports that the complexities of interprofessional
teams can cause them to work ineffectively. This tension is also articulated in the
Kennedy report where issues of who was responsible for the management of the
patient and lack of collaboration between healthcare professionals resulted in
mismanagement of patients (2011). Participants is this study also recognised the

possibility of poor patient care where collaboration goes awry.

‘We all need to do our jobs to be efficient, and obviously the patient is our main,
we need to look after the patient. And if we are not all doing our jobs, not allowed
to do our jobs, then something is bound to go wrong’ (P2).

Further exploration highlighted that the participants thought radiographers were
valuable members of the team and felt ‘needed’ (P6) and (P11) and should be
respected for their skills.

It was obvious however that participants did not feel radiographers are respected for

their skills, aligning with West’'s warnings of the difficulties associated with skills mix
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where members did not understand each other’s job roles (2012). Five participants
perceived that other healthcare professionals and even nurses, (whom they appear to
regard as allies and equals), thought that radiographers were button pushers, a term

they considered derogatory.

‘Even the nurses they just think we press buttons... think they just don’t get
what we do’ (P7).

1 don’t think that surgeons naturally appreciate that there is more to a
radiographer than just being a button pusher who moves the tube up and down’
(P12).

Smith and Jones reported that radiographers the world over have the same complaint,
expressing their resentment (2007). When prompted the participants disagreed
vehemently that they are button pushers with a resounding ‘No!’ Interestingly one of
the participants who had so vehemently rejected the notion of radiographers as button

pushers later reflected,

‘... but um, I do think you are sort of a button pusher. And there is a technical
bit to it’ (laughs embarrassedly)’ (P11).

They seemed rather embarrassed to say this but defended the statement by saying
this is what other HCPs’ think of radiographers not what they thought of themselves.
However, in suggesting what they thought the fictitious radiographer in the scenario

was thinking, they inadvertently exposed their opinion of radiographers.

‘They probably thought that, you know (shrug) ... he is a surgeon and | am just

a radiographer’ (P8).

This demonstrates a tension in the way they view their own world of radiography and
the difficulties of working within the interprofessional team where there is lack of

understanding of each other’s role.

111



Four participants were of the opinion that IPC was not particularly successful in theatre
but thought interprofessional collaboration was very successful in some clinical areas
where the team members knew each other, reinforcing the point with the following

statement,

‘Yes, | do, | do, in most areas especially for example interventional where
everyone knows each other. They help each other they uhhh talk to each other
about matters... and it seems the doctors let the radiographers get on with it

you know.? They don't keep telling them what to do’ (P4).

‘But | think it’s all based on relationships with the different teams...it depends
on the team’ (P1).

‘... but only professionals who do not understand my role as it is such a new
profession. Professionals who don’t think we are button pushers | would say

are radiologists, consultants and orthopaedic specialists’ (P11).

There was agreement that it was not a universally accepted impression.

‘Whereas as | do think the nurse do have um more of an understanding of the
role even if they don’t know what we doing at the time, they do know that we

are doing our sort of specific job’ (P12).

In discussing their specific radiography role within the team, the topic of decision
making was raised with a general consensus that radiographers have the authority to
challenge imaging requests and make the decision of whether it was justified or not
as outlined in vignette 2, suggesting autonomy as defined by Ashcroft (2007).
Autonomy being a key proficiency outlined by HCPC (2012b) as professionals

exercising their own judgement.

‘Yes! radiographers have the right or the authority to um, dispute a clinical

request and say it’s not appropriate’ (P1).

‘Now if justification isn’t present, it doesn’t meet the criteria, then reject’ (P5).
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This was echoed by five other students, but one participant did not feel they have
authority in theatre but did acknowledge authority to dispute imaging requests in a&e.

They also went on to added,

‘if 1 was screening in fluoroscopy | feel there is more authority to my role | am

also responsible for patient care and advocacy ...” (P11).

This raised an interesting perspective suggesting that they felt they had authority when
they perceived that they were solely responsible for the patient. This is not a
perspective | had encountered in the evidence base. It was also conflicting because a
doctor is also part of the fluoroscopy team. This element was not explored further but
relating to the statement by P11 above that stated radiologists understood what a

radiographer does, might suggest a reason.

It follows therefore that they should consider radiographers to be accountable for their
actions and decision-making. For this reason, they were prompted to consider who in
the IP team would be accountable should there be an error in radiation delivery or
justification of an imaging request. Curiously only three students were convinced that
the radiographer would be accountable (as it fell within their jurisdiction) while several

others thought it would be,

‘both the doctor and the radiographer’ (P3; P5; P8 and P9).

‘...because the doctor requested the examination’ (P5).

Five students were unsure and hesitated. This presents an interesting dilemma;
throughout this narrative diagnostic radiography students have reported knowledge of
their responsibilities, declared that they have authority, were prepared to accept
responsibility, demand respect and consider themselves to be worthy of equal status
within an interprofessional team, yet, when it came to being accountable for their
actions, some were unsure and hesitant. This is contrary to the HCPC (2016)
standards which clearly state that radiographers are autonomous and accountable

professionals who might be subject to a tribunal if they were found to be negligible
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4.2.6 Interpersonal relationships

Participants reported challenges to their perceived authority revealing the core tenets
of interpersonal relationships

3

. if you don't follow their instructions to the letter they become quite
aggravated and say “do it my way or | will find someone else who will do it my
way’ (P12).

These statements mirror Fung et al., (2015) and Van, Driessen and Scheele (2016)
who found IP communication to be one directional and harsh, with Thylefors et al.,
(2012) stating that doctors think they ultimately have ownership in all matters relating
to the patient. There were additional comments that reflect one sided communication
making the radiographer feel alienated, reflecting the findings of Strudwick and Day
(2014).

‘You walk in and ... then someone sort of barks something at you and you just
like “ooh, ok, don’t know who you are, and | don’t even know your name
and...You don’t know who | am and what level of training | am at” ...so you just

kind of stand there getting ignored’ (P6).

‘The rest of the team has so little to do with um, the radiographic side of things
that | think there is a natural sort of disconnect between them, you are not really

communicating unless it’s sort of to fight about stools to sit down on’ (P12).

‘They all seem to know each other and are generally very fluid when working

together. | always feel like I'm intruding into their world’ (P7).

But there were also instances of effective communication outlined by the same
participant, with co-operation on both sides making them feel more integrated into the

team.

11

. sometimes the communication is good and they like talk to you
beforehand... so it works more together like a team’ (P7).
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But, four students considered radiographers to be outsiders when working in acute
areas such as a&e and theatre, where the rest of the team knew each other.

I think because the radiographer is an outsider they don’t know you’ (P7).

‘as a radiographer who is only there for some cases | often feel like an outsider’
(P6).

‘... lack of communication with the surgeon ‘cause I don’t know him as well as

the other staff members’ (P8).

‘And but also, because you not working with the same team day in and day out
and tend to be moving around between the teams | think is its’ much more
difficult to build that rapport’ (P12).

This statement was with reference to the a&e department confirming the thinking

within both vignettes.

Despite this, there was a sense of determination to collaborate plus expressions of

attempts to commu nicate

‘...but I think | would stick to my guns and raise my concerns’ (P5).

if | was confronted with that situation | definitely... | mean you are there to do
a job so to whimper away from it just because the way they talked to you? Is
pretty bad that’s where, | would definitely have said... can | have a word with

you. | am a member of staff here as well doing my job, Urrm...’

(Pause thinking) (P1).

‘whereas if you don’t know anyone | think you have to stand your ground and
rather than put yourself in a situation where you have made yourself liable and

put the patient at risk.” (P12).
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if it could have major repercussion for the patient as well then that would give
me the drive. (Sigh) ... uh yeah the drive and the confidence to assert my

opinion...even if they don’t know me’ (P10).

Nevertheless, there were also the instances of thoughts in action with unanimous

realisation that,

‘...it will be a lot more difficult in real life to act the way you think you will, when
sitting here...” (P11).

I think | would struggle with these at first as you need to settle into a new
department and may sometimes not feel fully confident and comfortable to talk’
(P2).

This brought the interview back round to communication and comments regarding
respect were linked to how people communicated with each other and mirror Kennedy
et al., (2001), Reeves et al., (2009), Thylefors (2012), McDonald, Jayasuriya and
Harris (2012), Van, Driessen and Scheele (2016) and Ebert et al. (2014). These
studies all found that interpersonal relationships were peppered with one directional
communication between the dominant group and other HCPs. This was the opinion of

five participants whose comments mirror these below

‘... someone barks at you...” (P6).

‘they give you no chance to respond... just telling you what to do’ (P4).

Furthermore, comments aligned with Kennedy (2011) who reported negative

communication by difficult and powerful members of staff.

‘... seen as big scary people, they shout they get their own way!” (P6).

agreeing with (P1), (P10) and (P12).
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Expertise, status and authority are generally equated; however respect and authority
of expertise is problematic according to Freidson (2006), and the attempt to persuade
others that its ‘orders’ are appropriate is not always successful. The frustration of the

participants trying to command respect was palpable by the following statements;

‘... would have walked out if they spoke to me in a demeaning way’ (P11).

‘...even if he is angry... just let him know it’s my job...” (P8).

Nol! ... It’s your job, your equipment, not the surgeon pressing the pedal it’s

you...and they should respect that' (P1).

While there was mention of respect they did not seem to describe instances of mutual
respect and understanding of role, which according to Pullon (2008) is an essential
ingredient of collaboration, demonstrating a dichotomy. As can be seen from this
statement from a participant who was not aware of what the correct name for the ODP

was, a key member of the operating department team.

‘... the nurses or even the anaesthetist’s assistant — what they called ...OD...?’
(P7).

The interview turned towards professional standards and rights of a diagnostic
radiographer. All twelve participants were adamant that radiographers have exclusive
authority and were protective of this perceived authority, reflecting Matilainen et al.,
(2017). While the Health and Care Professions Council, (radiographers’ statutory
body), does not explicitly state that radiographers should enforce expertise it does
declare that knowledge and expertise must be shared with other practitioners for the
benefit of service users (HCPC, 2012a). It was clear they considered radiation
protection to be the remit of the radiographer and that they should be free from external

control from the rest of the team in this regard proclaiming that,

‘radiation...it is the role of the radiographer’ (P10).
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‘... we are the responsible people and we are the ones who are using this

machine and the ionising radiation’ (P4).

‘end of the day we are the ones to operate the machine... it will boil down to the
radiographer because you produce those x-rays...they should understand that’
(P2).

‘No! (definite) the radiographer it’s your job, your equipment, so it's not the

surgeon pressing the pedal it’s you. You are administering the dose. (P1).

These statements reflect territorial behaviour know by Brown et al., (2005) and (2014)

and psychological ownership.

Along with ownership of their responsibilities seven participants reported attempts to
improve interpersonal relationships through knowledge sharing, a finding also
identified in Abramson and Mizrahi (2003)

‘... try to explain the importance of what | do... the relevance of what | need to
do legally’ (P5).

‘umm | think | would explain why | think it’s not necessary and give them good

valid reasons’ (P8).

‘... need to give them knowledge... this is the responsibility of the radiographer
again to justify and nobody else, this is in IRMER 2000 umh to justify the

examination before going ahead because Ct is very high radiation dose’ (P4).

However, it was also suggested in this study that not all radiographers take this

approach.

‘Some old radiographers would respond in “ah just do it, it's ok” — they won't
even bother...they don’t explain to them’ (P2).

‘seen some don’t even question or explain... we should though, as we have the
knowledge’ (P9).
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These reflections suggest that the students are of the opinion that knowledge sharing
is an important p aspect of their role within the interprofessional team.

4.3 Factors influencing interprofessional collaboration

The above section is a description of the transcriptions i.e. how students perceive IP
collaboration ‘how it is to them’. Through deconstruction and critical analysis of the
themes several common threads emerged that appear to influence interprofessional
collaboration. These themes have been clustered together and presented as the
factors that influence collaboration. The clusters are: follows: personal capabilities,
skills mix, interpersonal relationships, radiography culture, organisation and
environment with the pivotal influence of role-taking. Role-taking is explored within
4.3.6

4.3.1 Personal Capabilities

All participants stated felt that confidence and self-efficacy are key in influencing the
team and for building relationships aligning with Smith et al., (2008), Leigh et al.,
(2012), DH (2008; 2010; 2012) and Francis (2013a). Some extracts from the
participants are listed below;

‘So, confidence... it kind of prepares you for the people but not the knowledge’
(P11).

‘| think that he was intimidated ... he may not have had the confidence to uhm
raise this issue’ (P10).

Obviously, they don’t have enough confidence in themselves.... to have the
confidence to change everything ... and say | am confident to do the job... that’s

what’s needed... to get a better relationship with the surgeon’ (P7).

1 quite like theatre, and | actually, I think | was one of the only people, | had a
great time, | did quite well and stuff...  but um... | am quite a loud confident

person. ...l probably would say something... otherwise it makes it difficult for a
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person to speak... making the situation and working environment awkward’
(P3).

While another participant thought that the radiographer in the a&e scenario was just

being a ‘pushover’ and stated

‘Oh yeah definitely... ‘I have seen it ...there was a band five who believed in
her knowledge and had the confidence....and the doctors knew when to walk

away when she said no’ (P1).

This demonstrates the role confidence and self-efficacy plays in influencing others.
This aligns with Foucault (1980), Pearce and Conger (2002), Barr and Low (2011)
Wang, Waldman and Zhang (2014) and the NHS Leadership Academy (2015) who
consider these key capabilities for shared-leadership and collaboration with a strong

correlation with improved trust.

Participants acknowledged however that starting work as a radiographer would be
stressful and may dent their confidence, which in turn would influence the capability to

collaborate, evidenced by these comments,

‘yvou think you will ... but you not really going to be able to say anything to them.
Especially if you quite new and then once you graduate and then you get a job’
(P8).

‘thinking about it now. Starting work as a band 5, | think it will be a lot more
difficult in real life to act the way you think you will, when sitting here, when you

confronted with that situation as a band 5 ... Yeah’ (P11).

‘Communication, confidence and leadership is another issue; newly qualified

radiographers struggle with these at first...and will affect the way you act’ (P2)

Eyal and Cohen (2006), Sergeant (2010) and Verrier and Harvey (2010) also
confirm that this initial lack of confidence affects the competence of newly
gualified radiographers. Competence is addressed as a separate entity later in

this section.
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Despite this, the students in this study considered emotional resilience an important
factor stating that you need to be prepared to accept criticism to do what is expected

of them the best interest of the patient.

I think naw, | probably would say something. But! Initially | may be a bit
hesitant. So rather than getting in trouble like later on when it is more
detrimental to the patient it’s better that to do it before and take the flack’ (P3).

‘Yes, first this will be hard, but you need to be strong... anyway if | am doing
my job | must do what | believe is right... | am going to care for this patient as

my relative or myself ... no matter who tells me whatever!’ (P4).

‘From actual experiences there have been situations where | have sort of stand
up for my argument ... even if they yelled at me...it makes things easier in the
long run’ (P12)

Participants highlighted lack of resilience in radiographers who

‘...Just do as they are told ...they need to toughen up like otherwise how can

you do the job properly?’ (P2).

There was even a suggestion that these radiographers were not acting morally.

‘morally that is wrong...it’s not the best for the patient’ (P6).

It could be argued however that these radiographers might be in agreement with the
Kantian deontological philosophy, where duty is the moral act. But does doing your
duty promote true collaboration? There is evidence in Kennedy (2011) where
members of the interprofessional team accepted assurances about bad medical
practices, despite their medical training indicating otherwise. Kennedy (2011) found
that they did their duty without taking into consideration the effect on patient care
outcomes, citing reasons such as the professional animosities, leadership styles and
the hierarchical culture of the trust. Contributing factors that influenced resilience
making it difficult for them to challenge and raise concerns. Emotional resilience has

been shown to improve problem solving, stress management and teamwork according
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to Sergeant and Laws-Chapmen (2012) and Thomas and Revell (2016). Moreover,
Thomas and Revell (2016) identified self-efficacy as a crucial element for developing
resilience endorsing the relationship between these factors. Incidentally, Kroner and
Biermann (2007) and Price-Dowd (2017) also consider self-efficacy to improve

competence.

