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Abstract

This thesis is an examination of the practice of physiotherapy, an exploration of the
context within which the profession of physiotherapy developed and an identification
of the theoretical frameworks within which it is practised. The experiences of
physiotherapists and nurses working in particular settings ét a specific point in the
development of the profession provided a starting point for the study. Physiotherapy, a
profession openly dependent for a significant part of its history on medicine for its
practice and knowledge base, is contextualised with reference to the development of a
medical hegemony, the changing role of women in society, and the development of

specialisms within physiotherapy.

A methodological framework was developed through the use of a naturalistic design
which places the researcher within the study and legitimises personal perspectives.
Knowledge of the field prior to the study, fieldwork observations, and findings from
two sets of interviews generated the data which provided the framework for an

exploration of the theoretical base for the practice of physiotherapy.

The thesis concludes by examining the components of context and theory which are
fundamental to the practice of theory, and places them within a new framework. This
new framework or paradigm is based on a re-evaluation of the concept of holism and
goes back to the origins of this model which developed amidst the chaos of post-Boer
was South Africa. The meaning of holism has been changed to make it nearer the
concept of summative dualism which fits well with key concepts of balance, harmony
and homeostasis. True holism is about movement and change and this is proposed as

an appropriate model on which to base a paradigm for physiotherapy.

vii



1. INTRODUCTION

Physiotherapy is a profession which has developed under the influence of a range of
factors and which continues to respond to external énd internal drivers. Both the
context of practice and the content of physiotherapy are continually changing and the
debate about whether there is a recognisable set of skills that can be labelled
physiotheral;y, or whether physiotherapy is what physiotherapists do, is one which has
gone on ever since there were practitioners of the art and science of physiotherapy.
Parry (1995) averred that she could not identify a profession that had a "less certain
grip on its own identity". More recently the debate about what physiotherapy is has
moved from the examination of a set of skills or techniques to an attempt to identify a
body of knowledge unique to the practitioners of those techniques and separate from
other disciplines such as medicine. (Parry 1991; Richardson 1993; Roberts 1994).
The importance of identifying this body of knowledge has been stressed by many,
including Higgs and Titchen (1995).

The profession of physiotherapy has many roots and branches. Some of its roots, such
as massage and exercise, can be traced back to the baths and gymnasia of ancient
Greece and Rome, and China 3000 years BC (Barclay 1994); some of its branches are
taking physiotherapy into new areas such as the physiéal and psychological assessfnent
of exposure to different occupations (Frontline 1997). The history of the profession is
that of an eclectic movement, deriving its practices from a range of sources and with
no attachment to a particular set of philosophies or beliefs. It is essentially a pragmatic
profession - "dealing with matters with regard to their practical requirements or |

consequences.” (Concise Oxford Dictionary 1990).

This thesis is an exploration of the practice of physiotherapy, its attempts to establish a
theoretical base, and the effect of the contextual issues which frame it. It is an

exploration of a profession which moved away from independent, community based
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How the data from different sources were used to develop the theoretical framework

Data from pre-study/prior

ethnography/tacit
knowledge
Data from Stage Data from pilot
1 interviews of diary sheets
Data from Stage Data from
2 interviews observation
Analysis of Methodology
literature on literature review
models
v
Contextual
analysis

Theoretical framework




practice, chose to operate under the patronage of medical men within hospitals and is
now emerging as an independent, or quasi-independent profession, working in a

variety of settings in response to changing social and political demands.

There are three main strands to the thesis. One is an exploration of the social,
historical and political contextual issues which have influenced the way in which
physiotherapy has been practised over the last decade, the second an examination of
the clinical practice of physiotherapy in two specific settings, and the third the

identification of theories used by physiotherapists to explain their practice. (Figure 1)

Fieldwork carried out over several months in 1987 provided a picture of the clinical
practice of a group of physiotherapists at a particular time and in particular places.
From the extremely rich and varied data generated by the fieldwork, a framework for
the exploration of the theoretical and contextual issues that surround the practice of
physiotherapy was built. The data from that fieldwork is presented as the foundation
for the development of the theoretical framework of the thesis. The themes that
emerged from that period of the study informed the development of the theoretical
framework and are reflected throughout the analysis of a range of issues, theoretical

and contextual, pertinent to the practice of physiotherapy. (Figure 2).

The search for explanations and for patterns in the development and delivery of
physiotherapy practice led to the discovery of a range of theories available to and used
by physiotherapists. An exploration of the origins and implications of these theories,
and their underlying beliefs and assumptions, illuminated the search for paradigms of
physiotherapy, an urgent need for the profession identified by Richardson (1993),
Grant (1995) and others. The hegemony of medicine and ifs overwhelming influence
on the theoretical framework within which physiotherapy operates, alternative models
of health, and in particular the social and holistic models, form a substantial part of the

search for identifiable theory on which the practice of physiotherapy is based.
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The historical, social and political context in which physiotherapy, and indeed all
health care, is delivered is examined, with the key features being the emergence of an
organised female profession able to articulate its history, women's role in society and
in particular in the world of medicine, the organisation of health care delivery - the
development of hospital based medicine, the NHS reforms of the 1990s, and more
parochially the issue of the regulation of the physiotherapy profession through state

registration in 1960 and beyond.

The government reforms of the 1990s in particillar had a massive impact on the way
physiotherapy is delivered. The shift of resources and control to doctors in primary
care, the decision to provide more services, particularly for elderly people, in
community settings rather than in hospitals, and the split of health care provision into
purchaser and provider components, are manifestations of the revolution that has swept
across health during this decade. Physiotherapy has not been exempt from its effects,
and the changing context is examined in the light of its impact on the practice of

physiotherapy.

The story of the changing nature of physiotherapy education, and in particular the
impact of the move into institutions of higher education, is told as an example of the
influence of context on the development of a proféssion, control over the process and
content of education being an important part of professional identity. The evolution of
specialisms is explored to illustrate the influence of theory on the unfolding practice of

physiotherapists and the tensions created by an inadequate theoretical base.

The strength of this thesis lies in its multiple levels of exploration - both
methodologically and contextually. Methodologically the design emerged from within
the thesis and was generated concurrently with the analysis of the findings.

Qualitative research data gleaned from the fieldwork, from contemporary and

historical accounts of the development of profession and its relationship with other
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professions, notably medicine and nursing, and from analysis of models of health care,

created the context for an examination of physiotherapy practice. (Figure 2).
1.1 The Practice of Physiotherapy

The research process began with an examination of the clinical practice of
physiotherap.y within particular settings and it was from the data produced during the
fieldwork that the thesis developed. The impetus for it came from a desire to explore
issues arising from work done with elderly patients in two health authorities and this
provided the setting for an examination of the practice of physiothefapy. During the
time spent working as a clinical physiotherapist in these two hospitals the varying
nature of the relationships between physiotherapists and nurses and an apparent effect
of this relationship on patient care was noted. Specifically it was observed that
physiotherapists working on wards for the elderly relied heavily on nursing staff both

qualified and unqualified, for referrals.

Consultant medical staff at both hospitals gave 'blanket referral’, that is they considered
the physiotherapy staff to be clinically and managerially responsible for deciding who
needed physiotherapy treatment. While most physiotherapists welcomed this
recognition of their professional autonomy, it meant in practice that no screening was
done by the medical staff and therefore the workload of assessing every patient for
possible physiotherapy intervention was unmanageable. - In neither hospital was it
considered possible or even desirable to assess all patienté regularly to see if either
new admissions needed physiotherapy or if existing or long-stay patients had
deteriorated and would benefit from physiotherapy intervention. .It was therefore
essential to make use of the knowledge that other staff, and in particular nurses, had
about the patients to help prioritise treatment and make more effective use of the

physiotherapy input available.



A close working relationship with nursing colleagues was considered necessary by the
physiotherapists to facilitate their therapeutic input. However, marked differences
were noted in the way nursing staff reacted to physiotherapiéts. Many were openly
hostile and appeared to resent the involvement of both physiotherapists and
occupational therapists in patient care. Others welcomed additional professional
expertise and did not appear to feel threatened by other practitioners wanting to work
closely with ;hem. It was felt at this stage that nurses at the two different hospitals
held markedly different attitudes towards cooperating in a multi-disciplinary delivery
of care and that this was largely dependent on where they worked. Several reasons for

these different attitudes were considered at this stage.

There were different experiences of physiotherapy in each hospital; one had a long
history of a well established physiotherapy service, the other did not. There were
different working environments; in one hospital there was a small physiotherapy
department attached to the geriatric wards which meant that patients received some of
their physiotherapy off the ward and out of the nurses' charge, in the other hospital
there was no physiotherapy department and all treatment was done on the ward.
There were different management strategies; physiotherapy management in one
hospital was dynamic and the superintendent physiotherapist was determined to give |
the service a high profile and make it as effective as possible. In the other the service
was part-time and managed from the acute hospital two miles away by a
superintendent physiotherapist who rarely visited the site. Nurse managers in one
hospital appeared willing to work with physiotherapists to benefit the service to the
patients; in the other it appeared that nurse managers were determined to prove they
could manage without any paramedical input and that any friction was due to
personality clashes with individual therapists. These issues and their effect on the

delivery of care to elderly people was the starting point for the fieldwork.

The specific professional interest of the researcher as a physiotherapist was the care of
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elderly people. There were two particular clinical areas of interest - continence
promotion and the management of pressure sores. Incontinence and pressure sores
were major problems for elderly patients and all those concerned in their care. These
two clinical areas became a focus for questions relating to issues of physiotherapist-

nurse interaction.

Although at this stage the emphasis of the study Was intended to be on nurses'
perceptions of physiotherapy it was thought that a preliminary stage would be to
discover what physiotherapists themselves thought physiotherapy had to offer elderly
patients. The thinking behind this was that it would be useful to document how
physiotherapists described their practice as a precursor to documenting how others | |
described it. It was this decision to move from an exploration of what nurses thought
physiotherapists did to an examination of what physiotherapists thought they did that

laid the foundation of the thesis.

The emphasis of the study at this stage was very much on care and how the
professional relationships between professionals Working with the elderly affected the
care received by patients. Various quality assurance measures, developed particularly
for nursing, were examined to see if inter-disciplinary cooperation was a factor taken
into account. While various professional groups were each evaluating the service they
delivered, it did not appear that anyone was taking an overall view of the total care
received by patients. Early objectives therefore included such phrases as "to describe
aspects of quality of care offered to elderly patients..." and "to investigate
relationships between inter-disciplinary management of elderly patients and quality of

care delivered.”

However, as the study developed it became apparent that this was too large and
complex an area to be investigated satisfactorily within the research project as it stood.

The original aims were therefore modified to concentrate specifically on physiotherapy



practice and the understanding of it held by physiotherapists and nurses. In order to
make meaning of physiotherapy as a practical application of skills an understanding
had to be gained of the mind set of the practitioners themselves.

"Human behaviour cannot be understood without
reference to the meanings and purposes attached by human
actors to their activities." (Guba and Lincoln 1994 p106).

Results from‘ the analysis of the fieldwork data showed that relationships between
nurses and physiotherapists were poor in both settings. The usual explanation given
was that there were 'difficult' personalities and that this was the basis of disagreements.
However, it appeared to be more deep rooted than that and analysis of the data showed
that physiotherapists and nurses were using different conceptual models to determine
their practice. Differences in these models within the same setting was leading to
conflict in practice with a lack of understanding of the origins of the conflict. The
conceptual models used were not profession specific but appeared to be determined by
contextual issues. The next stage was therefore to examine the origins of these
models, particularly those relating directly to physiotherapy, and their effect on
practice and on relationships with others. From the specifics therefore of the practice
of physiotherapy in a particular setting, the research expanded to encompass the
meanings given to the profession by its practitioners, their conceptual frameworks and

the theoretical basis of physiotherapy.

1.2 Practitioner Research

In looking for a methodological approach to examine the issues described above the
importance of using the involvement of the researcher as a strength rather than
something to be explained away became apparent. Punch (1994) argues that personal
and anecdotal accounts, often not recorded, add up to a "stream of thought" that attacks
traditional methodology and relies on total immersion in the field. Listening to the

stories told by individuals about their knowledge and understanding of what they do



challenges claims that research, like science, is intrinsically neutral. An approach was
adopted therefore that recognised the importance of the stories pedple told, and

allowed the design to emerge during the process of the research.

One of the strengths of qualitative data is that it provides contextual information and
overcomes the problems of the context stripping of the positivist approach. Research
methods whi;:h are designed to exclude variables which, if included, might alter the
findings are limited in their usefulness as the findings from them are only applicable to
similarly contextually stripped situations. (Guba aﬁd Lincoln 1994). The advantages

of close links therefore were felt to outweigh any potential and actual disadvantages.

Access was readily granted to the researcher and it seemed that an insider studying
aspects of health care was not as threatening as an outsider. This clear identity as a
physiotherapist also facilitated access to the previously employing health authority. It
was seen as good for a physiotherapist to be studying aspects of care of elderly people
at a time when the profession was realising the importance of improving its research
base. Many of the professionals with whom negotiations were undertaken identified
closely with the questions being asked in the study and all appeared to be of the

opinion that these were important issues that should be made explicit.

Practitioner researchers bring to a study a whole wealth of background knowledge and
experience that can only be acquired by working as that particular professional in

that specific area. A long period of what is essentially participant bbsewation and
total immersion in the culture in which the investigation is to be grounded means that
professional terminology is known and common working practices and routines
understood. (Vidich and Lyman 1994). The practitioner is therefore in a good
position to record what is different and what is usual in their own field of expertise.
This can be a clear advantage over the stranger to whom everything may appear

unusual. It enables focus on unusual practices, or events which in their experience are
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not the norm. Having good knowledge and experience in the field enables the intuition
of a practitioner to identify and prioritise issues and to select areas to be investigated.
These are more likely to be considered important or relevant by other practitioners and

to be of direct relevance to clinical practice.

As the study was so deeply rooted in practice it was seen as unnecessary and indeed
impossible for the researcher to adopt a new role for the period of the investigation.
As long as it was acknowledged that this was a piece of research into clinical

physiotherapy by a physiotherapist then the po'tential disadvantages of observer bias

could be used to enhance the investigation.

Practitioner research, particularly involving participant observétion, has its own
inherent problems, ethical and practical, and is not a soft option. These were
addressed throughout the study, particularly the fieldwork stage, and resolved with
careful thought and consultation with participants. That they affected the fieldwork
and its findings is undeniable. However, the value of an emergent design is that the
lessons learnt from the process itself feed into thé design and are part of the total
picture instead of being something that distorts or warps the original methodology.
Denzin and Lincoln (1994) describe the process of designing a qualitative reseafch
project as beginning with a socially situated researcher who moves from a research
question to a paradigm or perspective and then into the empirical world. This is the

model that best describes the approach adopted in this thesis.

1.3 The building blocks of the thesis

Analysis of the data collected during the fieldwork identified a profession which was
unsure of, or unable to explain, its theoretical base. Physiotherapists described their
practice in terms of the application of praciical skills or techniques rather than as the

application of knowledge or theory. Nursing staff on the other hand appeared to have

11



a clearer idea of what they termed 'models’ of practice. Published literature on these
nursing models was available and did not appear to be matched by anything in the
physiotherapy literature. However, an examination of the roots of these nursing
models identified underlying conceptual frameworks which illuminated health care in
general and allowed physiotherapy paradigms to be explored. A significant part of the
thesis therefore is the identification and examination of a range of models which
impact on or "explain the practice of physiotherapy. In particular, the tension between
models which explain physiotherapy in mechanistic terms, viewing the human body as
a machine subject to purely physical laws, and those which see'k to explain human

existence in metaphysical terms, is identified and examined.

Contextual issues which were identified as being important and relevant to the
development of physiotherapy as a profession were examined and included in the
thesis to provide a clear framework within which the practice of physiotherapy is
placed. These include the role of women in society at a key point in the development
of the hegemony of medicine, the origins of organised healthcare and its regulation.
These strands of the thesis are clearly large enough to warrant theses in their own
rights and are included here only in so far as they illuminate the practice of

physiotherapy, not as independent studies.

The study progresses from the specifics of physiotherapy practice as identified in the
fieldwork, through the examination of societal and political influences on the
development of the profession, into an exploration of the theory uhderpinnin g that
practice. This showed a rapidly developing research base and a growing awareness of
the importance of establishing sound theory to underpin physiotherapy practice. (Parry

1991, Richardson 1993, Roberts 1994, Parry 1995).

However, tensions within the profession became evident with the emphasis on

establishing credibility with others, notable medical practitioners, by defining

12



physiotherapy in their terms. Difficulties with this approach led to a search for
explanations that were more firmly founded in the practice of physiotherapy. The
drive to establish a credible body of knowledge has come from several sources -
political with the call for evidence based practice and cost effectiveness, financial with
competition between practitioners including the advent of state registration for
osteopaths and chiropractors, and academic with the. move of physiotherapy
undergraduate education into institutions of higher education. The thesis therefore
addresses these issues in so far as they have influenced the development of

physiotherapy theory and affected the practice of physiotherapy. |

The thesis deals with issues that are complex and interrelated. They are of necessity
dealt with discretely but drawn together in the conclusion which identifies the
components of a new paradigm for physiotherapy. These components are those which
the work undertaken has identified as being the key drivers for physiotherapy practice
in the 21st century. They are focused around two key themes - new relationships
between physiotherapists, patients and other health care professionals, and the
acknowledgment and articulation of a range of theoretical models which currently
underpin practice. Key to a new paradigm is holism, the exploration of which leads to
the conclusion that this model for change could form a firm basis for the future of

physiothefapy.

At a time when the health care professions face new challenges, new ways of thinking
about practice are required. This challenge to rethink what physiotherapists do and
why, and their relationship with other health professionals may well lead to a re-
structuring of professional boundaries. (Roberts and Smith 2000; Roberts, Smith and
Balmer 2000; Smith, Roberts and Balmer 2000). This tﬁesis offers a framework for
exploring the origins of the profession of physiotherapy, the theoretical and contextual
framework for its practice, and draws on these frameworks to identify the elements of

a new paradigm for physiotherapy.
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1.4 Objectives

1. To investigate physiotherapy practice and the understanding of it held by

physiotherapists and nurses in particular settings.
2. To investigate the theoretical models available to and used by physiotherapists.

3. Toinvestigate the contextual issues which have influenced the development and

practice of physiotherapy.
4. To develop a methodology appropriate to the emerging study.

5. To identify the components of a new paradigm for physiotherapy.

14



2. BACKGROUND

An investigation of issues of contemporary physibotherapy practice necessarily involves
a study of the accounts of the history of the deveiopment of physiotherapy. This
section describes that development, within the United Kingdom, and varying accounts
of the origin of the profession. Physiotherapy’s relationship with medicine is also
examined in the light of the events leading up to the formation of the Chartered
Society of Physiotherapy. The story of the push for specialisation within the
profession and the development of clinical interest groups is then recounted to gain
insight into some of the issues which have shaped the professiénal practice of

physiotherapy.

2.1 The Organisation of Physiotherapy

The Chartered Society of Physiotherapy (CSP) is the professional association of
Chartered Physiotherapists in ﬁﬁtain. The term professional association is used to
describe the formal organisation of the practitioners of a profession (Carr-Saunders
and Wilson 1933 cited Sim 1985). According to these authors the functions of a
professional society are various and include controlling standards of entry to the
profession through an examining and licensing system. Its existence therefore fulfilled
one of what Sim (1985) claims to be the true criten'é of a profession, that of selective
entry. However the passing of . the Professions Supplementary to Medicine Act (1960)
significantly affected the control the CSP could exert. |

The debate on state registration had started in the 1920s when Barclay (1994) notes
that the threat to private practitioners from untrained rivals led to calls for legislation
similar to that controlling dentistry. The debate was to continue until the passing of
the PSM Act in 1960 but as this only controlled those physiotherapists working in the
National Health Service the needs of private practitioners was not addressed until the

review of the PSM Act undertaken on behalf of the government by JM Consulting Ltd
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in 1996 addressed the issue of protection of common title.

Up to the formation of the Council for Professions Supplemeﬁfary to Medicine
(CPSM) in 1960 the CSP controlled its own educational process; the setting up of the
CPSM threatened this (Jones 1991). While retaining ultimate control the CPSM
delegated its examining and licensing powers to a Joint Validating Panel made up of
CSP and éPSM members. Jones (1991) however argues that through the CPSM, the
setting up of which was welcomed by physiotherapists and other professionals
involved, ultimate control of the physiotherapy curriculum by physiotherapists was
lost. The Physiotherapy Board of the CPSM has nine physiotherapy members and
eight non-physiotherapy members, but all decisions have to be ratified by the Council,
where there is no physiotherapy majority, then by Privy Council.

In evidence to the Cope report (DHSS 1951) the Chartered Society of Physiotherapy
had called for a 'Council for Physical Therapy' similar in concept to the General
Nursing Council (Larkin 1983, Barclay 1994). This call was rejected and it is noted by
Barclay (1994) that Captain Nathan, a private practitioner member, reproached
Council for its ineffectual dealings with the Ministry of Health. He claimed that
Ministry officials: '

"regarded the CSP not as an important body with
whom they were glad to confer, but as an irritating body
who were always insinuating their imagined status in
support of their arguments, and because of this ....were
taking little heed of their submissions.”

(Barclay 1994 p164)

The Cope proposals were opposed by all those affected by it and their reactionary
nature had the effect of uniting a disparate group of medical auxiliaries. They were
eventually modified into what was to become the PSM Act (1960) which was a

compromise. It gave physiotherapy the status of a profession supplementary to
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medicine, more than the British Medical Association wanted, but less than

physiotherapists had hoped for.

Growing dissatisfaction with the workings of the 1960 Act was targeted on two areas.
One was the ineffectiveness of the legislation in dealing with unqualified practitioners
in the private sector, anxieties exacerbated by the refusal of the government to prohibit
the use of {Jnregistered physiotherapists by fundholding General Practitioners. In
1981 a DHSS (1981) consultative document had been published which seemed to offer
the opportunity to gain protection for the title physiotherapist. However the profession
could not agree on whether it should go for closure of title or closure of function.
(Barclay 1994). The other main complaint was that the disciplinary procedures of the
CPSM were not adequate or appropriate to deal with an increasingly litiginous

population.

The refusal of the government to consider new legislation was undermined by a Bill
proposing the setting up of the General Council and Register of Osteopaths in 1993, a
move which led to renewed calls for an urgent revision of the Act that governed the
practice of physiotherapy. As noted by Simon (1993) the CSP's attitude was generally
welcoming to a statutory register for osteopaths but it was, he claimed, saddened that
the Government was not prepared to give the same level of protéction of title to

physiotherapists.

"We will continue to press for revision of the 1960
Professions Supplementary to Medicine Act to bring
registration arrangements for PSMs into line with other
health care professions. The Osteopaths' Bill strengthens
our case." (Simon 1993 p6)

Faced with the prospect of nine separate professions calling for their own Act
Baroness Cumberledge recommended a review be carried out. In 1996 JM Consulting

Ltd published their report (JM Consulting Ltd 1996).
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The decision of a previously intransigent government firmly in favour of deregulation
to commission a review should not be seen only as a reaction to the growing demands
for revision by the professions concerned, inr particular physiotherapy and chiropody. It
was also an opportunity for the government's own agenda for the professions allied to
medicine to be effected. In return for protection of common title the professions were
losing their autonomous Boards and being put under the control of an overarching
Council which would have no single professional voice. Physiotherapy was being put
together with professions as diverse as art and drama therapy, radiography and bio-
medical science. The existence of separate Councils for medicine, dentistry, nursing
and osteopathy, professions with which physiotherapy at times had more in common
than those covered by the PSM Act, was an anomaly that was of little concern to
anyone outside the professions involved. A typicél comment voiced at a meeting to
discuss the issues around the review, and made by a key medical stakeholder, was that
the nine professions had common roots as they all practised primarily in hospitals and

under the control of doctors.
2.2 The Origins of the Professional Body

In 1948 the CSP published its official history (Wicksteed 1948). This commissioned
work set out to trace the origins of organised physiotherapy in this country. According
to this account the roots of modern physiotherapy are to be found in nursing.
Wicksteed starts her account of the history of the present Chartered Society of
Physiotherapy in the summer of 1894 when nine nursing and midwifery colleagues
joined together to form the first Society of Massage. The CSP acknowledges these
nine nurses as its founders and chronicles the Soéiety of Trained Masseuses as the

forerunner of the present Society (CSP 1980).

This view is accepted by nurses who have investigated the relationship between

nursing and physiotherapy. As Pearson and Vaughan (1986) explain:
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"An understanding of the origins of many of the
complementary paramedical groups such as physiotherapists
... clearly demonstrates that their roots lie in nursing."”
(Pearson and Vaughan 1986 p21).

Wicksteed traced the development of the CSP through to 1948 and the arrival of the
National Health Service. Milestones along this path include amalgamations with other
societies such as the Institute of Massage and Medical Gymnastics (1920), and The
Incorporation of Physiotherapists (1945). In May 1980 the CSP published details of
the stages the Society had gone through after 1948. These include amalgamations with
The Faculty of Physiotherapists in 1968 and The Physiothérapists Association Ltd in
1970. Since this account was published there has been another amalgamation - with
the Society of Remedial Gymnastics in 1986. This latest merger brought back into the
fold of the CSP a splinter group of male gymnasts who set up the Society of Remedial

Gymnasts after the second world war (Mercer 1979).

Little has been written about the origins of many of these groups, Barclay's history of
the Chartered Society of Physiotherapy 1894-1994 (1994) being the seminal work in
this area. Howeveritis clear, from their titles and from Barclay's descriptions, that
they were not as firmly embedded in the hospital nursing tradition as the nine women
who formed the Society of Massage in 1894. It may be that the choice of the official
archivists of the drganisaﬁon to follow the strand connecting the Chartered Society of
Physiotherapy to these nine women rather than alternative options was made to

reinforce the respectability of the origins of physiotherapy.

The existence of various organised groups of physiotherapists, and the work being
done in Sweden by such people as Madame Bergman Osterberg, Gerda Nyholm and
Miss Adolphson, whose contribution to the development of the profession is
acknowledged by Wicksteed, demonstrates that the history of organised physiotherapy

practice is not synonymous with the history of the Chartered Society of Physiotherapy.
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Equally in claiming through its Royal Charter to be the legitimate practitioners of
massage the Chartered Society is assuming a role that may not go unchallenged. As
Larkin (1983) states: |

"Physical medicine itself, particuiarly in the form of massage and
manipulation has very ancient origins." (Larkin 1983 p92)

Pratt and Mason (1981) also emphasise the point that massage is one of the most
ancient therapies known to mankind. Indeed, towards the end of 1992 a British
Council of Massage has been set up to bring together all those practising massage in
order to regularise its practice. Chartered Physiotherapists may claim to be the
rightful practitioners of this therapy but massage exists outside the auspices of the
CSP. However, the sequence of successful mergers that have occurred during the
CSPs existence have left it in the position of being the representative organisation for
all practitioners of physiotherapy in the UK apart from a small number, estimated in a
1994 CSP exercise as 300, of unregistered physiotherapists, most of whom are trained

by and members of the SMAE Institute (Simon 1994 personal communication).

What is clear is that once masseuses and teachers of remedial exercises formed
themselves into discrete organisations it was possible for a history of the profession to
be chronicled. Once chronicled this account became the accepted version and thus the
history of physiotherapy in this country has been taken to mean the history of the
Chartered Society of Physiotherapy. The appropriateness of this history has been
challenged by Williams (1986): |

"Our founders did not begin physiotherapy, indeed far
from it. Massage is a very ancient form of treatment."
(Williams 1986 p69)

Nursing historians, amongst others, have challenged the authorised versions of their
origins. Davies (1980), Versluyen (1980), Ehrenreich and English (1973) have all

offered evidence to counter the traditional picture of the modern nurse created by
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Florence Nightingale's reforming zeal out of Dicken's Sarah Gamp. They have chosen
to examine the role women played as lay healers throughout history which has been
largely ignored by those who chronicled nursing history. -This approach has
implications for physiotherapy which needs to look further back than 1894 for its

origins. As Versluyen (1980) states:

"To date the history of health care has been
fairly narrowly conceived as the history of organised
medicine." (Versluyen 1980 p177) |

The accepted account of physiotherapy as having originated from within nursing has
led to claims by nurses that physiotherapy skills were once nursing skills which nurses
somehow lost. Pearson and Vaughan (1986) see this as a natural result of the
reductionist approach which they claim so strongly influenced medicine and nursing
and led to the formation of new occupational groups which took over some of the
functions previously carried out by nurses. They particularly cite the loss of the skill
of 'encouraging mobility' to physiotherapists as evidence of the inappropriateness of a
reductionist approach to health care. However as noted by Davies (1980) histories of
professions are often written from within that profession and with a special

professional purpose.

Whatever the motives or purposes of the chroniclers of physiotherapy history, or
however inappropriate it may in the future be considered, physiotherapy is currently
seen by many nurses and physiotherapists as a branch of nursin g which split away in

1894, rather than as a separate profession.

2.3 Physiotherapy and its Relationship to Medicine
In 1894, when the first Society of Massage was formed, massage had been enjoying a
revival of its popularity in the high society of that time. Sir William Bennett (quoted

in Wicksteed 1948) noted that:
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"it became at one time almost a matter of honour for any
lady of position in society to have a course in massage, and
to be visited by her masseur or masseuse, generally once in
the day before she commenced her other occupations.”
(Wicksteed 1948 p22).

This growth in the popularity of massage was accompanied by a number of scandals
concerning 'houses of ill-fame' and a linking in the public fnind of massage with these
less than reputable establishments. A series of 'Massage Scandals' filled the popular
press in 1894 but what was very alarming to those ladies who were anxious to
establish massage as a respectable form of treatment was the i)ublication in July

1894 of an article in the British Medical Journal (1894). Cited in Wicksteed this
article states that its author found it necessary to warn readers against the use of
massage on account of the number of unscrupulous person practising it. Wicksteed
claims that the women who formed the 'Society of Massage' in 1894 were motivated
by a concern that massage should become respectable and that it was the threat to the
'good name' of massage that led to the formation of The Society of Trained Masseuses

in 1895. As Barclay (1994) notes:

"..the founder's action was... a reactionary
protection of their reputation amid the ‘'massage scandals’ of
the 1890s..." (Barclay 1994 p xii)

Twenty five years later The Hospital carried a report of efforts being made by London
County Council to regulate massage establishments. The Select Committee of the
House of Commons had been informed by the Council that existing legislation was
inadequate and not nearly strong enough to suppress what was considered 'a grave

social evil." (The Hospital 1920). The report notes that:

"It is only just to the properly conducted massage
establishments that the less reputable places should be
ruthlessly weeded out.” (The Hospital 1920 p179).
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It is noted with some satisfaction in The Hospital (1920) that The Chartered Society of
Massage and Medical Gymnastics - formed in that year from the Incorporated Society
of Trained Masseuses with the Institute of Maésage and Remedial Gymnastics and
granted a Royal Charter - had been 'exceedingly fortunate’ in securing as Chairman of
Council Sir. E. Cooper Perry, consulting physician to Guy's Hospital and Principal
Officer to London University. From 1920 until 1972 the post of Chairman was held
by a succession of medical men and women and it was not until 1972 that the
Chartered Society of Physiotherapy, as it had become in 1943, was to elect a

physiotherapist as Chairman of Council - Miss Lois Dyer (Barclay 1994).

Opting for medical patronage appears to have been the means by which these women
believed they could obtain the respectability they deserved. From the very first
attempts to achieve legitimacy it was made clear that masseuses were to treat patients
only under instructions from a qualified doctor. This medical control was reinforced
throughout the development of the professional organisation of physiotherapy in this
country. The founders of the CSP wanted the medical profession to give them the
credibility and respectability they felt they needed and in return accepted a reduction in

their professional autonomy.

Barclay (1994) considers the mid-1970's to be the point that marked the demise of
medical control and the acquisition of full professional status for physiotherapy. It was
at this time that the bye-laws were changed, with the necessary agreement of the Privy
Council, to allow treatment by physiotherapists in emergencies without a medical
referral, but the norm was still that a medical referral was required. However, control
of the profession through the need for medical referral except in emergencies was to
continue until January 1987 when, under the new bye-laws introduced in that year,
Chartered Physiotherapists were permitted to take direct referrals, but with the

understanding that close cooperation would be maintained with the medical profession.

23



This decision to achieve respectability by opting for medical patronage had far-
reaching effects on the way physiotherapy practice developed. The issue was not just
one of physiotherapists not being allowed to treat patients unless referred by a doctor
or dentist, but one of how physiotherapists developed their understanding of their

role within medicine and society.

Writers such as Friedson, Ehrenreich, and Zola have studied the place of medicine in
society and the way organised medicine achieved domination of the healing
professions. Friedson (1970) notes the probléms doctors had in coming to terms with
other healers. They faced the dilemma of wanting and needing the services offered by
alternative healers, but fearing their expansion if not controlled by the medical
profession. Miles-Tapping (1985) identified three forms of medical dominance that
have been studied by many sociologists - subordination, limitation and exclusion.

Physiotherapy was controlled by being made subordinate to medicine.

Friedson argues that in the medical model of disease the functions of diagnosis and
treatment are paramount and put the doctor firmly in charge. Other tasks, carried out
by other workers, are seen to assist in these primary functions of medicine and the
people who carry out these subordinate tasks are therefore subordinate to the doctor.
The occupations defined as subordinate had a choice. Some, including physiotherapy
and dentistry, accépted medical dominance. Others such as osteopathy did not and
were marginalised as 'quacks'. In particular, they were denied access to patients within
the National Health Service and so their effective practice was reduced.

Miles-Tapping (1985) illustrates the reality of this choice by arguing that dentists were
an occupational group potentially in direct competition with doctors. By accepting the
medical model of disease based on the germ theory and limitin gbtheir treatment to a
specific part of the body, dentists avoided conflict with the medical profession and

benefited from the high status society awarded doctors.
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Osteopaths (in the United Kingdom) and chiropractors (in Canada) resisted medical
dominance. Because they refused to accept medical theories of disease osteopaths
were denied medical recognition. Although their praétice of manipulative procedures
connected them closely to physiotherapy, their refusal denied them the legitimacy of
orthodox medicine. It did however, allow them to develop alternative theories. Larkin
(1983) recqgnises the threat alternative medical theories pose to the medical
profession. In his study of occupational monopoly he argues that physiotherapists had

to distance themselves from any alternative medicine:

"The medical profession has sought out the
skills of the physiotherapist provided that they were
uncontaminated by osteopathic concepts of pathology.”
(Larkin 1983 p93).

Miles-Tapping discusses the similar case of chiropractors in Canada who refused to
accept medical control of their knowledge base. They have not been controlled by
medicine and have therefore been free to select their own definitions of what
constitutes knowledge and reality. It is, according to Miles—Tappiﬁg, this control of the
knowledge base that is the key to medicine's control of the paramedical professions.
By insisting that physiotherapy practice is judged by its 'scientific’ worth and that only

scientific facts are legitimate, doctors assert their dominance over physiotherapy:

"As long as the physiotherapy profession rests its
body of knowledge and practice on the medical model, it
will continue to be subjected to medical dominance."

(Miles-Tapping 1985 p293)

The similarity of the physiotherapy and nursing profession in their subordination to
medicine is noted by Friedson (1970). In discussing the ways in which healing
professions coped with the increase in medical dominance he argues that while some
such as dentistry managed to remain fairly independent of medicine, some became

fully integrated and were taken over by the doctor while others such as nursing
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accepted medical dominance. This allowed them to still carry out their essential

functions but firmly under medical control.

Jones (1991) claims that physiotherapy as a profession has moved significantly along
the continuum of professionalisation. He includes the existence of a discrete body of
knowledge and area of practice, and the existence of systematic theory as prerequisites
of professionalisation that have been met by physiotherapy. He argues that it is
through management structures that physiotherapy will attain and retain its
professional autonomy and perceives the move to non-physiotherapy management of
physiotherapy services to be the biggest threat to the autonomous and independent

practice of physiotherapy.