Participants in this study also supported this by stating that if they were confident in

their own abilities they would be able to credibly argue their point.

‘as | feel more confident in myself to be able to justify examinations to be able
to converse with other people... | would feel completely qualified and able to
take that up with the relevant people ... and solve it ... rather than accepting

what the person is saying’ (P5).

‘Maybe | am not confident enough to go speak to him in a certain way ... but|
mean confidence in yourself or confidence in your work ...If | know that | am

competent | will surely be able to do it’ (P8).

All participants referred to integrity and moral responsibility in one form or another as
a necessary quality for interprofessional collaboration, aligning with the NHS (2011)
CLCF. Kennedy (2011) reported on the lack of collaboration which led to damaging
consequences for patients, stating that if all parties involved had acted with integrity,
poor medical practices would have been challenged and halted much sooner. Bines
and Watson (1992) are of the opinion, that the dominant position of a professional in
any relationship should be regulated by integrity and beneficence. These moral
capabilities are considered essential by Van Mook et al., (2009) for the provision of a
professional service. Sergiovanni (1998) explains these moral qualities as social
covenants as things we do because we feel that they are an essential part of our
professional role (voluntary actions). These actions are chosen because they are
noble (just) rather than because they are socially contracted to act in a specific
manner. This suggests autonomy to use your initiative within collaboration yet
preserving your professional identity as a moral professional, aligning with Hargreaves
(2001).
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The participants seemed aware of the moral consequences of their actions and
demonstrated self-awareness of their lack of experience and limitations of knowledge.

‘you should keep your morals in check ... patient must come first ... if we are

not all doing our jobs then something is bound to go wrong’ (P2).

‘uh my thinking right now is that a radiologist should be involved in this situation
because they have knowledge of what scan should be done for what kind of
like indications. Rather than the radiographer who knows the protocols but

might not have a complete understanding of the best way to do’ (P7).

‘... must work in your boundaries under IRMER and stuff’ (P4).

While there was also acknowledgement of the limitations and stress placed on one by
knowledge and experience once again demonstrating self-awareness their own

limitations, but also the effect stress might play in regulating their behaviour

‘I think it’s just to do with um experience. | mean if that was me | would probably
be very nervous having to do everything that | have only done as a student, that

would put a lot of pressure on me. That really would’ (P8).

just that knowledge is that thing isn't it? If you go to hospital with high rate of
rotation, only in CT for 2 weeks out of every 2/3 months you have not got

knowledge to say yes or no really, have you?’ (P1).

it is tough but when you in that situation, you are not thinking like | would now
be thinking, like  am now. | would be under pressure ... | think you should stand

your ground but it’s all down to experience...and knowledge...” (P9).

The CLCF (2011), NHS (2011) and Rungapadiachy (2012) stress the importance of
self-awareness and self- regulation as displayed by the students in this study and the
role it plays in regulating cognition and behaviour. Within the second vignette all
participants reinforced the need to be self-aware and the need to work within their
scope of practice as defined by the HCPC (2012).

123



It’s very clear actually in the HCPC. It is our responsibility to justify ... from our

knowledge and skills and if not justified, then we shouldn’t do it’ (P4).

‘you know exactly what you should and shouldn’t do... and you stick by those’
(P8).

Furthermore, suggesting that any matters out of their scope of practice should be
referred to a senior member of staff, demonstrating self-regulating behaviour,

evidence by comments such as;

‘That’s where you should in this case ... be referred to a radiologist that has got

the knowledge cause if you don’t do that you could do the wrong thing’ (P1).

if the CT is not justified or you don’t know ... it should be between the radiologist
and the doctor to decide if it is justified and whether they can do that actual CT
scan’ (P7).

Freidson (2006), Kennedy (2011) and the NHS (2011) claim that the value of these
capabilities in collaboration is not in the knowledge of the professional but their ability
to apply that knowledge and as can been seen in these statements above the students
appear to know how to apply their knowledge and also their limitations. These
capabilities are identified in the NHS leadership qualities framework as essential for
effective performance of your professional role, while taking into account the needs of

the patient, and conflicting priorities of other team members (2011).

4.3.2 Interpersonal relationships

As seen in 4.2.6 Participants were quite clear on what they considered to be their
scope of practice and exhibited psychological ownership over their job role with

several of them defensively stating that radiographers have exclusive authority over

matters pertaining to radiography.
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‘Because we also have to make sure we um are ok under IRMER under alara...
you have to make sure, it’s our job at the end of the day... say to them, you

either do it like this because | need to...." (P2).

‘Now, we must check this is because ...this is recommended by the health PCP
and 2000 regulations irmer regulations ... we are the ones who are using this
machine and the ionising radiation, so we have a responsibility for this issue,
radiation, it is our responsibility to make sure that the patients are protected’
(P4).

‘I would just let him know it is my job! (P8).

While one participant even proportioned ownership of the equipment to the

radiographer in vignette one stating

‘they didn’t not let him set up his own equipment ..." (P6).

Brown et al., (2005) and (2014) suggest that such sense of ownership over knowledge
(territorial behaviour) may affect the person’s willingness to share information,
ultimately negatively affecting interpersonal relationships and the groups’ perceptions
of the individual as a team contributor. Although this did not appear to be the case in
this study where there was also an awareness of the negative effect psychological
ownership could have on collaboration and patient care suggesting they would be

flexible where it was required.

‘I think ideally his responsibility is to refuse to do the procedure... Obviously the
fact that the patient is already anaesthetised that places a problem. There is a
danger associated with going under anaesthetic and if he then refuses to do
the procedure there could be ramifications from there... so it can't just be your
way’ (P12).

There was also a willingness by students to share information by explaining their

position.
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‘would say, well that’s because someone put this (the equipment) in the wrong
place ... and explain | need to do this ... then they might understand your side
of things’ (P11)

‘should... said look | am stuck with guidance as you are. | need to follow certain

procedures before | can continue, and | can’t continue till | have done this (P1).

But students revealed countervailing territorial responses with perceptions of
authoritative, superior attitudes by doctors causing participants to perceived doctors
to have poor interpersonal skills. Attitudes, acknowledged by doctors according to
Larkin (1978), Abbott (1988), Allsop (2006), Freidson (2006), Nugus et al., (2010),
Kennedy (2011) and Johnson (2016).

‘...an authoritative attitude and are pushy...to get you to do what they want ...

but that’s not great team work really’ (P1).

‘being yelled at’” (P6), (P8) and (P12) and suggesting that this was

‘counterproductive’ to collaborative teamwork.

While some stated that their style of communication

J

‘was harsh and abrupt ... not the best way to get things done to be honest ...
(P5).

Some participants suggested that it would make them feel intimidated and diminish

their confidence.

‘| think obviously it would be quite disheartening | think, it would be, really kind

of smash your confidence’ (P5).

J

‘Absolutely, absolutely | would feel intimidated ...would crush my confidence
(P10).

This participant had acknowledged in vignette one that feeling intimidated would affect

confidence in raising issues.
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Brown et al., (2005) and Wang, Waldman and Zhang, (2014) stated that in high trust
relationships there may be less perceived need to prove and defend ownership, with

a resultant positive correlation to shared leadership and collaboration in a team.

‘if you know that the team does generally a good thorough job then you are

more likely to accept that information’ (P12).

This was in relation to the identification of the patient, suggesting they would trust the

information given to them.

‘... If they know you are capable of doing it (the job), ... then I think that initially
that you’re in a good position to comment and speak to the team...because

they will trust you’ (P11).

Equally this student also considered trust in their ability would put them

‘in a good position to start making demands on what others should or shouldn’t

be doing to help me position the equipment’ (P11).

‘If they believed in me then | would be more comfy in getting involved’ (P3),

This suggests that if they were trusted they would be more confident in asking for
assistance and engaging in the team. This is echoed by Reeves, Macmillan and Van
Soeren (2010) where they referred to shared leadership as participative leadership.
There was also a suggestion that if the team know each other, they are more likely to

trust each other.

‘where everyone kind of knew what each other what everyone was doing... you
are like less kind of like judgmental ... give them credit and give credit to all of

them, yeah trust what they say, | guess’ (P7).

‘... all seem to know each other and are generally very fluid when working

together, there’s no checking on each other’ (P6).
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Pullon (2008), Lewicki and Wiethoff (2012) and Seaton et al., (2019) evidenced that a
positive experience of previous reliable behaviour by team members is more likely to
result in trust. Collaboration in teams that work together on a regular basis have been
shown to be more effective by Pullon (2008) and Reeves et al., (2009).

As radiographers are not a regular member of the IP team in theatre or a&e, they are

thought of as a temporary member of the team hindering collaboration.

‘They work as a team all day in theatre and as a radiographer who is only there
for some cases... you the outsider...not part of the team... makes it difficult on
you’ (P6).

1 think in situations such as theatre the radiographer always gets treated as the
additional member who is in the room (P8).

‘... Is not an integrated part of the team’ (P12).

As previously highlighted this confirms the opinions of Pullon (2008) and Strudwick
and Day (2014) that this makes integration and relationship building more difficult.

Students with previous interprofessional team working experience from their previous
job roles where they were not a permanent member of the team, stressed the
importance of team meetings prior to commencement of a project’ (P1) suggesting it

eased communication.

‘We would have meetings, so everyone knew what everyone was doing, where

they were... so it was a good team...” (P7).

‘We had meetings to talk over plans. Referring to the first scenario that’s the
way that should be, where you kind of met in advance ... and it gains that, that

team sort of feel about it. You feel more part of it, that’s ... good communication
(P1).
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with (P12) reporting that they had seen this ‘...work really well...” in an operating
theatre team.

And the participant that had shadowed several different HCPs in a healthcare setting

made the following comment

‘there are different points of view... and you are like less kind of like, judgmental
and narrow minded | guess and just be more open minded and acknowledge
them and understand them and give them credit and give credit to all of them

and not be arrogant and just have your point of view’ (P5).

Getting to know each other made students feel part of the team improving relationships
correlating with Xyrichis and Lowton (2008). This is mirrored in Waggie and Arends
(2021) where participants stated that understanding of reach others’ roles came from

‘chatting in the passages...” (p.676).

Three participants acknowledged the same sentiment saying that

...um more of an understanding of the role comes from an educational
background...we were both (them and a nurse) learning to do our specific
roles....and because | definitely on my placement bumped into them... so it was
much easier to start talking to each other and it wasn’t particularly deep

conversation, just social like...” (P12).

The participant who had done some work experience in the clinical environment before

joining the degree stated,

‘I shadowed doctors, gp’s, radiographers and physio’s as well. | experienced
the interprofessional works. The IP working relationships. Interprofessionally,
you saw the way people communicated ... kind of intertwined together, like
physio’s spend a lot of time with ot’s, doctors spend a lot of time with the ITU
lot and they get on well, communicate. We (radiographers | should say) don’t

spend a lot of time with doctor’s (P5).
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I think they should teach doctors more about requesting that will save a lot of
hassle. | mean they don’t even sit in any of the same lessons with us (pause)
... that would help’ (P9).

‘... mean let’s be honest they (doctors) don'’t really want to be there (IPE) ... |
think they think its beneath them’ (P3).

This thinking is supported by Braithwaite et al., (2013) and Collette et al., (2017) who

report that doctors are less inclined towards IPE.

This was elaborated on, verifying the disconnect between the education of doctors

and other professions.

‘I think allied health professional and nurses in general um there is a much more
overlap in the way we have our training... medical students so very, very far
removed. | mean on this course they don't join us for IPE and we only really
spent the sort of first few mandatory training sessions with them, basic life
support and such like, in the first term and you didn’t really bump into them on
placement whereas | definitely on my placement bumped into nurses etc,

including in theatres.” (P12).

This is in agreement with Frenk et al., (2010 and Van Diggele et al., (2020) who are
advocate both formal and informal interactions in IPE. MacAuthur, Daily and Villigran
(2016) also advise that socialisation is an important aspect and that both formal and
information socialisation are key and should be explored. This perhaps suggests

socialisation as a solution to getting to the know the team.

Interpersonal relationships appear to be further influenced by respect, with participants
citing instances where respect for a radiographer resulted in trust in a radiographer’s

decision with clear evidence of collaborative teamwork.

‘I know one CT radiographer... and the doctors knew to walk away when she

said no, so maybe respect as well’ (P12).
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Generally, however some participants did not feel respected by the team and
appeared to do so by thoughts in action.

‘Did the doctor respect her (radiographer’s decision?) | don't think they do’ (P1).

‘Radiographers...they are often put down and not given the credit for their roles
and responsibilities...knowledge ... should be recognised far more superiorly...
and be identified for the skill they bring’ (P3).

An opinion mirrored in the evidence base by Mangan, Miller and Ward (2015), van
Driessen and Scheele (2016) and Matilainen et al., (2017), with Atwal and Caldwell
(2005) reporting that this made participants feel subordinate and reluctant to voice
their opinions within an interprofessional team, thoughts echoed in this study.

‘And | kind of felt that | had been completely rejected in that, it was an absolutely
pointless me being there.... | think you just accept that there’s no respect... it’s

a fact of life rather than trying to stand up and say something’ (P8).

‘That is the kind of effect it would have on me... yeah. The way | would handle

it. | think | would keep my head down ... would be reluctant to voice my opinion
(P10).

Lack of courtesy and respect were considered to affect relationships according to
Foster (2010) and the NHS Leadership Academy (2015), while approachable team

members eased communication.

The participant who acknowledged feeling rejected also stated that radiographers

should

‘take the initiative. You introduce yourself to the team and try integrate yourself

in to the team...makes a massive difference’ (P12).

This reflects findings in Collette et al., (2017) who agree that respectful communication

is crucial in promoting positive collaborative relationships. There was unanimous
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agreement that communication was key in collaboration and recommended as a

solution for improving mutual understanding and improving relationships within a team.

J

it differs sometimes if the communication is good and they like talk to you ...
(P9).

Some students even suggesting that this was happening within the clinical
departments.

‘It's not more of a quiet place now everyone’s talking. It's good. Everyone is

standing up for their opinion and their views. It’s changed now.’ (P8).

‘it’s definitely getting better...everyone is much friendlier to each other...” (P9).

The Kennedy report found that failures in IP communication suppresses open dialogue
and is a key component in preventing staff from reporting issues affecting patient
services (2011). Furthermore, poor communication was inferred as the reason for

perceived domination resulting in an unwillingness to collaborate as confirmed below.

‘...have a person in a position of authority telling you off in front of a room full
of people would make me panic...that’s intimidation... they shout they get their

own way... um | think it could deter me from, from talking’ (P6).

‘... when they get angry and shout, tell you what to do.... humph (laugh). | think
| would probably, if I was in that situation | would probably (pause) just not have

said anything (P8).

Where relationships within the team were poor, one participant reported being able to
forge collaboration through communication Aligning with Hewitt, Sims and Harris
(2015).

Take the initiative. You do the initial introduction and you try and integrate
yourself into the team ... it made a massive difference. | found the majority of
surgeons, when | said | would like to know more about the procedure then they

would say ok ... They were much more um sort of willing to accept, not mistakes
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but obviously... far more willing to accept those problems than if you appear to
be just an uninterested observer... when you not showing any enthusiasm then

they get quite snappy with you’ (P12).