The Tunbridge report (DHSS 1972) certainly reinforced the dominance of the medical
profession in the management, supervision and clinical practice of physiotherapy.
This provided the structure through which medicine could continue its control.
However, the weakening of this structure envisaged in the McMillan report (DHSS
1973) and the acknowledgement that senior members of the physiotherapy profession
were able to organise their own departments did not remove this control. Jones claims
that the McMillan report demonstrated a "quantum leap” in official attitudes towards
the remedial professions. However, it is difficult to see this réport as a watershed
when it still placed the organisation of physiotherapy departments 'within the
framework set by a consultant’, and still promoted the idea of medically orientated

physiotherapy practice.
2.4 Education, Specialities and Specialisms

The historical account of the development of organised physiotherapy practice in this
country demonstrates quite clearly that those women hailed as the founders of the

profession accepted medical patronage in order to gain respectability at the turn of the
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century. They allied themselves with orthodo_x medicine and thus, knowingly or
not, gave up control of the knowledge base of their profession. The increasing
hegemony of medicine boosted the status of those professions thai chose to ally
themselves to it, but restricted their autonomous development. Laﬂcin identified the

discontent that this was causing by the early 1940's:

"Thus by the early 1940's the two extreme factions within the Chartered
Soceity were bitterly divided. One group argued that the link with the
medical profession had brought nothing but harm, whilst the leadership
group suggested the opposite.” Larkin (1983 p119).

Acceptance of the medical model meant subordination of physiotherapy to the key
medical functions of diagnosis and cure and prevented significant progress being made
towards the articulation of physiotherapy's unique knowledgé base. Larkin (1983)
notes the British Medical Journal's warning in 1948 against the lessening of medical
control which was clearly needed to prevent physiotherapists developing a

pathological and therapeutic system of their own like osteopathy (BMJ 1948).

Two key issues that need to be explored further to examine fhe practice of
physiotherapy are the growth in the hegemony of medicine in the 19th and 20th
centuries, and the role of women in the society of that period. The link bctweén the
development of the organised practice of physiotherapy and the medical profession has
been shown through the history of the Chartered Society of Physiotherapy. An
examination therefore of the growth in influence of medicine in society will illuminate
the relationship between the two professions. As a mainly female profession, which
actively excluded men from its ranks until the 1920's, an examination of the attitudes
of society towards women's role in the relationship beﬁveen medicine and society will
again illuminate some of the issues that have influenced the development of the

physiotherapy profession.

Larkin (1984) identified the political processes of role construction with his claim that
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the incorporation of physiotherapists into what he terms the modern medical division

of labour was through a system of patronage which reflected medical interests and

"that the character and boundaries of physiotherapists'
knowledge and training have been extensively affected by
what was permitted rather than by what was desired."”
(Larkin 1983 p124)

The argument that physiotherapy's domination by medicine continues in spite of
organisational and legislative changes and is because of its continuing reliance on
medical theory for its knowledge base is developed further at a later stage. An
examination of the theoretical models of health that are available to the profession
together with a discussion on the reasons why these alternative models have not been

taken up by the profession is a later part of this thesis.

Physiotherapy Education

Significant changes in the way physiotherapists were educated took place between
1974 and 1997. This period was characterised by move from diplomate profession to
all graduate profession and by the continuing debate over the relationship between

formal classroom based learning and learning through clinical practice.

In 1970 the policy of the Chartered Society of Physiotherapy was to encourege the |
development of a limited number of degree courses so as to have a small number of
graduates in the profession. There were strong arguments put forward against an all
graduate profession and there was uncertainty about the value of degree courses for all
in a profession where the "practical applications of skills is so important.” (Piercy

1979).

Piercy argued that the profession must revisit the arguments and base its decision,
hopefully for an all graduate profession, on giving improved care to patients. She
acknowledged the very real and widely held concerns that "the trend to transfer to

higher educational institutions will separate the clinical and educational components of
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the course." This fear of separateness was to become a recurring theme right through
to the development of the 1996 Curriculum Framework. However Piercy (1979) refers
to a CPSM working party on higher and further education and supports one of their

main arguments in favour of an all graduate profession:

"The purpose of physiotherapy education is to
produce skilled clinicians, who are capable of a critical
approach to their work in order to form decisions and
achieve the most effective results.” (Piercy 1979 p186)

In November 1979 the CSP Education Committee issued a policy statement in favour
of all degree courses. The emphasis was on the importance of developing a critical,
evaluative approach to practice and practitioners who would regard learning as a life-

long process:

"We see no service needs, other than those fulfilled
by helpers which do not require the critical, evaluative
approach to professional skills acquired during a degree
level professional course." (CSP 1979)

"The values and skills associated with critical
evaluation, analysis, development and innovation must
become a part of the preparation of the physiotherapist.
Degree courses in physiotherapy would provide these skills
and would provide ready access to instruction, expertise and
facilities for post-graduate studies." (CSP 1979)

In 1980 the first British graduates in physiotherapy completed the 4 year course at
Ulster Polytechnic's School of Health Sciences. (Barclay 1994). In 1981 the London
Hospital School of Physiotherapy took in its first students for the BSc physiotherapy
course and following these successes the CSP put the case for an all-graduate

profession to the Minister of State for Social Security in 1981.

Funding constraints were used by the government to restrict the setting up of any
further degree courses for physiotherapy in England and Wales. Edinburgh, Glasgow

and Ulster however were not included under this embargo and developments
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continued, with Queen’s College Glasgow and two schools in the Republic of Ireland
gaining approval for degree status in 1982 and 1983. The reason for the government
embargo is believed by some to have been due to the béliefs of Sir Keith Joseph (first
as Minister of State for Health, then Secretary of State for Education) who would not
agree to any further degree courses for professions covered by the CPSM Act. In his
view these professions were not academic subjects so should not be studied at degree
level. This prejudice was never publicly articulated or put into policy statements, but

was used to influence Privy Council (Larkin 1997 personal statement).

During the period of the moratorium an argument had been constructed around |
whether physiotherapy courses should be 3 years or 4 years in length. The need to
resolve this was one reason given for not funding English and Welsh degree courses.
The argument hinged on whether clinical education could count towards an academic
award, as claimed by Brook and Parry (1988) or whether 1000 hours had to be
additional to 3 years academic study as in the Ulster model. This was resolved by
1996 when the new Curriculum Framework adopted an integrated approach between
clinical components and theoretical basis and therefore between clinicians and

university lecturers (Brook 1996).

"The curriculum is based on the notion that the
learning achieved by students in university and clinical
settings is of equal educational significance and should be
wholly integrated.” (CSP 1996 p8)

However, the arguments within the profession over the désimbility of an all degree
profession had not been totally won. In 1986 List argued against move to Higher
Education claiming that "the time has not yet come". She urged educators to move
slowly and with great caution and expressed concern that it would leave the way open

for others such as masseurs to replace physiotherapists in clinical practice.
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In 1988 Atkinson (Atkinson 1988) pushed for physiotherapy to move into institutions
of Higher Education. She refuted arguments that the development of the academic
side of profession would be to detriment of clinical practice and claimed that clinical
competence and intellectual development are totally inter-dependent. She articulated
the need to educate rather than train physiotherapists and to develop an attitude of
enquiry with research becoming a habit, a plea repeated regularly in the following

years and still being made nine years later (Moore 1997).

Once Sir Keith Joseph resigned in 1989 the govemment embargo was lifted and "a
period of explosive development in physiothérapy education followed". (Walker and
Humphreys 1994). Teesside, Sheffield, Coventry and Newcastle went to degree status
very quickly as these schools had used the embargo period to develop courses ready
for validation. Between 1989 and 1992 twenty four physiotherapy degrees were
established in the United Kingdom and the profession became all-graduate by entry in
September 1992.

One of the main tensions amongst academics ahd clinicians throughout this period was
between the desire for academic recognition and the fear of losing practical skills.
These two components were not always seen as compatible. Higher education was
valued as the means to develop reflective practice, a research bése for profession and
as a way of attracting more candidates. However, there were those whose main
concern was that if physiotherapy became an academic profession it would lose its
desire to do practical work which would then have to be picked up by others. This was
the very argument that had persuaded Keith Joseph not to allow degree courses to be
funded. It was certainly acknowledged that the mere acquisition of a large body of

knowledge would be no assurance that patient care would benefit. (Richardson 1992).

Akey way of ensuring that the link between academic learning and clinical practice

was enhanced was the ongoing commitment to 1000 hours of supervised clinical
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practice. (McCoy 1991, CSP 1996). However one of the issues to arise out of the
consultative conference on the 1996 Curriculum Framework was the anomaly of a
framework that was focused on outcome rather than process yet still had a quantitative
requirement for its clinical component. That anomaly was recognised and assurance
given by the Director of Education (Alan Walker) that the review of clinical education

which was ongoing would address the outcome versus process issue.

Discussion

The changes in physiotherapy education were to a large extent dﬁven by external
factors. Once physiotherapy had entered the Highef Education arena it was subject to
forces which as a professionally controlled and highly centralised system it had
hitherto avoided. Moreover it was educating a workforce for a marketplace which was
itself undergoing massive structural and culturall changes. These two factors forced
physiotherapy education to rapidly make up the time it had lost during the Keith

Joseph moratorium.

"Over the past ten years the NHS has been subject
to constant and relentless change. Health care education, by
its very nature, cannot fail to to be influenced by the
changes occurring within the NHS, but is also affected by
changes in the wider field of education.” (Quinn 1994 p27)

Specialities and Specialisms

The aim of this section is to demonstrate the dominance of the reductionist model of
medicine in the practice of physiotherapy. An exploration of the structure of the pre-
registration clinical education of physiotherapists and the major changes in the
delivery of this from 1974 to 1996, and of the first two years }of post-registration

practice is used to illustrate this. Increasing specialisation after this initial period gives
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rise to tensions and conflicts not previously evident and these are explored through the
formation of the special interest groups. Their development since 1986 is outlined and

this is linked to internal and external pressures for specialisation.

Medical specialisation and physiotherapy

One of the manifestations of the domination of physiotherapy by medicine is in the
way in which the development of medical specialities has been closely followed by the
development of complementary physiotherapy specialities. The reductionist approach
integral to medicine is mirrored by physiothérapy through a pragmatic approach to
move with doctors into ever expanding areas of medical influence. Thus when
geriatrics became an acceptable medical speciality physiotherapists began to develop
skills specific to their work with elderly people and to promulgate the view that
geriatrics was a specialist area of work for physiotherapists. A special interest group
of physiotherapists working in this field (Association of Physiotherapists in Geriatric
Medicine) was formed and experience of working in geriatrics became a requirement

at both pre and post registration level.

A list of the areas of medical specialisation can be matched to a large extent by a list of
areas claimed by physiotherapists to be legitimate physiotherapy specialities. Special
interest groups exist in these areas and all are either mandatory or specified optional
areas of physiotherapy education and practice at pre and post registration level.
Orthopaedic medicine, paediatrics, psychiatry, ncurology, geriatrics, theumatology,
cardio-thoracic medicine, and respiratory medicine all fit this pattern. (Exceptions are
some organ related specialist areas such as ophthalmology and ear, nose and throat

medicine.)

It would appear that there are two ways in which an area of physiotherapy practice
becomes recognised as a specialism. One is through the rotation system set up for pre-

registration education and for the two years immediately following registration. The
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other is the special or clinical interest groups.

Pre-registration clinical practice

Physiotherapy registration requires 1000 hours of clinical practice - almost all of which
is organised within the National Health Service in, or under the auspices of, large
general hogpitals. The accepted model is for a physiotherapy student to spend periods
of time in college learning theoretical and practical physiotherapy skills interspersed
with time applying those skills, under supervision, in a clinicai setting. The 1984
Curriculum of Study (CSP 1984) describes the clinical education placements as
providing the integrating element in physiotherapy education. Similarly the 1991
Curriculum of Study (CSP 1991) states that clinical education provides the focus for
the integration of the knowledge and skills learnt at the college base. In 1984 the
curriculum stated that clinical experience through clinical placements must be gained
in seven areas - all of which are medical specialities: Cardio-vascular disorders,
General surgery, Geriatrics, Neurology, Orthopaedics and trauma, Respiratory |
disorders including intensive care, and Rheumatology. Additional areas, for inclusion
where possible but not considered essential, were: Advanced rehabilitation, Burns and
plastic surgery, Mental handicap, Mental illness, Obstetrics and gynaecology,
Paediatrics, Physical handicap, Remedial pools, Spinal injuries. All of these, with the

exception of Remedial pools’, are medical specialities.

The 1991 curriculum is not quite so prescriptive. The equivalent section requires that
clinical placements should be arranged to give experience in: "a wide range of patients
suffering from disorders of the neuromuscular, musculoskeletal, and cardio-vascular
and respiratory systems.” These areas are not such discrete areas of medical
specialisation but offer a broader perspective of medical practice. The significance of
the choice of systems of the human body (neuromuscular, musculoskeletal,
cardio-vascular and respiratory) as the main areas within which clinical placements

should be arranged is that these systems spring from the reductionist approach of the
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bio-medical model. The choice could have béen to use age- related groups of people -
elderly, young disabled, paediatrics - within which to organise the practice of
physiotherapy skills. Another alternative would have been the use of the setting to
determine the practice - hospital, home, industry, schools.. Mention is made in the
curriculum of the setting - health centres, daycare centres, etc. but the overall

classification of the practice of physiotherapy is a medical one.

1996 Curriculum Framework

The result of this sub-division of pre-registration physiotherapy clinical practice into
medically defined areas is that the theory and assumptions that have led to the
development of contemporary medical practice have become a major influence on
physiotherapy students. The culture of clinical practice is held by educationalists to be
a key component of physiotherapy education, and this culture is esséntially thatof a

health service dominated by medicine and by the assumptions of the medical model.

There is no evidence that the possibility of using a non-medical theoretical framework
within which to teach physiotherapy has been considered by any of the groups that
have been set up to review physiotherapy education. The practice of physiotherapy
from the very start of the pre-registration stage is bound closely to medical model
assumptions; clinical practice influences the development of physiotherapy education

which in turn reinforces the medical model as the basis for clinical practice.

Post-registration - the early years

The initial years of post-registration practice are seen by the profession as a critical
time in the development of physiotherapists. It is commonly viewed as a probationary
period of assimilation allowing the newly qualified physiotherapist to build on the
foundation laid during training. The reduction of the clinical hours component of pre-
registration education from 1500 hours in 1984 to 1000 hours in 1991 has reinforced

the concept of these first years of practice as being essential to the development of
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adequate professional skills. There has been a growth in the demand for a
formalisation of this probationary period (CSP 1992a). It is the practical difficulties of
implementing such a probationary period that has led to the idea being rejected
centrally. The principle of such a period, which is common in 6ther professions, is
held to be sound. The 1996 report on newly qualified physiotherapists recognised that
a quantitative requirement to complete two years at junior grade in order to consolidate
prior learning was meaningless as some individuals would develop more quickly than
others. So while it endorsed the concept of a post-registration period it did not
prescribe a set time. (CSP 1996).

These early years are traditionally spent working in a large general hospital on a
rotation scheme. Rotations are worked for three months at a time and in largely the
areas covered as a student. The practice is that of a qualified physiotherapist rather
than a student but the reinforcement is the same - that clinical practice is grounded in
medical specialties. The work is also carried out in the same medically dominated
culture and it is a firmly held belief amongst physiotherapists that a sound grounding
in all medical areas is necessary before branching out to work in non medically

dominated areas such as the community (CSP 1992a).

Pressure to conform to this model comes from the central body which will strongly
advise physiotherapists requesting information about non traditional practice options to
complete a two year rotation period in a large district general hospital first.
Physiotherapists have been discouraged from going abroad in this period although
recently this advice has been tempered. They are now advised to seek employment
abroad only if a similar rotation scheme can be offered - the United States of

America, Canada, Australia and New Zealand are considered suitable - while third-
world countries would be seen as unable to offer the newly qualified practitioner an
appropriate probationary period. The socialisation of physiotherapists as health

workers within the medical model is therefore continued during this period with
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reinforcement from colleagues, hospital structures, physiotherapy managers
responsible for rotation schemes, and the professional body.

There does not appear to be any evidence of dissatisfaction at this stage with the
domination of physiotherapy by medicine. Students and newly qualified
physiotherapists appear to accept the commitment to the medical model of health care.
There is, as has been demonstrated above, a strong socialisation period in which many
factors operate. The structure within which clinical skills are practised is medically

defined, and the process of this practice is dominated by the hegemony of medicine.

Clinical Interest Groups

The first two years of post-registration clinical practice are graded at the lowest level
of pay - junior grade (previously called basic-grade). No figures are available but it is
generally considered that all but a very few physiotherapists conform to this model and
spend eighteen months to two years on a junior rotation scheme. The structure after
that is Senior 2 which marks the beginning of specialisation, Senior 1 in an established
speciality, and then a move into management grades (Superintendent 3,2 and 1,). A
physiotherapist working at Superintendent 3 level would be expected to retain a
significant clinical workload, but Senior 1 is considered to be the top of the clinical

grades and one to which most physiotherapists aspire.

Throughout the progression from junior to Senior 1 the emphasis ison narrowing the
field of expertise to a single speciality. A Senior 1 has to be a Senior 1 in a named
field such as orthopaedics, neurology, respiratory care or paediatrics. The pattern is
again that of medical specialties. As physiotherapy practice established itself in these
areas complementary special interest groups emerged. The pressure behind the
formation of individual special interest groups varied. Fof some the desire to share
knowledge and experience with physiotherapists working in the same field was
paramount. For others it was a way of pushing physiotherapy into areas not

traditionally part of a rotation scheme. Breaking new ground was resisted sometimes
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from within the profession, sometimes from without, usually by factions from both.

The Recognition Process

In 1985 a decision was taken by the central prbfessional body to 'recognise’ the special
interest groups that had formed within the profession. At an early stage a
differentiation was made between special interest groups that were occupationally
based - pﬁ\;ate practitioners, physiotherapists working in industry, independent
hospitals, teachers and managers - and those that were ‘formed out of a common

clinical interest. These latter were the clinical interest groups.

Recognition was seen as desirable for different reasons by different parties. The
request from the groups was for more central support, particularly in the administrative
aspects of running groups which had growing national and regional membership,
annual conferences and newsletters. The groups wanted this support supplied centrally
or for money in the form of a capitation fee to be allocated to them to purchase it. The
central body resisted this and there is evidence throughout the history of the clinical
group conferences and the recognition process that the main motive of the
establishment was to find a way of controlling and containing the emerging special

interest groups.

Clinical Interest Group Conferences

These annual conferences started in 1986 and arose ostensibly out of the need of the
central organisation (the CSP) to address the issue of post-mgis@ﬁon specialisation of
the profession. The dominant theme of the early conferences (notably 1986, 1987 and
1988) was the control and limitation of the development of clinical interest groups. A
moratorium was put on the emergence of any new groups (althoﬁgh as these groups
were essentially groups of physiotherapists with common interests getting together for
mutual support it is difficult to see how such a moratorium could ever have been

enforced) and there was strong pressure, culminating at the 1988 conference, for three
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or four specialist areas to be identified, based on a reductionist model of the human
body. The pressure for specialisation along medical lines camé from several sources
within the structure of the central professional body. For educationalists involved with
the review of the curriculum, specialisation was necessary to regularise post-
qualification education:

"The Review Committee sees an urgent need
to'establish proper mechanisms for post-qualification’
education to assure continued personal and professional
development and the further development of specialisms."”

"Practical aspects of the collegiate role necessitate
that the professional body takes a leading part in matters
such as specialisation and the formulation of its components
and in the monitoring of post-qualification educational
opportunities.”

(CSP 1983 )

Those involved in clinical practice wanted the profession to make a decision on where

it stood on specialisation to clarify the situation of the special interest groups:

"Several groups would welcome a stronger lead
from the CSP with regard to the development of SIGs and
specialisms."

"It should be for the profession to identify
specialisms, of which there can only be a few."

(CSP1985)

"It seems that the Society needs to identify the
core skills of the profession and develop specialisms based
on these core subjects. The Society should concentrate its
efforts and resources on developing these professional
specialisms."”

"The major decision to be taken is how the
specialisms are to be clearly identified, and by whom; and
how this marries with the existing specific interest group
structure." (CSP 1986a)
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Opposition to the Medical Model

It is clear that within the profession there is a substantial body of opinion in favour of
specialisation along medical lines. Equally, some physiotherapisfs, and the critical
factor appears to be their chosen area of clinical practice, find great problems with the
idea of physiotherapy specialisms which match those in the medical field. They are
strongly opposed to any limitation of physiotherapy practice to a few all-encompassing
systems—ba;sed specialisms. These are physiotherapists whose practice has developed
away from direct medical influence and may be based on alternative, non-medical,

models of care.

In 1986, at the first conference for clinical interest groups, this opposition was
recorded in the report. This report concluded that the development of specialisms in
physiotherapy must be from the grassroots up. A clear message was sent to the CSP
that it must be supportive and not heavy handed. The following quotes from that

report illustrate that message:

"Pioneers must be allowed to ride out to frontiers,
gather their disciples around them, and return for acceptance
when they have gathered sufficient strength.”

"Specific interest groups must not be restricted - if
they are not needed (by the profession) they will soon die
from lack of support - if they are they will grow and
flourish."”

"the profession must not fall into the trap of over-
specialisation."

"the profession need not agonise over whether
SIGS should be client or skills based...overlap does not
matter."

"The scope of the profession is currently defined by
specific interest groups. If the development of specific
interest groups is made to fossilise - as currently with the
moratorium on the formation of further groups - the
profession itself will fossilise. The system must be
flexible to allow for evolution." (CSP 1986b)
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The Association of Chartered Physiotherapists with a Special Interest in Elderly
People (ACPSIEP) and the Association of Chartered Physiotherapists in Neurology
(ACPIN) formed an unexpected alliance to resist the move to medical specialities.
This alliance was unexpected as ACPSIEP considered itself a non-medical speciality
and ACPIN a medical speciality. An examination of the development of two
specialities and their relationship to associated medical practice may provide an

explanation for this.

The 1986 conference agreed the following recognition criteria -

1. That the groups have a minimum of 50 signatures of
Chartered Physiotherapists committed to join a particular
clinical interest group.

2. That the proposed group provides for a clinical area
of physiotherapy or client group that has minimal overlap
with other physiotherapy or client groups.

3. That the group demonstrates a commitment to
developing an area of expertise by education, practice and
research, which will benefit both the profession as a whole
and the general public.

4. That the group demonstrates a clear and valid
relationship between the area of expertise/specialism and the
core of physiotherapy as described in the Charter. (CSP
1986b)

Verbal reports from the conference indicate that there was considerable disquiet about
criterion 2 which stated that there should be minimal overlap between groups. The
special interest group for elderly people (ACPSIEP) were very unhappy with this
criterion and claimed they had received a commitment at the conference that this
would be amended and that they had support from the neurology group (ACPIN). The
conference report does note that the question of overlap between the groups needs to
be addressed urgently but the criteria as above went forward to the Membership

Services and Public Relations Committee (a standing committee of the CSP's Council)
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and were accepted as they stood. The resultant refusal of ACPSIEP to apply for
recognition caused some embarrassment as this was one of the largest and most active
of the profession's clinical interest groups, representing a significant part of the
practice of physiotherapy. It was not until 1990 that the matter was resolved - the

offending criterion was reworded to read:

" That the proposed group provides for a distinct
clinical area or client group for physiotherapy".

The basis for ACPSIEP's objection to the term 'minimal overlap' was that its members
believed this to be an attempt to compartmentalise physiotherapy into discrete
specialities. This they claimed was contrary to the spirit of the 1986 conference which
had stressed the importance of flexibility, and was also contrary to their own
philosophy which was one of maximal overlap with other groups - both client based
such as community physiotherapists, clinical speciality based such as respiratory
physiotherapists, and skills based such as the acupuncture association. These
arguments were eventually accepted by the Professional Practice Committee (the
standing committee which took over responsibility for professional issues when the
Membership Services and Public Relations Committee was disbanded in 1987); the

criteria were amended; ACPSIEP applied for, and was granted, recognition.

This two year fight ACPSIEP had to effect a change in the recognition criteria,
supported by other groups who did not choose to refuse to apply for recognition but
nonetheless supported ACPSIEP in its struggle, illustrates the tension that was created
by the centralised power base of the CSP attempting to impose a structure on the CIGs
with which they were not comfortable. The attempt to compartmentalise the practice
of physiotherapy into discrete specialities with minimal overlap conflicted with the
desire of the physiotherapists not to fall into the reductionist model of specialisation
inherent in the medical system. It would appear therefore that within the clinical

practice of some physiotherapists there is a need to work within a non-medical
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framework, to reject specialisation based on a reductionist approach. A client-based
model - age related - does not appear to give rise to so much tension, and seems to sit
comfortably alongside skills based divisions. Indeed the 1986 conference had
suggested a model based on a simple matrix which would encompass all groups. A
later development of this matrix into a three-dimensional one was not well received as
it incorporated a systems based division with which the groups were not comfortable.
The body éystems which were chosen to cover all practice of physiotherapy were
cardio-respiratory, musculo-skeletal and neuro-muscular. This was too much of a
reductionist approach for those groups who were resisting a medical model of
specialisation and although still a model which is referred to has never formed the

basis for development either of specialisms or of clinical interest groups.

However, there were, and still are, significant groups of physiotherapists for whom the
medical mode] of specialisation remains a legitimate goal. These groups are attracted
both by the logic of continuing to develop their own practice alongside that of their
medical colleagues and see no inherent problem with doing so, and by the increased
status such a specialisation could offer. Proponents of this argue that the experience of
physiotherapists in Australia is that specialisation along medical lines has led to a
significant increase in the status awarded to physiothempists by doctors and thus by

society as a whole.

The groups that support medically based specialities in physiothefapy are those that
work most closely with doctors in their practice of physiotherapy. Notably they are
the Manipulation Association of Chartered Physiotherapists (MACP) and the
Association of Orthopaedic Chartered Physiotherapists (AOCP). These groups are
comfortable with their close liaison with the medical profession and would not
consider it to threaten their autonomy as practitioners. It could be argued however,
that it is their very closeness to the medical profession that prevents them seeing any

domination.
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The Development of Individual Clinical Interest Groups

Different models of clinical interest groups had émerged by the time of the first annual
conference in 1986. Some were client based, some modality' based, and others were
based on biological systems. This latter was the model most favoured by the
establishment grouping as it was closely allied to medicine and was seen to give the
profession status with the doctors. An examination of some of the individual groups
illustrates t-he variable nature of the relationship between these groups and medicine. It
also demonstrates the resistance to the formation of some of the less traditional ie. non-

medical based groups.

Physiotherapy in Orthopaedics

Orthopaedic physiotherapy practice is closely defined by doctors. The procedures
carried out by physiotherapists following orthopaedic operations are controlled by the
consultant surgeon. A particular operation, often named after the originator of the
procedure, will have a set regime of physiotherapy to be followed post-operatively.
There may, in some cases, be extensive involvement of physiotherapists in the
development and agreement of the regime, but it is clear that the doctor is in control at
all stages and that the post-operative treatment is determined mbre by the surgical
procedure that has been carried out than by factors relating to an individual patient.
The development of physiotherapy practice within this field is therefore constrained
within closely defined limits and is controlled by medical practice. If no more
orthopaedic procedures were carried out for whatever reason then associated
physiotherapy practice would have to cease. Physiotherapists cduld no longer carry on

doing what they currently do now as this is so closely tied to medicine.

Physiotherapy in Neurology
In contrast to orthopaedics, physiotherapists working in the field of neurology have
developed practice independent of medicine. Physiotherapists working with people

who have a neurological deficit resulting from multiple sclerosis, a cerebro-vascular
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accident or Parkinson's disease for instance, do not rely on regimes or procedures
controlled by doctors. The theory behind their practice, while not being at odds with
medical theory, has to a great extent been based on the clinical experience and
observation of physiotherapists rather than as an adjunct to medicine. Physiotherapists
in this field are not dependent on the existence or practice of neurologists for their
work. If there were no more neurologists physiotherapists would to a large extent be
able to can:y on doing what they do now as their practice is not closely tied to

medicine.

Physiotherapy in neurology therefore, although beaﬁng the name of a medical
speciality, is not allied to medicine in the same way as some of the other physiotherapy
specialisms such as orthopaedics. Physiotherapy practice in this field exists in its own
right and a closer relationship with medicine could threaten the autonomy of this
practice while offering no benefits. It may be for this reason that ACPIN is one of the
clinical interest groups that has always strongly resisted the categorisation of the
profession into medical specialities. Their representative at the 1992 Annual

Representatives' Conference in Glasgow spoke against the following motion:

"The Chartered Society should establish a working party to
determine the criteria for the use of the term 'specialist’ within
the profession.” (CSP 1992b)

Nina Melville of ACPIN (Association of Chartered Physiotherapists in Neurology)
speaking against the motion said she appreciated the importance of specialisation and
the development of clinical skills to a high standard but questioned the wish to see a
profession "divided entirely into small elite groups”. The motion was narrowly lost.

(CSP 1992b).

Physiotherapy with Elderly People
The Association of Physiotherapists in Geriatric Medicine was formed to legitimise

and promulgate the practice of physiotherapy in the newly developed medical specialty
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of geriatric medicine. It met little overt resistance and is one of the largest and most
active of the clinical interest groups. It changed its name to the Association of
Chartered Physiotherapists with a Special Interest in Elderly People at a time when the
term geriatrics was seen to be derogatory, and to reflect its then wider interest in the
care of elderly people outside the narrow area of geriatric medicine. Covert resistance
was met within the profession as geriatrics was not seen as a worthwhile area of
practice. If retains even today an image of not being a demanding specialty, not “high-
tec” and not requiring a lot of post-graduate skills. Those working within the specialty
dispute this and have to a large extent been successful in making the care of elderly
people a more attractive proposition for physiotherapists. This may in fact be a
necessity given the demographic changes of the population and the fact that most

physiotherapy is carried out with patients who fall within the classification of elderly.

Acupuncture and Reflexology

A group which met great resistance and which had to work hard to legitimise itself was
the Acupuncture Association. This was the first group to venture outside traditional

or orthodox (as defined by the medical profession) physiotherapy and claim a new
modality as legitimate practice. Arguments against its adoption by physiotherapists

were about relating it to the core of physiotherapy.

To be recognised as legitimate physiotherapy practice a modality has to be related to
one or more of the three elements named in the Charter granted in 1924. These three
elements are massage, movement, and electrotherapy. There are other requirements
relating to the benefits of a modality to patients, but as far as acupuncture was
concerned those arguing against it becoming a recognised physiotherapy modality did
so on the basis of a lack of connection with the three core elements. In addition it was
argued that it meant entering a new area - that of intrusion into the body.
Physiotherapy is a practice which on the whole does not involve intrusive techniques

such as breaking the skin. Supporters of the practice of acupuncture by
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physiotherapists argued that other forms of intrusion are practised by physiotherapists
such as the introduction of ultra-violet applicators or faradié electrodes into body
spaces. These arguments won the day. However,fecognition has not completely
quenched the flames and there is still a substantial minority of physiotherapists who do

not consider acupuncture to be a legitimate physiotherapy modality.

Reﬂexoloéy is more closely linked with the core of physiotherapy practice than
acupuncture as it involves massage, but its use is more greatly resisted. Acupuncture
is beginning to be explained in western terms - medicine has adopted the practice and
is developing theories to suit. Once doctors have accepted a scientific basis for the
use of a modality it is legitimised for physiotherapy practice. Reflexology is not yet at
that stage and physiotherapists are therefore not so confident about adopting it. The
arguments against introducing it into physiotherapy revolve around its safety as it is
more difficult for its opponents to argue that it is not related to the core practice of

physiotherapy.

Discussion

The failure of the medical model to be accepted by the profession as represented at the
conferences is indicative of the incompleteness of the domination of physiotherapy by
medicine. If the clinical interest groups are considered to be the self-identified areas of
physiotherapy specialisation, then their resistance to adopt medical specialisms is
indicative of the existence of physiotherapy practice which is outside the medical
model. However it is clear that not all physiotherapists reject the model of medical

specialisation as relevant to physiotherapy.

After the 1988 conference there was a period of four years during which the pressure
relaxed. However, in 1992 there were moves to resolve the issue of the promulgation

of clinical interest groups again by only allowing the existence of a few within a
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collegiate system. This has received a set back with the defeat of the motion at the
1992 representatives' conference . To date therefore, the pressure has been resisted
and ways have been found of reconciling the desire of the central body to control these
groups with the resistance of the groups themselves to be forced into an artificial
structure. This may indicate the dominance of those groups which are against
specialisation along medical grounds. Certainly, the call for specialisation in order to
raise the status of physiotherapy in the eyes of the medical profession is seen as less
legitimate than it was in 1987 and the need to contextualise practice is being

recognised:

"....physiotherapists must now be able to clarify
the implications of their practice within a variety of settings
and to present both their profession and their own particular
skills and competence in a competitive world of health
care.” (Richardson 1992 p24).
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2.5 The Development of Medicine and Physiotherapy

This section briefly outlines the evolution of organised medidﬁe in this country by
tracing key events in the area of the care of elderly people. The emergence of
departments of geriatric medicine is described as pre-empting the acceptance of
geriatrics as a medical speciality following the Second World War. The development
of physiotherapy practice alongside this newly emerged speciality is examined and the
resulting potential for conflict. The organisation of hospital-based multi-disciplinary
clinical teams is then described to illustrate some of the pertinent conflicts within the
delivery of health care. One source of this conflict is the Beh'ef of doctors that their
scientific knowledge base renders them natural team leaders while other health care

professionals regard team members as equals.

The second part of this section argues that the development of organised medicine, the
parallel development of physiotherapy, and multi-disciplinary teams are all based on
the idea that male, scientifically based medical practice is superior to other forms of
health care. The work of feminist writers is used to explore the relationship

between physiotherapy, which is a predominantly female profession, and medicine.

The Care of Elderly People in Hospital

The history of health care in the United Kingdom has been well documented by such
authors as Bruce (1968), Fraser (1984) and Bullough and Bullough (1979). A brief
outline of this is given here to demonstrate the development of the speciality of

geriatric medicine and the link with physiotherapy.

Prior to the reformation, centralised health care - rather than that carried out at home -
was focused in the monasteries. After dissolution virtually all forms of hospitals
disappeared in this country until 1691 when the Poor Relief Act was passed and

poorhouses were built for the custodial care of "derelict human beings". In 1834 the
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Poor Law Amendment Act established workhouses which were administered by
Boards of Guardians. These were subject to the principle of 'less eligibility' whereby
those given relief should not experience conditions of life as good as or better than
those experienced by "an independent labourer of the lowest class’. The criteria for

admission was poverty regardless of age, class or health status.

Bruce (1968) traces the beginnings of an embryonic hospital service to 1867. Unions
everywhere were encouraged to join together to form Sick Asylum Districts large
enough to support hospitals to which the sick could be removed from the workhouses.
A Metropolitan Common Poor Fund was established in London for building and
maintaining isolation hospitals for infectious cases, infirmaries for the non-infectious,
asylums for the mentally ill and dispensaries for those who did not need admission to a
bed. At first only paupers were admitted, but in 1883 the Diseases Prevention Act

legalised admission to the hospitals without any question of poor-relief.

In 1909 it was estimated that 140,000 elderly people were in Poor Law institutions and
conditions in some of these were grim. In a survey of institutions for the elderly
Townsend (1963) describes the conditions of a turn of the century workhouse and

notes that the inmates were:

"over 900 in number and were congregated in large
rooms without any attempt to employ their time ... it could
be better described as a human warehouse...the dormitories
so full of beds as to make it impossible to provide chairs or
to walk except sideways."  (Townsend 1963 p69).

The end of the 19th century saw the rapid growth of medical science and the
development of the voluntary hospital system. Hospitais became centres of medical
teaching and research. They began to be distinguished by medical speciality such as

dermatology, eye diseases, paediatrics, infectious diseases.
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In 1929 Public Assistance Committees took over the managemént of workhouses.
Authorities were encouraged to co-ordinate their various services and institutions and a
great extension of hospital facilities followed. (Bruée 1968). By 1939 there were 400
old-type workhouses with 60,000 beds, municipal hospitals under public health control
with 70,000 beds, and another 70,000 beds in voluntary hospitals. The municipal
hospitals dealt mainly with the chronic sick most of whom were elderly. The

voluntary hospitals dealt with acute medical and surgical illness.

Until 1930 little thought was given to the concept of rehabilitation in the municipal
hospitals. Hawker (1974) refers to the work of the early geriatricians, particularly
Warren who had a pioneering approach to the old institutions and showed what was
possible. The Second World War saw the transfer of many local authority institutions
to the Emergency Medical Service. Bruce (1968) notes the key effect the war had on

the development of geriatrics as a speciality:

"The plight of many elderly people, especially
those in institutions, who were pushed around to make room
for the expected air-raid casualties, first gave the country the
gerontological bias which, with the increasing proportion of
old people in the community, it has since retained."