4.3.3 Skills mix

HEE (no date) reported that the skills mix project was designed to enhance effective
sharing of skills across professional boundaries. The outcome of the skills mix project
was the introduction of the career progression framework resulting in advanced
radiography practitioners with enhanced expertise, knowledge and skills. This
occurred alongside the introduction of IPC working (Price and Miller (2010), NHS
(2018) and Nelson et al., 2018). The skills mix agenda results in the overlap of the
domains and skills of that of the radiologist and radiographer. As evidence by Van den
Biggelaar, Nelemans and Flobbe (2008), Coleman and Piper (2009), Piper and
Paterson (2009), Moran and Warren-Forward (2010) and Kelly (2017) radiographers
have risen to the challenge and developed expert knowledge and skills redistributing
decision making to lower levels in the hierarchy. This is in direct opposition to the
traditional autocratic hierarchical structure of IP teams and acknowledged by DH
(2003) to cause challenges and concerns regarding scope of practice of the
professions, questioning decision making powers, authority and accountability.
Furthermore, Baxter and Brumfitt (2008), Kennedy (2001; 2011) and Littlechild and
Smith (2015) heighted how competing perspectives and ways of working result in a

failure to collaborate and inferior patient outcomes.

There are instances where participants report effectiveness of advanced practice in

spanning professional boundaries.

‘Did the doctor respect her decision? | don’t think they do. She is only a band 5

... but now with advanced practice that is different’ (P1).

Interestingly this participant had also cited an instance where a band 5 radiographer
with knowledge and self-efficacy had influenced decisions supporting the notion that

with more specialised knowledge collaboration happens irrespective of grade.
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However, there appeared to be an overlap of expertise in some areas which appeared
to cause tension e.g. surgeons who have an operator licence and think they should

direct radiographers’ work.

‘You do your job and | do my job!!” (P2).

It’s like they feel like the can almost do it themselves. But they cant.” (P11).

‘They have some radiation knowledge ... tend to uh not really have a true

awareness to the radiation that’s given off’ (P12).

There were also instances where there was confusion of who should be responsible
for some tasks e.g. establishing and documenting the pregnancy status of a patient in
theatre despite protestations by students that,

‘radiation protection is my role’ (P2).

The problem arises when another professional in the team also considers that they
have the authority to make or overrule the decision. This was directly link to the
interview prompt around the authority to make decisions. Participants vehemently
stated that radiographers have the expert knowledge and should therefore have

decision-making powers in all matters related to radiation protection.

‘... enforce radiation protection policy. Although the orthopaedic surgeon\and
staff play a role in that, it is the radiographer’s role to enforce that ... but to be
honest they don’t seem to get that’ (P10).

This was particularly apparent in an acute situation like accident and emergency in
vignette two but there also appeared to be some confusions as to who had the

decision-making powers.

‘Even as a band 5 | wouldn't ever go through with any imaging if it wasn’t under

the protocol and the clinical indications cause that’s our decision ... (P6).
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‘... it’s really a difficult one (perplexed). Because (pause) they know what they
think of the patient in their head ... maybe | am under estimating how bad he

(the patient) is ... so yeah, we have to work together’ (P11).

Price and Le Masurier (2007) and Nelson et al., (2018) highlight these challenges of
blurring boundaries stating that scope of practice needs defining, duplication of work
needs to be avoided and they warn of the potential for interprofessional tensions.
Further challenges of the skills mix seen from this study where four participants were
unsure who would be accountable if things were to go wrong despite previously stating

that the radiographer was responsible for radiation.

Reflecting on the accountability for radiation protection, they articulated the confusion
around scope and definition of each persons’ role where the boundaries have been

blurred.

‘... so | suppose if it hasn’t been done yeah, primarily it should have been
radiographer but then it’s down to the radiographer to tell them it has been done

so... overall if the surgeon didn’t check that’s his fault (P3).

1 think the surgeon and radiographer would be responsible, both’ (P8

While there was also belief that the boundaries and accountability is clear, stating

‘ you know exactly what you should and shouldn’t do and you stick by those
you cover your back and do things properly .There is a reason why there are
rules in place ...l believe if this were to go to court the radiographer would get
in trouble and | would not want to get in trouble just because of what the surgeon
thinks’ (P2).

‘Because if there was a litigation it would be you, so he should let you do your

job because he is not responsible for that.” (P12).

This is also eluded to in Nelson et al., (2018) and Kroezen et al., (2019) who state that
in order for skills mix to be successful role expectations, professional boundaries and
legal matters need to be clearly defined. Littlechild and Smith (2015) support this and
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raise the question of whether collaborative practice is only sustainable in ‘fair weather’
(p.-17). They believe that when difficult or pressured situations arise, professions revert
to their individualised ways of working based on their own priorities, as would seem to
be the case as articulated in this study, which is counterproductive to collaboration.
Nelson et al., (2018) are reporting from a primary care perspective indicating that the
challenges are not limited to an acute arena. This is in direct opposition to Reeves et

al., (2011) who considered collaboration to be effective in a primary care setting.

The participants in this study were rightfully concerned with the radiation protection of
patients and staff as this is their responsibility as outlined in (IRMER 2017). While
medical or nursing professionals are more concerned with the operation/procedure
being carried out successfully and do not consider the radiation protection aspects to
be of primary importance. Baxter and Brumfitt (2008), Kennedy (2001; 2011) and
Littlechild and Smith (2015) warned that these competing perspectives have
substantial implications with several tragedies attributed to these lapses in

collaboration.

Despite the apparent challenges posed by developing expertise all participants
unanimously emphasised the importance of knowledge and skills in the development
of their confidence and self-efficacy irrespective of the grade of the radiographer.

it’s all our responsibility from our knowledge and skills and if not justified then

we shouldn’t do it ... having that knowledge would making it easier to say no
(P4).

‘...even some band fives that | have worked with ... It’s just that knowledge
thing isn’t it?’ Yeah | think it just comes down to knowledge. The more you

know the better you are’ (P1).

‘as my knowledge base increases or | should say as my scope of practice
develops and increases | feel more confident in myself to be able to justify

examinations, to be able to converse with other people’ (P5).

Knowledge and skills also seemed to impact on decision making
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‘she had a very good knowledge base she knew why what steps to take’ (P10).

‘so, once | could apply my knowledge confidently... once you became more

confident you became more assertive and can make those decisions’ (P11).

Findings reflect Reeves et al., (2008), Baker et al., (2011), and Green and Johnson
(2015) that collaborative practice is where each health professional apply their unique
expert knowledge, skills and abilities to achieve the common goal of the team, which

is to achieve the best outcome for the patient.

4.3.4 Radiography culture

Participants demonstrated knowledge and understanding of collaboration and shared
leadership and an enthusiasm to change and challenge the hierarchy i.e. usurpation.
But, the culture of radiography was described in 4.2.2 as apathetic and a culture of
compliance. What also emerged was that there seemed to be pressure to accept the
hierarchy and participants acknowledge that this made them feel compelled into doing
the same, despite their protestations of resilience above. This describes the process
of habituation as identified by Kvarnstrom (2008), Lewis et al., (2008), Kennedy
(2011), Ebert et al., (2014) and Mangan, Miller and Ward (2015) or Foucault’'s
normalisation (1975). During the interviews it was evident that their responses
reflected what they had experienced within the hospital environment and they were
not just responding to the scenario, which is the advantage of using the vignette as a
means of prompting in-depth discussions. Hughes and Huby (2002) and Lapatin et al.,
(2012)’s concerns regarding vignettes’ inability to completely capture the reality of
people’s lives seems unfounded in this instance, as the participants readily shared

their experiences.

It was clear that they looked up to their supervisors and in more than one instance
acknowledged being influenced by them, and that they would emulate their behaviour.
The students also attest to a variable quality of supervision as outlined by Karneilli-
Miller, Steir and Pressach (2009) and Gaufberg et al., (2010).

‘...some are so good at teaching and showing you the way’
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7

‘and then being in clinical blocks and learning from the radiographers ... It’s
kind of um it’s really helped to teach you how to prioritise your work and think
about what’s right and what’s wrong. Um yeah, it does make a difference and

being taught by tutors, radiographers, it's um good, it helps a lot’ (P8).

‘I mean you have your supervisor to turn to ...you do what they do’ (P11).

‘supervisor | once worked with actually confronted a few doctors, not in this
context but about some of the abbreviations they put on request forms ... then

you can see that you are allowed to question’ (P1).

But not all reports were favourable.

‘... If you get that response from the supervisor “ ah just get used to it’... | would
feel like | need to follow their lead’ (P9).

‘If you went down and spoke to your supervising radiographer and she told you
to just get used to it... I'd feel completely out of my depth ... | would be reluctant
to voice my opinion ... | mean they know best’ (P10).

yes, the supervising radiographer’'s comment is pretty bad really. ‘oh, its
nothing personal Mr blah, blah is always like that you need to just get used to
it. | think that’s pretty awful. That should not be the job of a supervising
radiographer. Maybe he or she should have gone to the surgeon themselves
and voiced their concerns about it. She is there as your leader isn’t she? She

is there to help guide you in a way’ (P10).

This resonates strongly with Hafferty et al., (2015) who claim that ethical behaviour is
moulded within the clinical environment and unfortunately does not always mirror the
theory. There was even a suggestion that they would adapt their behaviour to mirror

the behaviours of their supervisor even if they knew it was not the right thing to do.

‘if 1 have been advised by other radiographers that that is the best way to do it

then | will probably take that on board... even if | don’t think it’s the correct way
(P7).
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it depends how you take it sometimes certain comments can be tough and |
don’t know, | don’t know ... you might not agree but | think it is difficult for the
radiographers and especially supervisors.... if you go up to them and they say

do it their way...then | guess | would’ (P9).

Participants did not always appear to be aware that their intentions were being swayed
nor any evidence of intention on the part of the supervisor to pressure the student but
rather an acceptance of the culture of the environment. This form of learning is through
interpersonal exchanges, casual role-modelling and observation without formal

teaching.

‘a&e is different they don’t teach you formal like ... you learn from watching and

listening’ (P2).

‘Some requests you just get on and do... because | have seen like few
radiographers saying | shouldn’t be doing it but | am going to do it because they

will send it again with another request anyway, so will just do it for now’ (P9).

‘... the only difference is ... in a clinical environment, has helped me to grow

thicker skin, particularly in scenarios such as the ones in this study’ (P11).

They show you how it is, how it is... so you know how to be in there (clinical

environment)’ (P10).

Gordon et al.,, (2021) found the hidden curriculum strongly influence effective
knowledge application, communication, collaboration and ethical behaviour in AHPS’,
both positively and negatively. There is evidence that the hidden curriculum influences

the students both positively and in a negative way.

‘yeah. but you follow their lead. If they keep their head down, then you keep
your head down (sigh). But if there was any kind of other reaction, if they stood
up and said we need to follow protocols ...that would give me the drive uh yeah,

the drive, and the confidence to assert my opinion’ (P10).
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This strongly suggests that they would mirror the actions of their supervising
radiographer irrespective of what those actions are.

4.3.5 Organisation and Environment

The hierarchical management model of the NHS was perceived as detrimental to
collaboration, an opinion that was corroborated by all participants across both
vignettes and evidenced in Rushmer (2000), Hammick et al., (2009), Roebuck (2011)
and Francis (2013a). There is evidence in this study that the participants thought it

was harmful to collaborative working.

‘| think | would scrap the hierarchy bit because at the end of the day no matter

what, everyone has to work together...it doesn’t help us to work together’ (P2).

Kennedy (2011) and Francis (2103a) drew attention to the oppressive hierarchy that
left inappropriate behaviour unchecked due to the fear of speaking out. The drawback
of a traditional tall organisation where a single hierarchy exists with one clear ‘boss’
who everyone reports to, and is accountable to, is that any attempt to take on
responsibility for your actions is perceived as stepping out of line. This exact phrase
was mirrored by (P5). The students articulated the fear of reprisal and the effect it
would have on them. One participant stating that if the doctor had shouted at them

they would have,

‘Panicked, panicked a lot (nervous laugh) (P5).

While another acknowledged that,

‘... It actually happened to me once ... | was really scared ... So um.. | didn’t
say anything obviously... you just try stay out the way’ (P9).

And confirming this thinking in vignette 2

‘vep. I think | would be scared to say anything to him to be honest I'd be nervous’
(P9).
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‘...think the radiographers are scared ... | mean imagine you have to go back

and work there every day ... so yeah they do as they are told’ (P10).

‘And losing your temper and being a bigot and derogatory towards the
radiographer um is never going to be a situation where they get what they want.
| mean they get to unload but it is not going to make the radiographer work any
harder. Or make them work anymore competently. It just pretty much

demoralises everyone else’ (P12).

Statements that align with Rushmer (2000), Atwal and Caldwell (2005), Thylefors,
(2012) and Nugus et al., (2010) declaring that the ‘lower echelons’ execute their work,
do not take responsibility and merely put into effect the decisions taken by others,

making it easy for them to feel insignificant, unnoticed and disempowered.

The same patrticipant relayed an instance when a surgeon had shouted at them and
as a result the radiographer they were with took over the case in order to appease the

surgeon.

And | kind of felt that | had been completely rejected in that, it was an absolutely

pointless me being there... insignificant really’ (12).

Feelings of being unnoticed by the IP teams in theatre is mentioned by several

participants.

‘... feel like an outsider ... don’t even know | am there’ (P6).

‘being the ONLY radiographer there as well, cause, there may be other doctors,
there may be loads of nurses and porters they have each other for support. But
as in individual radiographer going into that alien environment (theatre) it is very

intimidating and lonely’ (P10).

This was corroborated by Rose (2011) who believes this can lead to professional
isolation and a professional identity crisis. While isolation was discernible, identity
problems were not obvious within this study, quite the opposite; participants identified
strongly with being a radiographer as can be seen in previous statements. What did
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appear to be in jeopardy was their confidence to engage with the team, due to feeling

anonymous and like an outsider.

It is perhaps little wonder then that students in this study were unsure of accountability
within an IP team, even suggesting that doctors might be responsible for
radiographers’ responsibilities. But, one could also argue, that if doctors are expected
to be accountable for the radiographers’ actions, then it is unsurprising that doctors

feel justified to direct those actions perpetuating the hierarchy.

| was surprised by the students’ awareness of organisation around them and the effect
it can have on collaboration, having made an assumption that they their reality was
framed within the radiography department. They highlighted the impact of a doctor

focussed organisation concurring with Thylefors (2012).

‘oh yeah of course um the clinical environment is a very stressful environment
and doctors bear the brunt of the stress ...so it’s all on them. Because of that |
have seen doctors demanded things outside the realm of protocol um certain

views certain scans whether they are justified or not’ (P5).

‘obviously they (doctors) are under pressure ... have time directives. Ummm...
at times potentially taking stress out on fellow workers... so you just let it slide
and get on’ (P1).

There was talk about the unreasonable demands placed on doctors who then take
charge and make decisions excluding other team members, discounting the
collaborative approach of shared-leadership to deliver care as advised by Gibb,
(1968), Freidson (2006) and Nugus et al., (2010). There was also an appreciation of
how time directives (particularly a&e), workload and lack of funding cause stress, with

doctors bearing the brunt of the stress affecting collaboration.

Furthermore, they stated that when you are so short staffed, working alone under the

time directives

‘you just need to get the work done ... and that can affect how you think’ (P10).
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1 think the fear of wasting everybody’s time um the fear that you as the small
cog in quite a large machine which is the operating theatre um would be wasting

everyone’s time by saying | want to do this or that’ (P5).

Kennedy (2011) highlighted all these competing demands on the organisation
(amongst others), stating that it was a wonder the NHS trust was able to deliver any

services, let alone do so with some success.

4.3.6 Role-taking

Further reference to the organisation also indicated a culture of compliance throughout

the organisation with for example, junior doctors

‘trying to appease their seniors...” (P5).

This finding is corroborated by Crowe, Clarke and Brugha (2017) with overwhelming
evidence of conformity and compliance due to a hierarchy of anger, fear and bullying.
All these compounding factors lead to disempowerment and isolation of junior doctors
who are reluctant to ask for help and hide behind a cloak of control, trying to impress

the seniors.

This was resonated by the participants in this study.

‘Mostly they (radiographers) just want to make the situation easy, keep things

quiet ... they try to look ok when actually they are not...’” (P1).

‘difficult for a person to speak or against what they say as they feel this may
jeopardise their position at work or what the surgeons think of them may not be

so favourable...’ (P3)

‘... I would be pretty angry. But | think ... if someone is really rude to you, the
best thing to do is to say nothing to them. | think anyway ... don’t want them
seeing me upset... they will just think | am silly’ (P11).

‘...don’t want to make a fool of myself...” (P2).
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This resonates with Goffman’s notion of self-preservation, where individuals regulate
the way they present themselves and their activities, to control the impression others
form of them (1959), referred to by Goffman (1959), Zimbardo et al., (1999) and Burr
(2002) as role-taking.

Further comments demonstrated how participants perceive radiographers and they

themselves, would adapt to their environment.

‘The radiographer seemed to change how they act depending on where they
are, umm who they with at the time, but that’s just what | think’s happening’
(P9).

thinking about it now but (laughs) it all depends on the situation and the
atmosphere and what’s happening there and ... the team ... you act different
with different teams’ (P8).

‘So, it’s kind of you know, you can suss people out pretty quickly. You know
how they going to act ... so you know how you got to act ... so it depends really

on who and where you are’ (P11).

‘some (radiographers) do and will like go see the doctor or whoever and say
you can't be talking to my members of staff like that ... but | mean it’s not kosher
everywhere, | have been some places were... yeah (laughs) you do whatever
to fit into that team’ (P12).

The radiographer seemed to change how they act depending on where they

are, umm who they with at the time, but that’s just what | think’s happening(P7).

So, despite protestations by participants that they would ‘stick to their guns’ or’ ‘act
morally’ and that they were ‘tough’ and resilient, they later acknowledge adapting their
behaviour to suit the situation. Zimbardo (1999) and Burr (2002) confirms that attitude

does not always direct behaviour, but that our behaviour is situation specific.
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Figure 3: Representation of IPC and influencing factors: themes and clusters
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Figure 3 above, represents a summary of the findings of this study with the themes
encapsulated within the shapes in grey. Each of the themes have been clustered
together and labelled accordingly as personal capabilities, skills mix, interpersonal
relationships, organisation/environment and the radiography culture. The themes that
overlap the clusters are also identified. A central premise of role-taking emerged. The
arrows in the diagram show the interconnectedness of the themes and clusters of
information and how they feed into and out of each other and the central theme of role

taking. This section provides an explanation of the interconnectedness.

The cluster of personal qualities in the top left oval are the attributes participants
perceived as influential in collaboration. The capabilities of confidence and self-
efficacy are believed to further enhance the capabilities above. However, a lack of
these capabilities, have been shown by this study to result in an inability to collaborate,
as a result conforming to the role that is expected of them. By role-taking the students
are in effect demonstrating that they lack these personal capabilities required for

collaboration suggesting they are ill equipped.

Skills mix (top centre) is an overview of the challenges encountered by the team when
an interprofessional team works together which are; an overlap of knowledge and
skills, confusion surrounding accountability and decision-making powers, and lack of
understanding of job roles. This theme is also related to confidence and self- efficacy
and these capabilities have shown to be necessary to overcome the challenges of
skills mixing. Equally skills mixing can dent confidence and self-efficacy hence the two
clusters being interconnected. Due to the challenges of the skills mix, participants
acknowledge that there is role taking by both themselves and radiographers. Knowing
the team, respect and positive communication are all thought to enhance
collaboration, but the opposite appears to result in taking on the role expected of them
rather than working collaboratively.

Interpersonal relationships (top left); psychological ownership of their responsibilities
as a radiographer was found to be positive in one sense, enhancing respect and
improving communication and knowledge sharing. While knowledge sharing was

considered an essential ingredient for collaboration improving communication, gaining
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respect, building trust and enhancing status. However fervent psychological
ownership can result in territorial behaviour blocking communication preventing
positive outcomes. A lack of ownership can result in less communication and
knowledge sharing resulting in conformity, depending on the team and subsequent

role-taking.

Role-taking is considered to be molded by the organisation and environment where
collaboration in an interprofessional team varies from department to department and
hospital to hospital. This seems to vary depending on the hierarchical structure and
focus. The flatter the structure the less likely negative role-taking is to occur however
an autocratic hierarchy is more likely to result in apathy compliance and normalisation
to the team/organisation expectations and role-taking. This is compounded by
workload, time directive and lack of funding for staffing resulting in a stress response.
The reaction being that there is no time to collaborate effectively, so role-taking occurs
as it is a quicker and less stressful solution.

The doctor focused hierarchy appears to emphasise apathy and compliance, factors
underpinning role-taking. The opposite is also true where apathy and compliance

reinforce the hierarchy and suppressing collaboration.

Apathy and compliance were reported as underling factors in the culture of
radiography, the consequences of which is normalisation to the existing culture. The
consequence of compliance is role-taking, adapting to the expectations of their role in
radiography or a particular team. While, normalisation appears to be enhanced by the

hidden curriculum.

Coming full circle back to personal capabilities which are believed to interrupt the
process of normalisation, raise awareness of the hidden curriculum and reduce

deleterious role-taking.
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4.4 Enhancing Interprofessional collaboration

The issues that surfaced from reconstruction of the data were themed as: personal
capabilities, interpersonal relationships, skills mix, the radiography culture and the
environment and organisation, see Figure 3. These factors all result in, or contribute
to, surreptitious role-taking by in-groups and out-groups. Ideologically we would want
all professions to identify as one large healthcare team so that that there at no
competing models of practice, with all team members adopting the same goals and

norms.

There is a greater need for professionals who role-model moral courage, integrity and
ethical decision-making to influence positive role-taking, as identified by Hunter and
Cooke (2018). While there was evidence of a commitment to moral and ethical
practice, ethical dedication cannot overcome closure strategies just because there is
a sincere belief that it is the correct approach according to Freidson (2006). Instead
educators should look to the enhancement of confidence, self-efficacy, resilience,
integrity, self-awareness and self-regulation as the personal capabilities required for
ethical behaviour and collaborative practise. Improving leadership capabilities of all
healthcare professionals is considered the single most important factor in effecting
change, consistent with Barr (2015). These capabilities align with the Clinical
Leadership Qualities Framework (CLCF) (NHS, 2011) and strengthen collaboration
within and between interprofessional groups. According to this study these capabilities
provoke leadership role-taking behaviour. This mirrors the shared-leadership concept;
where all professionals at all levels within the hierarchy are empowered to influence
on matters within their sphere of expertise leading the group to the realisation of a
single objective i.e. group norm (Gibb, 1968; Pearce and Congor, 2003; Owen and
Cooke, 2016). As highlighted in the above discussion where individuals identify as a
group they will take on the assumed role of the group, reducing tensions between
professions within that group. The analysis implies that it is not only the students that
would benefit from leadership training but radiographers too.

Normalisation to the culture of the group and/or organisation and its subsequent role-
taking (identity) by the different professions and teams seems to be heavily influenced
by the hidden curriculum, a fact reflected in Francis (2013a) and Hafferty et al., (2015).
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Hunter and Cooke (2018) warn of the influence of the hidden curriculum on the theory-
practice gap despite the educational institutions’ best efforts to teach best practice. It
is via the hidden curriculum that the students are socialised into practice, and it is via
this hidden curriculum that the mentor might (positively or negatively) influence the
students’ learning, essentially acting as a gatekeeper to learning and therefore,
integration of their theoretical knowledge to practical application. Maben et al., (2006),
Scully (2010), Allan, Smith and O’Driscoll (2011), and Greenway, Butt and Walthall
(2019) found that mentors who assimilate practical application whilst challenging
students’ theoretical knowledge, are able to bridge that gap from the classroom to the

clinical environment.

To modify the power of the hidden curriculum Holmes et al., (2015) suggest there is a
need for reflective competencies enabling new practitioners to select aspirational
practice. Continuing professional development which includes reflective practice will
require practising professionals to constantly revisit their own practice, drawing
attention to behaviour, decisions and role-taking through habituation or normalisation.
But, as highlighted, role-taking occurs even when the professional is aware of poor
standards. Resilience featured as a means of maintaining a sense of one’s own moral
purpose in these situations, avoiding normalisation to role-taking irrespective of the
organisational and environmental pressures aligning with Sergeant and Laws-
Chapman (2012). Attaining emotional resilience is thought by Brown et al., (2005) and
McCray, Palmer and Chmiel (2016) be achieved by care and attention to ‘self’, with an

emphasis on mindfulness as a tool for fostering resilience.

Of course, Lewis et al., (2008), Kennedy (2011) and Mangan, Miller and Ward (2015)
feel that maintaining a sense of one’s own purpose or professional identity could be
construed as a negative construct and is linked to tribalism Lewis et al., (2008). On the
other-hand Burford (2012) deems a preservation of a professional identity as
fundamental to professionalism. Hammick (1998), Daly (2004), Hammick et al.,
(2009), Frenk et al., (2010) all suggest that this strong professional identity leads to
further rigid demarcation between professional groups which then tend to act in
isolation, competing against each other. This study however, purports that
professionals with a strong identity felt empowered, perceived themselves to have a
higher status and were more likely to share their knowledge and expertise within an
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interprofessional group. A finding echoed by Hunter and Cooke (2018). This strong
identity is cultivated by depth and breadth of knowledge and skills specific to their
profession and specialised advanced practice. With greater knowledge and skills and
advanced practice comes respect, the confidence to make decisions and
accountability, improving professionalism (SoR, 2013). So, in agreement with Meads
et al., (2008) and Buring et al., (2009) the IPE framework should be based on

enhancing a professions’ specific identity and expert knowledge and skills.

Participants considered understanding of roles and knowledge sharing crucial in
improving collaboration within an IP team, opinions, that are in keeping with
Braithwaite et al., (2013) and Collette et al., (2017). In addition, there is overwhelming
evidence in my data that the empowerment of a strong professional identity is essential
for overcoming these barriers. My findings advocate improved socialisation between
groups rather than a reduction in professional identity. This was thought to be the key
to professionals getting to ‘know each other’, understanding their role and, positive
communication. As a result, there would be a reduction in labelling and a decline in

undesirable role-taking, a belief back up by Ebert et al., (2014).

One of the greatest influences in effecting positive collaborative change would be to
change the behaviour of the radiography and organisational culture. The hidden
curriculum which, perpetuates normalisation in the organisation and the culture of
conformity and compliance, is more difficult to address as cultures are deep wide and
stable and very difficult to change (Hafferty et al., 2015). All twelve participants
acknowledged the impact of clinical practice on their development as a professional,
emphasising the importance of positive role-models, supporting the thinking of Hunter
and Cooke (2018).

However, Walker, Clendon, & Walton (2015) found when negative behaviour is
repeatedly executed by a role-model (supervisor in this instance) conduct will over

time be accepted as normal resonating with the findings in this study.

This demonstrated the power of the hidden curriculum in promoting role-taking where
there did not seem to be a clear distinction between positive role-modelling and

normalisation to an accepted behaviour. Interestingly, the participants thought that
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appearing stressed was a negative attribute suggesting that it was not an accepted

norm to exhibit stress.

Time directives and an unrealistic workload compounded by being short staffed were
significant factors impacting collaboration. The ensuing stress was believed to be an
enormous influence on interpersonal communication and perceptions of respect,
resulting in labelling and role-taking, reinforcing the perception of a doctor focussed
hierarchy. In addition, as proposed by NHS (2011) and Densmore (2015), there was
recognition that a shared-leadership approach would alleviate the burden of stress

and act as a means of improving staff wellbeing.

This aligns with the prodigious evidence base of improved working environments
(Smith et al., 2008; Hammick et al., 2009; NHS, 2011; DH, 2008; 2010; 2012a; Leigh
et al., 2012; Francis, 2013a). Rushmer (2000) draw attention to the informal structure
of the working environment which are the social ties and friendships which grow out
of socialisation and exists to satisfy the social needs of the workforce, improving
belonging. As previously debated a sense of belonging to a group will enhance

collaboration.

The vignettes for this study are set in an acute environment where according to the
Francis (2013b) 80% of adverse incidents are due to staff which are unfamiliar with
each other, the team’s skills mix and consequently communication problems.
Alongside Spector and Meier (2014), participants in this study emphasised the
importance of how to improve a sense of belonging and understanding of a transient
team. Their suggestion is for team members to assemble (however briefly) to introduce

themselves and their experience breaking down the barriers to communication.

Rushmer (2000) confirms that teamworking, as it is traditionally known, is not
necessarily an ideal model for healthcare, especially those that work within an acute

environment, where teams are transient.
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Pearson (1994) offers the notion of temporary clinical groups as a preferred solution.
Training would include the non-team’ approach where small interprofessional groups
work on time-limited tasks relevant to the practice of the team e.g. an operating theatre
team, and then disband. Equally important according to Borril et al., (2000), although
not a theme that emerged in this study, was for teams to review and feedback to each
other on whether objectives were achieved. They consider this to improve self-
awareness and encourages more dominant members to listen and more subordinate
members to contribute more freely. Additionally, Cant and Killoran (1993) advise that
communication training sessions should also be provided to develop skill and the
ability to challenge the dominate members of the team.

4.5 Professional closure: similarities and differences

The subsequent critical analysis explores students’ perceptions of IPC and the factors
perceived to influence collaboration in light of the model of professional closure,
drawing parallels, with the purpose of illuminating divergence to uncover new

knowledge.

The theoretical framework of this study, Witz's (1992) model of professional social
closure, is founded in the original social closure theory by Freidson (1970) which was
introduced to encapsulate the foundations of medical dominance and assumes that all
domination is founded on processes that the entire group conform to. My study
addresses the limitations of the group conformity principle by exploring the
relationships between individuals and does not assume that all group action is

homogenous.

In alignment with the theory, there is prodigious acknowledgement by the participants
of the existence of a dominant profession who exercise power and identification of
medicine as that dominant profession in agreement with Witz (1992), Larkin (1978)
Abbott (1988) and Johnson (2016) amongst others. Students consider this to be
pervasive and a strategy by medicine as a group to control all other healthcare
professions aligning with Kvarnstrom (2008), Kennedy (2011) and Nugus et al.,

(2010). The inference was that doctors exercise power through harsh and demeaning
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communication and an authoritative attitude, using it as a means of controlling and

regulating the behaviour of others.

This control, resulting in boundaries between medicine and the other healthcare
professions signalling a demarcationary strategy, thus securing medicines’ position of
power in the hierarchy. This aligns with the one-sided exercise of power (demarcation)
that is deemed a built-in attribute of Witz’s social closure theory (1992). The
participants in this study did not consider there to be any exercise of power by other
healthcare professionals to control other professions. This point in my data analysis
included a period of reflection during which | was guided by the ethos of
phenomenology by being aware of my prejudices so that the data might portray the
views of my participants as advised by Crotty (1998), Findlay (2002), Merleau-Ponty
(2008), McConnel-Henry, Chapman and Francis (2009) and Findlay (2012).