(Bruce 1968 p305)

In 1948 the National Health Service attempted to try to co-ordinate all aspects of
health care 'from cradle to grave'. The old Public Assistance institutions were
designated either as hospitals under control of a‘h'ealth authority, or as welfare homes
under local authority control. Their designation depended on the ﬁumber of residents

who were classed as either sick or physically fit.

Since 1948 the policy of the Department of Health and Social Security has been to
establish departments of geriatric medicine throughout the United Kingdom to provide

a service for elderly people needing hospital treatment (Hawker 1974). Acceptance of
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geriatrics as a medical speciality was enhanced by the appointment of senior
physicians to organise these departments - thereby giving the speciality of geriatrics

higher status.

"Geriatrics has now established itself as a branch of
general medicine which is concerned with the clinical,
preventive, remedial and social aspects of health and
disability in the elderly.” (Hawker 1974 p9)

Once geriatrics became established in hospital departments of geriatric medicine
physiotherapists began to develop a professional base in these departments and to
concentrate on treating elderly people in hospital rather than at home. In 1979 the
Chartered Society of Physiotherapy's Review Committee report on domiciliary |
services for elderly people stated that physiotherapists should act only in an advisory
and teaching capacity and not get involved in treatment. This was taken up by the
Department of Health and Social Security who declared that the shortage of
physiotherapists did not allow the development of domiciliary services. Williams
(1985) notes that it is a historic anomaly that physiotherapy services were confined to
hospitals and was based on an agreement that as a scarce resource to be rationed they

should remain hospital based.

Physiotherapy practice with elderly people therefore déveloped as a hospital-based
service. As the medical speciality of geriatrics became respectable and acquired
status physiotherapists began to develop it as a physiotherapy speciality. This is in
accordance with Mercer's observation that in hospital thé way physiotherapy

practice has developed has been dependent on medical specialisation. (Mercer 1979).

Hawker (1974) noted the potential conflict inherent in this close alliance between the

development of physiotherapy and medicine:
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"Doctors are trained to understand medicine in scientific
terms and many see their role solely as a curative one.
Elderly people slow down the rate of tumover by blocking
beds. So for them a convenient repository must be found."
(Hawker 1974 p11)

This possible conflict between scientific, curative, medicine and the needs of the

elderly population had been noted by Isaacs (1965):

"...(geriatrics) was thrust up from general medicine
by the heaving pressure of the aged. But it was not merely
the growth of numbers of ill old people which breached the
walls of the medical wards and forced the formation of a
new speciality; there was also a new quality in the illnesses
from which these elderly people suffered. This was an
elusive quality, difficult to define, other than by its
incompatibility with the highly-adapted activities of the
acute medical ward." (Isaacs 1965 p235)

In 1978 the Association of Chartered Physiotherapists in Geriatric Medicine (ACPGM)
was formed by Hawker and Squires. Eight years later it changed its name to the
Association of Chartered Physiotherapists with a Special Interest in Elderly People,
and in 1996 to AGILE. These changes acknowledged the much wider role
physiotherapists had decided to take on in the care of elderly people, much of it outside
medical departments of geriatric medicine. It may also be that, as observed by Mercer
(1979), physiotherapists were frustrated by a lack of understanding of their role by the
doctors from whom they received referrals. He noted that the professional
socialisation of doctors may lead to their undervaluing physiotherapy. Negative
attitudes picked up from consultants, or lack of time to learn about and understand
physiotherapy may lead to a lack of awareness of the special contribution of

physiotherapy.

Multi-disciplinary Clinical Teams

A review of the literature on the delivery of health care clearly shows the importance

53



placed on the multi- disciplinary clinical team as the most effective model for the
cooperation of all professionals concerned with patient care. Care that is given by one
professional in isolation from that given by others is seen as poteﬁtially causing
problems and conflict for the patient and other carers. (Follis 1974, Gilmore et al

1974, Batchelor 1980, Russell and Fyfe 1985, Whitehead 1987, McFarlane 1980).

MCcFarlane (1980) describes the primary objective of any team as being:

"to co-ordinate the health care given by different
contributors to an individual which might otherwise remain
uncoordinated or even in conflict." (McFarlane 1980 p37)

Evers (1981) argues that the idea of teamwork is an iﬁtegral part of health care
delivery central to the policy and practice of geriatric care. To meet the complex needs
of sick elderly people requires input from many health workers including
physiotherapists and nurses. The contribution of these experts must be co-ordinated if

the patient's best interests are to be served.

However, problems relating to teamwork have béen identified which need to be
resolved if professionals are to work together effectively. Gilmore et al (1974) and
Hannay (1980) identify different perceptions of professional roles and different
expectations and values as being the reason for the conflict and tension they found in
the teams studied. Brunning and Huffington (1985) identified role overlap and
professional rivalry as leading to conflict. Furnham et al (1981) found negative
perceptions of other team members existed when professionals were in competition
over a field of specialisation. Liston and Docking (1985) argue that identification of

the roles of each profession is essential for effective teamwork.

The importance of effective team working as the basis of the delivery of effective
health care is a key driver behind the White Paper - The New NHS, Modern,
Dependable (DoH 1999). Although teams have been around as long as health care was
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split into separate components, there remains a strong need to identify when teams

work effectively and why, as this is not the norm.

2.6 Medicine and Society

The advances in the state of health of the population of the United Kingdom during the
19th and 20th century are claimed by the medical profession to justify its intrusion
into more and more areas of human activity, and the vast amounts of resources that are

used to promote and support medical activity.

However, there is a body of opinion which claims that the role of medical intervention
in improving the health of the population has been grossly overstated. Measures such
as those taken to improve living conditions by reducing overcrowding, purifying the
water supply, and raising nutritional standards, are now generally held to have
contributed more to the decrease in tuberculosis, scarlet fever, cholera and other

endemic diseases, than advances in medical knowledge or expertise.

Miller (1973) claims that cholera was already decreasing due to public health measures
before Koch recognised the causal organism, and before Pasteur formulated the germ
theory of infectious disease in 1860. Miller further claims that vaccination against
smallpox was the only contribution made by medicine to the population growth of 19th

century England.

Peter (1972) notes the widespread indictment of hospitals in the 17, 18 and 19
centuries as places that were more likely to spread disease than check it that there is
evidence that most people who went in to hospital with one condition died from
something else. He argues that things were not necessarily as bad as some accounts

make out but agrees:
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"That hospitals were dreadful places, surgery was nasty and
brutish, but never short from the viewpoint of the conscious
patient..." Peter (1972 p103).

Ehrenreich and English (1973 and 1974) used a feminist perspective to examine the
role of medicine in society. They claim that medicine interprets biology and turns it
into social policy to be used by the establishment to maintain order and control. An
examination of the role women have played is used by these authors to support this

argument.

Ehrenreich and English claim that the sixty years following Pasteur's work on the germ
theory saw medicine replace religion as the main means of social control. This period
saw a pronounced shift from a religious to a bio-medical ;ationale for sexism and the
formation of the modern medical profession - a male elite With a legal monopoly over
medical practice. The 'myth of human frailty' served two purposes by disqualifying

women as healers and making them highly qualified as patients.

According to these authors there was an interconnection between medicine and
society's attitudes to women. As a businessman a doctor had a vested interest in
keeping women in the sick role. They devised medical theories to justify women's
social role, most significantly the idea of "conservation of energy". The argued that
women (only their upper class patients) had to adopt an extremely passive role and not
take an active part in society in order to conserve their energies for female functions
such as child-bearing. The presumed scientific basis of medicine lent credibility to

its judgements.

Ehrenreich and English and other writers such as Fee (1975) argue that the issue is one
of the control of women. The growing dominance of medicine and its supposed
scientific base allowed biology to become the controlling force that religion had once

been. Biological differences between the sexes became all important and medicine
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provided both a theory and a structure for women's oppression.

Women as Healers

In the introduction to Ehrenreich and English's pamphlet Witches, Midwives and
Nurses : a history of women healers, Doyal, Rowbotham and Scott (1973) argue that
history predominantly reflects the self-image of the powerful and that the scope of
recorded hi.story needs changing to include women. They are critical of Ehrenreich
and English's over-simplification of the role of women healers and their persecution as
witches, but claim that the pamphlet is still a useful tool for examining the role of
women in society. They stress the importance of women using history to understand
the relationship between medicine and the wider social and economic system of which

it is a part.

"Sexism does not exist because male doctors are
nasty, but because patriarchy plays a particular role in the
ideological underpinning of capitalism, and because
capitalism needs effectively to reproduce women as wage
labourers and also as domestic labourers."

(Doyal et al 1973 p9)

They support Ehrenreich and English's assertion that women have, in the past, played a
much greater role as healers than they do in this century. Until the emergence of
scientific medicine in the late 18th and early 19th century a wide range of healers
performed medical tasks. Talbot (1978) notes the important role women played in
medicine and the long history of women as midwives. In the 13 century there were
women physicians, surgeons and apothecarie_s (Talbot 1978). McLean (1972) notes
that in the 16 century by far the largest part of medicine was home medicine. While
control of centralised medicine lay with the male clergy, horhe medicine was largely

administered by women.

Medicine and religion were interwoven and healing was not confined to one

professional group. Ehrenreich and English claim that a partnership between the

57



Church, the state and the medical profession set out to deliberately exclude women
from healing and claim it as a male prerogative. Male, upper class healing under the
auspices of the Church became acceptable, female healing as part of a peasant
subculture was not. Doyal, Rowbotham and Scott support the view that medicine was,
and is, used to oppress through sexism and on a class basis. Male professionals served
the ruling classes - both medically and politically. Witch hunts were an expression of
the misogy;ly of the Church which supported the male establishment and actively

sought to destroy the culture of female healing, particularly as it was successful:

"It were a thousand times better for the land if all
witches, but especially the blessing witch were to suffer
death.” (unsourced quote from Ehrenreich and English
1973).

It appears that women healers, labelled witches by the Church, had pharmacological
knowledge and remedies, an empirical approach, believed in trial and error and
adopted an actively enquiring approach to healing. The Church was deeply anti-
empirical and fearful of organised insurrection. It regarded women healers as a source
of such insurrection and was prepared to join forces with other powerful factions to

repress it.

The combined efforts of the Church, the state and the medical profession led to a
division between those who claimed knowledge and power - male doctors, and those
who did the work - women. These women became known as ancillary workers - from
the Latin ancilla meaning maid-servant. Many female health workers wore and still
wear uniforms which reinforce this status - that of a uniformed maid serving dominant

male professionals.

Ehrenreich and English also dispute the claim that male professionals succeeded on the
strength of their superior technology. They argue that in fact men clung to superstition

and rituals while women represented a more humane, empirical approach to healing:
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"According to these accounts, (male) science more
or less automatically replaced (female) superstition - which
from then on was called old wives' tales". (Ehrenreich an
English 1973 p127). '

They argue that the claim that science supported a natural male dominance of healing
is erroneous as the crucial battles took place long before the development of modern
science. This was a power struggle between tﬁe male establishment and women
healers. Male claims on science were used as an additional justificétion for excluding
women from the powerful role of the doctor. An emerging profession needs two
things - the approval of the ruling class, and theory on which to base its practice. At

the turn of the 20th century both became available,

Ehrenreich and English discuss the emergence of the Popular Health Movement in
America which challenged the regularisation of medical training and emphasised a
self-help and preventative approach to health care. They claim that this failed because
of the inherent sexism in American medicine. In the late 19th century the women's
movement disassociated itself from the populist héalth movement, gave up the attack
on male medicine and accepted entrance into it on male terms. Thus the takeover of
healing by the male profession was complete - women themselves accepted the idea

that the male interpretation of health and healing was correct.

"The Popular Health Movement was not just a
movement for more and better health care, but for a
radically different kind of health care. It was a substantive
challenge to the prevailing medical dogma, practice and
theory. Today we tend to confine our critiques to the
organisation of medical care, and assume that the scientific
substratum of medicine is unassailable." (Ehrenreich and
English 1973 p129).

This division of healing into two functions with male curing becoming medicine and

female caring becoming nursing led to associated values being attributed to the two
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professions. Medicine became seen to be masculine, scientific and based on abstract
theory, and nursing was seen as feminine, spiritual aﬁd based in intuition. This
according to Ehrenreich and English is a false division brought about by the struggle
for male superiority through medicine. They argue that before medicine became

obsessed with science healing was a combination of all these elements:

"Healing, in its fullest sense, consists of both curing and caring,
doctoring and nursing. The old lay healers of an earlier time
combined both functions, and were valued for both."
(Ehrenreich and English 1973 p131).

Discussion

The dominant theme of this section has been the emergence of an organised system of
medicine in this country, supposedly based on scientific principles, centralised into
hospitals for the convenient pursuit of medical research, and dominated by male

professionals in close alliance with the contemporary establishment of Church or State.

The effect of this development on physiotherapy has been complex. As a
predominantly female profession some comparison with nursing is valid. Those who
claim that physiotherapy developed from nursing would certainly claim that
physiotherapy has fought, and lost, the same battles. However, the analogy is not
straight forward. Medicine is a male profession based on male values, nursing a
female one based on female values. Physiotherapy has attempted, perhaps
successfully to have a foot in both camps. As ASim (1985) argues, physiotherapy
involves both curing and caring, and therefore lies somewhere between the archetypal
male role of the doctor and the female role of the nufse. This may according to Sim
allow physiotherapy to establish its own unique sphere of expertise. He claims that
physiotherapists are in an ideal position to bring together the rigorous scientific

discipline of medicine, and the more humanistic orientation of nursing.
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This argument is seductive - it echoes Ehrenreich and English's claim that the two
functions of healing - care and cure - should not have been split into medicine and
nursing. It offers physiotherapy the chance to claim that it can combine aspects of
these two functions and produce healing that is holistic. However, there is little
evidence that the physiotherapy profession understands this argument, or is interested

in interpreting its practice in this way.
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3. METHODOLOGY

This section describes and discusses the methodological issues that arose in designing
the study. A review of the literature and consideration of praétical and ethical issues
arising from the nature of the research undertaken informed the choice of the research
methods used. The extent to which decisions taken were informed by the literature is
demonstrated along with the breadth and depth of literature studied in the field of

research methodology.

This section also demonstrates the emerging nature of the study design and shows how
data collection was not limited to one particular phase of the study, but was continuous
throughout the whole project (Figure 3). As pertinent issues emerged from data they
were incorporated into the next phase of the study. At any one time, the emphasis of
the investigation was specific to the setting in which data collection was being

undertaken, while being bound by the overall framework of the study.

3.1 Methodology and Personal Perspectives

Morgan and Smircich (1980) claim that a discussion of methodology has to be closely
linked with the theoretical issues embedded in the study and argue that a pre- ‘
occupation with methods on their own obscures the link between the assumptions of
the researcher and the overall research effort. With this in mind it is proposed to
demonstrate that the choice of methods was determined by the objectives of the study,
these objectives being determined by the research questions, which in turn were
determined by a number of other factors including my personal and professional

paradigms.

One very significant factor which influenced the methodological framework of the
research was its exploratory nature, designed to provide insight into the world of the

participants, rather than to discover facts or prove a hypothesis. Silvermann (1993)
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described the difference in the nature of the research interview in positivist data
collection and interactionism as due to the different purposes for which they are

designed:

"According to positivism, interview data give us
access to facts about the world; the primary issue is to
generate data which are valid and reliable, independently of
the research setting...... According to interactionism,
interviewees are viewed as experiencing subjects who
actively construct their social worlds; the primary issue is to
generate data which give an authentic insight into people's
experience...." (Silvermann 1993 p90-91).

Morgan and Smircich (1980) argue that favoured research techniques are often linked
to underlying assumptions and that discussions of methodology need to highlight and

demonstrate links between theory and method, and between:

"... the world view to which the researcher
subscribes, the type of research question posed, and the
technique that is to be adopted as a basis for research."

(p499).
They argue that it is therefore necessary for researchers to ackriowledge and describe
their position in these issues before considering the choice of methods most -

appropriate to answer their research questions.

Taylor and Bogdan (1984) similarly define methodology as the way in which
researchers approach problems and seek answers. They argue that the assumptions,
interests, and purposes of the researcher directly influence the choice of methodology
and claim that debates about methodology aré in fact debates about assumptions,

theories and perspectives.

Morgan and Smircich (1980) use the model of a continuum to demonstrate a network

of basic assumptions characterizing the subjective-objective debate within social
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science. At the subjective end of the continuum lie assumptions that reality is a
projection of human imagination, that man is a pure spirit and a conscious being, and
that understanding of the world can only be échieved through a phenomenological
approach. At the other end they place assuniptions that reality is a concrete structure,
that man responds to his environment according to pre-determined rules, and that
research is done to specify precisely the laws that govern the relationships among

measurable phenomena and thus construct a positivist science.

Although they describe six points on the continuum which demonstrate varying
assumptions about human nature, Morgan and Smircich (1980) emphasise that the
usefulness of such a model is in providing a framework for thinking about the kind of
assumptions that underlie research. They note that the transition from one perspective
to another must be seen as a gradual one, and that the advocate of a particular stance

may well incorporate elements from others.

Cohen and Manion (1985) also emphasise the important influence of the researcher's

stance in the nominalist-realist debate and its profound effect on methodology:

"The view that knowledge is hard, objective and
tangible will demand of the researcher an observer role,
together with an allegiance to the methods of natural
science; to see knowledge as personal, subjective and
unique, however, imposes on the researcher an involvement
with his subjects and a rejection of the ways of the natural
scientist." (Cohen and Manion 1985 p7). '

Taylor and Bogdan (1984) describe positivism and phenomenology as the two major
theoretical perspectives that have dominated the social science scene. They argue that
the positivist is seeking for the facts or causes of social phenomena and consider these
to be external to the individual, whereas the phenomenologist examines social
phenomena from the perspective of the person experiencing them. They describe the

way in which the adoption of different methodologies derives directly from the
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different perspectives held by the researcher:

"Since positivists and phenomenologists take on
different kinds of problems and seek different kinds of
answers, their research demands different methodologies."
(Taylor and Bogdan 1984 p3)

Cohen and Manion (1985) support this argument that the world-view of the researcher

will greatly influence the design of the research and the choice of methodology:

"the choice of problem, the formulation of questions
to be answered ... methodological concerns, the kind of data
sought and their mode of treatment - all will be influenced
by the viewpoint held." (Cohen and Manion 1985 p9).

Cohen and Manion (1985) describe phenomenology as a theoretical viewpoint which
sees behaviour being determined by the phenomena of experience rather than by
external, objective and physically described reality. This viewpoint regards the study

of direct experience as inherently valid.

The same authors describe ethnomethodology as being concerned with how people
make sense of their everyday world. They advocate this approach in natural settings
such as the classroom and presumably would support its use in health care settings

such as wards:

"A characteristic common to the phenomenological
ethnomethodological ... perspectives ... is the way they fit
naturally to the kind of concentrated action found in
classrooms and schools ... Yet another shared characteristic
is the manner in which they are able to preserve the '
‘integrity’ of the situation where they are employed."

(Cohen and Manion 1985 p36)

Morgan and Smircich have argued that the world-view of the.researcher will greatly

influence the design of any research. Cohen and Manion take a similar stance and it is
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clear that when other people are involved in either initiating or controlling the research
then their world-view must also influence to a greater or lesser degree the formulation

of research objectives and method of investigation.

However, in the study undertaken I had control from the outset over what was to be
investigatec_i and how the investigation was to be carried out. Having once indicated an
area of interest to the funding body I was then free to develop the study without being
constrained by vested interests of other parties. There were other constraints which did
influence the investigation; these were not implicit in the design of the study, but were

external factors such as access to the field and research supervision.

The study is therefore much more of a personal statement than would have been the
case if the research were part of a larger project, or if the research questions had been
asked and the study initiated by someone else. Under those circumstances the world-
view of others would have influenced the design of the study from the beginning. In
this case however my own perspective of reality and truth shaped not only the research
objectives and the methods by which these objectives were to be fulfilled, but also the
original research questions. My place on Morgan and Smircich's subjective-objective
continuum determined the type of research question that was posed, the content being

determined by my clinical experience and interest.

The perspective of myself as researcher is therefore accepted, for the purposes of this
study, as a major influence on each stage of the research process. An understanding
and open acknowledgement of this perspective contributes to the overall quality of the
study. In this case my own perspective can be described as being towards the
subjective end of the continuum, seeing reality as a social construction and recognising
phenomological and ethno-methodological contributions to the understanding of
human nature. How this has influenced the design of the study will be further

demonstrated as this section on methodology concentrates on particular issues of data
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collection and interpretation.

3.2 Naturalistic Design

The foundation on which this study is based is my clinical practice as a physiotherapist
working in two hospital settings with elderly patients. The study arose directly out of
my clinicalexperience as a practitioner. It was necessary therefore to identify a
methodological approach to the research which made use of the experience of the

researcher and in which this would enhance the study.

Lincoln and Guba (1980) describe naturalistic iriquiry as being built on tacit
knowledge which is often labelled as 'merely subjective' and as such is considered
inadmissible. But, they argue, this tacit knowledge will be influential whether it is
acknowledged or not. Tacit knowledge is defined by Lincoln and Guba (1980) as a set
of understandings that cannot be defined, or dealt with in language. They cite Stake

(1978) to expand on this definition:

"Tacit knowledge is all that is remembered
somehow, minus that which is remembered in the form of
words, symbols, or other rhetorical forms ... Tacit
knowledge includes a multitude of inexpressible
associations which give rise to new meanings, new ideas,
and new applications of the old. ...each person has great
stores of tacit knowledge with which to build new
understandings.” (Stakel1978 p196)

Having accepted the existence and importance of this tacit knowledge it was then
necessary to find a way of incorporating it to advantage in the study. Lincoln and
Guba claim that the naturalistic paradigm makes the use of tacit knowledge both
explicit and legitimate. The case is therefore put that when the research is so closely
embedded in the experience of the researcher, as in the case of practitioner research, a

naturalistic design is the most appropriate choice.
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Approaching this from another angle, Lincoln and Guba argue for a period of "prior
ethnography' - a term they ascribe to William Corsaro (1980). This entails becoming a
participant observer in a situation for a lengthyb period of time before the study is
begun. The advantages of this, according to Lincoln and Guba, are so great that they
recommend it to all who are seriously interested in doing naturalistic inquiry. Among

the advantages of this period of "prior ethnography" are the provision of:

"...a baseline of cultural accommodation and
informational orientation that will be invaluable in
increasing both the effectiveness and the efficiency of the
formal work. It serves to sensitise and hone the human
instrument.” (Lincoln and Guba 1980 p251).

In the study being reported here this period of 'prior ethnography' occurred before the
actual project was started and relates to my total experience as a clinical
physiotherapist. Practitioner research brings, through this tacit knowledge, a whole
wealth of background knowledge and experience that can only be acquired by working
as that particular professional in that specific area. Having been totally immersed in
the culture in which the investigation was grounded, professional terminology is

known, and common working practices and routines understood.

The researcher is therefore in a clear position to record what is different and what is
usual in her own field of expertise. This can be a clear advantage over the stranger to
‘whom everything may appear unusual. Having good knowledge and experience in the
field means that what appears to the practitioner-researcher to be important issues or

areas worthy of investigation arise from direct experience. They are therefore more
likely to be considered important or relevant by other practitioners and to be of direct

relevance to clinical practice.

As the study was so deeply rooted in practice it was seen as unnecessary and indeed

impossible for me to adopt a totally new role for the period of the investigation.
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Pretending to be a stranger to the field would be difficult, ethicaily questionable, and

could be counter-productive. Any argument over observer bias could be countered by
an examination of the nature of the research précess ahd in particular discussions over
whether research is ever free of bias. Indeed Marshall (1981) argues that bias adds to

the process of enquiry:

"My bias is something I appreciate, it's part of me
as aresearcher. And while it is important for me and for
others to recognise my bias, it is really what I can give
as aresearcher....." (Marshall 1981 p337).

The approach which Lincoln and Guba (1980) term 'naturalistic’ is called by Parlett
and Hamilton (1972) 'illuminative'. They too argue the case for the acknowledgement
of the subjective nature of research and claim that behind concerns over whether

personal interpretation can be scientific lies:

"... a basic but erroneous assumption that forms of
research exist which are immune to prejudice, experimenter
bias and human error.” (Parlett and Hamilton 1972 p18)

They advocate the use of precautionary tactics such as the cross-checking of important
findings when extensive use is made of qualitative techniques but argue that even with

such precautions the subjective element remains and indeed is inevitable.

"When the investigator abandons the agricultural-
botany paradigm his role is necessarily redefined. The use
of human insight and skills is, indeed, encouraged rather
than discouraged.”  (Parlett and Hamilton 1972 p22)

These precautionary tactics have been well documented under the term triangulation of
methods and are considered by many to be an important aspect of qualitative
methodology. As the methods used in this study are qualitative, triangulation of

methods was considered and issues relating its use to the study discussed.
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3.3 Triangulation

Triangulation is defined by Cohen and Manion (1980) as the use of two or more

~ methods of data collection in the study of human behaviour. They see its use as
appropriate because of the complex nature of human behaviour and interaction.
Babbie (1983) defines triangulation as the use of several different research methods to
test the same findings and argues that this is a valuable research strategy to avoid
methodological bias claiming that as each research method has its own particularv

strengths and weaknesses the use of more that one will help eliminate bias.

This positive view of triangulation is shared by many including Miles and Huberman
(1994) who suggest building this into the methodology as part of the process of data

generation, collection and analysis:

"...triangulation is not so much a tactic as a way of
life. If you self-consciously set out to collect and double-
check findings, using multiple sources and modes of
evidence, the verification process will largely be built into
data collection as you go." (Miles and Huberman 1994
p267).

Burgess (1982) discusses this issue under the heading of multiple methods of
investigations, and examines how they have been used in a variety of studies. He
particularly cites anthropological studies that have used several methods to gain access
to data, and suggests that one question to be asked is whéther different methods have
been used to focus upon the same unit of investigation, or to examine different aspects
of the same study. Different combinations of methods have been used, but Burgess
argues that it is only when observational and interview data are integrated that the full

potential of multiple field methods can be realised.

Similarly, Cohen and Manion (1985) discuss different ways of categorising
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triangulation and attribute one of these to Denzin ( 1970) which differentiates between
"within methods triangulation" where a study is replicated to confirm reliability, and
"between methods triangulation" where different methods are useci to collect data on a
particular objective. Cohen and Manion argue that this latter approach is particularly

appropriate to educational research because of the complex issues involved.

However, Sidell (1993) identifies potential problems with the use of different methods

in the same study because of the different philosophies upon which they may be based:

"Different research methods are not simply
different ways of doing, they also represent different ways
of seeing and ways of thinking...... Quantitative methods
are based broadly on the philosophy of positivism.....
Qualitative methods arise from a different philosophical
tradition, one which looks for meaning behind social
action." (Sidell 1993 p108)

There are clear similarities between the methodological requirements of practitioner
research in health care and those of practitioner research in education and the "between
methods triangulation” described by Cohen and Manion is equally appropriate to the
study being undertaken. However, Sidell's point about the incompatibility of different
methods has value but applies to methods which arise from different philosophical
viewpoints. I could not justify the combination of qualitative and quantitative methods
in this study, but there is a range of qualitative methods available, which share the
same philosophical base and it is from these that a selection was made as the fieldwork

stage of the study developed and progressed.

3.4 The Emerging Design
Parlett and Hamilton (1972) describe their illuminative approach to evaluation as
having three phases: investigators observe, inquire further, and then seek to explain.

These three stages overlap and interrelate:
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"Beginning with an extensive data base, the
researchers systematically reduce the breadth of their
inquiry to give more concentrated attention to the emerging
issues. This 'progressive focusing' permits unique and
unpredicted phenomena to be given due weight."

(Parlett and Hamilton 1972 p15)

Lincoln and Guba explain the naturalistic inquiry in three phases also. They call these:
an orientation and overview phase, the object of which is to obtain sufficient
information to decide what issues are important enough to follow up in detail, a phase
of focused exploration when, having analysed data from phase one and developed
more structured protocols, in-depth information is obtained. Phase three consists of
writing a report on the information received, which is taken back to the site for
'member check’. The purpose of this is to obtain confirmation that the report has

captured the data as constructed by the informants or to correct or amend it.

3.5 The Research Process

Phase One

This is the period of prior ethnography which occurred before the project formally
began. It matches the phase of observation (Parlett and Hamilton 1972) and overview
(Lincoln and Guba 1980) and provided the tacit knowledge described by Lincoln and
Guba, which led to the formulation of the particular research questions. It is important
for researchers studying their own field of practice to acknowledge the major influence
of this preliminary phase as it directly affect methodological decisions made
throughout the study, provides a framework and influences the choice both of the

research question and the method(s) chosen to investigate it.

One underlying concept or assumption in illuminative evaluation is that a system or
individual activities can only be understood if contextualised. Parlett M (1981). Prior
ethnography provides that contextualisation. This accords with Fetterman's

description of the emic perspective as the starting point for data collection (1991) .
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This emic perspective is the insider's or native's perception of reality, and is used to
help explain why members of the social group do what theyk do and contrasts with the

etic or outsider's perspective. (Fetterman 1991)

Phase Two

The intervigws which were undertaken at the beginning of the project served to focus
the study and provide in-depth information from a number of key individuals. Parlett
and Hamilton (1972) describe this stage as a time of further inquiry, Lincoln and Guba

(1980) as a period of focused exploration in order to gain in-depth information.

This series of interviews was with individuals selected by the researcher because of
their intimate knowledge of the field in which the research was to be carried out,
because of personal contact, and because they expressed an interest in, and views on,
the area of inquiry. The interviews were unstructured and non-directive. This
approach arose from therapeutic interviews (Cohen and Manion 1985), the principal

features being:

"...the minimal direction or control exhibited by the
interviewer and the freedom the respondent has to express
his subjective feelings as freely and as spontaneously as he
chooses or is able." (Cohen and Manion 1985 p293).

Moser and Kalton (1977) are cited by these authors to confirm the appropriateness of
this type of interview when complex issues are being explored, and when the

researcher's knowledge of what is important is still in a vague and unstructured form.

The data collected in these key interviews is presented later. They served to focus the
study on key issues that were considered important to people in the field, or to those
who had direct influence over them. This period of focusing led to decisions about

how to collect data specific to the issues that had been raised. The methods chosen
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were direct and indirect observation and in depth interviews.

Observation

In a naturalistic design observation is regarded by many to be one of the most
important instruments available to the researcher (Taylor and Bogdan 1984, Cohen and
Manion 1985, Patton 1980, Parlett and Hamilton 1977). The term observation
however co.vers a variety of ways of collecting field data. Different authors use
different models to discuss observation as a research tool_ and it is used both by
ethnographers to describe their close involvement in a social setting and by laboratory

technicians recording experimental data. Gans (1982) observes that :

"... in sociology the term participant observation
refers to a multitude of activities and roles: the term is only
a loose and inaccurate label that covers the many varieties
of participation and observation, and distinguishes them
from formal interviewing or library research.”

(Gans 1982 p54).

In this study observation was used at four stages. Firstly there was the period of
observation or prior ethnography before the research project was started. Secondly
field notes were made whenever there was contact with the setting, for example when
negotiating access and while waiting for interviewees. Thirdly a form of indirect
observation was used when people were asked to complete diary sheets. Fourthly the
researcher's involvement in professional affairs both locally and nationally generated

data that conforms to Douglas' (1976) description of direct experience.

Observation prior to the study

The validity of using data collected prior to embarking on a study has already been
discussed under the section on the choice of a naturalistic design. It was seen as
appropriate to include the collection of data during the researcher's clinical practice as
a physiotherapist in this description of the methods used in the study. This can be seen

as conforming to Gans' description of the researcher in a naturalistic enquiry as a total
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participant where the field worker is completely involved emotionally in a social
situation and only re-adopts the role of researcher after it is over. Gans sees this as a

very important part of field research:

.. the field worker ought to aim for at least some
total partlc1pat10n if at all possible so that he learns to see
the world as it is seen by the people he studies.

(Gans 1982 p54).

Observation secondary to other activities

Records were kept of observations made every time there was contact with a member
of the setting being studied. These ranged from records of telephone calls made and
received, letters sent and received, and field notes after visits to the setting to negotiate
access to the field or to conduct an interview (see Appendix B for example). These
notes and records form what Babbie (1983) calls a field journal. Babbie describes
such a journal as the backbone of field research. He advocates recording both
empirical observations - what the researcher knows has happened, and interpretations -

what the researcher thinks has happened.

Although periods of observation were not deliberately planned and I did not go to the
setting in order to observe what was happening, every opportunity was taken to make
field notes on the setting when the researcher was there for other purposes. For
instance, if an interviewee had been held up or needed to finish something before
being free for the interview, then reassurances were given that the researcher was in no
hurry, and a suitable place was found to wait where activities could be observed and

these were recorded.

A lot of valuable data was recorded in this way and the usefulness of this form of

observation as a research instrument was recognised. However, it was not felt
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appropriate to use it as a primary method of data collection in spite of its widespread
use in naturalistic enquiries. At an early stage in the research it had been considered in
relation to one of the aims of the study. It appeared that it might be possible to use it
to record interactions between nurses and physiotherapists in order to describe the
inter- disciplinary working relationships of nurses and physiotherapists in two different
hospital setFings. However, practical difficulties were envisaged. These included
knowing where to physically position oneself in order to record the interactions. I
knew from professional experience that as well as the pre-arranged meetings to discuss
patients' progress, valuable information was shared by professionals during casual
encounters in the corridor, over the telephone; in the toilets. It would be possible to
miss all those and assume that those interactions actually observed were all that

occurred.

Shadowing one of the professionals was considered. This would have entailed
spending a shift following a particular individual and recording every time information
was passed on to or received from a member of the other profession. However, this
was not done for two main reasons. Firstly, it was felt that the presence of a
researcher would influence the behaviour of the person being shadowed too much.
The spontaneity of informal interaction may well have been lost and artificial -
situations created to impress me with how much interaction went on between nurses
and physiotherapists, or conversely normal opportunities for communication not taken

up in order to show how little interaction went on.

Secondly, there were ethical reasons for not observing all that a particular professional
did during a shift. In particular, it was felt that as there was no research aim in this
study that would be fulfilled by me having acceés to information about patients and
their medical, social and personal condition, it would have been unethical to have
heard such details while undertaking observation. Although such information need not

have been formally recorded in any way, I would still have been privy to knowledge
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which the patient had the right to expect to have been képt confidential to those who
needed to know. As patients' rights are under constant threat of violation I did not find
it acceptable to acquire information which was of not benefit to the study and the

acquisition of which could be seen as an invasion of privacy.

Another ethical issue arose when considering using observation as a major instrument
in the study. Jarvie (1982) and Taylor and Bogdan (1984) discuss the problem facing
researchers who acquire information that they feel in conscience they should act upon,
but in doing so would jeopardise the study. From experience in the clinical field I
knew that spending long periods on wards for elderly people as an observer would put
me in the position of seeing things happen that I felt were wrong, but was unable to

prevent or rectify.

The reality of this was shown on the first occasion I went to the setting to talk to the
nursing officer about access to the ward. I was sitting in the ward day room with some
elderly patients while waiting for the nursing officer. A female patient entered the day
room and an incontinence pad she was wearing fell to the floor. The lady used a
zimmer frame for balance and support and was unable to retrieve the pad herself. She
was obviously embarrassed by the situation and in danger of falling if she bent over

any further in her efforts to pick the pad up from the floor.

I had three choices. One was to pretend I wasn't there - to be the total observer with no
participatory role in the setting and see how the situation was dealt with. This was not
acceptable as the lady was embarrassed by the situation and could have fallen if no-one
intervened. One was to act as a physiotherapist and deal with it as a professional. This
would I felt have have compromised my position on the ward as it would have placed
me firmly as a physiotherapist in the minds of the staff rather than as a researcher who

happened to be a physiotherapist as well, which was the emphasis I was aiming for.

78



The third option, which was the one adopted, was to take on the role of an ordinary lay
member of the public and deal with the situation as a visitor to the ward may have
done. I therefore asked the patient her name and went into the corridor and explained

the situation to the first person I saw in uniform.