The perceived authoritative attitude of doctors towards all professions appears on the
surface to concur with the execution of intentional demarcation. Burr (2002) reports
that attitude is generally thought of as something that is individual to a person, so |
would suggest that it is not possible for the participants to know what the doctors’
attitude towards other IP groups are, but rather what they were describing was overt
behaviour. In keeping with a phenomenological perspective, Maltby (2010) state it is
crucial to understand how the participants perceive this phenomenon, however Mead
(1934) suggests we should also bear in mind that meaning is specific to a culture. So,
we cannot simply explain doctors’ methods of communication and behaviour through
the cultural lens of radiography. The shared nature of meanings (i.e. shared
assumptions about a situation) would give us a way of appreciating intentions and
expectations. As acknowledged by the participants they do not feel part of the IP group
but rather felt like an outsider, indicating that there is not a shared assumption, which
may result in misinterpretation of communication cues as explained by Goffman
(1961). Furthermore, it was stated that doctors’ perceived behaviour was not an
intentional demarcationary strategy but rather a response to stress of the environment,
time directives and expectations of a doctor focussed organisation as reported by
Thylefors (2010). This indicates that the behaviour is situation specific, upholding
Mead’s suggestion that it is not possible to examine behaviour of an individual without
looking at their subjective phenomenal world (1934). Moreover, in keeping with social
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constructionism, Crotty (1998) informs us that meaningful reality is constructed
through interaction with the social context. Within their phenomenal world, the NHS,
doctors are considered of a higher status than other professions by the participants
and in their opinions by all the professional groups as well, resulting in medical
dominance, which is supported by Lewis et al., (2008), Yielder and Davis (2009),
Hammick et al., (2009), Roebuck, (2011), Thylefors (2012) and Collette et al., (2017).
There was also a proposition that this is the way in which the medical professional has
traditionally been viewed in society and since childhood, echoing Freidson (1970). Lee
and Hong (2012) confirms the view of one of the participants how prominent news
coverage can influence perception and how perceptions of importance increase with
more prominent and significant coverage. This perception of importance and social
status is reinforced by the media and the organisation that they are immersed in,
creating this phenomenal world where they, (doctors) are believed to be the dominant
profession which concurs with the theoretical framework of my study. But, Linton
(1945) warns that the status role concept where a group (like medicine) occupies a
status position, in a social structure like the NHS, brings with it a set of prescriptive
behaviours, norms and expectations for the role. This was mirrored in the responses
by a few students. Status imposes social expectations and as a result we become ‘the
role’ conforming to the expectations; this is branded by Linton (1945), Zimbardo (1975;
1999) and Burr (2002) as role-taking. Burr (2002) argues that role gives a much
broader indication of potential conduct. This according to Witz (1992, p.131) resulted
in nurses taking a ‘handmaidens’ role and corroborated in Freidson (2006) and Salhani
and Coulter (2009). Verification of role-taking by radiographers was also substantiated
by participants in this study. Students acknowledge that they would take on the role
expected of them in a team and that the role would be different for different teams,
concurring with Lewis et al., (2008) who write from a radiography perspective. | would
reason therefore, that if role-taking is evidenced in professions who consider
themselves to be of a lower status and conform to the expectations of that status, then
it would seem logical that the higher status profession too conforms to the prescriptive
norms of their phenomenal world. Furthermore, Zimbardo (1975) contends that we
‘underestimate the power and pervasiveness of situational controls over behaviour,

because they are often subtle and obscure’ (p. 269).
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Three participants were of the opinion that doctors are socialised in education, at work
and in the community to be decision makers, to take charge and assume leadership.
Values, that Hall (2005) and Nugus et al., (2010) suggest are subtly integrated into
their worldview. Francis (2013a) refers to the unchecked hidden curriculum which
shapes practice and moulds healthcare professionals. This suggests to me that
doctors might not necessarily be aware that their actions are domineering or the cause
of demarcationary closure strategies, but rather that they are taking on the role that
they perceive as their own, an opinion that is corroborated by students in the findings.
An opinion further reflected in Mangan, Miller and Ward (2015) and Collette et al.,
(2017).

This role-taking is accentuated by the ‘labelling’ of other healthcare professionals by
radiographers, which is a counterpart of stereotyping (Ashworth, 1979). Once an
individual is labelled in some way, the identity they have been labelled with, exerts a
powerful influence on social interactions with others, who are aware of/or created the
label. This according to Becker (1963) and Burr (2002) puts pressure on the labelled
person to accept that identity and to take on the role assigned to them. Participants
explained how some surgeons where thought to be universally horrible, automatically
labelling them and it seems the label is passed on to other radiographers and students

perpetuating the labelling.

Role-taking is also moulded by the broader organisation in which one is embedded,
as perceived by participants who stated that collaboration varies between
interprofessional teams and hospitals. According to Heimer and Matsueda (1994) an
organisation is configured of roles and statuses and people occupying similar
situations in the social structure would display similarities in role-taking and behaviour.
It is discernible in the findings of this study that the dominant profession is ‘stepping
up’ and conforming to (taking) the role that they associate with being a doctor, rather
than a co-ordinated action by the profession to dominate. Thus, conflicting with Witz's

model of social closure (1992).

The worldview (culture) of radiography appears to be just as surreptitiously cultivated.
Derogatory labelling of radiographers by other professions as ‘button pushers’ has

clearly had a profound effect upon the participants of this study making them doubt
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their professional standing within the IP team aligning with Lewis et al., (2008). Despite
all participants vehemently protesting that they would challenge demarcationary
strategies through usurpation, there was also a general air of resignation by
participants to the compliant attitude demonstrated by some of the radiographers.
During the dialogue directly relating to the vignettes, students appeared confident and
defiant in challenging the closure strategies through usurpation but interestingly when
commenting on the reality of radiography and their own practice, they appeared more
compliant. Participants admitted that they would respond in the way their supervisor
expected them too and if they met with resistance would relent and conform. With a
few stating that they would think the behaviour was normal and so would ‘do it too’,
further evidence of surreptitious role-taking. This cultivated compliance is noted in the
evidence base where conformity led to noticing but not addressing poor practice in
Francis (2013a) and Traynor and Buus (2016).

Rather than this being a matter of role-modelling alone, | would argue that it is through
the development of their identity as part of a group and the social influence of that
group, that results in them taking on the associated behavioural norms. An opinion
supported by Burr (2002). Lempp and Seale (2004) explain that in role-modelling, the
student adopts a habitual professional identity mirroring the person they are modelling
themselves on. To an extent, this was true in this study as the students suggested
they would mirror their supervising radiographers, but most participants then went on
to suggest that their professional identity would change dependent on the group that

they were part of.

In addition, they also referred to the influence that the workload, time directives, being
short staffed along with the pressure of the clinical environment and out of hours work
would have on compliance and conformity to expectations i.e. what role they would
take. Several students reflected on the influence working out of hours and lone working
would have on their decisions and behaviour aligning with Zimbardo (1975) and Burr
(2002) opinion we underestimate the power of persuasiveness of situational controls.

because they are subtle and can lead to conformity.
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Participants within this study also tend to take on a compliant role under the influence
of others, particularly in relation to the fictitious doctor in vignette two, corresponding
to the findings of the Francis report (2013b). While students in this study do not appear
to change their perceptions of what should be done, they admitted that they would
conform despite holding onto their viewpoint. Burr (2002) believes this confirms the
fragility of our individual agency and morality, with behaviour determined by the group
of which we are a member. Brown (1988) argues that emphasis on the persuasiveness
of a group on an individual’s behaviour, is misdirected and suggests that instead of
becoming an anonymous member it provides a sense of identity. This intimates that
rather than fragility, the individuals acquire a stronger sense of identity as a member
of a group; whether the group be radiography, an IP team or the institution that they
are working in. Thus, implying that individuals have multiple strands to their identity
and their individual goals and purpose become indistinguishable from those of the
group that they are part of. A notion evident in the comments of the participants. Thus,
according to Burr (2002) they create a group norm; where the group norm (stance) for
AHPs and nurses in an interprofessional team is proposed by this study to be one of
compliance and conformity. Once that stance has been accepted, the group tend to
conform and build all their responses on that line i.e. take the role expected of them
as a member of that group (Goffman, 2013). Furthermore, because judgement and
reason become weakened in a group situation, they act in a co-ordinated compliant
way without questioning ‘the way’, which according to Asch (1956) and Francis
(2013b) perpetuates the hierarchy. Conformity is directly related to obedience and a
lack of questioning, which ultimately cultivates a ‘natural attitude’ of acceptance
towards the hierarchy and subordination in general, resulting in habituation or
normalisation as described by Foucault (1975), Gutting (2005), Merleau-Ponty (2008),
Dowling and Cooney (2012) and Francis (2013a). This would emphasise the divide
between the dominant and subordinate professions and accentuate the perception of

a demarcationary closure strategy by the dominant group.

Not only is there a lack of questioning and obedience (subservience) by the
subordinate groups but closure between the groups is further entrenched by the
apparent confusion over accountability. As | have previously argued, if radiographers
are expecting doctors to be accountable for the work of the radiographer then it is

natural for doctors to direct the work of the radiographer, thus increasing the
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perception of subordination of radiographers; a demarcationary strategy that is self-
imposed by the subordinate group. Nugus et al., (2010) and Thylefors (2012) contend
that without accountability by all team members there can be no redistribution of power
and reduction of social closure between the IP groups; i.e. an improvement in

collaboration.

While there appears to be no direct upward exercise of power as a group to challenge
medicines’ perceived demarcationary strategy, the theoretical framework purports
there is not only an exercise of power, but also a possession of power. Witz (1992)
acknowledges that social closure theory neglects to consider the possession of power,
a weakness that this study addresses. Although there was a perception by the
students that doctors possess power, further in-depth analysis of the data did not
support this perception. Rather, it revealed that the power imbalance between groups
is created by the personal attributes of the professionals, rather than a single
profession possessing power, concurring with Foucault (1980). Confident, resilient
individuals who do not merely comply, were considered able to exert power, and
influence others irrespective of their profession. Participants cited instances where
radiographers irrespective of grade were able to challenge and influence decisions.
Moreover, they suggested that professionals acting with integrity would be able to
oppose the exercise of power, suggesting that the autonomous use of their initiative
is at play and that no one group possesses power. This ability to influence and the
resultant distribution of power within the team supports the concept of shared-
leadership, with collaboration as the positive consequence consistent with Foucault
(1980), Pearce and Congor (2002), NHS (2011) and Barr (2015). Collaboration
between professions was further substantiated by all participants, with greater depth
of knowledge, skills and experience considered to generate self-efficacy, ultimately
dictating decision-making powers and ability to influence. Participants cite examples
of experienced radiographers who are confident in their knowledge that were able to

influence and improve collaboration between the dominant and subordinate groups.

Witz (1992) and Freidson (1970) both described the effect of knowledge and skills as
reasons for domination and social closure, thus supporting the theoretical framework.
But in this instance, knowledge and skills were thought to reduce social closure.
Moreover, participants felt that this was a trend that was on the rise with more
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advanced practice and a greater knowledge base of radiographers. An opinion
supported by Lovegrove and Long (2012) and Littlechild and Smith (2015) who all
write from a radiography perspective. This push by radiographers, is an example of an
inclusionary strategy rather than usurpation; not a direct upwards challenge to the
medical dominant demarcationary strategy but, rather a fight for inclusion into the
ranks of the dominant profession using knowledge. So, in effect, usurpation has been
replaced by inclusionary strategies in this study. Another significant difference
portrayed by this study is that instead of reinforcing the closure between professions,

the inclusion strategy using knowledge fosters collaboration.

Witz's theory states that power imbalances are multi-directional between the
interprofessional groups (1992), with the subordinate group engaging in downward
exercise of power attempting exclusion of others in addition to usurpation. This study
however demonstrated no evidence of power imbalances between the subordinate
healthcare professions, which contradicts the evidence base as reported by Nugus et
al., (2010) and Ebert (2014). Participants believed that nurses and AHPs were of equal
status, a fact that is divergent with Witz’s theory and demonstrated no compliance and
conformity during their interactions with these professional groups (1992). An
interesting finding; as compliance was found to be the role taken by radiography as a
group or by the IP team (professions other than medicine) as a whole, so evidently the
role taken is directly influenced by the group with whom they are interacting, verifying

my ontological assumptions that radiography as a group is compliant.

Collaboration between the subordinate groups were reported in this study and by Blue
and Fitzgerald (2002) to be positive with evidence of mutual power, shared decision-
making and responsibility. What is more, these positive collaborative relationships
appear to have been fostered through the interprofessional education programme
supporting the thoughts of Barr (2002) and Reeves et al., (2010) that interprofessional
education has the capacity to promote collaboration. Students were of the opinion that
the reason collaboration was not as successful between the ‘other’ professions and
doctors is because medicine do not participate in IPE. Findings from studies by Brown
(1988) and Tajfel and Turner (1979) show that even if there are no links, shared norms
or culture between members of different groups, identification as a subordinate
profession is enough to create an ‘in-group’ membership. A point verified by students
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could therefore explain the ‘in-group’ mentality and collaboration. This in or out group
membership is described as tribalism by Beattie (1995) and Nyatanga (1998) and
considered a normal part of social identity with members adopting the identity, norms
and stereotypes of their ‘faction’. This aligns with Tajfel and Turner (1979)’s social
identity theory and Witz’s (1992) proposition that healthcare professionals identify with
their professions and strive to maintain their collective identity by strengthening
differentiation between them. There was pervasive evidence of this collective
differentiation, but the collective identity was not static between professions but
appeared flexible depending on which group they identified with. MacAuthur, Daily and
Villigran (2016) support this, stating that identify is fluid over time.

Effectiveness of IPE was also contested in the apparent exclusion of radiographers
from the subordinate professions in the theatre vignette; not due to a perceived power
imbalance but due to marginalisation of the radiographer, which would ultimately lead
to exclusion supporting the theoretical framework of this study (Witz, 1992). Exclusion
by the rest of the theatre team did not seem to be purposive but due to a lack of
socialisation ad getting to know each other. A finding also outlined by D'Amour and
Oandasan (2005) and Baxter and Brumfitt (2008). It was reported that if the team
(which includes doctors, AHPs and nurses) worked together on a regular basis and
knew each other they collaborated well, identifying with Reeves et al., (2009). But the
radiographer being a transient team member in an acute environment (as presented
in the vignettes) is treated as an outsider aligning with Brown (1988). Furthermore, it
was obvious that radiographers exclude themselves from the team because they felt
anonymous and like an outsider because they did not know the team and did not take
the initiative to engage. A notion supported by Becker (1963), Mazur et al., (1979) and
Mandy, Milton and Mandy (2004) suggest that this is due to stereotyping, while Funnell
(1995) argued that it is a lack of professional identity. But | would suggest, that it is
another example, where identification as an ‘in-group’ by the theatre team results in
collaboration but exclusion of the ‘out-group’ (radiographer), with members of each
group taking on the assumed role of that group. This would insinuate that exclusion is
not a static closure strategy, but that exclusion occurs at the interface between the ‘in-
group’ and the ‘out-group’ and is not clearly delineated between professions. There is

evidence in this study that where team members know each other and there are no
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in/out-groups within the team, there is mutual respect, trust, less psychological

ownership, communication is congenial, and collaboration is apparent.

Summary

All participants proposed that the NHS has a hierarchical structure, plagued by power
imbalances negatively influencing collaboration. They perceived medicine to be the
dominant profession who possess and exercises this power, controlling the other
subordinate professional groups. Furthermore, they believed that it is a consensus
amongst radiographers. Some participants did however state this was not an
intentional strategy by doctors but related to a stressful environment and that doctors
bear the brunt of that stress. The reflections of these participants provided a more
realistic perspective and some reasoning behind the interactions, softening the
unconditional perceptions of medical dominance. All AHPs and nurses were perceived
to have equal authority and tended to treat each other as equals. But they were also
of the opinion that AHPs and nurses tended to conform and comply to the wishes of
the doctors as they were socialised to value obedience, securing medicine’s position

in the hierarchy.