This incident highlighted another potential problem with observation in a clinical
setting. Wards are notoriously under-staffed and while it is not known whether this
has been studied, it is postulated that nurses rely, with or without acknowledging it, on
the presence of other professionals and visitors to safeguard patients. A nurse for
instance may feel very worried about leaving a day room full of elderly people
unattended for long periods. However she may be able to justify a necessary absence

if she knows that visitors, or other professionals, are present.

This seemed to me to be very relevant to the adoption of an observer role. The nurses
on the ward would know I was there; they would also know I was a physiotherapist
and could presumably therefore be relied on to take appropriate action if something
occurred that was potentially dangerous, or if a patient needed something. This would
therefore influence their behaviour - for instance they might visit the day room less

often on the assumption that the researcher would be fulfilling part of a custodial role.

Indirect Observation

The need to develop a way of observing the contacts the nurses and physiotherapists
had over patients, without encroaching on the privacy of the patients arose from the
practical and ethical issues discussed above. A means of recording these contacts was

needed which overcame these problems.

A recording or diary sheet was devised on which members of each of the two
professions would record each instance they had contact with the other profession over

patient care. Diaries have been used in a number of health care studies as a way or

79



recording all activity, or activity at specified times to enable a picture to be built up of
the working day or a particular professional. In this instance what was wanted was the
type of information an observer would have recorded about each instance of

interaction had they been present.

A sheet was therefore devised (Appendix C) on which the selected professionals were
to be asked'to record details of the interaction under specific headings. What the
researcher wanted to know was how often nurses and physiotherapists communicated
about patients, where and when this took place and whether it was the more formal,
pre-arranged meetings that were most valuable, or the informal exchange that occurred

casually in the corridor.

The diary sheets were to be given to two people. One would be a nurse directly
involved with care of a specified patient. The other would be the physiotherapist
involved with the same patient. These two people would be asked to record all
contacts they had with each other about a particular patient. The patient was to be
chosen by the two professionals jointly. The criteria given by the researcher for
selection were that the patient should be one Whom on admission was clearly in need
of some physiotherapy intervention and therefore communication between the nurse
involved in their care and the physiotherapist on the ward would be necessary, and that
the patient was expected to be on the ward for a number of weeks. Were the patient to
die or be discharged soon after admission then another patient was to be selected for

the purpose.

It was emphasised to the two professionals that the researcher did not want to know
any details about the patient beforehand. There was no need for their name to be
recorded but the researcher would want to know some details about their condition and
would therefore be asking some questions once the data collection was complete.

As part of the investigation focused on the knowledge and understanding of both
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professions of physiotherapists' role in the management of incontinence and pressure
sores the two recorders could have been asked to select a patient with one or both of
these conditions. However, it was felt that stating this would héﬁ/e indicated that these
were conditions about which the researcher was expecting the two professionals to
communicate. As it was important to discover what they themselves thought relevant
to the other professional to know, these two conditions were not m_entioned. This was
not anticipated to be too much of a problem as the prevalence of both pressure sores
and incontinence is very high in elderly people in hospital and it was anticipated that
the patient chosen may well be suffering from one of the other. In the event that this
was not the case it was envisaged that at the follow-up interview questions could be
asked about whether the professional would have thought it relevant to discuss these

two conditions with their opposite number.

Initially when the diary sheet was first developed it was hoped that it would be used
fairly extensively in both settings to generate data about how and when nurses and
physiotherapists communicate about their patients. In practice, it was the negotiations
about the use of the diary sheets that yielded the most valuable and prolific data, rather

than completion of the diary sheets themselves.

Piloting the Diary Sheets

I saw the piloting as a way of discovering the feasibility of using this form of recording
in the main study. It was hoped that the two people doing the recording would give
plenty of feedback both about the proéess of filling in the sheets and also as to whether

they were a reliable way of recording contacts made.

The diary sheets were piloted at a hospital as similar as possible to those in the main
study. This hospital was for elderly people suffering from a range of medical and
social conditions which necessitated admission for short or long term care. It had a

small physiotherapy department and had the reputation within its health authority of
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enjoying good relationships between nursing and paramedical staff.

Both the superintendent physiotherapist and the nursing officer were contacted by the
researcher by telephone and an appointment arranged. This first interview was done
on an individual basis to explain the purpose of the research, the diary sheets, and the
need for piloting. The superintendent physiotherapist worked on the ward and agreed
readily to fill in the sheets herself. The nursing officer suggested a particular ward
sister as the most appropriate person to fill in the sheets from the nursing side. A time

was therefore fixed to talk to the sister.

This sequence of making contact with the professionals highlighted an issue which was
significant throughout the negotiations for access. The physiotherapists initially
contacted were all the managers of the physiotherapy departments at their hospitals.
They were therefore able to agree to their staff being asked to participate in the study.
They were, in all cases but one, both the superintendent of the physiotherapy
department and a clinician. They not only agreed to the researcher's request for access,
but also volunteered to participate personally. On one occasion when it was not
feasible for the superintendent to participate herself, it was suggested that the
researcher contact another named physiotherapist to see if she was interested in taking

part.

The nursing hierarchy was different however. Contact was made both in piloting and
in the main study with the nursing officer who was in all cases able to make a decision
about access to nursing staff for research purposes. However, these nursing officers
were not clinically involved in the wards and therefore would not be actually filling in
diary sheets themselves. They therefore designated named members of staff to
participate in data collection, and these nurses were told by their nursing officer that
they would be taking part in the study.

Attempts were made by me to intervene in this process and ask permission to approach
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ward sisters less formally, but with the way nursing manzigement was organised it
proved difficult. Certainly none of the nursing officers appeared to acknowledge that
there would be any difference in a sister participating in a study because she had been

asked to by the researcher personally, or because she had been told to by her manager.

This was a significant factor in the process of data collection particularly in one
hospital as will be discussed later. The issue is raised here because it became clear to
me during piloting that the nursing officer decided who would be cooperating with the

study and this would not be a volunteer as in the case of the physiotherapists involved.

Another important point indicated by the piloting was the time delay in getting data
collection through the diary sheets actually started. Initially I left it to the
professionals involved to start completing the diary sheets as soon as a suitable patient
was admitted to the ward. The superintendent physiotherapist aﬁd the ward sister were
seen together to explain the use of the diary sheets and details of their completion.
They were then seen individually a few days later to answer any queries and to check
that they understood what was involved. The folders containing instructions, the blank
sheets and stamped addressed envelopes were then left with them so they could start to

fill in the sheets.

There followed a long period of delay before any data were collected on the sheets.
Both the physiotherapists and the nurse emphasised to me that this was not a typical
period in their working routine and if only they could wait until things were normal
then much more valuable information would be collected. Every time data collection
was delayed a genuine reason was given as to why this was not a good time to start.
Some of the reasons given were that one or other of them was off on holiday, on a
management course, on an AIDS seminar, at a job interview, that off-duty
arrangements for that week meant they would not see each other, or that one of them

was on sick leave.
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As it would seem important that communication between the two people responsible
for the care of a patient should take into account such periods when direct face to face
contact was not possible, I was anxious that data collection should start as soon as
possible. The physiotherapist and nurse appeared keen to record during a period
which they saw as typical of their usual routine. As the weeks progressed however, it
became apparent that this 'typical' period might in fact only exist in theory, and that in
practice long periods when the physiotherapist and the ward sister were not on duty at
the same time were usual rather than untypical. The difficulty then arose of the two
professionals wanting recording to occur during an ideal period whilst I wanted

recording to occur during a period which reflected the reality of the setting.

The situation was resolved eventually by me emphasising that the main reason for
piloting the diary sheets was to test the mechanics of using them, rather than for the
data collected. The physiotherapist and nurse agreed to start filling them in on the
understanding that I did not think this would reflect a normal view of their interaction

and that allowances would be made for the special circumstances of that period.

This delay in data collection was to be repeated in the main study and was a major
reason why the diary sheets were only used in one of the settings and were not in
themselves a main instrument of data collection. The data that were collected during
the piloting and during negotiation over their use in both the main settings were
however extremely valuable. If the diary sheets themselves are>considered only as a
potential instrument to have been used in this study then they could be perceived to
have failed in that they did not of themselves generate a lot of data. However, the
process of trying to develop them as a research instrument and .the reaction to them in
the settings was extremely successful as it highlighted several key issues which were
taken up in the subsequent interviews.

Stamped addressed envelopes were supplied by me to encourage the participants to
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complete the sheets daily and post them back at the end of each day. As each contact
would be recorded twice - once by each of the participants - it was hoped that the data
could be checked for reliability and that the different perceftions of the professionals

as to the purpose and nature of the interactions could be noted for further investigation

at the interviews which were to follow the period of completion.

The sheets and envelopes were supplied inside a folder, on the inside of which was
glued the instructions for completing the sheets. Each of the two participants was
supplied with her own folder. It was envisaged, and this was confirmed during
piloting, that the physiotherapist would keep her folder in the physiotherapy
department and complete the sheets at the end of the morning or afternoon when she
returned to her office. To facilitate this the physiotherapist was supplied with a small
notebook to keep in her pocket in which it was suggested she keep rough notes of the
contacts she had during the day with the ward sister. The sister kept the folder in her
office or at the nurses' station and as she returned there regularly during her shift it was

not found necessary for her to have a pocket note-book.

After completing the sheets for two weeks I decided that enough feedback had been
received to make a significant contribution to the development of the diary sheets.
This physiotherapist was going on annual leave and would then be moving to another
post in the district. Given the amount of time that had been spent waiting for data
collection to begin it was considered prudent to use the lessons learnt from piloting and

move onto the main study.

The feedback from the two participants during piloting was vefy useful. Apart from
the issues noted above, there were very pertinent points made that could only have
been highlighted by use of the sheets in practice. The ward sister suggested that a
space was included for the nurse to record her working hours on the first sheet

completed each day. This would explain to the researcher why certain contacts
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occurred at certain times and not at others. For example, the physiotherapist might
have to leave a message with a third party because she would not be around when the
sister came on duty. It was also suggested that on days when no éontact was made a
blank but dated sheet was returned so that it was clear that the participants had not just
forgotten to complete or post them. Minor alterations were also made to the layout of

the sheet and the terminology used after discussions with the participants.

After the two week completion period was up, I went to see both participants to obtain
any final feedback and to thank them for their time and cooperation. The one point
that both parties emphasised was that they did not feel that what they had recorded on
the sheets was an accurate reflection of the communication that actually occurred
between them. Neither of them could be more specific about what had not been
recorded, or make any suggestions as to how other communication could be recorded.
As it had been emphasised throughout that ALL contacts with the other professional
should be recorded and that this should include messages left with third parties, written
and verbal contacts, and information given to third parties with the assumption that it
would eventually get to the other professional, it was difficult to understand what it
was they felt had not been adequately shown on the sheets. This issue was noted for
further investigation in the main study. (See Appendices D and E for examples of

completed diary sheets and collation of resulting data).

Observation by participation in professional activities

During the fieldwork phase of the study I was seconded from the employing Health
Authority. Contact with the Health Authority and particularly with the district
physiotherapy service during this two year period could have been negligible.
However, close contact was maintained in order to retain clinical expertise. This was
a conscious decision as the research was so closely linked to the professional
experience of physiotherapy. The contacts consisted of continuing to participate in the

on-call rota and therefore working occasional weekends and evenings, attending
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seminars, and meeting with colleagues socially and at work functions.

The maintenance of close contact with staff meant that access to one of the settings
was extremely easy to initiate. The disadvantage was that the physiotherapists in that
setting emphasised my identity as a physiotherapist whenever 1 §vas there. This
necessitated working hard to ensure that the nurses on that ward saw me as a

researcher first and a physiotherapist second.

On one occasion I was in the ward kitchen chatting to the nurse whom I was about to
interview. This nurse was making us both a cup. of tea. Oné of the physiotherapists
was passing the kitchen and upon seeing me said that if I had wanted a cup of tea I
should have gone into the physiotherapy department and made myself one. This was
said in a friendly tone to indicate that I was always welcome and should feel able to
use the facilities of the physiotherapy department. However, this emphasised to the
listening nurse that I was a physiotherapist and was closely identified with the

physiotherapy department in that hospital.

This highlights one of the problems for practitioners of doing research on their own
ground. This can be overcome with care and constant attention and in this case was
outweighed by the advantages of ease of access and familiarity with the setting.
Problems over access in the other setting in which I was not so well known supported

this point.

In addition to local involvement I also developed national links within physiotherapy.
There is a special interest group for physiotherapists working with elderly people
(Association of Chartered Physiotherapists with a Special Interest in Elderly People
also known latterly as AGILE) and the researcher took on the honorary position of
Research and Information Officer. This is one of the very active special interest

groups in physiotherapy and has produced documentation about physiotherapy practice
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which has been invaluable in the study.

The researcher was also elected to the Council of the Chartered Society of
Physiotherapy. This provided access to data which would not otherwise have been

available, and also strengthened the links between theory and practice within the study.

Interviews

This section describes the use of the interview in research and its particular application
in this study. After a discussion of some of the different types on interviews that have
been identified in the literature on research methodology, a detailed account is given of
the pilot interviews conducted by the researcher. This is presented in some detail to
demonstrate the practical nature of the methodological development of the interview as
a method of data collection appropriate to this research project.

The varied nature of the research interview is highlighted by the many definitions
found in the literature (Cannel and Kahn 1968, Burgess 1982, Whyte 1984, Brenner,
Brown and Canter 1985, Cohen and Manion 1985, Powney and Watts 1987, Silverman
1993). Burgess (1982) uses the model of a continuum to discuss-t_he different types of
research interview which ran from the structured interview commonly used in survey
research to the unstructured conversation favoured by some ethnographers. Powney
and Watts (1987) suggest that classification of interviews should be done by looking at

who is in control of the interview.

Brenner, Brown and Canter (1985) note the considerable complexity of the interview
as a social process and its value in a wide diversify of contexts. They claim that it is
widely accepted as a research tool in its own right and cite Allport (1942) who argued
that if you want to know something about people's activities the best way of finding
out is to ask them. They also cite Harre and Secord (1972) in support of the argument
that the expertise and experience of a respondent is unique and that the account given

of this is scientific data;
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"It is this willingness to treat individuals as the
heroes of their own drama, as valuable sources of particular
information which is at the base of the resurgence of interest
in various interviewing procedures.”" (Brenner, Brown and
Canter 1985 p3).

The data cqllected in interviews is open to different analytical approaches. Both
qualitative and quantitative analysis can be used and the choice will depend on the
objectives of the interview. Brenner (1985) chooses to minimise inconsistency and
maximise comparisons between informants, whereas Potter and Mulkay (1985)
emphasise the possible relevance of "the variability of interpretive repertories” and

regard inconsistencies as valuable data.

Mostyn (1985) emphasises the difference between quantitative and qualitative
approaches in saying that qualitative research is a learning exercise - an expansion of
existing data - rather than a refinement as in quantitative research. Powney and Watts
(1987) reinforce this idea when they discuss interviews used by ethnographers not to
provide discrete data but to make sense of puzzling information and to enhance insight
into a situation. They cite Cockburn (1980) who categorised interviews as sociological
or phenomographical. The sociologist stays at a distance from the phenomenon under
scrutiny in order to attain some objectivity and the focus lies with the researcher's
interests and concerns. Phenomographic interviewers see themselves on the other
hand, as tapping into the perceptions of those inside a system in order to be able to

work out how it functions.

The use of the interview in practitioner research raises the issue of bias. Powney and

Watts (1987) acknowledge the importance of this and its inevitability:

"Perhaps a 'personal perspective’ is a less accusing term
than bias but it is inevitable that the interviewer's
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perspective is also limited by knowledge and experience as
is the interviewee's." (Powney and Watts 1987 p35).

They identify three possible sources of interviewer biaé - the background
characteristics of the interviewer, such as age, sex, education, race and socio-economic
status, psychological factors such as perception, attitudes, expectations and motives,
and behavioural factors related to the conduct of the interview. Cohen and Manion

(1985) also address the issue of bias in discussing the use of research interviews:

"One advantage, for example, is that it allows for
greater depth than is the case with other methods of data
collection. A disadvantage on the other hand is that it is
prone to subjectivity and bias on the part of the interviewer."
(Cohen and Manion 1985 p292)

They suggest three different approaches that can be taken over Biais. Firstly it can be
argued that a good interviewer, adequately trained and with experience, can eliminate
bias. Secondly the inevitability of bias is recognised and controlled. Thirdly, it can be
accepted that bias is a part of the interview process and it is unrealistic and indeed

unnecessary to eliminate it:

"...(an interview is) an encounter necessarily sharing
many of the features of everyday life. ... It is impossible,
just as in everyday life, to bring every aspect of the
encounter within rational control."

(Cohen and Manion 1985 p292).

| Powney and Watts (1987) note that the convention has been for the interviewer to be
unknown to, or at least not a personal friend of, the interviewee in an attempt to avoid
one source of bias. However, they accept the difficulty of this in much research that is
going on when interviewer and interviewee may be familiar to each other. Burgess
(1982) argues that it is indeed very important for the interviewer/researcher to know

about the culture under study so they can share this with their informants:
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"Researchers therefore require a knowledge of
technical terms and an ability to ascertain cultural meanings
if they are to obtain detail, verify statements, elucidate
contradictory data and obtain information that will allow
them to evaluate their informants' statements."

(Burgess 1982 p108)

In defence of this argument they also cite Strauss et al (1964) who maintain that
researchers need to become members of the social settings they study if they are to

understand their informants.

The relationship of the interview to other methods of data collection is discussed by
Burgess (1984) and Powney and Watts (1987) who note that the unstructured interview
is rarely conducted in isolation but used to compliment other methods, for instance to

clarify points arising from observation.

A particular aspect of interviews is the trust that the respondent places in the
interviewer. However, the respondent retains ultimate control of the situation.
Powney and Watts discuss the relevance of this in relation to a study of young people
who were shown a preliminary report following a peridd of observation. They are

reported as feeling quite alienated from the research:

"They had no idea that they were revealing so much when they
sat talking to a friendly young person in the project premises."”
(Powney and Watts 1987 p27)

The researchers then changed from participant observation to interviews and renewed
cooperation was reported from the young people who said they preferred being

interviewed to being observed.

The choice of structured or unstructured, informant or respondent interviews is largely
determined by the purpose of the interview. Burgess (1982) is quite certain that the

standard set of questions of a structured interview schedule is restricting and narrow if
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the purpose is to provide opportunity for opening up new dimensions of a problem.
Structured interviews define situations in advance and do not allow the researcher to

follow up any interesting ideas.

The argument that is identified in the literature as being relevant to the choice of
interviews as a method of data collection in this study is whether the researcher,
having identified the important issues in advance, wanted factual information to fit into
pre-defined categories, or whether this stage of data collection was about expanding
understanding of the situation from the perspective of the interviewees. As it was the
latter that was most appropriate at this stage in the project, an interview schedule was

developed in accordance with this objective.

The choice of the interview as a data collection method has been discussed under a
previous section on emerging design. This section has discussed the use of interviews
in research and highlighted some of the arguments considered when developing the
interviews used in this study. A detailed description is given in the next section of
how the theoretical issues identified in the literature were combined with the practical
experience of conducting the pilot interviews which resulted in the formulation of an

interview designed specifically for this study.

Pilot Interviews
Seven pilot interviews were carried out prior to beginning the main data collection.
Three of these were with physiotherapists and four with nurses. The objectives of the
pilot interviews were to ascertainrwhether: |

* the format of the interview was appropriate;

* the interviewee was comfortable with both the interview format and the
interviewer;

* tape recording was an appropriate was of recording the data;

* the data collected was apprdpriate to the study objectives;
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* there were flaws in the interviewer's technique that needed correcting;

* the interviewer was confident with the mechanics of the interview eg. use of
tape recorder.

Samples

I made contact with three physiotherapists I knew. Each of these agreed to be
interviewed as part of the pilot exercise. This was felt tb be an appropriate method of
selecting interviewees as they would know me on the same basis as those to be
approached for the main study, and because they had similar experience in working

with elderly people.

Volunteers were requested from the district nurse course run locally, one nursing
lecturer was asked, and one nursing sister was recommended by one of the
physiotherapists interviewed. This selection was sufficiently similar in the important
characteristics. Although the amount of experience of the nurses in care of elderly
people was not known they had all nursed elderly people during their training or
consequently. Most of the nurses were strangers to me as would be the nurses to be
interviewed in the main study; two were known but not well - again a situation likely

to be repeated in the main study.

All the interviewees were volunteers and were selected on the grounds of availability
rather than due to their involvement in a particular setting, but given the objectives of

the pilot interviews it was felt that this was appropriate.

Procedure

When the potential interviewee was first approached I explained that volunteers were
needed to help pilot interviews for a research project. The physiotherapists and the
lecturer knew that I was a physiotherapist, the other nurses did not and this was

explained to them. Some of the interviewees understood the term "pilot interview',
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others did not. This term was explained as being a practice run to see if the interviews
worked. It was stressed that the information given would not be used in the main
study and that one of the main reasons for having these practice interviews was to see
if there were any problems that needed sorting out before the main interviews were’
undertaken. I had drawn up a semi-structured interview schedule consisting of twenty
questions with appropriate prompts. This was typed and was in two versions - one for

the nurses and one for the physiotherapists - which were very similar.

At the first interview I briefly mentioned the following points before the interview
began:

* confidentiality - that anything said would not be discussed with anyone else.

* tape recorder - the interview would be recorded so that it could be typed up in
full later if that was acceptable to the interviewee.

* diary sheets - as some of the questions related to the diary sheets, which the
pilot interviewees would not have used, these were explained and the
interviewee asked to role play and make up suitable answers.

Feedback

The Interviewee's Perspective

The feedback from this first interview was extremely valuable and led to a lot of
changes being made in the subsequent pilot interviews and the interviews in the main
study. The main feedback concerned the format of the interviews. It was noted that

throughout the interview the interviewee asked questions such as:

"Am I answering the question correctly?"

"Is that what you wanted me to say?"

"I'm not sure if that's the right answer."
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This appeared to imply that the interviewee felt constricted by the questions from
discussing issues that were important to her. She felt that she had to answer correctly
rather than by saying what she felt about the issue. Other comfhents which were made
after the interview were that the interviewee had found the interview threatening and

uncomfortable;

"I felt very defensive - why is she asking me all this
- doesn't she think I know what I'm doing?"

These acknowledged feelings were supported by body language. The interviewee sat
well forward in her chair with her arms folded tightly on the desk and leant over her
arms. She appeared tense throughout the interview until at the end the tape recorder
was switched off and she sat back and relaxed. She suggested that it would have been
useful if she had been sent a list of the questions in advance of the interviews so she

had time to think about the answers.

When asked about the tape-recorder the interviewee said she found it off-putting and
had been very conscious of it the whole way through the interviews. This had been
reinforced by the interviewer who was worried about it not working properly and had
checked it several times. thus drawing attention to it. The interviewee also commented
that she had found the questions too repetitive and that they jumped from general to

specific issues and back again.

The Interviewer's Perspective

Of all the pilot interviews this first was to provide the most learning material about
how not to conduct interviews. My main feeling was that the schedule was too
restricting. I was conscious that there were a certain number of questions to be
addressed and that the interview would not be complete if some of the questions were
not asked due to lack of time. On both asking the questions and on listening to the

recording later it was clear that not enough time had been allowed for the interviewee

95



to develop issues that were important to her. Throughout the interview I was aware of
the interviewee trying to read the questions upside down on the sheet to see what she
was going to be asked next. One of the main points that came from both the interview
and the recording was that the interviewee was trying to give téxt-book answers, or

answers that were considered to be correct.

I was nervous about the length of time the interview would take and the tape recorder -
whether it was actually recording and whether the recording would be audible. This
was translated into tense posture similar to that of the interviewee and nervous laughter
at several points in the recording. I also recoghised that I had reacted to what had
been said in reply to some of the questions. As these were issues on which I had my
own views it was easy to let these be expressed by raised eyebrows, questioning
glances and comments such as 'oh, really', which were judgemental and could well

have affected what the interviewee said in reply to later questions.

The feedback obtained from this first interview was around two main issues - my
inexperience as an interviewer and the structure of the schedule. The decision was
made to concentrate on improving the first set of problems while retaining the original

schedule. Two more interviews were therefore undertaken with some alterations.

Alterations

A longer introduction was prepared which concentrated on issues of confidentiality
and stressed that nothing from the interview would be discussed with anyone else.
This included anyone else taking part in the study and the interviewee's colleagues or
manager. The use of the tape recorder was explained in greater depth as a way of
helping the interviewer with note taking, not as a permanent record of what was said.
It was acknowledged that most people felt nervous about the tape recorder at first but

soon forgot about it.
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Control of the interview was mentioned. The interviewee was free not to answer any
questions she felt uncomfortable about, was free to stop the interview at any time, and
free to refuse permission to record either the Whole or any part of the interview. It was
also stressed during the introduction that there were not right or wrong answers to the
questions and that it was the views and feelings of the interviewee that were important

to the research.

I concentrated on not appearing at all judgemental and not letting my own views on
issues be at all explicit. The tape recorder was hidden until the issue had been
introduced, reassurance given, and permission to record been received. The recorder
was not checked once it had been switched on and every effort was made to allow
time for the interviewees to develop and expand on their answers and on what was

important to them.

The feedback from these two interviews covered several points. The interviewees said
that they felt intimidated by the number of questions, were worried about giving the
desired information and one said she would have liked a copy of the questions as she
was worried she wasn't answering them correctly. This last point echoed the original

interviewee.

On the positive side however, they both said that they soon forgot about the tape
recorder and did not feel they had been influenced in their replies by knowing it was
there. They did not feel the interviewer had been at all judgemental and said they

could not tell what her views on specific issues were.

It was felt therefore that the remaining problems with the interviews were that the
questions were too restricting and that the format did not allow for issues to be
explored. This was mainly because of the number of questions and the concern about

getting through them all was not allowing time to clarify or expand issues raised.
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It was decided therefore to change the format of the interview and to carry on piloting
until I felt T was getting the type of data required by the study. A list of topics was
drawn up which would act as an agenda for the intefviews. Each of eleven topics was
written on a card together with appropriate prbmpts. Four pilot interviews were

carried out with the agenda.

Feedback was requested on the use of the tape recorder, how comfortable or
threatening the interview had been, whether there had been sufficient time to say what
they wanted to say, and whether they felt they had got anything out of the interviews.
All four said they had found it a pleasant and positive experience. Only one was
conscious of the tape recorder after the first few minutes and all four said they

appreciated the opportunity to talk over issues they felt were important:

"Made me realise how little I know about nursing.”
"I don't know much about physiotherapy do I?'
"It has helped me clarify a few things."

"You never have time to talk things over like this."

I felt much more comfortable with the less structured interview. It was much easier to
let the interviewee talk and develop the subject without worrying about getting through
all the questions. More subjective information appeared to be coming out of the
interviews as subjects were expressing feelingvs and views rather than trying to give
correct answers. This was more appropriate to the study. I also felt able to give more
control to the interviewee and let them decide what was important to them about the

issue or topic being discussed.

On listening to the recording it was noted that I said far less than in the first interviews
and that almost all of the talking was done by the interviewees. It was therefore

decided to adopt the agenda style of interviews, to use a tape recorder, to set the scene
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by means of the introduction, emphasising issues of confidentiality and control.

| The introduction was given verbally by me with key words written on a card as a
reminder. This allowed an informal style of presenthtion with eye contact being
maintained to stress that the statements in the introduction were meant and not just
being read off pat.

The introduction covered the following points:

* introduction of self as physiotherapist doing some research for the
Department of Health at Sheffield City Polytechnic.

* explanation of the research as looking at physiotherapists and nurses
working with elderly patients in hospital.

* reason for choice of hospital - because of the special way it has developed
its services for elderly people. :

* emphasis that it is what you, the interviewee, think and feel about the issues
that is important for the study. Other people may think differently, but it is
your views that are important.

* recognition that some of the areas are sensitive and some people feel
uncomfortable discussing them. You are free to stop the interview at any time
or to choose not to answer any of the questions.

* use of the tape-recorder to allow the interviewer to concentrate on what is
being said and reassurance that the tape will be wiped clean once transcribed.

* confidentiality - nothing will be discussed with anyone else taking part in the
study, nor with your colleagues or manager. Any quotes used in the writing
up of the study will not be attributed.

* assurance that although complete anonymity cannot be guaranteed as it is
known that you are taking part in the study you will not be identified by the
researcher in discussing or writing up the research.

The issue of confidentiality was particularly important as I would be known as a
colleague to many of those to be interviewed. In one of the settings it was known that
I had close links with the, then, District Physiotherapist. It was emphasised therefore

that I was there as a researcher not as a member of the district physiotherapy service.
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This proved to be important at the first of the main interviews when on stating that
nothing would be discussed with anyone the interviewee said 'not the boss?’ meaning
the District Physiotherapist. It was important therefore to ‘spend-time on the
introduction reassuring the interviewees that their confidence would not be broken and

that the interviewer was not there on anyone else's behalf.

When interviewing the nurses it was important to explain that I was a physiotherapist.
Had a decision been made not to the explicit about this from the beginning it was felt it
would have had a detrimental effect on the study. It was unlikely that the nurses
would not find out that the researcher was a physiotherapist and may have been

suspicious if it had not been discussed.

All the subjects in the pilot interviews were asked if they were conscious that they had
been talking to a physiotherapist. The physiotherapists, who all knew me well, said
yes but that they felt that this helped as there was a lot of common knowledge that
meant things didn't have to be constantly explained. The nurses did not appear from
their comments to have been inhibited by knowing that I was a physiotherapist:

"No, you're not in uniform."”

"I don't know you as a physio, I've never worked with you as a
physio.

"I know you said you were, but you don't come over as a physio."

"I forgot you were a physio."

One of the main concerns following the first interview was over body language and
non-verbal clues given by the researcher. It was particularly difficult not to give
feedback in this way when hearing things thaf were uncomfortable. This was usually
criticism of the profession of physiotherapy, or derogatory remarks about
physiotherapists. This became easier as time went on and I was almost expecting these

remarks.

100



A lot of effort was put into appearing relaxed and adbpting a chatty style of interview.
Dress was casual but deliberately not reminiscent of physiotherapy uniform
(traditionally navy-blue trousers and a white top). Control was given as far as possible
to the interviewee by using their territory, letting them have a clear exit, and arranging
the interviews to suit them personally - even when their manager had already said what
the best time was. It was felt that the more control the interviewee had over the

interview the less likely it was that they would sabotage it.

Conclusion

The interviews can be seen to have served two pi.lrposes. One was to collect data that
would inform the research process and lead to further work being undertaken; the other
was as a tool to develop an understanding of the research process particularly the type
of ethnographical research that can be used to examine the interaction of people in a

variety of settings.

The extent to which the interviews were successful in achieving these objectives can
be determined by an examination of the outcomes of the research undertaken. The
data generated was rich and varied and led to the development of a theoretical

framework for greater academic analysis of the subject.

The development of my understanding of the research process has been illustrated in
this section by the detailed description of the methodological issues that arose and
were dealt with during the course of undertaking the interviews. The relationship
between the methodological theory in the literature, particularly that related to
naturalistic enquiry, and the practicalities of interviewing in real settings, was
established as demonstrated here. As such the research process was based on
developing a sound knowledge of this type of enquiry and this served the overall

purpose of the study well.
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4. FIELDWORK FINDINGS

This section reports the findings of the fieldwork. These data are presented in two
sections. The first sets out the key issues that arose during a series of unstructured
interviews with a range of professionals involved in delivering care to elderly people
in hospital. These interviews focused on the relationships between nurses and
physiotherz{pists working with elderly people and hbw those relationships were seen by
the two professions involved and by managers. The second section presents the
findings of interviews held with nurses and physibtherapists in the two hospital

settings described below.

The purpose of the fieldwork was to generate descriptive data about the practice of
physiotherapy from the perspective of physiotherapists themselves and by the nurses
with whom they worked. The original question of how much nurses knew and
understood about the practice of physiotherapy with elderly people and what it had to
offer had at this stage in the research process generated a logically prior question as to
how much physiotherapists themselves knew and understood about their own practice.
The research process was at this stage focused therefore on those two aspects with
interview schedules and observational data collection being constructed in such a way
as to generate a wealth of data which would be analysed within a framework
constructed both by the themes that emerged from the data and by the location of the

researcher in the study.

One of the challenges of using qualitative methodology is the generation, interpretation
and presentation of data in a format which conférms to the requirements of academic
rigour without losing the depth and breadth of what is not a quantifiable set of
findings. The justification for the use of the methodology is elsewhere in this report.
This section presents findings which formed the springboard for the development of

the final thesis. Qualitative data is notoriously unwieldy and attempts to make it
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manageable inevitably lead to anxiety about losiﬁg something in the process. The
involvement and location of the researcher within the framework means that that
which is retained and captured is that which is important to the researcher in the light
of the development of the overall thesis. The role of the researcher as the creator of
the construct of the thesis necessitates analysis of the data to be undertaken in a
reflexive as well as interpretive way. That which is important to the researcher,
because it i-s important to the respondents, is illuminated, that which does not
contribute to the framework being constructed is discarded. The rationale for this
approach is to be found in the methodology section. It is mentioned here to allow the

reading of this part to be within the context of the overall approach of the thesis.

The two settings

The main reason for the choice of the two particular hospitals for the study was
evidence that these were two contrasting settings, one in which relationships between
nurses and physiotherapists were excellent and one in which these relationships were
poor. This was based both on the personal experience of the researcher who had
worked in both settings, and on subsequent verbal reports from colleagues. The data
collected during the fieldwork confirmed that there were indeed differences in the
relationships between nurses and physiotherapists at the two hospitals, but that the
significant differences were not those originally observed, and that the reasons why
these relationships were different were not those that had originally been the focus of

the study.

4.1 Observations from Stage 1 Interviews

This section sets out the key issues that arose during discussions with professionals
involved in delivering care to elderly people in hospital. The discussions took the

form of a series of unstructured interviews with senior nurses, physiotherapy and nurse
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managers, and general managers, all known to the interviewer. The findings are

presented here under the main topics that emerged during these interviews.

Care of Elderly People

The term 'care’ in the context of elderly people was seen by physiotherapists as
meaning different things to them and to nurses. The physiotherapists said they
understood care, in terms of their own work, as a functional rehabilitative approach to
patients. They saw nursing care as promoting dependency and nurses as having a
different understanding of the role of the professional carer. Nursing care was seen by
these physiotherapists in terms of "nurturing”, "encouraging dependency”, "looking

after”, with patients playing a passive role and nurses an active role.

Physiotherapy care on the other hand was described by physiotherapists as

" on

allowing the patient to

" n

"encouraging independence"” "rehabilitative” "standing bac
do things" "making life a challenge for the patient”. The patient was said to be an
active participant in care with the physiotherapists taking an increasingly passive role

as rehabilitation progressed.

Nurses described care as differing with the dependency level of the patient and the
setting in which the care was given. They saw care-givers as needing specific skills in
relation to the elderly, especially a respect and liking for the old. One nurse expressed
care in terms of helping patients to do things they could no longer do for themselves
for instance in relation to bodin functions. Nurses did not express views on
differences in concepts of care being held by different professions. One nurse felt that
interpretation of care differed with the setting rather than with the professional. She
said that some wards were more rehabilitation orientated than others and that this was

due to the sister or charge-nurse on that ward.

The idea of care in terms of what the patient wants out of their daily life was expressed
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by both professions. One nurse saw it as:

"helping people to maintain or develop a normal life pattern -
normal for them - normal for their life-style - within realistic goals.

A physiotherapist expressed it as:

"looking at life in terms of the patient's values - what they want to
be able to do in their daily life, what they need to be able to do
to achieve this and what physiotherapy intervention can help."

Questions which arose out of this issue of care included whether the differences and
similarities in defining the concept are based on professional socialisation or

individual experience; whether they are dependent on the setting in which the care is
delivered; whether people conform to the concept held by key people in the setting;

whether people with a similar concept of care are attracted to a compatible setting.

The main reason for discussing the concept of care was to question whether it mattered
to the patient if the different professions involved in the delivery of care held

different views of what it was they were doing. The nurses did not seem to feel there
was a conflict, the physiotherapists said there was and that patients suffered because of

it.

Physiotherapy in the Care of Elderly People - Physiotherapists' Views

Physiotherapists working with elderly people expressed consistent views that the key
areas of physiotherapy intervention were:

* Stroke rehabilitation
* QOther neurological problems particularly Parkinson's disease.

* Dermatology - pressure sores, venous ulcers
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* Bandaging - Bisgaard, stump, subluxed shoulders.

* Orthopaedics - post-fracture mobilisation. |

* Mobility - anything and everything associated with problems of.

* Agility and dexterity - particularly associated with arthritic problems.

* Positioning - in bed and chairs to prevent complications of immobility such
as contractures, pressure sores, chest infections.

* (Chest care - acute and chronic lung pathologies.

* Lower limb oedema - prevention and treatment.

* Pain - particularly related to musculo-skeletal disorders.
* Access - to toilets, on and off bed, in and out of chair.

* Dressing - when lack of Occupational Therapy input.

* Frozen shoulders.

* Anxiety.

* Multiple pathology - the elderly as a specific care group.
* QObservation of the effect of drugs and side-effects.

Continence

When asked about their eontribution to the promotion of continence, the general view
was that this meant the treatment of stress incontinence by pelVic floor exercises and
interferential therapy. There were several physiotherapists doing specific work in this
field with elderly patients as well as with younger people, but this tended to be in an
out-patient setting.

A physiotherapist working on a ward for elderly people described the task of 'taking
the patient to the toilet’ as a chance to do functional reltabilitation. She saw it as so
much a part of what physiotherapists did that she did not single it out as continence
promotion. Mobility, getting in and out of a chair, balancing, turning, dressing skills

were all things physiotherapists were trying to achieve with patients and the act of
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taking a patient to the toilet provided an opportunity for practising these skills.
Improving the functional level of these skills was seen as the reason for taking
someone to the toilet rather than the acquisition of these skills helping promote

continence.

In contrast, one physiotherapist said that she never took patients to the toilet because
once she staﬁed the nurses would expect her to do it all the time and that was all she
would be doing. The opposite view was put by another physiotherapist who said tﬁat a
good physiotherapist on a geriatric ward should spend most of their time "either on the
way to the toilet, in the toilet, or on her way out - with a patient hopefully!" Other
physiotherapists expressed the view that if they were with a patient who asked to go to
the toilet then they would take them and use the opportunity for rehabilitative
treatment. One physiotherapist said that having thought about it, an awful lot of what
she did was relevant to helping patients maintain or regain continence but she thought

of it in terms of other functional activities rather than as continence promotion.

A view expressed by several physiotherapists was that a large amount of the
incontinence seen on the wards was not true iﬁcontinence but existed because the
patient was denied the opportunity or help to get to the toilet. Either physical help was
missing, the nurses were too busy, or the environment was wrong; there was poor
access to toilets, confusing ward layouts, or “the system was loaded" against

maintaining continence.

Pressure Sores

All the physiotherapists interviewed said that physiotherapy had a definite input into
the prevention and treatment of venous ulcers and pressure sores. In some settings this
caused no conflict with nursing staff, but in others it was a highly charged issue with

“battle lines being drawn".
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When physiotherapists were asked why they felt this was an area in which they should
be involved, those interviewed said that they had specific skills which would benefit
patients. They had, through their training, a good knowledge of the structure of the
skin, the possible effects of trauma, pressure, oedema, lack of sensation, and
decreased sensitivity. One physiotherapist said that physiotherapists are trained to
observe and re-assess and can use these skills in this area. They also had specific
treatments fo offer patients such as ultra-violet radiation, me gapulsé, flowtron,

exercises - local and general - ultrasound, local massage, blue-line bandaging.

One physiotherapist commented that physiotherapy was seen as a last resort in this
area and therefore not used effectively by doctors and nurses. Another worked in a
setting where for at least fifteen years nurses and doctors had regularly referred
patients with pressure sores to the physiotherapy department. It was the
physiotherapists who were trying out new types of dressings and who regularly did the
dressings following physiotherapy treatment. They felt they were doing this as they
were more knowledgeable about dressings than the nursing staff and also because it
was easier to do the dressing immediately following the physiotherapy treatment.
Having to arrange for a nurse to be available to do the dressing wés seen as a potential
source of conflict "it's easier just to get on and do the dressing yourself, it helps the

nurses out and anyway we're probably better at it."”

Other Key Areas

A common view expressed by the physiothefapists who had chosen to specialise in the
care of elderly people was that this was an area in which highly skilled
physiotherapists were essential. They had to have a sound knovﬁedge of several areas
which are considered as physiothempy specialities in their own right. These included
neurology, chest care, orthopaedics, as well as the problems associated with multiple
pathology and the effects of ageing. This knowledge had to be regularly updated and

an example of this was given as the 1986 Annual Conference of the Association of
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Chartered Physiotherapists with a Special Interest in Elderly People (ACPSIEP) where
speakers included physiotherapists who were considered to be specialists in neurology,

orthopaedics and chest care in acute settings rather than in the care of elderly people.

Teaching other staff and carers was seen as a legitimate activity by all the
physiotherapists interviewed. They saw physiotherapists as having special knowledge
and skills which would help other staff do their own jobs more effectively and would

help provide continuity of care to the patient.

The areas in which physiotherapists were involved in teaching, either. formally or -
informally, related mainly to lifting and transferring techniques, handling and
positioning patients - particularly stroke patients, the correct use of walking aids, and
ways to support patients when walking. The staff who were the recipients of this
teaching included qualified nurses, student nurses, nursing auxiliaries, domestic staff

and porters.

The question was raised during the interviews bf whether physiotherapists should
'hand over’ more of their skills to nurses. Some nurses took the view that as they were
the profession that provided 24 hour care, 365 days a year, they should be the ones
who did rehabilitation, rather than a profession that works nine to five, Monday to

Friday.

While welcoming the acceptance of the idea that rehabilitation is a 24 hour a day
process rather than something that happens in the physiotherapy department, the
physiotherapists interviewed were wary of handing over their specialist skills to
nurses. In certain areas, such as lifting and handling, they felt it was essential for
nurses to know to to carry out correct techniques. They felt however that in general
these areas were adequately covered with most hospitals having formal input by

physiotherapists into nurse training.
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As far as other areas were concerned, it was felt that nurses did not have the theoretical
background to enable them to do those rehabilitative techniques that were
physiotherapy. If nurses were taught certain pfocedures they would become
technicians in carrying them out rather than skilled professionals, and such procedures

may well be incorrectly or inappropriately applied.

Where stafﬁng levels were good, the view was geherally held that physiotherapy
should be left to physiotherapists, and nurses should stick to nursing. However, where
the physiotherapy establishment was very low, there was more readiness on the part of
the physiotherapists to ensure that someone carried out treatments when they were not
there. On these wards nurses were taught postural drainage, clapping and vibration
techniques, and also how to use the vapazone machine to treat pressure sores. These
procedures were taught in relation to specific patients and use made of visual aids such
as charts on the locker or bed, to ensure that only safe and appropriate procedures
were applied to that patient. This was described by one physiotherapist as the
physiotherapists prescribing the care, teaching the nurses the necessary skills and then
leaving the nurses to carry out the treatment when thé physiotherapist was not
available. This reflected the view expressed by those physiothefapists reluctant to
teach nurses physiotherapy skills that by doing so they would be turning nurses into
technicians. The concern that incorrect or inappropriate procedures would be used

could be countered by adequate teaching, liaison and checking by the physiotherapist.

Nurses’ Views

The views of the nurses interviewed of what phyéiotherapy was and what it had to
offer the elderly patient were very limited compared to those of the physiotherapists.
They appeared to reflect personal experiences of the nurses rather than any formal

teaching they had received on the role of other professionals.

One senior nurse with wide experience of working in a variety of settings had until
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very recently only seen physiotherapists “teaching leg exercises, coughing and
spitting”. She therefore only thought of physiotherapy in those terms. Other views of
what physiotherapists did included "orthopaedics” 'thysiotherapists walk people”

"physiotherapists are the ones who mobilise people post-operatively or post trauma”.

When the question of other interventions was raised, such as pressure sore
management or promotion of continence, the consensus was that this was not
physiotherapy except when nurses had had personal experience of seeing

physiotherapists involved in those areas.

"Pressure sores are nursing business, nothing to do with
physiotherapists. Nurses are quite capable of treating them."

"Ulcers and pressure sores are treated by the dermatologist and
nurses. There's no need for physiotherapists. They would have
nothing to offer."

"... never thought of physiotherapists being involved in continence
promotion."”

"What has physiotherapy got to do with incontinence?”

One nurse who had worked closely with physiotherapists said that as a nurse her
concern was for the patient. As long as the patient benefited it didn't matter who did
What. She considered pressure sores to be: “so awful that it doesn't matter who is
involved in their treatment so long as they heal”. This attitude was interpreted in two
ways by other nurses. One saw it as a "very mature approach"; Others saw it as a
betrayal of nursing and one said that any nurse that felt she needéd a physiotherapist

to help her must be “a very poor nurse indeed".

The attitude of nurses to physiotherapists as people rather than to physiotherapy as a
profession was again based on personal experience, and on the whole was negative.

One nurse said her attitude had been formed very early on during her training. Asa
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student nurse she was aware of physiotherapists bcing on the ward but never
communicated with them. She had no idea how they were ofganised or how they "got
their patients”. She saw them as a nuisance because "thej) always arrived on the ward
when all the real work was done and untidied everything”. Even though she now saw
physiotherapists as having a valid role and said she understood more of what they did,
she felt that her attitude had not changed and she still resented physiotherapists on the
ward. Thjs same nurse commented that student nurses had more contact and better
relations with junior medical staff than physiotherapists. They laughed and joked with
doctors, but never spoke to physiotherapists. There was apparently no social contact
with them either. Two nurses who had worked closely with physiotherapists saw them
as part of the ward team. One said that physiotherapists were "part of the ward team
that planned care”. The other said she saw the physiotherapist on her ward as
"someone who can offer different skills to the team, someone else to call on". A
different view was expressed by one experienced nurse who said that she had only ever
once seen a physiotherapist on a ward round and it had struck her that this was the first
and only time she had seen a physiotherapist contributing to planning care for a

patient. This was to her so unusual that it had stuck in her mind.

One nurse spoke of the very poor relations between nurses and physiotherapists and
for the need to improve the situation. She said that physiotherapists were "taught

that they were better than anyone else and weren't afraid to say so.” She said that
physiotherapists were very derogatory about nurses and their role and skills. As they
were very vocal about how they felt, nurses' opinions of physiotherapists deteriorated.
This was echoed by another nurse who said that relationships would not improve "“until

physiotherapists started treating nurses as equals”.

The view that physiotherapists were “out of touch with real life" was expressed in two
contexts. One nurse spoke of the way physiotherapists (and occupational therapists)

got patients to do things in totally unrealistic settings in hospital rather than in the

112



patient's own home. She felt this was a complete waste of time and indicated that her
whole view of the remedial professions was based on this concept of their lack of
awareness of the real world. The other way in which physiothefapists were seen to be
out of touch with reality was expressed when a nurse offered to describe a typical

physiotherapist. She said they were:

"female, middle-class, nice, completely unaware of poverty,
social deprivation or different life-styles, totally unable to
communicate with patients, very confident."

In relation to this last point, she queried whether there was anything behind this air of

confidence. She suspected that it was taught along with massage and was ill-founded.

Physiotherapists were seen as being very directive in their approach to patients. One
nurse described them as bullying patients. Another said that physiotherapists had to be
directive in order to get results. They had to get patients to do things whereas nurses

did not.

One nurse involved in pre and post registration teaching said that physiotherapists
were a lot more knowledgeable than nurses in certain areas, but probably didn't realise
how little nurses were taught in their basic training. This could lead to resentment by

the nurses and be interpreted as physiotherapists being superior and stuck up.

Another nurse in post-graduate teaching had recently been closely involved with
physiotherapists in running courses both for nurses and for physiotherapists. She said
her growing awareness of what physiotherapy involved was due to personal contact
with physiotherapists who were interested in certain areas. Her respect for these

individuals had raised her level of understanding of their profession.
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Interviews with nurses over how they felt about physiotherapisté were very easy to
initiate. Even when nurses had little experience of working with physiotherapists or
little knowledge of what they did was they expressed very stroﬁg views about what
they thought of physiotherapists. No-one appeared reluctant to voice their opinions,

often at great length and with great feeling.

One incident occurred when the interviewer was introduced as a physiotherapist to a
nursing officer who walked into the office by chance. This informal introduction
immediately provoked lengthy and derogatory comments on what the nursing officer
felt about therapists in general. It appeared that most of the nurses interviewed held
strong views about physiotherapists and were only waiting for the opportunity to voice

them.
Nursing and Care of Elderly People

Physiotherapists' Views

The physiotherapists working with elderly people had all had experience of working
in other settings. Their view of nurses was specific to the setting in which they were
working. Generally they had low opinions of the skills of the nurses working with the
elderly. However, when asked if these views applied to all nurses they said no - many
nurses in other specialities such as intensive care, paediatrics, obstetrics, were highly
skilled. It was felt that these nurses had chosen to specialise and had probably

done further training. Nurses working with the elderly on the other hand, were seen
to be there because "it'’s a job" , "it's convenient”, "the jobs are there” , rather than
from a positive choice. The following viewé should therefore be seen as being
applicable only to those nurses working with the elderly in the settings in which the

views of the physiotherapists were sought, rather than generalisations about all nurses.

Physiotherapists saw themselves as being much more highly skilled than nurses. All
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agreed that skilled nurses were not generally attracted to geriatric nursing. Two said
that physiotherapists were brighter than nurses, and that this was resented by nurses.
One physiotherapist pointed out that there was a wide range of academic ability
coming into nursing with some nurses having no O-levels while some had degrees, in

contrast to physiotherapy students who all had A-levels.

Physiotherz;py training was regarded as better than nurse training. Nurses were
considered to be less equipped to observe, assess, re-assess and communicate. One
physiotherapist expressed this as nurses' inability or unwillingness to "pick things up
from the patient and take them on board". It was felt that nurses were reluctant to

do things that were not part of their job, whereas physiotherapists would follow things
through and see that something was done about an issue that was worrying a

patient.

Physiotherapists said that they were used to working on their own, taking
responsibility and making decisions. Nurses on the other hand were seen as being
unwilling to make decisions or take responsibility in case they were stepping out of
line. This was seen to be due to their training and the hierarchical structure in which
they worked. Nurses were described as task-orientated rather than patient-orientated.
Even where primary nursing was being used as a nursing model physiotherapists felt
that the actual delivery of care - often by unskilled nursing auxiliaries - was poor.
They felt that nurses were rushing around getting things done rather than spending
time with the patients. They appreciated the amount of work the nurses had to get
through and accepted that most nurses were basically caring, but felt standards of care
were low. Nurses were described as harassed, caring but poorly trained for the job,
and resistant to change. One physiotherapist said she felt few of the nurses were
working with elderly people out of choice but because: "it's on their bus route, there

are jobs available and to a certain extent they can choose their hours".
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On one ward where much intense rehabilitation work was done and there was therefore
a lot of physiotherapy and occupational therapy input the physiotherapist quoted
nurses as saying they disliked working on the ward because "there’s no nursing here"
,"it's not what I trained to do" , "the patients aren't sick - they don't need nurses”.
The physiotherapist interpreted these remarks as being indicative of the

incompatibility of nurses and rehabilitation.

The two professions involved in these interviews do not appear to have a high regard
for each other, either as professions or as individuals. Both sides held strong views
about the other's inadequacies and were very vocal about them. The interviewer was
know to all those interviewed to be a physiotherapist and that may have influenced
what was said - although it did not appear to have tempered what nurses reported they

felt about physiotherapists.

Professional Boundaries
The issue of professional boundaries and overlapping areas of intervention emerged
from the interviews as being very clearly tied up in the minds of nurses with the

development of nursing as a profession.

A lot of the nurses interviewed saw nurses as having to either “hang on to certain
areas"” or even "grab back those skills we have given away". There was a growing
awareness of the need to establish certain skills that were true nursing skills and
develop areas in which nursing was paramount. Conflict arose in the nurses’
experience when physiotherapists claimed expertise in those areas. Only one nurse
said she welcomed physiotherapy intervention in treatment, as collaboration between
the two professions could only benefit the patient. In contrast to fhis, one nurse said
that she had been severely reprimanded by her ward sister for asking advice from a
physiotherapist. She saidvshe had been told that if she was unsure about what to do

she should look in the procedure book or ask another nurse. She was told: “never ask
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a physiotherapist - it makes us look as if we don't know".

On the question of whether nursing was a profession, various views were aired. One
nurse said it was developing into a profession but still had a long way to go. Nurses
had been seen as subservient to doctors, their handmaidens, for so long that it would
take time to change perceptions. Nurses were busy identifying nursing as oppose to
medical priorities and trying to establish a professional base. She saw conflict as
inevitable because physiotherapists were seen as a threat to nurses in those areas that

nurses were trying to establish for themselves.

Another nurse said poor relationships were inevitable because nurses were re-defining
their role. Specifically, nurses were taking on the concept of patient advocacy. She
said physiotherapists were also extending their roles - she felt into non-relevant fields.
However she said that as she had little concept of what physiotherapy actually was

she shouldn't judge this. Roles were overlapping more and more, lots of changes were
occurring, new ideas were developing and this was bound to lead to conflict. She said
that physiotherapists were very critical of nurses and not very tactful. The criticism
was what was remembered at the end of the day. In her view, personalities had a lot
todo withit.  On the question of nursing as a profession, one view expressed was

that nursing should not strive to become a true professibn:

"The true professional such as a doctor, puts himself first and
the patient second. Nurses would lose something if they
became thrusting and dynamic. 'We would be putting ourselves first.”

However, this nurse felt that on true nursing issues the nurse must put the patient's

interests first and this may mean entering into conflict with the doctor. She saw the

nurse as having a clear role as the patient's advocate.

Physiotherapists saw themselves as having a lot more professional autonomy than
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nurses and therefore being much closer to achieving true professional status. They
felt this was resented by nurses, particularly physiotherapists' readiness to question the
management of a patient. Physiotherapists were often seen by'nurses as acting out of
turn if they queried a doctor’s orders or spoke up on a ward round. Physiotherapists
however saw this as good physiotherapy and said it was part of their job not to accept

everything the doctor said.

One physiotherapist said that physiotherapy was definitely a profession, but nursing
was not. This was because;

" .....nurses don't act like professionals. They lack awareness
of patient dignity. They lack foresight."

This was, on questioning, narrowed down to nurses in a particular setting, but had

coloured this physiotherapist's perception of nursing generally.

Primary Nursing

The issue of primary nursing was raised as a potential source of conflict by two nurses.
One nurse saw primary nursing as the way forward in developing nursing status,
particularly in geriatric nursing. She described it as giving control over prescribing
care totally to the nurse who could therefore decide whether and when to call in

physiotherapists and occupational therapists.

One physiotherapist saw the attempt by nurses to gain status through primary nursing
asa reacfion to their loss of status under the new managemenf'structures in that

health authority. She said that in another health authority where nﬁrses had high status
and sat on senior management teams they did not feel threatened by other

professionals and therefore there was less conflict.

A general manager closely involved in the issues arising out of primary nursing
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explained the conflict as originating in a'misconception of primary nursing. Primary
nursing was, in her view, a way of organising hursing care, but djd not give nurses any
say in prescribing non-nursing care. She saw the roles of key worker and primary
nurse as very different. The primary nurse was responsible for ordering nursing care.
The key worker was responsible for co-ordinating total patient care. Unfortunately she
felt that the two roles had become merged in nprses' minds and this had led to
conflict. Sl;e said that for the system to work to the patients’ benefit a lot of hard

work, confidence and maturity was needed.
"We need very grown-up nurses and physiotherapists."

4.2 Observations from Stage 2 interviews.

What nurses think physiotherapists do

There were three areas of intervention which all the nurses interviewed mentioned
when asked what physiotherapists working with elderly people in hospital did. One of
these, and usually the first to be mentioned, was that physiotherapists had an input into
mobility. The second area was teaching handling and lifting, and the third was

rehabilitation.

Improve Mobility

Improving mobility appeared to be the area of physiotherapy most valued by nurses.
The nurses discussed mobility in terms of improving or maintaining a patient's ability
to walk, to get in and out of a bed, and in and out of a cha1r They commonly linked
this with specific conditions such as stroke or arthritis. Several also mentioned
mobility as a means of preventing pressure sores and leg ulcers. As mentioned in the
section on incontinence, two nurses linked mobility with continence and valued the
potential contribution of physiotherapy to the prevention or treatment of incontinence,
although they mentioned that the physiotherapists did not appear to give this priority

over other treatments.
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Handling and lifting

The teaching of handling and lifting skills was also mentioned by all the nurses as a
valuable part of physiotherapy. They spoke abouf their own need as carers to know the
best way to lift patients and avoid back or neck injuries. Some of them also mentioned
the benefit to the patients of being lifted and handled correctly. For instance they
recognised the problems of dragging a patient up the bed and causing damage to the

skin.

The handling and lifting training that the nurses had received from physiotherapists
had taken two forms. All of them had at some stage been on a course where there had
been input from physiotherapists on handling and lifting. Many of them had also
received advice on how to lift particular patients on the ward. This had usually been
the result of the nurse approaching the physiotherapists and asking for advice. Only
one nurse had ever been rebuffed by a physiotherapist and this was interpreted more as
a personality problem with that particular individual rather than as an inappropriate

request by the nurse.

Rehabilitation

The third area mentioned by all the nurses when discussing physiotherapy was
rehabilitation. The nurses found it very difficult to be specific about what they meant
by rehabilitﬁtion. Some of them linked it with getting the patients independent, being
able to return home, or getting them moving again. However, they had difficulty

verbalising just what physiotherapists did to achieve rehabilitation.
Most of the nurses mentioned the treatment of pressure sores as part of what

physiotherapists did. Their knowledge about what was involved in this treatment is

reported in the section on pressure sores.

120



What physiotherapists think physiotherapists do

The physiotherapists interviewed at this stage of the study were less clear about what
they actually did than were the nurses with whom.they worked. They all mentioned
improving patients’ mobility and increasing their independence, but were reluctant, or

unable, to expand on how they actually did these things.

One of the physiotherapists at Hospital W described two approaches to physiotherapy
with elderly people. One was group activities - what she described as playing games.
The other was what she said she did herself which was treating elderly patients like
any other patients. She said she tried tb make the treatments more geared to the
functional requirements of the person, but otherwise physiotherapy with elderly

people was the same as any physiotherapy.

Other physiotherapists mentioned maximising the potential of the individual, making
the best of whatever abilities the person had, trying to get the person back to a similar
life-style. When questioned more closely about how they achieved these objectives
the physiotherapists were again unable or unwilling to be specific about what they did.
The most junior physiotherapist interviewed, who had only been qualified a few
weeks, was the most specific about what she spent her time doing. She listed her work
as chest care, particularly with the onset of winter, inobilising patients and getting
them to walk, encouraging patients to do things for themselves, communicating with
patients because physiotherapists had more time than the nurses, advising nurses on
lifting and handling, particularly stroke patients, treating pressure sores and leg ulcers,

and caring for the whole person.

When asked what aspects of their job could not be done by other members of the
rehabilitation team, the physiotherapists had difficulty in listing any. They
distinguished between those things they would do better than other members but could

still be done, such as lifting, mobilising, pressure area care, and a very limited area
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which no-one else could do - electrotherapy. They explained that legally no-one else
was insured to carry out electrical treatments such as infra-red radiation and therefore
that was something that could be clearly identified as physiotﬁerapy. Most of the rest
of their work was described as a grey area, or areas of 6ver1ap in which other
disciplines had input and they as physiotherapists could not claim to be the only

experts.

Physiotherapy and Incontinence

Nurses' Views

Most of the nurses interviewed mentioned physiotherapy input in the prevention and
treatment of stress incontinence, but their depth of knowledge varied. Most
mentioned pelvic floor exercises either by name or by description as a way of
preventing the leakage of urine when coughing or jumping. Some of the nurses also
knew there were electrical treatments available to physiotherapists, and related these
to the prevention and treatment of stress incontinence. One nurse had pefsonal
experience of interferential therapy as she had been referred by a gynaecologist to a
physiotherapy department for the treatment of stress incontinence. She could not
name the modality as interferential but gave an accurate description of the machine
and its effect. She claimed it had worked in her case, but could not see any application

for this intervention by a physiotherapist on wards for elderly people.

One nursing auxiliary said that there was nothing physical that could be done for
incontinence. It was up to the patients themselves whether they wanted to be continent

or not. She said that motivation was more important than physical treatment.

The two most senior and experienced nurses at Hospital W showed a greater
knowledge of possible physiotherapy interventions in incontinence than any of the
other nurses. As well as knowing about pelvic floor exercises and at least one

electrical modality, they both discussed at length physiotherapy input into mobility and
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the physical ability of the patient to maintain continence which they saw as a highly
complex skill. One of these nurses had attended a locally organised continence course
which had given this nurse greater insight into aspects of phyéiotherapy intervention

other than for stress incontinence.

The other nurse had shown an interest in incontinence when working with a
physiotherapist in a previous post and had acquired a lot of knowledge about the
physiotherapy treatment of different types of incontinence. This included an
awareness of the role of physiotherapy in increasing and maintaining mobility and in
helping the patient to physically manage all the procedures involved in going to the
toilet, such as maintaining balance while coping with clothing. These two nurses were
very keen to see the physiotherapists at this hospital more involved in continence
promotion and regretted the lack of input from the physiotherapists which they

explained in terms of lack of time rather than lack of interest.

Physiotherapists' Views

All the physiotherapists interviewed expressed the view that physiotherapy had a role
to play in the prevention and treatment of stress incontinence. They all stated that
physiotherapists were the experts in teaching pelvic floor exercises - either directly to
patients or through a nurse or midwife. None of them however felatcd this to an older
age group. They all associated stress incontinence and its prevention and treatment

with young and middle-aged women rather than with elderly women.

All the physiotherapists mentioned the use of two modalities of electrical treatment for
stress incontinence - interferential and vaginal faradism. Many of them had used
interferential therapy in previous posts with a younger age group. Those who had
used it with older women said it was more appropriate than either vaginal faradism

or pelvic floor exercises as these were specifically used for the treatment of stress

incontinence. However, none of them could explain what effect they were trying to
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achieve by using interferential, or what type of incontinence they were treating if it
were not stress incontinence. They had picked up, either from the literature or from
discussions with colleagues that there was a place for interferential in the treatment of
other sorts of incontinence, but were unclear how or why it should work. They seemed
prepared to used it on a 'try it and see' basis rather than because they had any great

commitment to it as a treatment for incontinence.

Two of the physiotherapists mentioned the part their input into increasing mobility
played in maintaining continence. They both mentioned this in passing as being so
obvious as hardly to need including. Only when encburaged did they expand on how
they saw a physiotherapist's input into general mobility and agility as affecting
continence. They did not see this role in the same way as the specific treatment
available for stress incontinence. Increasing mobility was very much a part of their
total work and they did not relate it particularly to continence promotion, but rather to

general functional ability.

Physiotherapy and Pressure Sores

Nurses' Views

Most of the nurses were aware that physiotherapists used electrical machines to help in
the healing of pressure sores. Their knowledge of what these machines were or what
they did was variable. Some knew little more than that the physiotherapist came onto
the ward with a machine and used it on pressilre sores. Some could name one or two
modalities. In Hospital W these were Megapulse and Ultra-violet radiation; in
hospital N Vapazone and Ultra-violet radiation. None of the nurses knew what these

machines did.

Several of the nurses mentioned the role physiotherapists played in maintaining
mobility to prevent pressure sores. One mentioned encouraging paraplegic patients to

lift themselves regularly in the wheelchair to prevent sores developing; another
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explained the importance of correct handling and lifting of patients to avoid friction
on a patient's skin when they were being lifted up the bed. It was seen by this nurse as
appropriate for the physiotherapist to teach nurses how to lift patients correctly and

thereby avoid pressure sores.

Only one nurse said she knew that physiotherapists also treated leg ulcers. She knew
that they used the same electrical treatments as for pressure sores and also that they
gave advice on positioning of the legs, general mobility and specific exercises for both

the prevention and treatment of leg ulcers.

Physiotherapists’ Views

All the physiotherapists interviewed indicated a clear acceptance that physiotherapy
had a role to play in the prevention and treatment of préssure sores. They all
concentrated on electrical treatments. The modalities mentioned were Ultra-violet
radiation (UVR), Infra-red radiation (IRR), Pulsed Short-wave, Ionozone (Vapazone),
and Ultrasound. They explained their choice of modality by its effect. They claimed
that high doses of UVR and Ionozone desloughed the sore and thereby aided healing.
Low doses of UVR, pulsed short-wave, IRR, ionozone and ultrasound improved
circulation. When questioned more closely about the healing processes involved, or
doses for these modalities, the physiotherapists cited knowledge gained from
colleagues - either informally or on a course, or leamt‘ during training. None cited
literature or research reports, but some mentioned manufacturers’ information supplied
with machines as a source of information about dosage and effect. They all claimed
good results for their favourite piece of equipment which varied from physiotherapist
to physiotherapist. Some machines were claimed to be more effective than others at
particular stages of sore formation or healing. However, therer was no Consensus on

their use.

The physiotherapists were aware that the treatment of pressure sores was an area
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where they had to work closely with nursing staff. Local arrangements varied over
who did the dressings. Some physiotherapists did them at the end of a treatment when
this had necessitated the removal of the dressing. These dressings were done to make
things easier for the nursing staff and because the physiotherapist felt able to do these

well, rather than because they saw dressing procedures as part of physiotherapy.

Other physiotherapists favoured modalities such as pulsed short-wave and ultrasound
which did not necessitate removing the dressing from the wound. This avoided any
possible conflict with the nurses over doing dressings which some nurses were

apparently reluctant to allow physiotherapists to do.

The prevention of pressure sores was seen as a problematic area by the
physiotherapists. They all mentioned prevention as a legitimate part of their job, but
one they did not find easy to do. The overlap with the nursing staff was mentioned
here by most of them. They saw their role in prevention mainly as an advisory one to
the nurses in correct positioning and lifting techniques, and in the importance of
relieving pressure areas by the correct use of equipment such as sheepskins. However,
some physiotherapists expressed a wariness of intruding into an area which might be

seen by nurses as theirs - that is an area of nursing rather than physiotherapy expertise.

Improving and maintaining mobility both in and out of bed was mentioned as an
important part of physiotherapy's role in the prevention of pressure sores, as was
knowing about the effect of neurological deficits such as sensory loss on the potential
for pressure sore formation. This was seen as an area in which physiotherapists had

expertise to offer but was under-used by nursing staff due to lack of understanding.

All the physiotherapists said that they had treated leg ulcers. They used the same
modalities as for the treatment of pressure sores and explained the use of these

modalities in the same way. They did not differentiate in their management of these
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two types of wounds, apart from including specific exercises (Burgher's exercises) in

the prevention and treatment of leg ulcers.

Relationships between Nurses and Physiotherapists

The process of negotiating access to the two settings in which it was intended to carry
out the maip data collection was an extremely valuable part of the study. The original
assumption was that Hospital W would be difficult to access because relationships
were acknowledged to be poor and as the researcher was a physiotherapist the nurses
in particular would be reluctant to participate in the study. Hospital N on the other
hand had a reputation for having extremely good rel.ationships between the two
disciplines and it was therefore assumed that less resistance would be met when

negotiating access.

However, it soon became apparent that Hospital W was very willing to be part of the
research project. It appeared that because it was widely known that there were
problems at this hospital, which was going through a period of great change, the
managers of both the nurses and physiotherapists did not feel the need to pretend
otherwise. They did not feel threatened by the idea of a researcher uncovering things
they would rather have kept hidden. It may well have been also that no-one wanted to
be seen to be blocking the research, but the level of cooperation seemed to indicate that

there was a genuine commitment to facilitate the study.

At Hospital N however, what appeared to be good relationships between the nursing
and physiotherapy professions were soon revealed to be a front - erected and

sustained by both sides - for extremely poor relationships. Both the nursing and
physiotherapy managers pointed the researcher firmly in the direction of a particular
ward as being a suitable site for data collection as the relationships there were so good.
It was stated that the senior physiotherapist and the ward sister, while both being

strong characters and having their disagreements, got on extremely well. This
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description was repeated again by both the physiotherapist and the sister concerned
who both expressed great interest in the study and a willingness to participate. They
were both given ample opportunity to withdraw gracefully from the study at several
stages but both insisted they wanted to take part. The negotiatidns over the data
collection process went on over a long period with many delays, but these appeared to
be similar Qc:lays to those experienced at Hospital W where in the end data

collection did begin. However, on the day that the completion of the diary sheets was
finally due to begin the researcher arrived at the hospital to be met by a distraught
physiotherapist who explained that the sister on the ward had left a message to say that
she did not want to take part in the study after all. No explanation was offered as to

why she had changed her mind, or why she had left it to this late stage to withdraw.

This incident led to the physiotherapist admitting that relationships with this sister
were in fact very difficult indeed. She claimed that she spent most of her time and
energy not treating patients but ensuring that the ward sister and her staff were not
upset by anything the physiotherapists did. She said that the reason she worked on this
particular ward and did not allow any of the more junior staff to work there was
Eecause things were so difficult with the sister. An experienced oﬁt-patient
physiotherapist, she contrasted working in out-patients wﬁere there was only the
patient to worry about, with working on a ward such as this where most of her working

day was directed not towards patients but towards keeping the nurses happy.

It appeared from this and subsequent conversations that this physiotherapist and the
ward sister were colluding in presenting a picture to everyone else of an extremely
good working relationship, while in fact not working together at all well. The extent to
which they were successful can be seen in the fact that the researcher was directed
firmly to this ward when it was known that the study was focusin g on nurse-
physiotherapy relationships. It would be feasible to think that one individual manager

might suspect that things were not as they seemed and want the researcher to
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investigate the situation. However, whenever Hospital N was mentioned as a possible
site for data collection this ward was picked out as a particularly good example of

excellent multi-disciplinary working.

One of the contrasts in the physiotherapy services at the two hospitals was the
involvemeqt of the physiotherapists on the wards. At Hospital W the physiotherapy
department was situated away from the ward area and patients were taken off the ward
for some of their treatment. This was mentioned by several of the nurses as a
disadvantage as they would have liked to know more of what went on when their
patients were having physiotherapy treatment. They knew they could always ask to
visit the department and watch the treatments, but said it was not always convenient

and meant making a definite decision to take time away from the ward to do so.

At Hospital N there was a large treatment room which geographically was part of the
ward. Although it had never been used as a patient day-room it occupied the same
space as the day room did on the adjacent wards. What would have been a four-
bedded bay was used as the day room instead on this particular ward. This meant that
the patients’ physiotherapy treatment took place on the ward and not separate from it.
This had been negotiated by the physiotherapy manager and the consultant physician
when the hospital had first opened and was felt to be an acknowledgement of the value
placed on integrated physiotherapy treatment. Nursing staff were able to pop in and
out of the treatment room at will to observe what was going on, to administer
medication, to pass on messages to patients, or to discuss things with the
physiotherapists. It appeared on the surface that everyone valued this easy access and

that the advantages of having this room on the ward were accepted by everyone.

On arriving one day to conduct an interview, the researcher found the senior
physiotherapist extremely distressed and the interview was postponed. The reason for

the distress was that the consultant physician on the ward had just informed the
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physiotherapist that the treatment room was going to become the day room for the
ward so that there would be another four beds put into the existihg day room. The
reason given for this was that with the onset of winter more acute beds would be

needed to deal with acute chest complaints.

The senior physiotherapist said that there were more complex reasons behind this
decision and felt that it was a move by nursing staff to get physiotherapists off the
ward. When she asked where patients would go to be treated she was told that there
was plenty of room in the out-patient department and that a portering service could be
provided. This concept of a physiotherapy service in a separate part of the hospital
was very different to the model described by the physiotherapist as being necessary for
the rehabilitation of elderly people. When asked why this move to turn the treatment
room into a day room had happened now when it had been talked about off and on for
fifteen years without it ever happening, the physiotherapist said that the most
significant factor as far as she was concerned was that the new unit manager was a
nurse and was therefore more inclined to listen to the nurses' point of view and ignore

what the physiotherapists wanted. (see Appendix B for field notes of this visit).