All participants stated that radiographers were valuable members of the team and
should be respected for their skills, but there was a tension in the way they view their
own world of radiography. The technical aspect of the work made them feel inferior
reflecting the literature. Comments suggested that radiographers should be more
confident and assertive and that those with advanced knowledge and skills were able
to influence team decisions. Moreover, those radiographers were respected and
trusted, resulting in collaboration. Many participants did not feel they had the self-
efficacy to contribute to interprofessional team discussions, even although they
recognised it would contribute to improved IPC. Students suggested that knowledge
and skills led to a strong professional identity and contrary to the evidence base, state
this would give them the confidence to collaborate. So, it seems that radiographers
performing advanced clinical tasks usually performed by doctors, are being successful

in gaining status, trust and ability to influence.
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Communication was overwhelmingly perceived as problematic but also the solution.
They suggested that positive communication and active engagement in the team

(getting to know the team) further successfully dilutes tensions.

Students believed doctors are educated to be leaders (while radiographers are not).
Leadership training is verified in the evidence base. A lack of leadership capabilities
by radiographers was perceived as the reason why there was a reluctance to
collaborate. What also emerged was confusion surrounding accountability, with many
students unsure who would be accountable should there be a breach of IRMER rules.
This coupled with a compliant attitude means the work of radiographers are more likely
to be directed than independent. This, places an even heavier burden upon the
Medical profession which in turn compels them to direct the actions of others,

reinforcing their leadership role.

Resilience was considered an essential attribute in maintaining integrity, resisting the
perceived hierarchy, and dealing with the organisational pressures. Students
considered themselves resilient, but deeper scrutiny divulged that they would buckle
under the pressure. Students clearly recognised substandard behaviour and
understood their responsibilities but divulged that they would relent and do what was
expected of them. They affirmed they would remain quiet and comply with the requests
made of them, taking the lead from their supervising radiographer on how to act.
Where a supervising radiographer challenged situations then the student would follow
suit and mimic this behaviour. This reflects the literature that warns that we should
never underestimate the persuasiveness of the social world around us, laying bare the
power of the hidden curriculum. This underlines the importance of the
supervisor/mentor in preparing students for collaboration in the clinical environment.
Participants pointed out that compliance would vary from team to team, department to
department and hospital to hospital and that it was dependent on the cultural norms
of the group. Furthermore, that their identity would be moulded to suit the group’s

culture and norms.
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Chapter Five

Conclusions, recommendations and rigour

This final chapter draws together the strands of the study by:

(1) Providing a brief conclusion on the core research questions

(i) Drawing a conclusion on
(a) the emergence of new knowledge informing social closure theory
(b) the emergence of new knowledge relating to IPE

(i)  Making recommendations

(iv)  Evaluating the rigour of the study

5.1 Introduction

The main aim of this study was to explore diagnostic radiography students’
perceptions of the phenomena of interprofessional collaboration. The main purpose
was to assess how well the interprofessional education curriculum prepares them for
their collaborative role within an IP team. The relative lack of tangible evidence of the
effectiveness of IPE, which is mirrored in the feedback received on graduates at the

institution where the study was carried out, necessitated the study.

This study set out to analyse collaboration in light of social closure theory and the
constructs of power connected with the theoretical framework, addressing possession
and exercise of power. The distinctive perspective this research offers, is by engaging
with interprofessional relationships, an underexplored aspect of social closure theory.
Moreover, to ascertain the success of these relationships and the factors that influence
them. The purpose was to ascertain the capabilities required for collaboration and how
the IPE curriculum might be designed to better prepare students.
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5.2 Conclusion

5.2.1 Diagnostic radiography students’ perceptions of interprofessional

collaboration.

This section is structured to respond directly to the core research questions

% How do diagnostic radiography students perceive collaboration in

interprofessional practice?

All participants unanimously perceived the existence of a hierarchy with doctors at the
top of the hierarchy. They described the balance of power which lay with doctors

creating a medically focussed organisation.

All other AHPs and nurses were considered to have equal authority and status in the
hierarchy and tended to treat each other as equals. The students suggested that some
radiographers were apathetic and accepted the hierarchy. Furthermore, they
suggested that they the students, had integrity and were resilient and would use
communication and knowledge sharing to break down barriers thus challenging the
hierarchy.

They evidence knowledge of their responsibilities and the conduct required of a
radiographer and in fact demonstrate strong psychological ownership over their job
role, showing that they have a strong affinity and identity as a radiographer. However,
some questioning around the technical aspect of the job gave them cause to question
their position in the team. They reported challenges with the mix of skills relating to
decision making and authority, with some students unsure who would be accountable

for radiation protection of the patient.

They reported perceptions of haughty and authoritative communication between
doctors and other members of the IP team, although also provided instances where
knowledge, skills along with confidence and self-efficacy and knowledge sharing that

broke down communication barriers.
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Despite affirming resilience, confidence and the capability to challenge the hierarchy
they report compliance which unintentionally leads to normalisation through coercive
behaviour, as well as a hidden curriculum which appears to lead towards role-taking.
They voice the opinion that role-taking takes place where they (and also
radiographers) took on the role that is expected of them and that this varied from team
to team and organisation to organisation depending on its culture. They did not
consider the coercive behaviour by doctors to be purposive but in response to stress,

workload and time directives and staff shortages.

5.2.2 Emergence of new knowledge informing social closure theory

This study compared and contrasted to Witz's model of professional closure theory to
the perceptions of a small cohort of diagnostic radiography students on IPC and the
factors that they feel influences relationships and the exercise of power between
professions and professionals. Portrayed below is the original model by Witz which
was used as a lens for analysing the results. This section will guide you through the
similarities and differences between Witz’s (1992) model and provide a representation
of a model of professional social closure based on the perceptions of a small group of

diagnostic radiography students.
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Figure 4: Witz's model of professional closure (for reference, identical to fig. 1)
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|
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|
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SUB-ORDINATE 1
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INCLUSIONARY STRATEGY | DUAL CLOSURE STRATEGY
1 EXCLUSION
I
|
|
1
e Tl ]
KEY: l = Downwards exercise of power I = Upward, countervailing exercise
involving a process of subordination of Power
Strategies of occupational closure: a conceptual model.  (Witz, A. 1992)

Stage 1

In the original model (figure 4 above), demarcationary strategies are considered a co-
ordinated purposeful approach by the dominant profession to direct the work of the
subordinate professions through a downward exercise of power. Participants in this
study perceive that demarcationary strategies are still at play by the dominant

profession, with a downward exercise of power through domination.

As in Witz’s model there still seems to be evidence of an upward exertion of power by
the subordinate profession (usurpation). Although visible, it is perceived to be less
marked than proposed by Witz (1992). This is indicated by the weighting of the arrows
in the revision, figure 5, below, creating a perceived power imbalance in favour of the

dominant profession who exert more power.

So, although both demarcation and usurpation are both still perceived to be in play,

the weightings have changed in favour of the dominant profession.
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Figure 5: Stage 1 of a model of professional closure
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Stage 1

Stage 2

Dual closure strategies are the combined efforts of the subordinate profession to resist
the demarcationary strategy, by a countervailing exercise of power against the
dominant profession. While at the same time, applying downward power to control the
work of other subordinate professions through exclusion. Of note, there was no
indication of any perceived power imbalances and exclusion between the subordinate
professions in the results. The participants considered all other professions to be of
equal status so exclusion is no longer perceived to exist and is therefore not apparent

in this representation (see figures 6 and 7 below).

A new altered perspective emerged: the formation of ‘in and out’ groups. Groups which
are interprofessional teams composed of different profession e.g. the theatre IP team
or the a&e IP team which are created by role-taking. Exclusion is noted and
strengthened at the interface of these groups rather than between individual
professions. Effectively, power is dynamic and constantly redirected between
interprofessional groups and heavily influenced by the hidden curriculum. | would
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suggest that this is the actual cause of closure between professionals hindering
collaboration, rather than a co-ordinated professional group action of closure.

Figure 6: Stage 2 of a model of professional closure
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involving a process of subordination of Power
— = Dynamic redirected exercise of
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Stage 2 .

Stage 3

No data emerged to support or refute exclusionary strategies by the dominant group
to prevent entry to their domain or work through prescriptive entry requirements (left
hand-side). So, this remains unchanged from Witz’s model. Inclusionary strategies
were however at the forefront of the results. Upward exercise of power by subordinate
professions through advanced clinical practice was believed to result in positive
interprofessional collaboration between professions and professionals, with a
dissolution of power imbalances and a flattening of the hierarchical structure. From the
evolution of these 3 stages a representation of a model of professional social closure
as perceived the diagnostic radiography students in this small-scale study, is depicted

in figure 7 below.
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Figure 7: Stage 3 of a model of professional closure as suggested by the findings of

this study
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New model of professional social closure Spencer (2021)

5.2.3 Emergence of new knowledge relating to IPE

This section presents the factors influence collaboration in interprofessional practice
as perceived by diagnostic radiography students responding to the second core

question in this study.

0,

% What factors influence collaboration in interprofessional practice as perceived

by diagnostic radiography students?

The literature review outlined the capabilities required for effective IP collaboration.
Findings of this study suggest that students are inclined to take on a different role
depending on the team or environment that they are in, finding it difficult to resist
normalisation to the culture. This strongly suggest that students are unable to exercise
the required capabilities for IPC despite their claims of possessing these traits. This
implies that they are ill-equipped for interprofessional collaborative teamwork. More
specifically, the radiography curriculum does not enable them to fully navigate the
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bridge between the academic setting and the clinical environment, a crossing which is
facilitated by their supervisors and mentors (role models).

While the apparent ineffectiveness of IPE is nothing new, a finding that is of particular
interest is the hidden curriculum. It appears to be the most influential factor affecting
students’ adeptness at navigating the path from IPE to IPC. It seems to convey the
expectations and ways of working of that team. Students then appear to normalise into
that culture and take on the role expected of them. This was perceptible even in

instances where students were aware it was not the right thing to do.

The data suggests that they become followers lacking the leadership capabilities to
negotiate or resist normalisation into the culture of compliance of the team and/or
organisation. It also insinuates that the quality of informal role modelling that occurs in
the healthcare environment seems to fluctuate and may result in a student mimicking

unreliable behaviour, especially if it is not detectable by the student.

This study unearthed that a strong professional identity is considered the foundation
for confidence and resilience. Capabilities that not only enable communication but
provide the skills to resist normalisation into a culture of compliance. This finding
opposes opinions that professional identity causes turf protectionism and tribalism
hindering collaboration.

Radiographers with specialised professional knowledge and skills were described as,
able to influence the IP team, levelling out the power imbalances and flattening the
hierarchy. Moreover, enhanced knowledge and skills were thought to beget greater
respect, enhanced status and improved trust. Students reported that with a strong
professional identity and advanced knowledge and skills they would be more
confident, accept greater responsibility and be more inclined to act autonomously.
They also suggested that they would be less likely to conform or become normalised
to their ‘expected’ role, empowering them to navigate the hidden curriculum of the

culture.
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5.3 Recommendations

Firstly, recommendations for the wider organisation will be made before presenting
specific recommendations for IPE. Following on with the changes | intend making in
my own practice responding to the third research question: What recommendations

could be made to enhance the preparation of students for interprofessional practice?

The results of this study will be shared through publication to reach not only the
diagnostic radiography profession, but an interprofessional audience. The purpose
would be to raise an awareness of the hidden curriculum and normalisation to the
compliance and conformity of the hierarchical culture of the NHS. The culture of a
clinical environment is complex and cannot be changed by amending the educational
curriculum alone and will require a multiagency approach from the NHS, policy
makers, professional body, educational institutions and the radiography community as

a whole.

Recommendations would be, to address the staff shortages and time targets along
with the dissolution of the doctor focussed organisation. This is a complex and
challenging problem which | am not in the position to influence. However, through
publication, the impact the environment of the organisation has on interprofessional

collaboration can be highlighted.

| am able to foster relationships and initiate discussions at a national level e.g. | am a
member of the NHS England improvement committee: London BSRP Workforce
delivery group and national radiography working group which has education and
training high on its agenda. The Society of Radiographers (professional body) are
present at all these fora and would therefore, also be part of the discussions. All of
these committees are in the position to take forward the recommendations for

consideration and implement change nationally.

One of the key findings uncovered in this study was the hidden curriculum.

It is imperative that students are better prepared to recognise the hidden curriculum

and navigate the transition from formal education to the realities of the clinical
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environment and interprofessional collaboration. Admittedly it is not possible for me to
change the culture of the clinical environment, however it is important to make clinical
supervisors more aware of the hidden curriculum. This can only be achieved by
collaborative working between the academic institutions and the clinical departments

to explore the issues and formulate a strategy for resolution.

The findings of this study reinforce the need to revise the interprofessional curriculum
to better prepare students for collaboration by embedding leadership capabilities. This
is a sphere that | am able to influence in my capacity as a radiography educator. It is
my intention to be more proactive in engaging in critical discussion about these
concepts with other educators to develop and share best practice e.g. | am in the
position to raise this item for discussion and address the underlying reasons during

curriculum redesign.

Analysis of the results suggests that a feasible means of enhancing the radiography
curriculum would be through application of the three successive levels of
transformative learning. Transformative learning is about empowering students to see
their world through a different lens, so that they are able to challenge and provoke
changes. | have outlined below how these stages might apply to a radiography

curriculum.

% Informative learning — At this level students are acquiring knowledge and skills
required to produce expert knowledge. It could be argued that this is diluted
through the inclusion of skills that enhance professionalism to purposively
dissolve professional identity as a radiographer. My findings suggest that rather
than attempting to dilute professional identity, it should be celebrated and
strengthened. A strong professional identity supported by a depth of knowledge

and skills improves collaboration.

% Formative learning involves the socialisation of students around professional
values but also recognition of the value of IPC and IPC decision-making.
Interprofessional socialisation during both formal education and within a clinical

environment is thought to ease communication, generating trust and respect.
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Moreover, if their contribution to decision-making is trusted and respected, it
engenders psychological ownership and accountability.

% Transformative learning requires reflective practice to allow for recognition of
poor practice and negative role modelling, making it overt. Reflection is a very
discernible component in the curriculum. Vignettes used in this study were
effective at revealing the ‘they and thou’ perspectives of IPC, so the use of
vignettes which promote discussion, critical analysis and reflection to make the
hidden curriculum more visible, could be utilised. Though once revealed,
students will need leadership capabilities to challenge practice which they find
problematic. These skills are not however a discernible component in
radiography education. The development of a leadership framework for
radiography would be a useful addition to the framework outlined by the
Canadian interprofessional health collaborative and CAIPE. Embedding
leadership skills into the curriculum would engender capabilities and better
prepare students to navigate the hidden curriculum and engage in IP

collaboration.

Adapting the curriculum is not something that can be done in isolation at a single
educational institution. The curriculum is prescribed nationally by the College of
radiographers with the purpose of preparing students for registration with the HCPC.
So, reorganising the curriculum will be challenging and there will be a need to
disseminate information to the College of Radiographers for consideration and broader
discussion amongst both academic and clinical educators. | am however in the

position to influence local design and delivery methods.

More in-depth research into the hidden curriculum and how and why normalisation into
the culture of compliance and conformity occurs within the radiography profession, is
essential. This would require an exploration of the relationships between the students
and diagnostic radiography supervisors, looking for patterns of behaviour and how

meaning is exchanged.
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What is clear, is that research into the topic of IP collaboration between radiographers
and other healthcare professionals is limited and further research in this area is

urgently needed.

A tentative model of social closure which was based on the perceptions of a small
group of diagnostic radiography students was represented in the conclusions. Being
based on perceptions of students in a unique setting, this model is subject to change.
The model would need to be ‘stress tested’ and would lend itself to further research

within radiography and the wider healthcare setting.

5.4 Evaluating rigour

Below | have assessed the rigour of the research process as proposed in table 1 and

acknowledged the limitations of the study.

Credibility

Considered the most important aspect of rigour it seeks to ensure that the study
measures what was intended. This study demonstrates credibility by testing for a
purpose which, in this instance, was to uncover the factors influencing IPC with a view

to recommending appropriate pedagogic strategies. An aim which was achieved.