4.3 Discussion

Three main issues emerged during the analysis of the findings. The first is that neither
physiotherapists or nurses have a clear image of physiotherapy. The fact that nurses
do not understand what physiotherapy is was not a surprise to the researcher; the fact
that physiotherapists do not appear to know what they do was. The second major
finding was the extent of the poor relationship between the two professions. Two
settings were chosen on the basis that one was an example of poor relationships and
one was an example of good. The findings showed that even where a lot of effort is
put into making it appear that relationships are good they are in fact problematic. The
third issue is that of the models of care used by the different individuals involved in

delivering health care to elderly people in hospital.
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Physiotherapy Practice

The extent to which the physiotherapists were unable or unwilling to describe their
practice was surprising. One explanation is that as thé researcher was a
physiotherapist they felt that it was obvious what they meant by words such as
rehabilitation. It may have been that they felt anxious that they would not say the
right things if they went into too much detail and so left it to words that could be
interpreted in many ways. However, this was not the impression that was gained
during the interviews. The physiotherapists seemed genuinely unable to describe their
practice. The only one who seemed able or willing to expand on what she did was a
newly Qualiﬁed junior physiotherapist who described her job in a fairly mechanistic

way.

The only thing that was mentioned as definitely being physiothérapy and something
that no-one else was allowed to do was electrotherapy. This area of physiotherapy
seemed to be used as a fall-back position when physiotherapists were pressed to
describe what was unique to physiotherapy. This does not give the impression of a
profession that has a clear professional identity. These physiotherapists had problems
describing what it was they did that no-one else could do. It could well be that this is
limited to the area of care of the elderly and that physiotherapists working in other
specialities or settings have a clearer understanding and can be more articulate about
what they do. In care of the elderly however the physiotherapists interviewed found it

difficult to explain their role.

The fact that nurses had trouble describing what physiotherapists did is not surprising
given the problems physiotherapists had in describing what they do. The limitation of
their knowledge to that acquired from personal experience is mirrored elsewhere in the
health service as there is little formal education about the role of other health care
workers during professional training for all dfsciplines. It supports one of the original

reasons for undertaking this study - the belief that nurses know little about what
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physiotherapy has to offer elderly patients.

Professional Relationships

The discovery that relationships between nursing and physiotherapy staff on the ward
at hospital N were so bad was a shock. This ward had been recommended by
colleagues, managers, physiotherapy teachers, and medical staff as a shining example
of good practice in multi-disciplinary working. The depth of bad feeling and the
extent and success of the cover-up was clear once the barrier had been broken. The
fact that no data collection through the diary sheets was ever carried out was not an
issue in the end. It seemed that having to put into action the multi- disciplinary
working that was talked about so freely was too much of a charade and led to a
withdrawal from the study of the nursing sister. While she offered no explanation as to
why she was not prepared to cooperate, and it could be that there were other sound
reasons why it was not feasible to carry out the data collection, the withdrawal of her
cooperation led to a breakthrough in the acknowledgment by the physiotherapist that

all was not as it seemed.

It would appear from the limited extent of the study that relationships between nurses
and physiotherapists can be problematic even where a lot of effort is put into making it
appear that everyone works together very well. Indeed, it may be that the effort that is
put into keeping up the appearance-of good relationships prevents the real issues being
tackled. At Hospital W, where the poor relationships were acknowledged and
accepted by everyone, the two professions seemed to find ways of working towards
improving these relationships. The managers of both nurses and physiotherapists at
Hospital W said independently of each other that there was no doubt that things were
improving and that the tensions that had been evident two years before the study was

undertaken seemed to be dissipating.

At Hospital N, where it was difficult for the staff involved to admit to problems over
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multi-disciplinary working, relationships were deteriorating. This was evident in the
ward selected for data collection being in effect a no-go area for junior physiotherapy
staff, in the ultimate refusal of the ward sister to be involved in thé study, and in
the decision to turn the physiotherapy treatment room into the patiénts' day room

thereby effectively removing physiotherapy from the ward.

Models of Care
The third issue that emerged from the data is that different professionals deliver care
to the same patient, in the same setting, with the same ultimate objective, but using

different models of care.

At Hospital W the nurses had spent two years examining their own practice and
moving over to what they described as a wholistic model of nursing. They had
adopted the system of primary nursing which involved clearly identifying the nurse
responsible for each individual patient and making the care-giving totally patient-.
centred. All the nurses employed on this ward had had to think through the issues
involved in this type of care-giving and they were all committed to it as the most
beneficial way of nursing elderly people. The physiotherapists however had not been
included in any of the strategies used by the nurses to resolve problems associated with

the change to primary nursing.

No-one appears to have acknowledged that by changing the way nﬁrses were nursing
they were also changing the way an effective physiotherapy service could be
delivered. Nurses on this ward were delivering care within a model that was
understood and accepted by all the nursing staff on that ward. The beliefs inherent in
the model had been clearly identified and much time énd effort had gone into ensuring
that those beliefs were common to all the nursing staff. No-one appeared to have
involved physiotherapists or other therapy staff in the process of defining and

agreeing a common model and yet it was expected that they would be able to adapt
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their ways of working to accommodate major change.

There were long-standing problems at this hospitél over the delivery of the
physiotherapy service. As well as providing a service to the wards the
physiotherapists also ran a busy out-patient department. The superintendent
physiotherz_ipist was seen as very out-patient orientated and as putting the wards low
on her list of priorities. The superintendent physiotherapist herself said she saw no
difference between elderly patients and anyone else and said that she aimed to
provide the best physiotherapy treatment poséible for the condition, irrespective of the
age of the patient. This statement, made by the physiotherapist as an indication of

a high quality service, was the pointer towards examining the models of care that

physiotherapists were using in their practice.

This individual identified her main expertise as an out-patient physiotherapist and
remarks over treating conditions irrespective of age, and treating elderly patients just
like anyone else, indicated an adherence to a medical model of care. She talked about
treating conditions rather than people and about physiotherapy as something that was
done to patients to cure them. There was therefore a difference in the model aspired to
by the nursing staff with its mentions of holism and humanism, and that used by the

physiotherapist working on the ward.

One of the very interesting manifestations of the conflict between the two different
models was the issue of uniforms. As part of the change to primary nursing the
nursing staff had agreed to move out of uniforms and to wear their own clothes
(mufti). This is an integral part of primary nursing and is intended to break down the
barriers between professionals and patients and allow a more equitable relationship to
evolve. The physiotherapists and occupational therapists were expected to come out of
uniform as well but this move met massive resistance from the physiotherapists. Many

different reasons were given as to why it was not appropriate for them to wear
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their own clothes - mainly related to the belief that it was a denial of their professional
status. As a single issue it caused more upset, as it allowed the physiotherapists
opposition to the concepts of primary nursing to be vocalised, than any other issue
related to the changes on the ward. It was seen by the nursing staff as indicative of
physiotherapists’ unwillingness or inability to change or to be involved in holistic care
giving, and» by the physiotherapists to be indicative of the primary nurses executing a

take-over of all care-giving on the ward.

At Hospital N the physiotherapist appeared to be operating much more within a
holistic framework. She was committed to care of elderly pedple as a speciality and
spent a lot, if not most, of her time trying to ensure continuity of treatment and
integration of physiotherapy concepts into the patients' entire day. While there was not
a lot of evidence to clearly indicate that she was delivering a service within a non-
medical framework there were pointers to the fact that she believed there was more to
physiotherapy with elderly people than just doing things to them to make them better.
Perhaps most significant was her distress that the new arrangements would mean that
patients went down to the out-patient department to have their ‘daily dose of

physiotherapy' before returning to the wards.

The nurses on the ward in Hospital N appeared to be delivering care in a very
traditional, medically orientated way. The structure was very hierarchical, in contrast
to primary nursing. Team nursing was still in operation which méant that patients had
different teams of nurses looking after them with little continuity. The ward sister was
still very much in charge and no-one seemed prepared to take decisions without
referring to her. Although some new nursing procedures had been adopted, such as
Problem Orientated Medical Records, there were indications that éuch changes were
not welcome but seen as management fads. The uniforms worn on the wards were
very traditional, with elaborate hats and clear differentiation between grades of

nursing staff. Ward rounds by the consultant physician were conducted in a very
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formal way and preceded by an inspection by the ward sister to see that everything was
ready for his arrival. Inall, the setting was very formal, traditional and one in which
medical concepts were sacrosanct. It may be that the non-adherence of the

physiotherapist to this model was the source of the conflict.

The two seFtings provided contradictory images of philosophy and culture. In one,
physiotherapists worked to a medical model of care alongside nurses who had adopted
a holistic approach. In the other, the nurses worked in a task-orientated medical setting
which appeared to frustrate the physiotherapiSts' adoption of a more holistic delivery of
care. It is suggested therefore that professionals not sharing the same model of care-
giving are likely to experience conflict when they attempt to carry out work which
requires close professional interaction. As this close professional interaction is a part
of work in a multi-disciplinary clinical team, which is advocated as the best means of
delivering effective care to elderly people, it would appear likely that any tensions and

conflicts between groups of professionals would be highlighted on wards for elderly

people.

This discovery of the issue of conflicting models led to a desire to discover what
models of health and health care physiotherapists understood and adhered to in their
practice. It seemed.to hold the key to the issue of inter-professional conflict but was
also of great interest as a way of discovering what physiotherapy actually is and what
the practice of physiotherapy actually entails. The work for the next phase of the
research therefore concentrated on discovering the theories inherent in the models of

health described in the literature and the theories underpinning physiotherapy practice.
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5. MODELS OF HEALTH CARE

Health care literature identifies two types of models. One is a déscriptive model which
enables current and past health care practice, such as nursing, to be described and

can be equated to the definition of a model as 'a simplified description of a system to
assist calcu_lations and predictions.’ (Concise Oxford Dictionary 1990). The other is a
theoretical model which is used to explain health care by examining the beliefs which
underpin its development and delivery. The theoretical models found in the health
related literature are examined in detail as a framework to explore physiotherapy

practice in relation to the theory which underpins it.

The theoretical models which have been identified in the literature as relevant to the
practice of health care are biomedical, economic, behavioural, materialist,
geographical, social and holistic. These are described below with a brief examination
of the consequences of accepting the beliefs from which they arise. A further
discussion of the consequences of adopting one or other model for physiotherapy

practice is included later.
5.1 The Biomedical Model

Several authors have argued that the beliefs and assumptions inherent in the
biomedical model have dominated the development of medical theory and practice.
(Engel 1977, Mishler 1981, Eyles and Woods 1983). Its dominance has resulted in
more work being done on analysing the underlying assUmption's and consequences of
this model than any other. Writers such as Mishler argue that this has led to it being

treated as 'the representation of reality not just one representation’. (Mishler 1981).

Mishler (1981) identifies four assumptions of the biomedical model. To these four are

added a fifth by Eyles and Woods (1983). Pratt (1989) echoes these but with a
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different perspective which is shared by Rogers (1970) who relates the development of

theory in medicine to Cartesian dualism.

Normall/Abnormal

Fundamental to the niedical model is the concept of there being such a thing as normal,
and therefore that deviations from this are abnormal. Disease is defined as a deviation
from normal biological functioning. The concept of normality is an essential element
of the biomedical model but there is no consensus in the literature as to what
constitutes normal. Indeed, the validity of normal and abnormal as objective measures
has been widely challenged by many writers. Mishler (1981) stresses that normal can
be defined either in terms of average or mean, or as an ideal. Ryle (1961), partly
through his work on the size of thyroid glands in different populations, came to the
conclusion that normal has to be defined in relation to social and environmental
factors. The key issue identified is that what is normal within ene culture and at one
time in history may not be normal within another framework (Ryle 1961, Illich et al
1977). Similarly, the literature on the emergence of the disability movement
(Finkelstein 1981, Davis 1990) challenges the equating of nonnal with usual or
average and the consequential equating of unusual or different with abnormal.
Without a clear definition of normal the concept is meaningless, or at best of little use
in informing practice. However, it underpins the framework within which the medical

model exists.

- Specific aetiology
Mishler (1981) uses the term specific aetiology to describe the belief in a causal
relationship between specific diseases and identifiable agents. He claims that the work
done by Pasteur and Koch in the 19th century, in demonstrating that specific diseases
could be produced by specific micro-organisms, dominated the development of
medical thinking, and led to the search for a specific aetiological agent for each

identified disease. The identification of a causal agent is now considered central to
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advances in medical knowledge about a particular disease. Mishler claims that this
doctrine, which led to the development of the germ theory, has become integral to our
understanding of illness and disease. So powerful and influential is the germ theory
that the concept of a specific identifiable agent as the cause of disease has spread from

infectious disease to all aspects of ill-health.

The limitations of this approach are discussed by Eyles and Wood (1983) who argue
that this simple cause and effect model cannot adequately explain why specific
individuals in specific places are sick or ill, Dubos (1963) who claims that there are
few cases in which the discovery of a specific aetiological agent provides a complete
account of the cause of the disease, May (1961) who argues that the impact of
pathogens alone is not sufficient to cause disease which depends on those
environmental factors which he identifies as geogens, and Engel (1962) who stresses

the multiple and interactive processes involved in the development of ill-health.

Generic disease

The concept of generic disease is that diseases are specific entities that exist outside
cultural and historical limits rather than being useful man-made labels to hang on
groups of symptoms. This places diseases outside social, geographical and
environmental factors and defines them as entities which exist across all cultures
and in all time. It depends on, and is a natural progression from, the first two
assumptions that diseases are deviations from normal biological functioning with

specific causal agents.

Its limitations are expounded by Balint (1957), Engel (1962), Dubos (1963). Fabrega
(1976), Ehrenreich and English (1976), Mishler et al (1981), and Eyles and Woods

(1983). In particular Engel argues that as conventions change what is considered as
illness or disease at one time is not so considered at another. Ehrenreich and English

(1978) use the example of menstruation to illustrate this point when discussing
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medicine as a means used to control women. Menstruation had been defined as an
illness within certain cultural contexts and therefore a legitimate area for medical
intervention. Differences in disease descriptions or terminology between different
cultures and periods of history are explained, by those who adhere to this theory, as
differences in knowledge and understanding, rather than equally valid explanations of
phenomena. The emergence of 'new' diseases is linked to new.causal agents such as
mutant viruses rather than being new explanations of symptoms which have always
been present in the world population. Adherence to this concept has been the main
factor in influencing the development of contemporary medical practice where the

focus is the disease rather than the person.

Scientific neutrality

This concept is absolutely crucial to the maintenance of the hegemony of medicine.
The belief is that medicine is based on science and that science is politically, culturally
and historically neutral (Mishler 1981). Rogers (1970) explains this link between
science and medicine as arising out of the theory of Cartesian dualism, but does not
develop this idea to any great extent. Scientific objectivity or neutrality is held to be
paramouht and is the justification for the domination of health practice, education, and

research by medicine.

Sequential progress

Eyles and Woods (1986) add one more assumption in their analysis of the biomedical
perspective - that medical knowledge advances in a linear fashion. Sequential
progress is the term they give to the belief in the acquisition of a body of knowledge in
terms of a sequence of steps. Knowledge is acquired, a problem solved, and that
knowledge is then in place as a foundation for the next piece of knowledge. Progress
is seen as logically and objectively determined by the uncovering of pieces of
knowledge which when placed together will lead to some ultimate truth. However,

this does not explain the different levels of knowledge and understanding of different
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cultures, or the loss of knowledge by civilisations which were less advanced than their

predecessors.

Pratt’s analysis of the medical model is less complex than Mishler's but contains four
essential elements. The first is that this model is based on the fundamental law of
natural order which states that events occur in regular and predictable ways and that
bodily procgesses can be expected to follow certain physiological laws, themselves
supported by more fundamental laws such as those of physics and chemistry. The
second assumption is that the body is a mechanism and therefore ;subject to laws of
mechanics, the third that intervention is aimed at individuals in a struggle against
identified disease, and the fourth that the medical model is heavily, if not exclusively,
invested in science. This analysis echoes that of Mishler (1981) and Eyles and Wood
(1983) but with a clearer indication of the origins of the relationship between the
development of this model and the philosophical arguments which influence it. In
particular the influence of Descartes is identified and the link made between dualism,
mechanics and the development of medical theory. As such it makes an important
contribution to linking the biomedical model to Cartesian philosophy and is supported

by Lewis (1962) and other commentators on Descartes.

Cartesian philosophy

The 17 century philosopher Descartes started his philosophical journey from Galileo's
premise that nature consists of mathematical facts (Ryle 1949). Galileo used
mechanical laws to explain movements in space as the effects of other movements in
space. Descartes developed this into the premise that what is real and intelligible in
nature can be measured and quantified and that only when phenomena are reduced to
mathematical terms are they perfectly rational and therefore completely real (Lewis
1962). Lewis claims that Descartes substituted mathematical and mechanical
explanations for the doctrine of final causes which was the predominant

philosophical theory of the time.

141



Lewis's analysis makes clear the link between the mathematical foundation of
Descartes’ work and his development of the mechanistic approach. Lewis claims that
this was the most radical and influential revolution in the history' of thought from
Aristotle to Kant. It gave the "all clear' to physical science and i)rovided a
philosophical framework or world view which explained and justified the world in

mechanical terms.

Dualism
Dualism is the name given to that part of Descartes’ philosophy which identified a
split between mind and body. Mind and matter, according to Descartes are two

fundamentally distinct substances:

"Mind which does not occupy space, whose sole
property is to think; and matter, which does not think, but is
extended (spatial) substance."  (Lewis 1962 p91).

Ryle (1949) used the term "Descartes’' Myth" when discussing dualism and related the
concept of the separation of mind and body to the concept of cause and effect. He
explained dualism as the belief that there are in body and mind two existences - one
internal and one external. The external occurs in a common field - space - and is
connected to what happens to other bodies in space. The internal occurs in insulated
fields - minds - with no direct causal connection between one mind and another.

Ryle believed that the fundamental flaw in this analysis lay in Descartes' belief that
mind and matter are terms of the "same logical type". The dominance of this idea in
modern society and subsequently modern medicine is evident in the development of
separate professions dealing with matters relating to the mind and matters relating to

the body.

In order to provide a practical example of dualism and show how the human body

operates as a machine without the need for the soul or mind to be involved, Descartes
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modified Harvey's description of the circulation of the blood around the human body
(Descartes 1637). This division between mind and body led Descartes to regard the
human body as belonging to science, and the conscious mind to be the natural property
of philosophy and religion. Heawood (1967) argued that this weakened each of the

disciplines by limiting its sphere of thought.

Reductioni;m

Having separated mind and body, by defining them as entities which occupy different
spheres of existence, Descartes then developed reductionism as his method of choice
for the advancement of knowledge. Cartesian philosophy views the physical body as a
machine, subject to mechanical laws. An examination of the individual parts of this
machine will lead, according to this theory, to greater knowledge of the workings of
this machine, and therefore to a greater understanding of how human beings

function as a whole. (Descartes 1637, Ryles 1949, Lewis 1962, Henry 1997).

This placed the study of the human body within mechanistic philosophy, subject to the
laws of natural order and cause and effect. The underlying concept of this approach is
that man is a machine that can be explained by physical laws. Henry claims that

Descartes used his explanation of the working of the heart to develop:

"...a speculative physiology in which animal and human
bodies functioned like complex automata based on hydraulic
systems.” (Henry 1997 p68)

The connection between the methods developed by Descartes and medicine is the

belief that all knowledge can be gained by scientiﬁc enquiry which should therefore be
applied to all sciences, including in particular medicine. Descartes was scornful of the
contemporary state of the knowledge of medicine and believed that his methods would
allow great advances to be made. Indeed he advocated the study of medicine as one of

the main uses of his methods of enquiry as this would lead to :
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"the preservation of health which is no doubt the chief of
all goods and the foundation of all the rest in this life ..... if a
way can be found of making men wiser and more skilful
than they have so far proved I believe we must look for it in
medicine." (Descartes 1637 cited Henry 1997). '

A connection between the objectivity of science and the study of medicine is set out in
the analyses of the biomedical model cited above, but they do not make clear the
progression from Descartes' method of enquiry, his application of this to the workings
of the human body and then his decision to apply his methods to medicine. This
renders them incomplete as analyses, although they provide a framework for

examining the effect of Descartes' work on the development of modern medical theory.

Consequences of the Assumptions of the Medical Model |

Pratt argues that the dominance of the mechanistic assumption of the medical model
means that intervention is aimed at individuals and emphasises treatment and cure in a
struggle against identified disease. This removes medicine from society by claiming
that it should be objective and neutral to be a true science. The implication of this is
that the work of physicians is guided by objective scientific rules and is independent of
social, cultural and political forces. This obscures the connection between illness and
society. In other cultures treatment involves solving social as well as individuél
conflicts. Fabrega (1976) claims that science has provided Western culture with
disease forms which on logical grounds are not connected to the social fabric.

One result of the study of the human body being defined by Descartes as the natural
property of science is that the wholeness of the person is lost. A mechanistic approach
reduces the body to its constituent parts and Friedman argues that the scientific method
is not able to do other than that (Friedman cited Buber 1965). The inappropriateness
of using the scientific method to discover the 'wholeness of man' is echoed by Buber
(1965) who argues that only a participative approach will allow insight to be gained.

Henry (1997) notes the seemingly insuperable difficulties of explaining the extreme
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complexities of living things in mechanistic terms, but says that in spite of this the

mechanical philosophy was embraced wholeheartedly by medical practitioners.
5.2 The Economic Model

Eyles and Wood (1983) describe a model based on the premise that health is a capital
good, an in;iividual's stock of which depreciates over time. This stock can be
increased by investment, the key variables of which are diet, exercise, housing,
consumption habits, environmental factors, education and information - all of which
are under the control of the individual. If an individual's income increases then
investment in health is likely to rise. The market, as the supplier of health care,
responds to consumer pressures and health becomes a matter of the deliberate
consumption of goods and services. It is shaped by individual preferences and
consumer decisions about spending. As its name implies; this model is based on the
assumption that health is a commodity that can be bought and sold and the prime
factor in determining health is the amount of money an individual has available and

chooses to spend on acquiring it.

5.3 The Behavioural Perspective

This model focuses attention on the individual, his social attributes and aspirations
(Eyles and Wood 1983). Social and psychological variables are key elements of this
model rather than just economics. The result of this approach is that what is gained
from health care depends not just on what is available, but on the expectations of the
individual. There are parallels with the economic model in that it is concerned with
the motivation of individuals, but assumes that social and psychological pressures are
more important than monetary ones. In the Health Divide (Whitehead 1987) this
model is described as being based on the assumption that inequalities in health evolve
because lower social groups have adopted more dangerous and health-damaging

behaviour than the higher social groups.
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5.4 The Materialistic Perspective

The belief underpinning this model is that the social, economic and political structures
of society are the major factors in shaping health care (Eyles and Wood 1983).
Similarly, Illich (1977) argues that industrialisation is the main shaping zone of society
and that only those illnesses and diseases which affect productivity are considered
worthy of i.nvestment in terms of health care. He further argues that as medicine is an
agency which carries a world-view or hegemony throughout society medical ideas
develop to support the dominant interests of the establishment. This is echoed by
Eyles and Wood who describe this perspective as being concerned with the societal
effects and implications of the enmeshing of medicine and health care in the wider

society.

The Health Divide (Whitehead 1987) describes the structuralist/materialist approach as
emphasising the role of the external environment in health. Poor housing, dangerous
work and unsafe play areas for children are environmental factors which will all
contribute to inequalities of health. However, the authors emphasise the difficulty of
differentiating accurately between behavioural and environmental factors and claim
that the two explanations are interdependent. It is worth noting in particular the
assumption that health issues under this perspective are political in contrast to the

assumption of the biomedical model that health is apolitical.
5.5 The Geographical Perspective

This model developed from the use of medical cartography to demonstrate the spatial
patterning of illness. It is based on the assumption that there is a causal link between
disease and environmental conditions - particularly the rural/urban factor.
Mathematical models are employed to plot the spread of disease and determine links

between disease and the environment. It follows therefore that political and economic
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decisions can be made on the provision of health care delivery systems related to
geographical factors rather than social class or individual wealth. With this model it is
where an individual lives which is the primary factor in determining their health

status.
5.6 The Social Model

One consequence of the assumption of the medical model that disease is a deviation
from normal is that anything which is not 'normal’ can be legitimately claimed by
medicine as an area which it should control. Disability, as a deviation from normal, is
therefore equated with illness and comes under the remit of health care workers,

specifically doctors.

"The attitude that a disabled person has 'suffered’ a
personal loss is a value judgement based upon an unspoken
acceptance of the standard being able-bodied normality."
Finkelstein (1979 p2).

A challenge to this perspective comes from Finkelstein's analysis of disability as being
socially determined. He argues that disability is not a conscquencé of an individual's
impairment but of society's physical construction by non-disabled people. Changes
brought about by the Industrial Revolution meant that physically impaired people were
not able to remain productive once the demands of travel and access were imposed by
changing work practices. People who had previously been productive became isolated
at home, then segregated into institutions. This allowed the develdpment of the
structures of society, the physical fabric of cities, the design of buildings, to be
dominated by non-disabled people with no account of the needs of the now invisible
non-ablebodied. Physically impaired people thus became disabled by the structure of
society. (Finkelstein 1979).

A practical example of this is described by Meyerson and Scruggs (1979):
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"The reason why students in wheelchairs are unable
to take chemistry or physics in college is not because the lab
benches are too high for them to reach but because society
has provided suitable environmental supports for some of
the population and not for others. There are no natural laws
or necessary conditions that require lab benches to be 50
inches high rather than 24 inches high." (p60)

Finkelstein describes three stages or phases to this process. In phase one physically
impaired people were socially active and able to earn a living in cottage industries or
by begging. The social changes brought about by the Industrial Revolution led to
physically impaired people becoming part of a lower social strata together with
unemployed, low-paid and mentally ill people. Begging was a socially acceptable way
of acquiring an income. However, able-bodied people were often found impersonating
cripples to increase their earnings as beggars. The Society for the Suppression of
Mendicity was formed in 1819 in an attempt for weed out people with genuine
impairments from imposters. This marked an early attempt to isolate cripples into a
special class and saw the beginning of a differentiation of attitudes - cripples’ poverty

was as a result of personal misfortune, that of the able-bodied was due to indolence.

Phase two was related to the emergence of hospital based medicine which enabled the
segregation of large numbers of disabled people. Physically impaired people were

seen as passive, needing others to do things for them:

"That many people come to view themselves in this
manner even today is a reflection of the pervasive success of
the 'institutional phase' in the history of disability."”
(Finkelstein 1979 p10)

Advances in medical practice led to larger numbers of disabled people surviving and
strengthened the connection between disabled people and institutions as well as

facilitating medical dominance. Workers in hospitals were sucked into servicing
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disabled people and in time these "paramedical" workers spilled over into the custodial
institutions. The focus of attention of this second phase was fiﬁnly on the physically
impaired individual. Phase three, which Finkelstein claims is just beginning, focuses
on the nature of society which disables physically impaired people. He describes it as
the beginning of a struggle to reintegrate people with physical impairments into

society.

Meyerson and Scruggs (1979) liken Finkelstein's three stages of disability to the linear
models of St. Augustine and Karl Marx. St. Augustine's Eden and Marx's primitive
communism relate to Finkelstein's phase one of disability; Mosaic Law (St.Augustine)
and capitalism (Marx) are phase two; Paradise (St. Augustine) and communism (Marx)
are phase three. This model is characterised by the initial stage being superior to the

second stage and predictive of the final future stage of utopia.

Stubbins (1979) and Meyerson and Scruggs (1979) disagree with Finkelstein's
historical analysis of phase one as being halcyon days when cripples were integrated
into society. Stubbins in particular proposes the _idea that economic advances in
society have benefited disabled people far more than they have disadvantaged them.
This argument ignores Finkelstein's point that disabled people missed out on economic
advancement in the first place because they had been removed from the economic
scene by the Industrial Revolution. Stubbins' concept of disabled people benefitting
from the economic advancement of society depends on the efficiency of the cascade
system of wealth distribution down through the class structure. The effectiveness of
this as a means of improving the economic well being of significant parts of society is

arguable.

The Consequences of the Social Model of Disability
This model is a challenge to current definitions of impairment, handicap and disability.

It is primarily a polemic model - designed to effect a change in society's attitude to
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disabled people. As such it is still developing the theory on which it is based and will
have to undergo much refinement before it is a complete explanation of the experience
of disabled people. However, it has built on earlier work of, for instance Illich, Zola
and McKnight (1977), and is being increasingly cited in relation to the development of

alternative theoretical models of health. It is therefore worthy of further examination.

If the principles underpinning this model are accepted then the resources channelled
into rehabilitation services are misdirected. According to Finkelstein it is these very
services which maintain the status quo - that of a disabling society. Economic self-
interest, socialisation and academic rejection of non-empirical data are some of the
factors which prevent health care professionals challenging the current system. Itis in
the interest of these professionals to reinforce the notion that the cause of disability lies
within the person rather than in the physical and social construction of society. Itis
not in their interests to challenge a system which provides them with jobs, status and

power.

This issue of control is one which has been used to examine the role of medicine in
society by writers such as Illich, Zola and McKnight (1977). These authors argue that
professions create a need that only they can satisfy and that medicine claims a
monopoly over the definition of deviance and the remedies needed. Zola in particular
claims that medicine has become a major institution of social control by becoming
involved in more aspects of life than any other discipline or institution. The
development of genetics as a branch of medicine allowé control over unborn lives,
while normal processes such as ageing and pregnancy now have their own medical

specialities.

Stubbins (1979) argues that recent challenges by psychologists and sociologists in the
United States of America to the medical tradition has resulted in a radical movement

which rehabilitation professionals should join, but he points out that this will be
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resisted by those professionals who want to enhance the status of practitioners for
economic returns. He is critical of Finkelstein's totally anti-rehabilitation stance and
acknowledges the contribution of medicine, electronic engineering and bio-mechanics
in increasing the independence of disabled people. He is more opfimistic than

Finkelstein that a new role can be found for professional helpers.

Finkelstein's methodology is phenomenological and is based on the premise that the
reality of disability lies in the interaction between people and their environment. This

is at odds with the natural science that locates disability in the disabled person:

"Establishment science has deployed virtually all its
resources in studying disability and rehabilitation as clinical
enterprises, that is as if the individual suffered a disease
called 'disability’." (Stubbins 1979 p90)

The implications of this are that in order to study issues of disability within the
framework of the social model, methodologies must be developed and used which
employ phenomenological approaches rather than those which are rooted in natural

science.

"...mainstream knowledge of disability is tainted by
the phoney objectivity of researchers and the practitioners of
rehabilitation." (Stubbins 1979 p90).

Stubbins argues that Finkelstein has clearly shown that new truths about disability will
only emerge when scientific methods and beliefs have been suspended. However, he
is critical of Finkelstein's categorisation of people into the exploited (disabled people)
and the exploiters (professionals). This ignores the fact that everyone is dependent on
others and on technical aids and that the division of labour demands the development
of experts and therefore the potential exists for exploitation of and by everyone.

McKnight (1981) reinforces the idea that professionals have a vested interest in
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creating disability which then allows them to define and control remedies:

"You (the patient) are the problem and I (the therapist) am
the answer ... only I have the language to understand both
the problem and the remedy."”

(McKnight 1981 p12)

Furthermore, McKnight accuses health care professionals of hiding behind symbols of
love and care which obscure the economic interests and disabling characteristics of

rehabilitation services.

Davis (1990) argues that definitions of disability are of deep political significance.
The World Health Organisation (WHO) defines impairment, disability and handicap
from a medical perspective - that the impairment from which disability and handicap
arise lies within the "psychological, physiological or anatomical structure” of the
individual (WHO 1980). This definjtion is used as the basis for work carried out by

- the Office for Population and Census Surveys (OPCS). Davis argues that this is
ultimately a definition which suits the able bodied establishment and allows
information to be collected, analysed and used to maintain disabled peoples'’

dependence.

A rejection of the medical model of illness and disability would necessitate a
redefinition of the World Health Organisation’s statement on impairment, disability
and handicap. Davis argues that such a redefinition would have far reaching effects in
terms of the disability industry. Indeed he claims that it was new definitions by the
Union of the Physically Impaired Against Segregation (UPIAS) which allowed
disabled people to directly challenge for the first time "the iron grip of able bodied
control of disability” (Davis 1990).

The two main consequences of the adoption of the social model of disability are the
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challenge to health care professionals to redefine their role, and to researchers to

develop appropriate methodologies:

"Finkelstein makes it difficult for researchers,
practitioners and administrators to pursue the typical models
of rehabilitation with the innocence they have until now."
(Anonymous contributor to conference proceedings 1979).

The irony of the ultimate challenge of this model to professional health care workers is
that its acceptance in its current form means that they are no longer part of the
solution, but part of the problem. Finkelstein (1984) argues that the crisis in
rehabilitation is deepening because of a realisation by professionals of the failure of

their services to significantly improve the situation of disabled people.

5.7 Holism
The term holism (or wholism) is defined by the Oxford English Dictionary (1990) as
follows:

i. the theory that certain wholes are to be regarded as greater than the sum of
their parts;

ii. the treating of the whole person including mental and social factors rather
than just symptoms of a disease.

The first definition originates from Smuts’ study of the political situation in South

Africa after the Boer wars:

"...we were left fragments out of which we were to
make a whole ... we have seen emerging out of these
discordant elements the lineaments of a new South Africa ...
the biggest problem facing us [is] being solved along
holistic lines." (Smuts 1926 cited Smuts 1952 p56).

Holism arose out of Smuts' search for patterns in chaos, guiding laws in nature and

science, and a larger view which would enable the whole to be seen. He held that the
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development of scientific thinking had led to the realisation that the world was not
made up of substance but of flexible changing patterns. The idea that matter is
determined by its constituent elements had to be abandoned as the reality of things lay

in their wholes not in their parts.

"If you take patterns as the ultimate structure of the
world, if it is arrangements and not stuff that make up the
world, the new concept leads you to the concept of wholes.
Wholes are not stuff; they are arrangements. Science has
come round to the view that the world consists of patterns,
and I construe it to be that the world consists of wholes."
(Smuts 1926, cited Smuts 1952 p220).

The next stage in the development of this theory was the concept that a whole had a
force greater than the sum of its individual parts and that this allowed progress to be
made. Smuts argued that if equality between cause and effect was accepted then the
world would have remained as it was in the beginning. Holism postulates that slightly
more is produced in the effect than was contained in the antecendent cause. This
allows for "an infinity of increments" and therefore the "additional building of

creation”.

An inherent part of holism is that detail receives most of its meaning from the whole of
which it is part. A part only has meaning in relation to the whole. A reductionist
approach is therefore of limited value as the part can only be examined and found

meaningful as a member of the whole. This view is echoed by Hawking (1988):

"If everything in the universe depends on everything
else in a fundamental way, it might be impossible to get
close to a full solution by investigating parts of a problem
in isolation." (Hawking 1988 p13).
The adoption by medicine of holism as a useful theoretical model on which to base
practice seems to have lead to a redefinition of Smuts’ ideas, but without a theoretical

justification for the redefinition (OWLS 1992). The second part of the Oxford English
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Dictionary definition of holism as the treating of the whole person, including mental
and social factors echoes Smuts' argument that it is the whole that is important, not the
parts. However, the use of the word 'including' in that definition identifies the split

between Smuts' concept of holism and medicine's use of the term.

The British Holistic Medical Association (BHMA undated leaflet) acknowledges the
shortcomings of the reductionist approach and questions the usefulness of the
biomedical model in understanding the functioning of the parts within the whole -
person. It acknowledges that people are multi-dimensional and that a range of
interventions at a variety of levels may be relevant. It argues that the systems of the
body are interrelated and that the mind-body split of dualism is largely an illusion.
Significantly it argues that no one individual practitioner will have all the answers but
that holistic healthcare will be best provided by multi-disciplinary clinical teams. |
Reference is made to Engel's development of a biopsychosocial model (Engel 1977)
as one way of addressing the problem of biomedicine not answering people's needs.
This acknowledges that medicine, and associated health care professions cannot rely
on the medical model and its focus on physical disease to answer people's health
needs. The holistic model is referred to as a better or more advanced way of providing
health care. However, the assumption behind this acceptance is that holism is
synonymous with the biopsychosocial model. The argument seems to be that as long
as you look at people's psychological and social needs as well as their biological

functioning then you are using a holistic approach.