Furthermore, communicative validity is realised by taking precautions to ensure that
the students’ reality of the phenomena have been accurately explored and
documented. This was accomplished by audio recording the interviews so that they
could be revisited during transcription and analysis. Accuracy was facilitated by
verbatim transcriptions alongside member checking. This method also enabled
reflection and reflexivity of my own perceptions. The use of established qualitative data
collection methods such as vignettes and interviews boost credibility. Furthermore, the
use of more than one vignette allowed for the same phenomena to be explored in
difference clinical contexts, enabling comparisons and acting as a method of validating
the data.
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Of course, this study cannot suggest an uncontested reality. However, when
considering pragmatic validity, the solution to problems in a multifaceted field of
practice (such as IPC teamwork), is developed in a way that it is valid for a specific
situation. Thus, the findings need to be adjusted according to the context in which they

are to be applied.

Transferability

As identified above the findings cannot be directly applied in all contexts, calling into
guestion its external validity. However, by providing a rich description of the
phenomena and making explicit the confines, the limitation of the study is
acknowledged. Admittedly the sample size of 12 participants is very small and does
not represent the views of the radiography community and would therefore lack
external validity. Nevertheless, transferability of the result should not be immediately
rejected. While the findings of this study are unique to one cohort of diagnostic
radiography students at a single institution, they may well be applicable to the broader
community. Perhaps the term relatable would be more appropriate as it is the degree
to which other radiography educators can associate these results to their own practice.

Producing truly transferrable results from a single qualitative study is an unrealistic
aim and in so doing one is disregarding the importance of context. Context in a social

constructionist study such as this is essential and cannot be disregarded.

Dependability

It is acknowledged that addressing reliability in a qualitative study such as this is
problematic because the very purpose of the study was to gather the perceptions of
each participant individually. As outlined, perception is linked to their social world and
therefore their perceptions will change over time as their social world changes. So,
repeating this study step by step with the same participants at another time will not

necessarily garner the same results.

Dependability was however achieved through detailed reporting of the method of data

collection, allowing the reader to assess the extent to which proper practices have
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been followed. This also enables future researchers to repeat the study even if they
do not gain the same results. Thus, the research design would be viewed as a

prototype model.

Confirmability

Total objectivity requires the use of instruments not dependant on human skill, which
is not achievable in qualitative research. However, actions should be taken to ensure
that the results are indeed the ideas, opinions and experiences of the participants
rather that of the researcher. A key criterion is the degree to which the researcher
admits their biases. | have acknowledged my views and assumptions of
Interprofessional collaboration as situated within diagnostic radiography in 1.5 of this
study. The use of reflexive field notes served as a reminder of my own perceptions
and thoughts. These acknowledgements were woven throughout the analysis
differentiating the opinions of the participants from my own, thus confirming that the

results belong to the students.

176



Chapter Six

Addendum

With the advent of COVID-19, services within the NHS were placed under immense
pressure with different ways of working emerging. In considering these changes it
seemed appropriate to revisit the evidence base to explore the impact this might have
had on interprofessional collaboration. This addendum will therefore explore new
literature that has been published since the onset of the pandemic, and critically

evaluate the findings of this study in light of the new and emerging evidence base.
6.1 The impact of the COVID-19 pandemic

One important consequence of the COVID-19 response has been an urgent need for
effective collaboration to address the intense, multiple and complex demands of this
unprecedented crisis (Natale, 2020). The NHS was required to respond to the increase
in demand for services especially in the acute setting such as accident and
emergency. Staff from all disciplines and professions were redeployed to undertake
tasks they had not performed for many years. Liu et al., (2020) found that workers
were challenged by working in a totally new context with exhaustion, fear of becoming
infected and cross infection, feelings of powerlessness and stress, straining
interprofessional relationships. The new way of working inevitably created a whole
new team dynamic and influenced collaboration. The NHS people plan outlines how
all professions have risen to the challenge to provide a more collaborative approach
to care (2020), while Liu et al., (2020) showed an increased sense of responsibility

and the challenge of remaining resilient in the face of the crisis.

A short report by Natale et al., (2020) outlined the intense demands on hospitals
including surge planning which required interprofessional teams from all disciplines to
work together. They chronicle the success of this collaborative effort which included
institutions, disciplines and professions. In their opinion they were seeing better peer-
led communication and importantly two-way communication, as team members

moved through the units. Daily briefing and feedback provided an opportunity for any
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team members to express concerns and they felt this facilitated trustful relationships
and open communication, resonating with the perceptions of (P12) and (P7) in this
study. Natale et al., (2020) advise that their response to the pandemic has taught them
that it is essential to apply an interprofessional lens, as the range of expertise provided
a varied perspective not captured from a single profession. This resonates with the
literature presented in chapter two. Goldman and Xyrichis (2020) too report seeing
signs of positive teamworking with recognition that everyone is a critical member of
the team. They also indicated seeing role changes occurring with senior doctors
deployed and job titles considered irrelevant with modified attitudes to information
sharing, insinuating significantly improved collaboration.

The setting up of the nightingale centre in the O2 arena galvanized IPE training.
Bushell, Thomas and Combes, (2020) state that overcoming interprofessional hurdles
were imperative for creating a supportive culture where everyone could flourish in a
flattened interprofessional hierarchy. They reported that IPE was well received and
promoted learning between professions and about each other’s roles. They are of the
opinion, that there was a strong sense of teamwork from the outset. This distinctive
case study outlines training during the pandemic, in a time of crisis, but demonstrates
great potential for IPE. Its success was attributed to the removal of role protectionism,

organisational ‘red tape’ and institutional hierarchies.

Research into military IP healthcare teams is scarce in IPE literature. Considering the
NHS management structure was based on the military model with a top-down
hierarchy as outlined by Hammick et al., (2009) and the fact that they collaborate with
low resources and contexts of humanitarian crisis (akin to COVID-19), it seems
appropriate to include information from this sector. Varpio et al., (2021) emphasise a
concept called ‘fellowship’ as essential for successful collaboration. Fellowship is a
term describing how team members are expected to support colleagues irrespective
of rank or profession and is not seen as an attempt to usurp leadership. They believe
collaboration is reliant on the acknowledgement of weaknesses, and humility on the
part of the leader to recognise their own weakness. But, also to rely on the strengths
of others to make up for their own weaknesses. Varpio et al., (2021) suggest learners
are rotated and assigned a new position, so that they can gain an understanding of
that role, garnering respect for the knowledge, skills and responsibilities of other team
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members. Participants commented on how living the reality of another role, not only
made them aware of what they do, but why they are essential to the team. This is an
interesting perspective and not one that is visible in the NHS and humility has not been

raised in the literature as a capability required for collaboration.

Bushell, Thomas and Combes (2021) state that a key consideration for the future is
how these collaborative, interprofessional environments can be fostered in education
centres and health care settings after the COVID-19 pandemic has ended. Goldman
and Xyrichis (2020) are positive that the capacity to learn from the improved IPC

teamwork and new processes, will emerge as we move beyond the pandemic.

6.2 Conclusion

Rather than being put aside, the call for interprofessional collaboration appears to
have been ramped up. The NHS people plan (2020-2021) emphasises that now more
than ever, we need to focus on upskilling professionals, so they can provide expert
care within their field and contribute to the IP team. This aligns with my
recommendations to strengthen expert knowledge and skills. Moreover, that where
implemented this has resulted in improving relationships across multidisciplinary
teams and an increased appreciation of each other’s skills. At the heart of the NHS
plan is the ethos that the NHS is an inclusive team and that each and every person
has a voice that counts. Furthermore, the plan sets out actions that support the
transformation to foster an inclusive culture and ways of working collaboratively. It
emphasises the need to make effective use of the full range of peoples’ skills and

experience to deliver the best possible patient care.

Noteworthy new knowledge emerging:

% The suggestion that IPC is being normalised into the culture of healthcare — a
finding not mentioned elsewhere in the evidence base. | would however
suggestion caution as this is based on a very small number of studies in an

environment that does not reflect normal everyday practice within the NHS.
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% The concept of fellowship, which features humility as a capability required for
collaborative teamwork. A new concept that is worthy of further research and

exploration.

Prior to the COVID-19 there was minimal evidence of improvement of IPC seen in the
literature, but progress is evident within the limited resources since the onset of the
pandemic. It seems that as the crisis emerged issues of domination, usurpation and
exclusionary strategies were set aside and allowed for natural collaborative teamwork

to surface based on patient need.

We must of course be cautious in our speculations of this success. The pandemic was
an unusual response to unusual circumstances. With the limited evidence base
available on the topic and service returning to ‘normal’ practices as per pre COVID-19

we cannot be sure that collaboration will once again return to ‘normal’ and be set aside.

| would envisage repeating my own study in a post COVID-19 period to reassess any

real effect of the changes seen during the pandemic.
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Reflection on personal and professional development
My personal journey

| look back to where | started and cannot quite believe how far | have come and how
much | have grown both in knowledge, research skills and emotional intelligence.

| had not done any research prior to starting my career as a senior lecturer in
radiography and gradually learnt the basics of research from many gracious
colleagues who patiently guided me. | also completed an MSc in clinical reporting
which was instrumental in understanding the basic of research and in particular

guantitative research.

| was fortunate enough to be given the opportunity to commence the EdD and was
immediately thrown into a world that challenged my every assumption and perception
about research, teaching and learning and even my profession! It was the start of a

very long and arduous journey.
Personal learning and effectiveness:

| realise now | was quite biased towards positivism and resisting ‘conversion’ and
acceptance of the value of qualitative research. Once | settled on a topic and started
to read around interprofessional working, | became fully entrenched in my subject
matter and looked forward to reading each new article like chapters in a book. | learned
a huge amount about interprofessional working but importantly the struggle of the
other professions, which | had previously perceived as being unique to radiography. |
grew immensely during this period, as | had previously been so passionate about
radiography that | had not given the struggles of the other professions a thought. It
made me realise how important the phenomena of perception is, and the impact it can
have on mis/understanding, communication and even actions. | truly believe this
lesson has helped me not just in my career, but in everyday life. Equally, it made me
appreciate the value of opinions and perceptions in research and how it contributes to

professional practice.
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| have negotiated many hurdles during my doctoral journey, but | believe that | have |
have demonstrated tenacity, perseverance, commitment and time management skills

during the last few years in continuing my doctoral studies despite the difficulties.

My journey as a researcher

Governance:

There were so many unknown areas of research that | had not previously negotiated.
| had little knowledge and understanding of research governance. Attendance at study
days broadened and developed my knowledge of the standards, professionalism and
ethical principles in conducting research. Navigating the process of gaining ethical
approval further cemented my knowledge and understanding preparing me of the

process of submission, viva preparation and future research.

Areas that needed further development:

My previous experience includes a PgC in teaching and learning, a senior fellowship
from the HEA and as an associate professor in radiography education. However, CPD
in vignette writing and interviewing were skills that required further development.
Attendance at workshops and with assistance from more experienced colleagues (to
whom | am ever indebted) | was able to acquire these skills. Listening to the
transcriptions over and over was the most informative aspect of the research as it
provided in-depth information for the analysis. Transcribing the data, really helped me
to separate and understand what the participants were saying and equally, challenged
my biased assumptions on many levels. A valuable lesson | will take forward to future

research.

Engagement, influence and impact:

| have published articles and presented at both national and international conferences
(see some examples below). While not all are directly related to my current topic of

IPE it has made me aware of the influence and impact that engaging an audience can
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have. Furthermore, it has prepared me for future dissemination of my study findings
Spencer (2014), Spencer (2016), Spencer (2018) and Zwelenyanski et al., (2020).

| currently have the opportunity to contribute to both audit and research within the
healthcare environment developing my leadership, communication and team working

skills and provide further prospects for publication

While | have only navigated one small pathway in research, | have learnt so much
about research in general and the important contribution it makes to professional
practice. Furthermore, it has enhanced my knowledge and skills making me a more

informed educator.

Looking ahead | feel I have many important findings that can contribute to the evidence

base and to radiography and interprofessional education in general.
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Appendices
Appendix 1 - Interview schedule

Interview Schedule
Radiography students - level 6 (1Hour)

Re-iterate the purpose and method of study, re- emphasis confidentiality and
anonymity of the participant’s responses. Confirm that the participant is happy to

proceed and that they may withdraw from the interview at any time.

NB: Reassure the participant that the research is in no way connected to their

assessment or progress on the radiography programme
Ice breaker:
The participant’s educational and professional background

Opening Question: | wonder if you could tell me a little about your educational and

professional background.
Prompts or areas to explore

e Education and other work experience before becoming a radiography student

e Any prior knowledge or experience which will relate to the aims of the study
Vignette 1
Allow participant a few minutes to read the theatre vignette.

Q1. What do you think that the radiographer Joe should have done in this

situation and why?
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Prompts and areas to explore in order to illicit understanding of the professions’

conduct and requirements

Explain question if necessary

e Irmer regulations regarding lead shielding

e Radiations safety rules regarding females of childbearing age
e Responsibility regarding above issues

e Accountability regarding above issues

Q2. What would you have done in this situation?

Prompts and areas as for Q1if different from above

If response in Q2 differs to response for Q1

Q3 Why do you think Joe responded in the way that he did?

If responses to Q1 and Q2 are the same then.

Q4 Are there any factors which would prevent you from responding the way you

feel you should?
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Appendix 2 - Vignettes

Vignette 1 - Theatre

Joe, a grade 5 radiographer arrives in orthopaedic theatre to perform the imaging for
a femoral nailing. He is an efficient, hardworking radiographer with excellent technical
abilities. On entering he realises that the patient is on the table and has already been
scrubbed and draped. The orthopaedic surgeon enters the room, scrubbed and ready
to start. Joe realises with dismay that the theatre team had not called him in time to
prepare the equipment prior to the case. As the patient is a 17yr old female he feels
anxious as he had not checked the patient’s pregnancy status or had the opportunity
to place lead shielding on her abdomen. He approaches the surgeon and asks if
pregnancy had been checked and if the drapes could be lifted so that he can place
lead shielding on her abdomen. The surgeon shouts angrily that they do not have the
time and how dare Joe questions about the patient’s pregnancy status- of course

someone checked it! Then the surgeon continues grumbling about radiographers.

Reluctantly Joe steps back allowing the surgeon to commence the procedure. As the
equipment had been put in place by the theatre staff prior to him arriving, the image
intensifier is not really suitably placed. He is unsure whether to raise this but does not

once again wish to anger the surgeon so decides to ‘get by’

It soon becomes apparent that he is unable to position the Image intensifier for the
projections. This really angers the surgeon who then calls him a monkey asking if he
is even qualified. Although he is very upset Joe merely continues with the case doing

the best he can under the circumstances.

When he speaks to his supervising radiographer they say ‘oh, it’s nothing personal,

they are always like that, so you just need to get used to it’
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Vignette 2 - Accident and emergency

Elsa, a grade 5 radiographer is working in a&e on a Saturday night. There are two of
them on duty, but Peter has gone to image a patient in the resus bays. She is

scheduled to perform any CT examinations that are requested.

Her first request comes through for a CT brain. The clinical indications do not conform
to the protocol for CT head scans. She calls the referring doctor to tell them that she
will put the request into the system so that a decision could be made by a radiologist
the next day. If a CT is indicated, then an appointment would be arranged for the
patient for the next day. She is unable to speak to the referrer, so she leaves a

message with the nurse who answered the phone.

A few minutes later the referrer comes around to the x-ray department demanding to
know why she is not willing to do the CT scan immediately because she is just sitting
there doing nothing. She tries to explain that the request form does not indicate that
the patient requires a CT head scan. They are not willing to leave until Elsa has
agreement to do the CT scan. Elsa again explains that the clinical indications do not
support an urgent CT head. The referrer asks her to tell them what details are required
on the request in order for it to comply to the protocol. Eventually Elsa reluctantly
complies and does the CT scan even although she does not believe it to be necessary

or appropriate
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Appendix 3 - Email invitation and participant information sheet

Invitation email to potential participants
Sent on behalf of Sherril Spencer
Subject: 3" Year diagnostic students only - Invitation to participate in research.

The research study aims to explore diagnostic radiography students’ perceptions of
shared-leadership within an interprofessional team.

As part fulfilment of my Doctorate in education | am required to complete a research
study. The study aims to explore how 3 year diagnostic students perceive the shared-

leadership when working within an interprofessional team.

| email to ask if you would be willing to take part in this study. You have been selected
as you have experience of interprofessional team working and are about to embark on

your career as a radiographer.

Please read the attached participant information sheet which contains more details

regarding the study. Participation is voluntary.

If you are willing to participate, please contact me at your earliest convenience.

Regards

Sherril Spencer
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Participant information sheet

You are being invited to take part in this study exploring diagnostic radiography
students’ perceptions of interprofessional collaboration. Please take time to read the
following information and discuss with others if you wish. Also, please ask me any
guestions: details below. | am a student on the Doctor of Education programme and
this study is done in part fulfilment of my degree.

What is the purpose of the study?

This study aims to identify how students perceive interprofessional collaboration, its
challenges and barriers. Ultimately the purpose would be to develop strategies that
would enhance the preparation of students for the interprofessional collaboration.

Why have | been invited?

You have been invited to take part because you are 3™ year diagnostic radiography
student who has experience of working as part of an interprofessional team within the
practice placement environment. My research supervisor accessed your details via
the university’s study space portal and contacted you via study space on my behalf. |
am looking to recruit as many participants as possible irrespective of gender, age,

ethnicity and previous life experience.

Do | have to take part?

It is entirely up to you to decide whether or not to take part. If you decide not to take
part this will not affect the relationship you have with the university or your grades in
any way. If you do take part you are free to withdraw at any time, without giving any
reason and without any detriment to you or your progress on the degree.

What will happen if | do take part?

You will be given a copy of this information sheet to keep and be asked to sign a
consent form. You will then be invited to attend an informal interview at a time

convenient to you which will last approximately 30- 40 minutes You will be invited to
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comment on 2 fictitious scenarios set in an interprofessional practice environment. The

interview will be audio recorded. All recorded information will be anonymised.

What are the possible benefits of taking part?

There are no immediate benefits. However, it is hoped that information from this study
will help to enhance the diagnostic radiography curriculum and better prepare students
for interprofessional collaboration and teamwork within the practice placement

environment.

What are the risks of taking part?

There are no risks in taking part. However, some people may find talking about their
experiences emotional. If this happens you can stop the interview or take a break at

any time.

Will my taking part in the evaluation be kept confidential?

Yes. We will follow ethical and legal practice and all information will be handled in
confidence. Only the researcher and her supervisor will have access to the original
data (interview). All the information gathered will be securely stored on a password

protected computer and no names or contact details will be attached to the data files.

What will happen to the results of the evaluation?

| will write up my findings in a dissertation in part fulfilment of the Doctor of Education.
If possible, | will submit the findings to a suitable journal. You will not be identified in

any way.

Who has reviewed this evaluation study?

The evaluation has been looked at by an independent group of people called the
Faculty Research Ethics Committee to protect your safety, rights, and dignity. They

have given a favourable opinion.
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Contact Details:

Researcher

Research Supervisor

Research Supervisor
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Appendix 4 - Ethical approval

Faculty of Health, Social Care and Education

"“"'@ Kingston University and St George's. University of London
Lordon J(k Pendhyn I:uzi; Campus.
St Gearges By KTIoEE T

wwwi healthcare.ac.uk

Migel Rogers
MZc TDCR FHEA
il Spe TELEP i Undergraduate Course Direcion (Diagnostic)
Shermi near HOMNE:
Senior Leciurer FACSIMILE: [Redacted]
School of Radiography EMAILY
10™ March 2014
Dear Sherril

Ethical Approval of Proposed Study

| am writing to confirm that the Faculty ethics commitiee considered your proposed study " Diagnostic
radiography student’s perceptions of shared leadership roles of inter-professional practice” at one of its
meetings. Resulting from this meeting, several points of clarification and amendment required your
attention; these were satisfactorily addressed in your subsequent emails. Consequently, your proposal

was approved by chairs action on 10" March 2014 and this outcome will be reported to the commitiee at
its next meeting and recorded in the minutes.

| trust that you will enjoy undertaking this work and | wish you every success with this proposed research.

Yours sincerely

[Redacted]

HIGEL ROGERS
Chair Faculty Research Ethics Commities
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Appendix 5 - Consent form

CONSENT TO PARTICIPATE A RESEARCH STUDY

Title of Project: Diagnostic radiography students’ perceptions of interprofessional

collaboration.

Name of Researcher: Sherril Spencer

Please read the statements below and initial each box provided to indicate that you have read

and understood the information.

| can confirm that | have read and understand the study’s invitation email and information provided.

| have been informed of the purpose, risks and benefits of the study.

| understand that my participation is voluntary and that | am free to withdraw at any time, without
giving any reason and without my relationship with the university or my assignment grades being
affected.

| fully understand that my involvement will entail that all my questions have been answered to my
satisfaction.

| understand that all interviews will be recorded for the purposes of transcription and analysis. | also
understand that | will be shown a transcription of my interview with the option to amend or delete any

comments before this is included in the study.

| understand that | will not be identified on the transcriptions and that these transcriptions along with

the researcher’s notes will be securely stored.

I understand that all discussions will remain confidential.
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| agree that the research data gathered will be published provided that | cannot be identified as a

participant.

Contact details have been provided should | wish to contact the researcher during or after the

completion of the study.

| agree to take part in the above study.

Participants Signature Date

Researcher’s Signature
Date
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Appendix 6 - Diary reflection

An example of my reflections on an interview with P3:

‘The interview went well, and the conversation flowed. The participant was
eager to respond and at times | felt that they were trying too hard to demonstrate
knowledge rather than opinion. | wondered if | inadvertently placed too much emphasis
on the knowledge aspects. | made a conscious effort to improve my signposting to the
aspects of opinion and reiterated that the interviews were not a test of their knowledge
but a conversation of their perception on collaboration. The participant relaxed after

that and was more willing to proffer their perceptions.’
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Appendix 7 - Table of coding

Significant Statement Formulated Meaning Themes Cluster

(Closure strategy)

| should not have continued until | have checked Demonstrates acceptance of Responsibility, Interpersonal
certain details responsibility for tasks and how it fits | psychological relationship
into teamwork ownership
Maybe he should have confronted surgeon ..and Suggests explaining their viewpoint Communication Interpersonal
said I’ look | am stuck with guidance as you are communication as a means of dealing relationship
with the situation Knowledge sharing
Skills mix

Personal capability

usurpation
I don’t want to be treated like that, | don’t want to Sees environment as a barrier. Power — barrier and Environment
work in that environment’ Exerting upward power exerts upward power
Self-awareness usurpation
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Radiation protection is the radiographer’s job

Accepts responsibility

Responsibility

Psychological

ownership

No! .. Its your job, your equipment so it’s not the Suggests radiographers are Accountability Skills mix
surgeon pressing the pedal it’s you. accountable for radiation

administration. Decision making

Protective of exclusive authority usurpation
Should have got up there spoken to surgeon Suggests they would communicate to | Communication Interpersonal

make their viewpoint understood.
Demonstrates confidence and self-

efficacy

Leadership skills

usurpation

relationships/ skills mix

Personal capabilities
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‘... there seems to be a massive hierarchy...’ Hierarchy in organisation Hierarchy organisation
Lots of surgeons have this authoritative complex, Suggests surgeons have the attitude Organisation
that they are leaders of the team —
act with authority. Leadership Personal capability
Ego? Domination
Demarcationary
strategy
they are in charge in a way. You do as the surgeon | Accepts surgeon is in charge. Compliance Personal capabilities

says - apathetic

Lacks confidence self-efficacy to

challenge

Doctor focussed

Demarctionary

Culture

Hierarchy

normalisation
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You are your own boss in there ..

but also part of a team — no one takes charge. | am

kind of contradicting myself ? perplexed

Suggest rad has exclusive authority

Describes ideal collaboration in IP
team but does not understand

concept?

Exclusive authority

Power distribution

Self-perception

/inteprofessional

You need a leader to direct...

Team needs a leader to co-ordinate.

Decision makin

Skills mix

... but he is acting more like a dictator.

Top down hierarchy, doctor focussed,

poor communication skills

Power

organisation

Decision making culture
powers
interpersonal
Demarcationary relationships
He is not getting what he wants by asking ... but by | Suggests he abuse of power though | power Personal capabilities

insulting

poor communication method

communication

Skills mix
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Demarctionary culture

| mean | have been in theatres where they do this | Acknowledges Vignette mirrors real Knowing the team Skills mix

situation... | don’t even know what the patient is in | life. Does not feel part of the team

for ... no one talks to me... don’t know who | am! Culture/environment
exclusion

l'ideally .... A meeting.. and talk about what they Suggests team meeting briefing prior | Communication Interpersonal

want... and it gains that ... team sort of feel. You to procedure would reduce barrier relationships,

feel more part of it. and promotes collaboration Knowledge sharing

Personal capability
inclusionary

Well these guys have an attitude Suggests attitude towards Respect Interpersonal

radiographers — lacks respect relationships

Skills mix
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Obviously they under pressure.. they have time

directives

Demonstrates understanding of
‘others’ role and the stress they are

under

Knowing the team

Understanding the
pressures of the

organisation

Skills mix

environment

..supervising radiographers’ comment is pretty
bad.. its always like that, you need to get used to
it...

Describes being pressured to
compliance despite not agreeing with

the request

Compliance

demonstrates self -

awareness and self-

Personal capability

radiography culture

Culture of compliance

She is your leader ... to help and guide you... not regulation
pressure you to do as they say!

Sees supervising radiographers as

their leaders
In practice do supervising rads stand up for Suggests that there is a mix of Culture of
radiographers?— some do and some just shrug responses by supervising radiography/organisation
their shoulders sighs, yeah you know. radiographers. Suggesting some Compliance,

apathy and lack of self-efficacy

Normalisation
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Self -efficacy

And but also because you not working with the
same team day in and day out and tend to be
moving around between the teams I think is its’

much more difficult to build that rapport

Transient member of the team

Knowing the team

Skills mix

Interpersonal

relationships

A lot would depend on your rapport with the team
and if you know that the team does generally a
good thorough job then you are more likely accept
that the information that you have been given is

correct

Suggest that if they now the team
members then they would be more

likely to trust them

trust

Interpersonal

relationships
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Significant statements

Formulated Meaning

Themes

Clusters

To sum it up she should have
referred to a radiologist

Should work within knowledge
and defer demonstrating

resilience and scope of practice

Refusing to comply

Knowledge and skills.

Self -regulation

Decision making powers

Self-efficacy

Skills mix

Interpersonal relationships

Resists normalisation

If she felt it wasn't right, then no

she shouldn’t do the examination

Understands code of conduct

And responsibility

Self-awareness

Self-regulation

Self-efficacy

integrity

Personal capabilities

Maybe they assumed doctor
knows best and for a few

seconds that goes out of your

Seems to forget that she can

decide as

Decision making powers

Self-regulation

Skills mix

Personal capabilities
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mind- your actual role as a

radiographer.

Assumes doctor is right

Doctor focussed

Normalisation

Automatic initial reaction is to Culture
comply and do what they told
It’s kind of manipulation Suggests influence of power over | Ability to influence Leadership
radiographer
Hidden curriculum Culture

Demarcationary

| mean you go by clinical

indications

Knowledge and skills guide

decisions

Decision making

Self awareness

inclusionary

Working in the IP team

Personal capability

| have had some pushy doctors

in my time

Suggests they try to use their

power of influence

Power, hierarchy self-regulation

Hidden curriculum

Interpersonal capabilities

Skills mix
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communication

usurpation

Culture

organisation

Knowledge — the more you know
the better you are at being pushy
back

Knowledge and skills gives
confidence and self-efficacy to

exert influence

Usurpation & inclusionary

Collaboration

| know one radiographer who has
been doing Ct for last 20 years -
she knew when to say yes/no
and the doctors knew to walk

away when she said no

Suggests that if you have
knowledge and self-efficacy then
you will be respected and
listened to. Also trust your

decisions

Respect

Trust

Ability to influence

Inclusionary & usurpation

Personal capabilities

Interpersonal relationships

Skills mix
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Difference in respect for band 5
to superintendent rads? No
because there are some band

5... and they are really good. ‘its

just that knowledge thing isn’t it?

Suggests respect is through Respect, knowledge and skills

knowledge and skills rate than

experience

Personal capabilites

Everyone has to do their part to

come together as a team’

Understanding of teamwork and collaboration

Collaboration

Knowing the team

Skills mix

.... To be extra cautious | will just
make a fool out of myself to do the

right thing

Suggests that by doing the right thing in the face of
adversity they would be looked upon by others as
a fool. But also suggests that they are prepared to
accept that criticism in order to do what is

expected of them

Confidence

Resilience

usurpation

Personal capabilities
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he is indirectly stating that ‘you
shouldn’t be questioning me | know
it all’

Reasoning why they would feel a fool is because
surgeon’s attitude that they should be obeyed at all

times - persuasion

Culture

hidden curriculm

Doctor focussed

Interpersonal, IP teamwork

culture of radiography and

organisation

..work as a team and to

communicate to everyone else

Realisation that radiographers need to
communicate with rest of the team in order to

facilitate collaboration.

Communication

accountability

Interpersonal relationships

Skills mix

...Intimidated by the surgeon

Feels inferior and subordinate lacking in

confidence

demarcationary

subordination

Felt.. that the surgeon was looking

down on him. .. it’s a hierarchy

Perception that surgeon thinks they are superior

and lacks respect

Accepts that there is a hierarchy

Status/respect

Hierarchy

demarcationary

Culture
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Who would be accountable? .. ‘|
am not sure..thoughts in action.. it

will boil down to the radiographer

Radiographers accountable for actions related to
their responsibility but uncertainty who would be

accountable for issues relating to IRMER

Accountability

Confidence

Self-efficacy

Personal capabilities

Skills mix

.. think I would scrap the hierarchy
bit.. ..everyone has to work

together.. everyone has a job to do

Suggests all members of the team should be
considered equal and everyone contributes their

specific skill set. Ownership of own responsibilities

Collaboration,

power sharing

Hierarchy

Culture

Respect

Psychological

ownership

Organisation

Culture

IP teamworking

Interpersonal capabilites

Interpersonal relationships

‘. Look I need to do this ...explain

myself’

Confident in knowledge of what is need and what
role of radiographer is and is prepared to insistent
in order to do the right thing, able to make decision

Confidence

Self-efficacy

Personal capabilities

Interpersonal relationships
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Communication

Decision making

Knowledge sharing

collaboration

Usurpation &

inclusionary

Skills mix

Explain myself

Will use communication as a means of mediating

Communication,

demand respect

Superintendent should know better
or ‘ is always like that so you just

need to get used to it

In regards to the superintendent - persuasion

Hidden curriculum

Compliance

Self -regulation

Culture of compliance

radiography culture
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‘.. they probably got used to it.. and
thought you know what | tried to go
down this line and it didn’t work,

just go with the flow..

An explanation of why they think the
superintendent just accepted the rude behaviour,

apathy and acceptance

Compliance and

conformity

Hidden curriculum

Radiography culture

Culture of compliance

‘.. but its never ok’

does not accept the compliant attitude of the

superintendent

Usurpation

Resilience

Self-efficacy

Self-regulation

Hidden curriculum

Personal capabilities
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