Bevis (1978) describes this approach as summative dualism and argues that it is not a
holistic approach but an attempt to counter accusations that professionals do not see
patients as whole beings. Summative dualism is the adding together of various aspects
of the patient - usually physical, mental, spiritual and social to make a biopsychosocial
model. The influence of this on nursing theory can be seen, according to Bevis, in the

development of descriptive models which are essentially the medical model with
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threads of other things woven throughout. It is also clearly evident within
physiotherapy. The 1991 Curriculum of Study (CSP 1991) mentions 'the holistic
approach to patient care' with no indication of what was meant by this term and no
discussion was had about its use in the working party that wrote this document
(McCoy 1992 personal statement). However, in the 1996 Curriculum Framework
holism is defined as an approach which:

"... takes into account the biological, psychological
and emotional circumstances within an environmental
context." (CSP 1996)

Pratt (1989) uses the Concise English Dictionary (1982) definition of holism - the
tendency in nature to evolve wholes that are greater than the sum of their parts - to
relate holism to physiotherapy practice. Again the focus is on recognising the
importance of the mental, social, emotional and spiritual aspects of a person in
addition to the physical. He introduces the idea that wholenessvmay be seen in other
cultures as a balance of forces. However, the implication of accepting that the whole

is greater than the sum of the parts is not explored by Pratt.

The Consequences of the Holistic Model

The relevance of holism to health care practice is described by Pfatt as allowing
patients to become responsible adults taking an active part in their own rehabilitation.
Self-care and health education are two of the consequences of the holistic approach

described by Pratt and echoed by the British Holistic Medical Association (BHMA):

"In the holistic model patients are seldom passive
recipients of therapy, and will usually need to become
engaged in a process of change."

(BHMA promotional leaflet undated).

Pearson and Vaughan (1986) contrast the consequence of the assumptions of holism -
that there is a need in medicine to study the whole being - with Descartes’ proposition

that the body as a machine can be broken down into its constituent parts for
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meaningful study. They cite Byrne and Thompson (1978) who used the phenomenon
of water to illustrate holism. Hydrogen and oxygen can be studied as the constituent
parts of water and it will be found that oxygeh suppbrts combustion and hydrogen is
explosive. Howeyver, a study of the whole, Water, leads to the discovery of a different
property - water extinguishes fire. Wright (1986) explores the relationship between
holism and the practice of nursing and argues that merely taking into account social,
physical and bsychological factors is not enough, and may lead to the ignoring of the

total nature of the person.

These writers have therefore accepted the limitations of the summative dualism
described by Bevis (1978) and have identified the need for medicine (or at least
nursing) to examine the whole person rather than the constituent parts. However, the
resulting tension between a philosophy, the acceptance of which would demand a
radically new approach, and the practice of medicine, and related activities, which are
based in mechanistic reductionist theories is not identified. The ultimate consequence
of an adherence to holism by medicine, nursing and related professions would be the
destruction of much of the structure upon which education, research and practice is
based. If the inappropriateness of the study of constituent parts were accepted, much
of the syllabus of medical schools - anatomy, physiology, dissection - would be
rendered meaningless. It is therefore in the interests of medicine to define holism not
in terms of the whole being greater and essentially different to the sum of the parts, but
in terms of summative dualism or the biopsychosocial model. This retains the
essential nature of reductionism and can therefore be absorbed into medical theory

without threatening its foundations.
5.8 Discussion

What Mishler (1981) calls models, Eyles and Woods (1983) term perspectives and

Whitehead (1990) describes as explanations are all frameworks for discussing
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assumptions made about the origins of disease and il_i health. Some or all of the
elements that could potentially contribute to illness can be found in the various modes.
The significant difference between the models is the impoﬁance or weight that is given
to individual or groups of assumptions within that model. For instance those ascribing
to a bio-medical model may accept that social, environmental or psychological factors
play a part in illness but will give most weight to pathogens as the cause of disease and

therefore will concentrate resources on their discovery and elimination.

Other perspectives give greater weight to factors other than pathogens as determinants
of ill-health. As discussed above, the biomedical model is not the only way of looking
at causes of illness and disability. Alternative perspectives may include or exclude the
fundamentals of the medical model, particularly the existence of pathogens. This does
not necessarily deny the existence of pathogens, but makes their elimination
unnecessary as they are not the prime cause of the disease process. Those who regard
environmental factors or geogens as the ultimate determinants of health may or may
not ascribe to the 'germ theory' of disease, but this would be irrelevant if the
elimination of illness was seen to be governed by factors of more significance than the
existence of pathogens. Other, non-pathogenic, factors which may be seen as a
primary or secondary cause of illness, with or without the presence of pathogens,

include divine intervention, gender, race, employment.

The importance to the individual of particular factors determines which model is
adopted; the degree of importance given to that factor determines the extent to which
other factors are excluded or included. An individual who believes that diseases are
caused by pathogens can accept to a greater or lesser extent the influence of other
factors, such as environment, income or social class. Accepting that exposure to
pathogens is the single most important cause of disease denotes an adherence to the
biomedical model. The degree of importance given to the other factors denotes

whether the individual's perspective is of a simple or complex structure. The purer or
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more simplistic a model adopted the more it will dominate all activities arising from

the context in which the model is being used.

One of the consequences of the adoption of a particular model is an effect on resource
allocation. It is clear that when a particular world view dominates a society to the
extent that there are vested interests in perpetuating it - what Illich describes as
hegemony - resources will be concentrated on those activities which uphold it. In
health care this means the diversion of resources away from those' professions or
occupations which do not subscribe to the biomedical model. These are successfully
marginalised and labelled alternative therapies or quackery - depending to what extent

they explain their therapies in mainstream or biomedical terms.

Growing dissatisfaction with the biomedical model and its variants as an explanation
for the experience of health, ill-health and disease has led to the development of
alternative theories. The growth of a politicised group of disabled people seeking
ways of taking control of their lives away from medicine led to the formulation of the
social model of disability. The challenge that this has provided to rehabilitation
professionals such as physiotherapists in particular has been invaluable in focussing
attention on the paradigm of physiotherapy. How useful the social model turns out to
be for the development of a theoretical base for physiotherapy is debatable as

much work needs to be done before the model moves from its polemic base to a valid

theory.

The holistic model on the other hand is one which has been pick_ed up by medicine and
distorted to fit political ends. The basic premise of the model - that parts only have
meaning in relation to the whole - is ignored in most medical and rehabilitation service
delivery. Yet holism is welcomed as a useful adjunct'to modern health care. By
absorbing it into the fold of acceptable medical theory its challenging effects can be

diluted. The result has been the development of the concept of summative dualism and
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a merging of this with concepts of holism. It is not evident from the literature that

many health professionals distinguish between the two.

The social model of disability on the other hand tended to be met with overt hostility
from doctors and rehabilitation professionals. Holism is welcomed, absorbed and
modified to suit the aspirations of professional health workers; the social model is to a
large exten; marginalised as being irrelevant to medicine and health care. The one
offers as much as threat to modern medicine as the other. Perhaps the difference is
that the social model is being developed by the very people whom health care
professionals need to keep in a subordinate role. Patients, including disabled people,
need to accept theories developed by the dominant players in society, not start
developing their own. Perhaps this is the ultimate irony - health care workers being
challenged by the very people who are supposed to need them and who are daring to
say that it is the doctors and physiotherapists who need the patients more than they are

needed.

The acceptance of one model as being more relevant to an individual or a profession is
linked to the perception of the world or Weltanschauung of that individual or
profession. Individuals will bring their own world-view to a profession but will then
spend the period of their training being socialised into the paradigm accepted, or
commonly held, by that profession. The paradigm of a profession such as
physiotherapy must be made up of the total of the paradigms held by the individuals

in that profession. In a holistic model those paradigms together will make a whole

greater than the sum of the individual parts.
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6. DISCUSSION

This study originated from my personal experience as a clinical physiotherapist
working with elderly people. I brought 12 years experience as a physiotherapist to the
study and the data from that period, although not specifically captured and presented,
informed the development of both the research questions and the methodology. As the
study progressed the research quéstions changed in the light of the findings of each
stage. Hand in hand with the development of research questions went the development

of an appropriate methodology (see fig 2 p3).

The first stage of the study focused on the question of why the relationship between
nurses and physiotherapists working with elderly people in some places was riddled
with conflict . This idea of conflict between the two professions arose from personal
experience and was confirmed by interviews conducted with a range of clinicians and
managers involved in the care of elderly people. These interviews formed an early
part of the study and are reported as stage 1 interviews (p/03). These interviews both

confirmed the legitimacy of the area of study, and provided pointers to the next stage.

In order to examine relationships between nurses and physiotherapists two sites were
chosen for study and appropriate methods of data collection developed. These were
semi-structured interviews (reported as stage 2 interviews, pl119) and two areas of
clinical work were chosen around which to question physiotherapists and nurses.
These two areas of clinical work, pressure sores and incontinence, were chosen
because they were areas in which I had developed interest and some expertise. They
were also, and more importantly, areas in which nurses and physiotherapists had to co-
operate if their individual interventions were to be effective. A review of

physiotherapy literature in these two areas formed an early part of the study but was
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later discarded as being a diversion from the main thrust of the thesis as this was

developed.

Observation and interviews were chosen to collect data for this stage. Issues todo
with participant and non-participant observation (see p77) led to an attempt to develop
a tool which captured the interactions between a nurse and a physiotherapist caring for
an individual but was non-intrusive. Diary sheets were chosen to try to record the
communication that nurses and physiotherapists claimed waé at the basis of good

multi-professional delivery of care.

The piloting of the diary sheets led to an important breakthrough in my understanding
of the direction of the study. The failure of the diary sheets to collect meaningful data
was not of itself an issue. One important finding from the process of developing and
piloting the diaries was that relationships between nurses and physiotherapists in this
study were poor even where effort had been put into presenting relationships as good

(see p128).

The data for this study came from a range of sources (see figure 2 p3). The interviews
were a key part of the methodology. The first set of interviews carried out were
interviews with key players or stakeholders (stage 1 interviews). Two therapy
managers, four nursing managers, one general mahager, one senior physiotherapist and

one senior nurse participated in these interviews.

A series of pilot interviews took place prior to the stage 2 interviews. These pilot
interviews were held with four nurses and three physiotherapists. The data from these

interviews was not analysed as their purpose was to develop and refine the
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methodology; I needed to identify and learn how to carry out the type of interview
most valuable for the study. The pilot interviews were invaluable in this process and

taught me much about my own position within the research process.

The stage 2 interviews were semi-structured and were carried out with twenty two
nursing and physiotherapy staff at two hospitals. At Hospital W three primary nurses,
two associate nurses, two nursing assistants and five physiotherapists were
interviewed. At Hospital N two ward sisters, two staff nurses; two nursing auxiliaries
and four physiotherapists were interviewed. Data from these interviews was analysed
at several stages and figure 2 (p3) provides a diagrammatic representation of the
relationship between the data from all sources and the development of the theoretical

framework.

Two particular stage 2 interviews provided clues to the direction the study needed to
take to uncover the reason for these poor relationships between certain professionals.
Initially these clues were provided by a physiotherapist and a nurse working on the
same ward. The physiotherapist emphasised that her approach to working with elderly
people was no different to her approach to working with any other age group. To her a
knee was a knee, whether it belonged to a young or old person. She argued that knees
warranted the same treatment and that this was dependant on the diagnosis rather than
the person to whom the knee belonged. Working alongside this physiotherapist were
nurses who had changed their practice to fit in with a move to primary nursing and to

whom a medical diagnosis was not as important as a nursing diagnosis.

As part of the move to primary nursing these nurses had discussed the concepts that

lay behind different models of nursing practice and had made a conscious shift away
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from a curative or medical model. Si gniﬁcantly'they had recdgnised the importance of
involving groups other than nurses in this change. Domestic staff, porters and doctors
had been invited to meetings at which the impact of primary ‘nursing on their input and
practice had been discussed. However, no-one had thought of involving the
physiotherapists and the move to primary nursing was presented to them as a fait
accompli. The physiotherapists were expected to change their practice to fit in with
primary nursing without any discussion of its impact. This appeared to be both an
ineffective way of managing change, and a denial of any importance or value of

physiotherapy in the care of that ward's patients.

During the period I was undertaking these interviews a visit was arranged to Burford
Hospital in Oxfordshire. This was the first British hospital in which primary nursing
had been introduced. It had been the object of much research and regularly ran study
days to explain what it was doing and why. The nurses at Hospital W invited me to
attend this study day as I was a researcher and they thought I would be interested.
However, they did not think it appropriate to invite ahy of the physiotherapists they
actually worked with to attend with them. I was therefore the only non-nurse on this
trip to Burford, and, as became apparent during the day, the first physiotherapist ever
to visit. During the morning the primary nurse leading the day made several
disparaging remarks about physiotherapy. She emphasised the poor working
relationships between nurses and physiotherapists on the primary nursing wards and
explained that this was due to the refusal of the physiotherapists to change their
practice. I asked whether the physiotherapists had been involved in any of the
meetings held about primary nursing but was told that no it had not been seen to be
necessary. I managed to speak with one of the physiotherapists who worked on the

ward and she said that relationships between the physiotherapy team and the nursing
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staff were very poor and that there were times when the physiotherapists refused to go
onto the ward because of this. Having discovered that I was a physiotherapist the
primary nurse apologised for some of her less temperate remarks about my profession
but stuck to her arguments that physiotherapy input was incompaﬁble with primary
nursing. She explained that physiotherapists were not prepared to change their practice

to fit in with the philosophy that underpinned primary nursing.

This visit to Burford Hospital provided me with more evidence that the poor
relationships I had uncovered in the two settings I was studying was not isolated but
appeared to reflect a conflict between two professions. It also appeared that this was a
conflict that was not going to be openly discussed. Several nursing articles on multi-
disciplinary working emphasised the valuable contribution made by physiotherapy;
indeed some of these articles were written by the very primary nurses at Burford who
admitted privately that they did not value physiotherapy. No attempt was made to
deceive the primary nurse at Burford about my identity but on speaking to her
afterwards it was clear that it was only because she assumed that she was talking to a
group of nurses that she had said what she really thought about physiotherapy. This
indicated that the collusion that had been evident at Hospital N between the
physiotherapist and nursing sister in covering up their poor relationship was part of a

much wider collusion throughout the two professions.

Back in the setting (Hospital W) one interview with a primary nurse on the ward
moved onto models of nursing practice fairly quickly. This was at a time (1987) when
a lot of work was being published in the nursing litérature on different models and the
theories on which they were based, but there was little evidence that physiotherapists

were having the same discussions. An examination of the nursing literature therefore

165



proved extremely valuable and led to a re-examination of the data from the fieldwork.
In the interviews in the other setting (Hospital N) I found what appeared to be a
difference in models being used as the basis for practice between the nurses and
physiotherapists. In an extremely traditional ward setting where nurses saw
physiotherapy as something 'done to the patients' there was a senior physiotherapist

describing her work as being based on a holistic appr'oaéh.

It was this difference in explanations of practice that led me to examine and reflect on
the theoretical models presented in the medical literature. This formed the basis for
the theoretical framework of the next part of the study. The data from the period of
prior ethnography, the fieldwork findings, and the literature were analysed from the
perspective of models of healthcare. What became apparent was that both within the
profession of physiotherapy, and at its interfaces with other professions, a difference in
the models used as the basis for practice could be an explanation for tension and

conflict.

Within physiotherapy different models were being used in practice; a medical or
curative model appeared appropriate in some settings such as sports physiotherapy, a
more holistic approach in work based on client groups such as elderly care.
Additionally physiotherapists who were using modalities such as acupuncture and
reflexology were basing their explanations of what they were doing on traditional
chinese medicine (TCM). The special interest group conferences provided a forum for
an examination of the interfaces between various specialities within physiotherapy and
data from these conferences and their reports supported the argument that different
groups were using different theoretical models and that there was tension because of

this.
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Reflection on the different models being used in préctice identified that both
professions used a range of models depending on the personal beliefs of individuals
and the influences to which they had been subject. The appropriateness of these
models seemed to be be dependent on the setting and the client group. Models were
therefore not profession specific but where different models were being used by

different professions conflict was evident.

The examination of the interface between nursing and physiotherapy had uncovered
issues about physiotherapy which were beginning to be addressed in the physiotherapy
literature. Reflecting on how nurses saw physiotherapists and physiotherapy had led
me to focus on trying to establish how physiotherapists saw themselves. I found a
profession which did not articulate clearly what it had to offer and its value. It could
be argued that my being a physiotherapist may have led to them assuming that they did
not have to explain it to me, that I would understand and value it without them having
to articulate it. However, the interviews were conducted in a way which minimised
this possibility and every opportunity was provided for physiotherapists to justify what
they were doing. These interviews were conducted 13 years ago and the developments
in the profession, particularly the move to Higher Education, may have improved the

ability of physiotherapists to articulate what they do.

The link between practice and theory appeared at this stage in the study to hold a key
to discovering what physiotherapists were doing. Data from the fieldwork interviews
had provided a series of clues that this link needed to be explored, but little evidence
that physiotherapists in practice would provide the evidence through interviews or
observation. The data that led to the analysis of a paradigm suitable for physiotherapy

practice was provided therefore from other sources. One source was the tacit
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knowledge I brought to the study from my period of prior ethnography as a
physiotherapist (see p69); another source was the ongoing involvement I had with the
profession during the years of the study; a third was the literature in which the
profession was beginning to discuss why it was doing what it was doing, and to

question its dependence on the medical model.

Calls within the literature for the development of paradigms appropriate to
physiotherapy practice led me to examine and reflect on the need to retain what was
valuable about existing theoretical frameworks. Physiotherapy had made good use of
the medical model and it appeared not to be ready to reject this totally in all settings.
Certainly much physiotherapy education still relied on a mechanistic approach to the
human body. However, other models were increasingly being used by
physiotherapists to explain and justify their practice. What was needed was a
framework which captured the range of models that physiotherapists were using and to
tie it in to the work on the development of professions and the relationships between

professionals.

A study which started as a quest to discover why physiotherapists and nurses did not
always work well together developed into an examination of the practice of
physiotherapy. Physiotherapy was studied within a framework determined by cultural,
historical and theoretical influences. All these wefe examined during the course of the
study and provided direction and substance. The outcome was an identification of
factors which need to be taken into account by the profession of physiotherapy as it

develops practice fit for a new era.
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7. CONCLUSION

This thesis is an exploration of a profession through the stoﬁés told by its practitioners
and by the profession itself, through its history, social context and view of itself.
While working as a clinician I frequently asked questions about why things were the
way they were and was eventually told very firmly that no-one else had the answers to
these questions and that if I wanted them I would have to find them myself. The

process I was told was called research.

"Curiosity is one of the most important attributes of a
successful fieldworker. The need to know why people do
what they do - to understand where they came from and
where they may be going, how one generation passes its
values to another - is one of the inner drives necessary to
unlock the mystery of social interaction.” (Fetterman 1991
p88).

7.1 The Study

An emergent, naturalistic design was chosen, or at least discovered during the study
when I became anxious that I did not have an answer to those people who kept asking
me what method I was using. This type of methodology draws widely on socio-
anthropological studies of societies and cultures, and was largely developed during the
1970s and 1980s. It was influenced by the develépment of femiﬁist research where
gender was no longer another variable to be controlled, but a valid stance from which
to examine the human experience (Mies 1983). Naturalistic designs, or listening to the
stories participants have to tell, whether in words or through observation, is widely
used in educational research, research into the effectiveness and appropriateness of

educational programmes or interventions. This all mirrored what I wanted to find out
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about my own profession - physiotherapy - and its relationship with other players in
the health care arena. My search for meanings rather than facts led me away from the
classic experimental design; my belief that everyone's story has validity and that
numbers do not necessarily make something more meaningful led me away from a
quantitative design; and my belief that we all experience our own reality which can

never be the same as anyone else's to a phenomenological approach.

"...naturalism is the approach that, in contrast to positivism's
scientific model, accords primacy to subjective experience,
is pre-occupied by the multiplicity of perspectives, and is
reluctant to aggregate data by quantification." (Fielding
1993 p147).

The choice of a naturalistic design enabled the study to authenticate the experience of
the individual stories (Whyte 1984, Bergen 1993), to justify the position of the
researcher within the study (Marshall 1981, Rowan 1981), and to allow for an eclectic
and pragmatic approach to the development of a methodological and theoretical

framework for the study (Parlett 1981).

The danger in choosing such a design, or in allowing it to develop throughout the study
lies primarily in 'confirmability bias' (Edwards 1968 cited Miles and Hubermann
1994). There is inherent in this kind of work a temptation for emerging data which fits
in well with earlier data to be used to make a stronger case than is actually warranted.
In other words, if the data I was finding confirmed what I already thought I knew
about the profession, its relationships with others and how it viewed itself then they
may be used inappropriately and at the expense of data that did not fit my own view.

As Miles and Hubermann (1994) put it "Plausibility is the opiate of the intellectual”.

In addition, the adoption of a subjective approach to the study inevitably means that
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personal interpretation of data will lead to bias; This study is not replicable as carried
out by another would develop differently, and even if carried out again by myself
would be within a different timeframe, different context and different world to the one
in which the existing study occurred. There can be no defence of this other than that
the researcher makes the study what it is and whatever illumination occurs would not
have occurred had the study never been carried out. No single piece of work can tell
more than part of the story of physiotherapy but, fortunately, 'it is not necessary to
know everything in order to understand something'. (Geertz C 1973, cited Wolcott

1994).

The likely, inevitable even, impact of the researcher on the field is well documented:

"You are likely ... to create social behaviour in others that
would not have occurred ordinarily...... informants will often
craft their responses to be amenable to the researcher and to
protect their self-interest.” (Miles and Hubermann 1994
p265).

However, the care with which the interviews in particular Were constructed and carried
out, and the sensitivity both to the likelihood of influencing the setting and the
participants, to a large extent mitigate against this invalidating the data collected. The
other strength of the design that would have heiped in this was my position within the
framework of the research study - not being a 'stranger to the field' and able to

understand the context within which the fieldwork was being carried out.

In the end, the findings are not of fact but of meanings and as such the study can only

be judged by the extent to which it has been successful in shedding some light on the

practice, context and theory of physiotherapy.
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" Or, as the lion in Aesop said to the Man, 'There are many
statues of men slaying lions, but if only the lions were
sculptors, there might be a different set of statues.”"
(Tuckman 1981 cited Miles and Hubermann 1994 p265)."

Had this approach not been adopted then large amounts of data would have been lost
to the study. The data from the period of prior ethnography provided context for the
interpretation of the findings; the data that came from just one ér two people moved
the study forward but could not be validated through .quantification; the data provided
by the stories illuminated the study and led to the next stage; the flexibility to follow
my interest led to new insights as did the freedom to use my own judgement about
what I should do next and who I should speak to (Fetterman 1991); and finally, the
use of a technique which was about getting people to describe their experience of
events (Whyte 1984) led on to the question And why? which essentially formed the

basis of the thesis.

Perhaps the biggest challenge of the methodological framework adopted in this study
was its open-ended nature. The temptation was never to finish, to carry on finding out
more about the area and never to draw a final conclusion. In Parlett's terms this is the
very value of the approach taken; what could be seen as a weakness of the study, its
open-ended nature, facilitated the emergence of new lines of enquiry as data was

collected and analysed. (Parlett 1981).

A significant decision in the study was to study relevant history to contextualise the
development of physiotherapy as a profession. Whyte (1984) and Crombie (1996)
acknowledge the importance of this in claiming that any study of an organisation or
community must be built on a firm historical basis and must incorporate historical data

into its analysis. Crombie (1996) in particular stresses the importance of studying
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history to understand disease and medicine. This decision to examine the history of
the profession and the context within which physiotherapy developed opened up
contextual areas such as the development of physiotherapy within a male-dominated,
science worshipping, medical hegemony; the role of women in society throughout the
development of organised medicine; and physiotherapy's emerging place within the

framework provided by the growth of medicine.

Physiotherapy's relationship with science, medicine and in particﬁlar with the bio-
medical model of health formed a key theme of the thesis. Its position as the dominant
model in society, health care and physiotherapy was examined and the still current
relevance of the mechanistic approach to the human body expounded by Descartes.
This relationship gave rise to tensions that are evident in practice, research, education
and management. These have been explored by providing snapshots of the profession
at certain key times when tensions were evident in making decisions that shaped its

future.

Such moments include the portentous decision of the ‘founders’ to accept medical
domination, the struggle for the development of specialisms within the profession, and
physiotherapy's pragmatism in dealing with new challenges byv incorporating new
modalities (latterly Swedish remedial exercises and Galvanism, more recently lasers

and acupuncture).

The tension continues and is evident within the physiotherapy research community by
the continuing debate over developing appropriate methodologies for physiotherapy
research (Parry 1991 and 1997, Roberts 1992, French and Swain 1997, Newham

1997), in education by the continuing debate about the education for practice which is
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acknowledged as being more geared towards hospital working (Potts 1996), and in
management by the need to describe and quantify physiotherapy services in terms
which are understood by those who ascribe to a medical model of care (Roberts 1990's

personal experience).

The main findings from the study as a whole are that there is a range of models
available and used by physiotherapists to explain their practice; those most commonly
identified are the bio-medical model, the bio-psycho-social model or summative
dualism, social and holism; the literature indicates that there is a poor understanding
of the basis of these and their implications for physiotherapy practice; any potential
tension generated by an examination of the assumptions of the models is resolved
within the profession, as within medicine, by watering down these models to make

them compatible with existing paradigms.

The rise of interest in alternative philosophical bases has been generated by two
factors. One was the adoption by physiotherapists working without direct medical
referral of a non-medical model of care. The need to articulate this led to attempts
being made to fit it into a holistic framework, particularly by those groups of
physiotherapists who identified themselves by client groups such as elderly people or
children. Those working with physically disabled people picked up the social model
and ignored the polemic argument about rehabilitaﬁon therapists being one of the
problem disabled people faced. The other issue which is currently driving the
development of alternative models is the adoption of modalities such as acupuncture
and reflexology which clearly challenge the medical model's basis of treating disease.
The extent to which the adoption of modalities based on an Eastern philosophy

challenges the traditional basis of much existing practice should not be underestimated.
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The mechanistic model of Descartes is still the key influence in physiotherapy and
continues to underpin much practice. Physiotherapy cannot sit in isolation from the
rest of health care and society and is bound by the continuing dominance of Cartesian

reductionism.

"It remains true to say that our own world-view is heavily
influenced by the mechanistic notion of the béte-machine
and all its implications for biology and medicine. In this
sense, the mechanistic physiology of Descartes and others
can be seen as the origin of the modern biomedical
sciences." (Henry 1997 p69)

The search for new paradigms, new ways of thinking, new ways of explaining
physiotherapy, has been identified particularly within the last decade. (Tyni-Lenné
1989, Parry 1997). Kuhn (1962) identified moments within the development of a

discipline that force the pace of change.

"...when...(a) profession can no longer evade anomalies that
subvert the existing tradition of scientific practice - then
begin the extraordinary investigations that lead the
profession at last to a new set of commitments, a new basis
for the practice of science.” (Kuhn 1962 p35).

Parry (1997) has argued that physiotherapy is in the process of prbceeding through
Kuhn's model of scientific change but is multi-paradigmatic and will gain little by
turning its back on anything. This is the pragmatic model that is so evident in the way
physiotherapy has developed its practice and its knowledge basé. However, there is
clearly a need to choose wisely in the search for meanings behind what
physiotherapists do. The pragmatism that led to alliances with contemporary dominant
models have served the profession well at times, but have also restricted its journey

towards true professional autonomy. Parry (1997) talks of the 'joy' of pragmatism in
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research and practice in accepting that:

"all knowledge is hypothetical and subject to change,
modification and evolution; that knowledge in
physiotherapy has no permanent status, but enjoys current
acceptance." (Parry 1997 p428)

The strength of this argument lies in its acceptance of the reality of physiotherapists
using whatever is fashionable in theoretical concepts to justify physiotherapy practice;
physiotherapists can happily go on doing what they have always done and just adapt a

current theory to explain why it is effective.

The weakness of it is that is makes physiotherapy a profession that has not taken
ownership of a knowledge base that it has developed and called its own. It describes a
profession that waits to be challenged and then searches for an acceptable piece of
received wisdom to explain what it is doing. A more assertive, independent and
proactive approach to developing an identifiable knowledge base can only serve the
profession well and has been called for by Parry herself (1991, 1995 and 1997;

Richardson 1993; Roberts 1994).

There is then a need to respond to the calls for the development of a new paradigm for
physiotherapy, with the pragmatism of a profession which is essentially practice-based,
and without rejecting what has served us well and can be used as a springboard for
such a development (Parry 1997). This study has identified those components, both
contextual and theoretical which I believe must be iﬁcoxporated into the development

of such a new paradigm for physiotherapy.

7.2 Strong professional identity

The discipline of physiotherapy needs to be able to articulate what it is doing, in it own
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terms, if it is to justify its claim to be a profession. (Fﬁedson 1970a; Larkin 1983;
Miles-Tapping 1985; Jones 1991; Richardson 1992; Parry 1995). There was evidence
from the fieldwork that physiotherapists are not confi&ent about articulating what they
do. However this data was collected more than a decade ago and from a very limited
group within one area of the practice of physiotherapy. This finding cannot therefore
be generalised or transposed into contemporary accounts of the pfofession. However it
echoes, and reinforces, calls for the profession to be able and ready to do just thatin

the face of continuing challenges (Grant 1995, Potts 1996, Pziny 1997).

Attempts to produce a definition of physiotherapy have yet to come up with one that
has stood the test of time. This is reflected in the way these definitions have changed
over the years to reflect both the changes in the context of the provision of
physiotherapy and the aspirations of its practitioners. This may reflect the changing
face of a profession that is above all pragmatic ready to respond to the changes and
challenges that confront it, or it may reflect a profession that still does not really know
what it is within its framework that is unique aﬁd worthy of being defined. (See

Appendix G for definitions of physiotherapy 1974-1996).

There has yet to be written a definition that is flexible enough to encompass all that
physiotherapy is and does, while being focused enough to identify the unique package
that is physiotherapy and that clearly identifies us as a separate profession. It may be
that such a definition will never be more than a marketing tool, and will never be able
to fulfil the aspirations of a disparate group of professionals arguing from the
perspectives of different needs - educationalists, researchers, practitioners, managers,
commissioners and providers of physiotherapy. However being able to articulate what

distinguishes the practice of musculo-skeletal physiotherapy from say the practice of
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musculo-skeletal medicine must be a step towards identifying the springboard from

which the profession can move towards identifying its own knowledge base.

7.3 Relevant knowledge base

An identifiable and articulated knowledge base is essential to support claims that
physiotherapy is a true profession. Physiotherapists have traditionally relied upon
theory and knowledge developed in other disciplines such médicine, physiology, and
psychology, as befits a professional supplementary or even subordinate to medicine.
Work is now being done in areas which are not coterminous with that done by other
disciplines and is being done by physiotherapists within a physiotherapy framework.
Examples of this are the work physiotherapists are doing in developing models of pain
management (Gifford 1998), and in developing modeis ‘for clinical reasoning (Jones
1992 and 1995). These models build on, and make use of, knowledge gained and used
within other disciplines but are grounded in physiotherapy practice. We are now
seeing the development of theoretical models which are physiotherapeutic models
linking theory and practice and which make sense only within the framework of
physiotherapy practice. They are models which may be recognised as valid by others
but would not form the basis for others' practice. They question is whether they are
more than just descriptive models and have been developed into fheoretical models

which make them a sound base for further theoretical work.

As a profession we need to legitimise our own knowledge of what works and thereby
lay claim to our own knowledge. Much may be 'borrowed’ from other disciplines but
the package is physiotherapy - what we accept, what we reject, how we make use of,
and apply that theory is what distinguishes us from other disciplines, and we need to

claim the work, practical and theoretical that is being done within framework of
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physiotherapy as physiotherapy knowledge.

7.4 Existing models

Bio-medical model

Western medicine is based on the bio-medical model and seeks fo identify and treat
specific diseases. The identification of a causal agent has been a driving force behind
the development of the knowledge and power base that is dominant in contemporary
health care in western society. The germ theory is still the basis for much of what is
prescribed and practised, as new projects are undertaken and new knowledge
uncovered its acceptability and usefulness is still determined by the extent to which it
can be used to identify the cause of disease and illness. The human genome project is
one such example where the prevailing popular interpretation of cause and effect has
led to claims of the discovery of genes which cause homosexuality, aggression in
women, and poor spatial awareness - all of which have been at least temporarily
defined as illnesses amenable to treatment now that the causal agent has supposedly

been identified.

The bio-medical model has served society, medicine and physiotherapy well in
providing a framework for the development of an understanding about the human body
and its frailties. However it is not the all encompassing model claimed by the medical
profession and its usefulness is largely contextual. Its appropriateness to
physiotherapy practice has been challenged (Stachura 1994; Roberts 1994; Parry 1997)
but as yet there is little evidence that it is about to be discarded. Indeed Roberts (1994)
argued that it is too fundamental to the practice of physiotherapy to be discarded. It
serves as a useful model particularly for those practising muéculo—skeletal
physiotherapy, working closely with doctors in acute brahches of medicine, and allows

physiotherapists to claim a legitimate place within the wider medical arena.
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Whatever the new paradigm is that physiotherapy adopts it will, I believe, continue to
make use of the medical model, particularly when working in contexts and with
colleagues and patients, for whom this is the most appropriate and relevant paradigm.
The challenge is not to see it as an either or situation but to absorb it into a new way of

thinking and articulating what physiotherapists do.

Holistic model

Holism, as Smuts described it, incorporates both the sense of wholeness and of
patterns. He saw the reality of the world not as matter, but as arrangements, or flexible
changing patterns. (Smuts 1929 cited Smuts 1952). Eastern medicine is similarly
based on discovering patterns, on restoring balance and harmony There are strong

echoes of Smuts’ holism in descriptions of Traditional Chinese Medicine (TCM):

"(it) demands the artistic sensitivity of synthetic logic -
always aware that the whole defines the parts and that the
pattern may transform the significance of any one
measurement within it..." (Kaptchuk 1983 p19).

"The Chinese method is thus holistic, based on the idea that
no single part can be understood except in its relation to the
whole. A symptom, therefore is not traced back to a cause,
but is looked at as part of a totality. (Kaptchuk 1983 p7).

Another strong link between holism and TCM is the emphasis on movement and
change. The Chinese assume that the universe is continuously changing and that its
movement is the result of 'an inner dynamic of cyclical patterns’. (Kaptchuk 1983).
Smuts talked about the whole not just being greater than the sum of its parts but
producing a force that allowed progress to be made and the 'additional building of
creation'. (Smuts 1929, cited Smuts 1952). Continual change and continual

movement, are therefore integral to both Smut's holism and TCM.
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Acupuncture and reflexology are modalities which physio_therapists have incorporated
into their mainstream practice over the past two decades. They are used because they
work and because they have links with the existing paradi gm of physiotherapy - they
are physical interventions not linked with surgery or drugs but with enhancing the
body's ability to heal itself. The drive to justify them in western scientific terms has
led to physiotherapists articulating two very different explanations - one based on
TCM and one based on western scientific thought. (Ellis 1994; Filshie and White
1998). Those training courses for physiotherapists in acupuncture which are
recognised by the Acupuncture Association of Chartered Physiotherapists (the
majority) provide both TCM and western explanations for the effectiveness of the

modality.

The choice of the model the therapist then offers appears to depend on the world-view
of the particular physiotherapist offering the explanation and their judgement of the
world-view of the recipient of the information. Physiotherapists seem less interested
in which explanation as to why these modalities work is true and more interested in the

fact that they work. Evidence again of the pragmatic nature of physiotherapy.

So we have on offer an theoretical model - holism - that covers the desire to work to
more than the mechanistic approach of the bio-medical model, has clear links with the
currently fashionable TCM approach, and which emphasises change and movement.
Physiotherapists need to work with this model to identify how their practice is being
affected by the adoption of it and to what extent it is really used in a way that is more

than summative dualism.
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Social model

This is essentially a polemic model which is currently being used by the disability
movement as a basis for developing a civil rights movement (Roberts 1994; French
1994) . This is not a model that can be picked up and used as it stands by
physiotherapists as it writes rehabilitation professionals out of the picture completely
(Roberts 1994). However it does have a story to tell that the profession must listen to
(French 1992). There are challenges for the profession and for individual
physiotherapists over, for example, the issue of disabled people training as health
professionals; the challenge of not locating the source of the problem always within
the patient, and the need to resist treating everyone encountered in practice as a patient.
The impact that this has had on physiotherapy along with other health services is
evident in the search for acceptable term. Disabled people object to the term patient
being applied when they are not ill, and the profession has responded by using other
terms - client, service user, customer, person - all of which are at times appropriate and
at times inappropriate. The use of such terms appear to be reflecting the

appropriateness of different models.

There has also been a strong influence on the development of appropriate research
methodologies which take into account the experience of disabled people themselves
and which rejects the positive approach to research. The recognition of the expertise
that disabled people have about themselves and their expeﬁenc¢ has been manifest in
disabled people such as French, Morris and Oliver undertaking research themselves,

not being the subject of other people’s study.
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7.5 New Relationships

New relationship with patients

This is an issue in which context is extremely influential. Consultants held the power
base within health care for many decades. The health care reforms of the late 1980's
and 1990's shifted a lot of that power into the hands of General Practitioners. Within
medicine this may be a revolution but it still left medical doctors in the driving seat for
the development and delivery of health care. Doctors work to and want from others
primarily a curative model. Contextualisation in primary care affords possibilities for
both the development of a highly medical model and a more holistic approach. The
move to primary care has led to physiotherapy out-patient services (largely musculo-
skeletal physiotherapy) moving out of large district general hospitals into the local GP
surgery or health centre. GPs purchased (under fund-holding) or commission a
curative model of physiotherapy. What GPs want is a quick fix for the painful backs
and necks they see in their surgeries. Physiotherapists have responded by providing
this but, pragmatic as ever, are adapting new modalities such és acupuncture to fit in
with their musulo-skeletal work. Working therefore in a setting which demands
adherence to the medical model they are nevertheless using modalities which arose out
of TCM and providing scientifically plausible explanations for what they are doing

(Ellis 1994, Michie, Drew and Langdon 1996).

The move out of acute hospital settings and the range of settings apart from GP's
surgeries which are not accessible to physiotherapists, such as patients’ homes,
community centres, leisure centres, have also meant that physiotherapists have had to
renegotiate their relationship with patients. The physiotherapist may be the expert but

may now be on the patient's territory. The knowledge and perspective of the
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individual - whether patient, customer or client - needs to be taken into account in a
way that can be largely ignored in hospital. Again, it is context which is providing the
challenge for physiotherapy and will continue to do so, demanding a paradigm that

involves continuous change.

New relationship with other health professionals

This is where this study began. The starting point was the experience of variable
relationships with nurses. This was the discii:line that physiotherapists working with
elderly people in hospitals had more contact with than any other. The issues that arose
from the fieldwork gave rise to other questions that needed exploring and led on to an
examination of theoretical models of physiotherapy and the finding that the practical
models that are used in everyday nursing and physiotherapy practice give rise to

tension and conflict when there is a mismatch.

Team working has been a key issue within health care. The existence of different
disciplines, different professions, in health care may have arisen from the drive
towards specialisation and the relentless force of reductionism. This would have led to
professions each grabbing a bit of the body or a bit of practice to justify their continued
existence. However, the evidence from the examination of the development of
physiotherapy leads to a view that there were disparate groups working independently
within society, all attempting to affect people's health. As medicine established its
hegemony these groups got pulled in and negotiated their relationship with medicine in

different ways.

However it arose, the fact is that health care is largely delivered by more than one

profession and that there is a push for that delivery to be coordinated to ensure the
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patient gets the best possible package (DoH 1999). Potts (1996) identified several
forces that are likely to influence how this happens, some political, some practical and
essentially for the benefit of the person in need of héalth care. A naive view is that
this happens in hospital with a doctor in charge and everyone under one roof and
working under one system with good communication in place. However it is clear,
from personal experience, frofn the fieldwork and from recent g'ovemment calls for
more work in this area, that being in close proximity, having the means to
communicate well and co-ordinate care does not mean it happens. Care can and will

be provided by individual professionals irrespective of what anyone else is doing.

The move to community based health care has made the issue of communication and
coordination of care physically more difficult. The model of one physiotherapist
working in each GP practice has not happened (DaSilva 1990). In the 1990's and early
2000's physiotherapists are more likely to be working across several practices, orin
the private sector with contracts with several GPs. They will not have access to the
same facilities and so communication may suffer. However, this challenge may have
focused minds on the need therefore to develop systems that allow for better team
working. The evidence from the fieldwork did indicate that where problems between
professional groups had been identified and acknowledged effort was more likely to be
put into finding ways of improving things. Again, this was evidence from one setting,
at one particular time, but serves as a useful indicator that communication does depend

on a recognition of the importance of and a willingness to communicate.

The move to primary care therefore and the growth of the independent sector in
physiotherapy means that coordination of care delivery is likely to be more difficult,

but paradoxically may be identified as a potential problem with resources being

185



directed towards solving it.

Potts (1996) has recognised the possibility of this challenge beiﬁg met by the merging
of professions; whether individual professional groups Wﬂl manage to resist this
remains to be seen but whatever happens physiotherapists have to absorb the culture of
inter-disciplinary care giving into a new paradigm (Smith, Roberts and Balmer 2000;

Roberts and Smith 2000).

New relationship with medicine

I would argue that there is a clear need to redefine and renegotiate the relationship
physiotherapy has with medicine. There has been over the years a gradual move away
from the totally dependent model negotiated towards the end of the last century.
Physiotherapists now have the right to practise autonomously as first contact
practitioners. The profession is beginning to develop its own knowledge base, and is
taking up the challenge of research to demonstrate its effectiveness. The move to
higher education has been a key factor in providing physiotherapists with the skills and
maturity to do this. However a key issue relates to the theoretical framework within
which physiotherapists undertake the research and lays claim to a knowledge base.
While that theoretical framework is based largely on the bio-medical model, or
variations on it such as summative dualism, then the knowledge base will serve to
reinforce the dependent relationship physiotherapy has with medicine. To move to an
independent stance, and ultimately to interdependence in those areas where this would
be more appropriate, physiotherapy research needs to be based on a theoretical
framework that takes account of, indeed is built on, the differences between

physiotherapy and medicine, rather than the similarities.
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While there was a great move to professional autonomy in the 19705 and 1980s, the
shift to community, often GP based practice posed yet another challenge for
physiotherapy. Issues over medical hegemony are still largely uﬁtesolved and the
move to Primary Care Groups, with GPs being guaranteed the Chair of these groups
and a majority of the voting membership, will not challenge the dominance of
medicine within health care. Indeed it could be argued that the move to take power
out of the hands of hospital based consultants, and give it to GPs has given back
control of physiotherapy practice to the medical profession. Under fundholding
arrangements in the early and mid 1990s GPs were purchasing physiotherapy; with
the change to PCGs GPs will be commissioning physiotherapy. In both these models
GPs will be deciding what they want and therefore what physiotherapy is to be
practised within that framework. As they largely, by definition, work to a medical,
curative model this poses a big challenge to the profession. Having lost the right to
control physiotherapy through an exclusively medical referral system, doctors have

regained control through financial measures.

One of the significant moves that the profession has made in recent years is the move
away from considering the NHS as the normal employer of most physiotherapists for
most of their professional lives. There has been a rapid growth in the number of
physiotherapists working in non-NHS settings with 35% of new graduates not
intending to work in the NHS for longer than three years and 52% not expecting to
spend the majority of their working life in NHS employment. (NHS 1999). There is
no firm evidence as to why physiotherapists are abandoning their traditional employer
in such large numbers. Pay is clearly an issue but there is some anecdotal evidence
that loss of professional autonomy within the NHS is a factor. (Roberts 1999 personal

communication). It may be that the medical model is not so dominant in non-NHS
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sectors and that physiotherapy is freer therefore to develop non medically determined

practice.

Whether the future of physiotherapy lies within the NHS or not will influence how the
profession continues to develop. The formation, development and reformation of the
NHS provided perhaps the most important contextualisation for the development of the
profession of physiotherapy. Physiotherapy existed however before the formation of
the NHS in 1948, and has had a significant privaie sector ever since. It may be that the
focus shifts away from NHS employment, to the detriment of the NHS, to independent
practice; whatever happens it is the determination with which physiotherapists
continue to pursue true clinical autonomy, based on physiotherapy knowledge, that

will determine to what extent physiotherapy attains full professional status.

7.6 A Paradigm Shift

Kuhn (1962) is very clear in his message that a true scientific revolution involves
throwing off the old to take on the new:

"Each (scientific revolution) necessitated the community's
rejection of one time-honoured scientific theory in favour of
another incompatible with it.....a new theory, however
special its range of applications, is seldom or never just an
increment to what is already known. Its assimilation
requires the reconstruction of prior theory and the re-
evaluation of prior fact...." (Kuhn 1962 p6).

Kuhn discusses the way history is written, re-written and adapted with hindsight to
provide what appears to be an incremental grthh in the development of a knowledge

base. The reality is different, with the past needing to be adjusted to fit in with the

present.

It is difficult to see how physiotherapy can reject the bio-medical model upon which so
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much of its practice is based, and which is still tﬁe predominant paradigm for most
health care. However, it may be that holism will provide a way' of building on existing
knowledge and moving forward. Traditional Chinese Medicine is attractive because of
its very practical approach to treating people and symptoms and offers a comfortable
paradigm based on the restoration of harmony; the bio-medical model has a key
element which is about homoeostasis - a restoration of normal function, a continual
force to return things to what they were. Both systems are therefore based on concepts
of restoration, of returning things to normal, to a state that existed before the person

became ill.

What holism offers over and above these two models is the element of incremental
change found in Smuts' claim that the whole generates more force that the sum of the
parts can provide, and that force is a fo;ce for change, movement and advance. Holism
is about change, about moving on and about continual creation, not about returning

things to a previous state.

This element of holism has largely been lost from contemporary accounts of the
model. The literature concentrates on those elements which essentially compﬁse
summative dualism - adding together our knowledge about the parts of the person and
coming up with something that is more than just the bio-medical model. Most authors,
within physiotherapy and in the larger health care field, ignore concept of change.
Holism has been moulded to fit in with concepts of restoration and homoeostasis rather

than its original meaning of movement and change.

Physiotherapists have a pragmatic approach to practice. They adopt and adapt old and

new modalities as a base for their practice; they continue to adopt and adapt new

189



Figure 4 Components of a new paradigm

New Paradigm

190



models as a base for a physiotherapy paradigm. The knowledge base is drawn from a

range of sources and adapted to fit in with physiotherapy practice.

The challenge for the future is to expound a theoretical ﬁamework of physiotherapy
which is a redefinition of the relationship between the medical model and holism, and
incorporates elements of the social and TCM models. Rather than seeing holism and
the bio-medical model as two incompatible models between which physiotherapists
need to choose, treating either the person or the disease, we need to use the holistic
model as the blueprint for developing a physiotherapy paradigm. We need to take the
elements, the parts of the models we are currently using, add them together and allow
the wholeness of physiotherapy to generate the force that will move both us and health

care forward (Figure 4).

The concepts that physiotherapists are currently using to define, justify and provide
their practice can be added together into a theoretical framework that comprises all that
physiotherapists do, and believe. A summation of the world-views and practices of
both individuals and individual parts of the profession, will produce something that is
greater than the sum of its parts. Smuts identified incremental change as the kéy
mechanism for improvement; rather than Kuhn's overthrowing of the old order, or the
stasis of models based on balance, holism provides a driver for movement and change,

newness and renewal.,

It is the wholeness of physiotherapy that will move knowledge and practice on. A
holistic framework is one within which individual components can exist and can
amount to more than if they were separate components. Physiotherapy practice

provides the glue that binds the bits, adds meaning and creates something new,
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greater, and better.

Perhaps the context for this paradigm shift can be provided by a cbuntry which has at
long last emerged out of the domination of white colonialism into.a new future; the
search for patterns and meanings in the chaos of post-Boer war South Africa can
provide the impetus for the search for patterns and meanings in the practice of a

profession which will one day emerge from the domination of medical hegemony.
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Appendix A

Letters agreeing co-operation with study



Chairman — Mr. Robert B. Robinson T.D., J.P.

DISTRICT GENERAL MANAGER WHITWORTH HOSPITAL
C. J. M. NEWTON, AH.A. 330 BAKEWELL ROAD
DARLEY DALE
MATLOCK DE4 2JD
Telephone: Matlock (0629) 3846
Please ask for: Ext:
Your Ref.

Our Ref. 5th March 1987

Dear Mrs. Roberts,

Thank you for your letter of 2nd March asking
if we will participate in your studies of inter-
disciplinary care of elderly patients.

We shall be very pleased to participate.

Yours sincerely,

i~

{1
OL\,\,\L o Poon
Nursing Officer

Mrs. Pennie Roberts,

DHSS Remedial Therapy Research Fellow,
Sheffield City Polytechnic,

36 Collegiate Crescent,

SHEFFIELD S10 2BP.



SHEFFIELD AREA HEALTH AUTHORITY (TEACHING) .

Your Raf
wes T 12th May 1987 MEMORANDUM Our Ref: PT: ECB :SMB
from: Mrs E C Brewer To: Department of Health studies
Superintendent Physiotherapist Sheffield City Polytechnic
‘Nether Edge Hospital 36 Collepiate ’rescent
Osborne lo:ad She:riecld
Sheffield I 28
S11 Q=]

iirs lenny aoberts has appreached this department reguesting
our co-oncration in her rescarch project. We shall be pleased
to ol'fer our su:port in this matter.
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Appendix B

Example of notes from a field visit
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Appendix C

Example of, and instructions for, filling in diary sheet
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Appendix D

Examples of completed diary sheets
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Appendix E

Examples of collation of data from diary sheets



DATE
24.11.87

25.11.87

26.11.87

27.11.87

28.11.87
29.11.87
30.11.87
01.12.87

02.12.87

03.12.87

PM (PRIMARY NURSE)

11.30am Tuesday case conference

2.30pm chance encounter to discuss
patient and trial

2.30pm watched physio doing passive
exs that she wanted nurses to carry on

with.
OFF DUTY

15.00 chance encounter to pass on
information re tilt table

(not recorded)

2.30pm at patient's bedside with

physio to watch tilt table and discover

how patient felt about it.

2.30 at patient's bedside with physio,

patient and patient's wife. physio

popped in to inform primary nurse of

time she wanted to treat patient.

DAY OFF

- DAY OFF

DAY OFF

DAY OFF

'1.30pm nurses station chance

encounter re time physio could do

-treatment

(nothing rCOQ}'};_?_g)

AR (SUPT PHYSIO)

11.00am Tuesday case conference

2pm face to face chance encounter
to discuss patient and trial

(not recorded)

11am contact with associate nurse
to arrange suitable time for
treatment

12.15 contact with associate nurse
re handling patient and transfer

onto tilt table.

(not recorded)

2pm nurses station to check

. primary nurse aware of patient's

progress on previous day and
discuss suitable time for
treatment.

(not recorded)

(not recorded)

(Saturday)

S unday)

(nothing recorded)
(nothing recorded)

(not recorded)

(nothing recorded)



DATE
18.12.87

19.12.87

20.12.87

21.12.87

PM (PRIMARY NURSE)

11am ward meeting room to arrange
time for treatment and discuss
patient's progress.

(not recorded)

- (not recorded)

DAY OFF
DAY OFF

PATIENT DISCHARGED

AR (SUPT PHYSIO)

11.30 ward quiet room to discuss
patient’s treatment and condition
3.30 transfer onto tilt table

4.30 transfer back to bed
(Saturday)

(Sunday)

PATIENT DISCHARGED



gmmediate comments on collating diavy sheets:
1. many contacls about ananging times of heatment

2. no conlacl when i nol there eg. for week’s course
one 9 day gap; one 4 day gap

3. some contacks not recoded panticulaly by physio —why?
nol important?
not considered to be communication?
not interested in hial?

4. ho discussion recorded mior to discharge

5. to what extent do both parties rely on witten notes for
infovmation — both to pass it on and Lo receive it?



Appendix F

Examples of interviews with physiotherapy and nursing staff
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natients m@hility like 2 broien neclh of femur or a stroke - thel may

have a chest infection cor something like that... there's no doubt

about it that nine times out of ten the persors gone off their
feet - and certainly elderly people find it very difficult to get
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hosoital like this physiotherapy input is invaluable - ir regrect of
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started here most nurses I think would admit that in general rospital
you tend not to work very closely with phrsintherapists ~ people tend
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when ryou're work:

vecxuse there's no doubt about it thot nurses tend to

about thege things - as T s2id earlier we fended to work in iselation
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- it's not tellin: yeou zanything zbout the rersona a t 311 and that's

where the
the nurse
the CGT il

then

Teel

anywsl.

the notes - you've

o

[

wot

different system

zitustion

2

concerning

2us

»robl

1-n

LN

talked about - and

as s whole - that's how I

of record-keeping

here - could you tell me a bit atout the finction of the notes.

r

Yes - well essentinlly

rursins notes? {Probably).
© (V)

we try to make them everybody'

It's =

s

legitin

notes

1

ate cnuse to

[o]

of a misnomer rezlly heczuse

- well T hetter qualify that I

other words you've
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well i

were wvarious mestings and  moves which seemed to be going
2 t 1

arcund  the district that was guesticning  the idea of

to medical notes

whether patients should have

= OME OF TAFE

patients reading medical notes 18 something I think which

perhnas  doctors, medical personnel have resisted guite
ftiercely in the gpast. Hien i+ vou read medical notes
the stvle and manner in which these are written - vou can

tee o me  that i1t was

arg why - buat it

an  dnovation really, - L think  that nuwrses and

27 the mest

perhaps paramedilcal  peopdls bave  often b

inmovative within healbth  care settings and 1 felt that



it owas wmrth‘having & o and  seeing how it oworbed oot
Aif is an aleft person, an intelligent man - was able to
contribute s lot to his own care - when he first  came in
fe  was  the person who told us how he wanted things to be
dorne, and e waé the perscon who ddentified what  the
problems were so it seess only natuwral in view of that
that he should see how those thoughte, feslings,

imprescions were being interpreted and  sese how ~ w0 he

3

could actually monitor whether the staff he was

gvery day were carrvinog out  those of the way he
Mag verbalised them — and whether the care plan  was btrus
to them ~ so I think from that point of view he ssemed Lo
e a reasonable candidate.

thlas this surcessdual )

fom
i
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may - e seemned Lo fepl that the ol

were btrus to what it was he wanted - he appreciated



asnects

t = e wWEre

Frimg

mursing ewpertise — looking at

Al14 wants us to do that but we

slightly different way, a

Wwe W

anvway , he alwavs  knows wh

is wie are doing, and what it

and therefore it wasn 't =00 muc

there

e e

Lo happen

wanrntad

arnd he ssemsd to appreciate

somethiing. ot being

gdifficuiti recently we have h

it's true that primary

say

weare  carvving it oowt at first

initially understand -

based

o
Y
7

fit

an

i
w

dord no

a problem and saving  ves

perhaps need to do it in a

modified way to prevent

ould alwavs exsplain

at the score is and what it

iz owe want him to achieve -

] s to him to

of AR ek}

i arn from what he

cauze 1t had been

explained

that. Unfortunately

carried  on beaause of the

ad on the wnit - 1 think

nureing i the way that we

Prasn 't heen Carr i e cut
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2 numbier of w@eke.

anrna
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ot wWe
maintain

also

atatf

actually in the

b

1

the way =4

i

patients and some

i
i

ation whers beds

had to caretake’

icult if wou

say g nerdf

got few statf on

ut

time o to =it and

whalt vou nesd to bhe

=i tuati o

closed down

fect

have statff leave- L save

one leave to do fwwther training -

replaced and they

are in the situation where we were

same service but with fewers

L4

a lobt of sicknes - W

at the moment wera the ward

=0 we have got Winster

Some

Hinster ward sta e 've had the

of  sickness  the primary nurses
somebody slese’s patients which is
familiar with them. AT Tw] I have

Iy candid that when it’'s busy and

it dis wvery very difficult to take

somebody else’'s  details to

dioing — and there have bean



where we have haod to really shake owselves and have & new

1ok ab what we're doing because we'vre slipping back into

e situation whers yvow are transferring peonle in a way

heen prescribed for that person.
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In other words - dust basic nuwrsing  care - the
individualised care — you gan’'t provide. S0 it's been a

prolem. I think this has been reflected i terms  of

statd morale, I think £+ morale has suffered and to be

o
i
1
e
e

puits Ffrank with  you g things settling down in
the foresegable fouture — I'm lesving., there's  another

primary nurses who may well be looking for another position

in  another hospital - neot becsuse she's

she  was only  taken into the

primary nurse role on a temporary basis  anvway -~ and I

e

thvink untbil

W
il

jobs are advertised, new primary nurses

are  enploved and the staffing =i

tuation settles  down,
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will bhe u
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VU more

imposing

imposing

supportin
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months, probably & vear for them to get to rips
role  of  the primary nuwrse — then I think things

nsettled.

s the term care mean  bto vou - particularly care

e elderly - well - what it means to me s Lrving

ol m just trving to think by i wiould word it

-

it means such a lot actually ~ 1 can probably tell

easily whalt it doesn 't mean — it dossn’t mean

care on people, it doesn’t mean looking  at

T

T e

ard determining what would be good for them - and

it means  ie

:’i‘
3]
e

that o them -~ I think w
g people in developing an optimum  level  of

Tl I I ot el that ‘e what i+ oeane $o o



~ practically what it memans to  me is working in
{{.&;%M.
partnership  with tham and trying to find out  what they

Mave had hbefore in the way of physical wsll-being and

looking to see how far you can  work towards reaching that

apain - or with the other members of the team getting

SRR
~ Vet

together with the patient and perhaps savino/well we can’t

nromise that vou are going to be as vow were before but we

can nerhaps help vyow to be sighty per cent towards what

vou were before — in gther words 14 may be that instesd of

being able to walk arownd the house unaided, climb  on

b

chairs, hang curtains — this sort of thing ~ vouw may well

Pasve fE. O & wlivher frame o VOow may well have

te take it easier -~ you may have to gelt somebody el to

etand on the and  put the curtaine up - this type of

(38

shoudn 't De able bto frase

thing — there’' s no v

some guality of lite within that =ituation, e



it's trving to maintain independence and I think

important with elderly neople because 1 think it'e the

thing that keeps them

- that s & personal GG O .

Gften it's rishky bpeEcause what a person wants to do and

what a2 carer would like them to do are often poles apart.

I carn think of a numher of situations - patients that

. 4

have had on the warq/ﬁhat 've besn involved with as ©

we

he

o i mary ﬂurae/ who have wanted {to go home and carry on

living at home and vou look at them asnd think well how the

devil are they going to manage? Even getting them as we

as we can - the best - that we can get -

11

to manage — but I feel that 1+ & person wants to go home

"
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and help them towards

home vieite, looking at what car

e pul in in

have the righit to go hons even 1f it's & risk

it

together with OT, physio, doing



so § R

wmiciliary  help, talking to the patient about what

B e

are Qoing to -~ smayving well youwr aim s to go homg bt

Raving heen bhomse with vou  we feel that pearbaps vou nesed &
favind neen nomne ki p

tew alterations with regard to furniture - vou mioht need

a higher chair — vou might peed to move some of vour stuff
cut =0 vow have gobt more soom o whatever. it may mean
that vou need someong Lo come in and help vow into bed at

the districh

[}

the catheter -~ there’s all manner of things - discussing

that with the patisnt becauss at

WErY 4 mp

matter how wirealistic 4t seems indtially to trv and look

[CORS
at ways of Zfying.to help them get thers. Because 1 fesl

that  even somebody  goss home and has an accident -
falls down the stairs or whatever, at least at the end of

the day thev ve besn doing what they  want  to do. At i
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about

independence.

{(Dooowvow think

1114}

e 2] ooy giee R § e 30
understand o

alongside

pertiaps in
whiat a patient

well

o ow

£

cloeser T4

Wah

(Blulak oy’

cara’t)

one ot

hat I =
erhaps

and

te arcd

the

supporting

s
'

Fave

the

o b

bt upn

pEon

[SIR]

decscrihed

to

le

i

phyvsios

oo

the moment they

at ‘s what I think
t

warde opbimum

el mi 1 ar

£

H
A

have twe physios working on the

L=

wai o

vary much has

to vou — about

other physiotherapist who

There

Al

difficuldt fto

hY |;' (2] ;"' '\'.'

where

instances
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phveiptherapist — 1t7s dithiowlt Lo interprete Dow iy

dorn 't Loow what goess throuwgh ber mind or

“ty
1}
il
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il
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[
b
1
fu

what her attitudes are towards care but I think that she
doss tend to look at people and see perhaps a deficit that

3 da

and  impose & regime upon that

in
o
m
oty
i
m
ot
it
n
<
)
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he
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person without necessarily asking them what they want to

achieve — what they fesl the problems are - (Fause)

in
-
I
hes
=
s
4]
T
r.l.
e
i
rz-
-
H
i
i
-
=
Y
o
I

without really consulting them a

o whatever may involve and it s difficult as a

nurss  hecause when vou are looking at what hasz  besn
prescribed and  try to interpret that I have often found &

great deasl of resistance to carrving out thos EHErCclees

because they ve not really wanted to do it -~ dit's not

really  what  they wanted to do - it’'s not .aiming towards

want Lo -~ and  that's pefter been

whiat
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(13&)

{Bo what I'm really driving at

working togsther in a  beam  an
philpzophies  of care -~ how does
Does that cause stress - what ac

are working to different understa

think it does -

foe)

antagomisin 1t wil

particular instance

et
>
[y
"

mind

having problems here because the

diz what vouw have said in thie reg

N PO ST S
at state

antagond asd by U

offer anvihing slse -~ there's a de

this - she will ot sit down a

srmeEt g

it protessionals

4t ditferent

have

that manifest itseld?

it =

Callseas

of the person

to go and savy look we're
patient dossn’t want to

ime, Decesuss often she

et

will

mErt real Ly

§ let s have

ThEs

gler we can negotiate
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see 1f there s something slse we can do — 1711

w
s
=
B

and  explain what I was trving to achelve and ses 1§

F
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patient wiil Caccept it -~ she
criticiem — a snub  both from the nuwsing stafd and the
patient and oftern will respdd by withdrawing care so it's
vary difficult and I think we have had - well I won't say
shouting matches because 1t's not a two-way thing but

arguments that often occowr becsuse of =such & situation,

armd it s notb infraguent — and that's how it manifests.

e e g S W VT S T W S .
e croblem is that this iw overy,

very gupert dn dealing with stroke patients and (pauss) 1

VOW RFE aware
that there’'s an expertise there that vou want very much to
have access  to  but o often because of the personality yow

carn 't get it — I find that & problem.




Yoo — ves - as 1 indicated esarlier they may often end up

sgmething then there’'s

him]
i
il
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jim}
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ar wlement of hostility involved in the giving of it
unfortunately. {(Fause)

tuestions about self - training etc.:?

lTefl ﬁcﬁaml - didmn’t know what to do - dreifted throuwgh
school ~ then drifted into a job I didn't really like — 1

was training to be an accountant — I got onto a commeroial

aporenticeship —trainee accountant  —  dav

collegs - very solitasry work — pr figures — on Qwn

7

a lot - not really interested - no aspirations to be an
acoountant — I 've never felt mveeld to be an academic co I

Felt if I wasn 't really intérested thern 1 wouldn 't be

motivated to work for the exams ~ 1 was unemploved for a



auwlon 't sftand it - labowrer in steel works -

weEelk - o

o

ohiysical wurﬁ = 1 didn’t enjoy it at the time - in
retrospect I'm glad I did it - met good people — did me
good — & lob out of it. University - psycholoogy couse -
doing A-level sociclogy bit didn't get good encucgh grade -

50 1 applied to Middiewood hospital to do BEMN - seemed

appropriate — to do o with psvochology — surprised I owas ever

e

v

pffered a place — I rememtEr  saving at  the interview — 1

don'k really want to be a nurse — just a stopoap — once I

gt into it I began to get & lot of satisfaction out  of

boed

ife and 1

working with people - structure  back in oy
started to fesl it was what 1 wanted to do - staved the

. : } - . . g N oy
full  threse years - torgot about psychology. (B26) 3 yvears

at Middlewood. Wernt on to work orn acute psyvehiatric ward.

Got interested in the elderly - becauss the glderly get a

tad deal — the

iil get a bad deal anvway - but if



‘re oold and mentally i1l -  the peyvocho-geriatric wards

i

tended o bs ovaercrowded — overpoplated - the nursing
erpertise was minimal - often there csgemed to be & policy
that nurses who were coming  towards retirement were put
onto  geriatric wards because it was felt they were less
ﬁtreﬁa¢ul ~ it was a nice way to finish vow working life

- antd therefore there seemed  to be a lack of motivation

and I don 't think I BV Sak &

phveiotherapist at Middlewood, I never saw  an O7. Often

you would have a 20 bedded ward with one trained nurse -
the rest were nuwrsing awxiliaries  —  not given any
direction at all -  dust taske - getting people up,
toiletting them; sitting them in & chair, feeding them,

toiletting them, sitting them in & chaiv, that type of

o ad infindtum. fAndgd vet it seemed

thing -~

to me that there must bhe a better way of nursing elderiy



people —1 didn 't know what it was at thes tise.
I was working on oa acute admission ward at the time and I

in order to nurse

needed to take regerd of phvs

feel  that psychiatric Fiar

disregard of phy=zical probie

and put - because of vour lac

tend to put any  phvsical

probhlems and I felt 1t was ne

vigw -~ although 1 sl on
wholistic meant at the time -
individual — and I applied to

short  couwrse and + o

wor ki ng

IR

gt had

WS

ar okl em

in a different way vou

preanl e

ical aspects because I alwavs

tend to have

Sos

ms — and that vouw tend to try

bkoof

T
g

expertise — vou

domnm to cevohosomatic

{0605 13 & W a wholistic
+ hMave  know  what ALY EE———
o have i wihiat e wenr o

whol e

=

i b o &

oot

L8 months at Calow and haterd

= 1 thinmk I bated it becea

A

breoen at Middlewood and I had



sunected it to be different somehow — it was dust task
aliocation ~ alsc there were a lot of odd things that

truck me ~ the school of nursing was very good at Calow,

]

I have to sav — they were very motivated -~ they visited
and supported youw in the best way 1 suppose they felt they
could bhut  From  an  in-service point of view the actual

sxperience on the ward was very poor —3E & astudent Vo

tended to br treated as a extra pair of hands - vou were

remember the fivrst day 1 was there 1

windowes atter Christmas -~ and 1 can remember thinking - ah
Gog I've got 18 months to do a +owrse training course and

and

"y
i

they ‘ve got me doing thi me oft sarly after

that -  and I was really upset they sent .me off early

becaunse I felt 1 need to know things —~ 1 need to bhave some

t bhrough like this., I suppose
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things got & it better. but I think muar

rnoo1e versy muoch

course — mental nursss oF general nuwrses

1ot of the work vou need o o to

et through an exam you +ind it out  yvouwrsslfd -~ vou get

e aned Find it oout - often 4F vouw someody . unless

" o

vou o ask  somebody who's very sxpert and enthusiastic in a
particular area then they either are very unswwe about
teasching and therefore don’t explain things very well or

they don’'t know and very often they trv  to cover up the

they don "t krow by giving out erronecus information

t I N ol geor, 2o zeee o PR T T e peee T e " 3 g, A T T oo Bee 3 me
Trat doesn b real ly hreln VL. Arnd 1 o fthink

Froa bhe

o wards
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old Foval, vouw tended to

where vouw had & ward sister who had

many vears and she

statd nuwrese who
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inetances bhers was almoel &
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mew people coming

A when

care  for

things.

there I had &

month

o ee
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to clarify the sort of thing

.{;

changing - ¥

i

chanos.

+ e

I

dead men’'s  shoes - bthey o

rom the ward

think they 11 have

hospital that it needed many

v e,

Erause W many moire

whenever youw get

.

Bot 1 didn’t mach

actually findished my 18

zent round describin

1T

— 1

-

F:l ¥ l ALY r‘! L e i1 LR ]
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talked abou the tyne o
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cuwabt to

an

ELIREN



‘h
m
il
o
-
o
E
-

warvs For the

.d
Z
-
i
o
J
:
Bl
-
s
—f
Ix1]
el
£
X
p.
&
1L
i
i
e
=
i
-
]
|43
et
o
3
i
w
i
™
B
i
x
£

primary  marsing

orthopaedics, but  cortasindy in terms of the elderly it

i
o
A
]
Hi

seemed like a godsend. £ s lucky  encugh to be

appointed  here. But 1 feel  that the Authority have

in terms of  funding - and

often theyv ve =said one thing to us and something

ple, vou'll be

getting such and such  in the way of o peopie will

3 3 e o has been
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reflected giory of bhaving such  a unit in this area - the

people we have broopdng rough here over the
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two  wvesrs it's been opeEn has been incredible. . You almost

s fesling thaet 2t s a it like a shop window — which

isoan untortunats thing. fAnd Iwve found that stressful -
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because I don't think it 's heir fault it s

happened - 1 - am very much aware that they have Jfouoht

Yoot and natil to try oand  get  as muach

[N

i the way of

e unit but I Feel

reoalrces and staffd as they could for b

3

that they ve done 211 they camn and they can’t do any more.

I think that they senior staf+ have beesn honest enough to

s=av to us  that they ' ve done x11 they can and they are no
NS able to influesnce the e in respesct of

fimancing the unit the way il t o the  way we

I o't fesl any sort of

feel that it s hesn a

it drksoms to try and coming on the ward to

talk to them about primary nuwrsing in a sort of idealised
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~+
)
e
I
0
i

ey

mrractising.  And that s been & bit stressful.



{fnd vou ye moving onoonioes

of the prob U moving on becadss T
- o 3 H -y gome o | i S o gess - e v oo b e gons . o oo
feel I couwid  wery gasily stay here and not look for
arnvyihing else — I wouid find it very difficult to sotivate
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myself and look for another dob.
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ves I would look for sonething

npapErs and careving on here sssentially

i iike it here becauss (pauser I've seen the svstem
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wirking well sarly on. even ot working well

WOl again i bhyirias

continuity of primary

we'vie got people who are deing it oon oa temporary

basis and oneg of the orimary nurs

is fairly new to the

of  support.  But 1 do feel §f

h
r

position and nesds a 1o



things do settle down, even though the place will not be
funded in the way it ought to be —~ perhape we could aim
towards primary nursing. I think it's a good thing to aim
towards something like that becausev even if you don't
achieve it at least you, by getting part ’way along the
patﬁ‘ towards it. are thinking about the service vou are
providing. Whereas to dismiss out of hand that vou are
ever qoing to be able to primary nuwrse and to dismiss it
mEans that vou are accepﬁing gsecond best - it dossn’'t make
vou  guestion wﬁét{ you're doing, looking at what vou're
doing SDVI think it’'s alwavs a good thing to aim towards -
I don’t think they’'ll achieve it +to be honest — 1 don’t
think tﬁfy’ll get the récmqnition thaf would be necessary
to do so — I thipk the attitude is there. Frimafy nursing

is merely & vehicle for a particular attitude in care and

I think the attitude we have here is patient-centre care



s I think the attitude will always be there bult whether
orimary nursing will be the vehicle - I think in a pure
sernse it won't — I think we just aim towasrds it.

,

{In diecussing petential areas of conflict between nurses

and physios, one of the issues that has come up has heen

uniformse -~ the saga of the wniforms as it's besn called

Mol Youw are in yvour own clothes — why?)

I think that {pause) first of all I should say that we

hoice on bhere of whether to go  into

i1

were given the
uniform or not.  An both sveeld and Irene, and Martin who
was a primary nurse on here when we first opened, chose
not to go into unitorm. I think the reason 1 choze not to

wear  a uwuniform is  because I've worked on units before

where we' ve not worn uniform and I've alwavs Felt that



contrary to belief — people often say that patients find
security in somebody wearing a uniform - I feel that it's
tirrue to a ;ertain extent in  that the person will always
recognise a nurse or a physiotherapist by the uniform but
I thinmk it's not the uniform ultimately that gives thé
perscon security, it might in the initial instance but I
think it's the person’'s approach and attitude that will
inetil confidence in a patient whether it's somebody yvou
can have confidence in whether it’'s somebody who i; going
to explain to ygu what ' happening and what to eupect -
that +type of thing - that’'s what uwltimately imparts
contidence and gecurity} But I think the effect it has on
the nurse of not wearing wniform — yvou have to be prepared
to perhpﬁs give apit more of vourself, particularly in the

initial stages — I have to say who I am to people whereas

perbaps when I wore a uwniform people have just come up to



me and told me who I oam.  Oh vou're Btaf

Cary ol

arc s50. I mow go up to people and  say My

mame s Patrick, I'm one of  the primary nurses on the ward

ard I'm locking aftter youwr mother, or 1I'm helping look

after vouwr father - that typs of thing so I say a bit more

A Iodon bt think that s suech a bad thing -

about myvself.
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DEcause I

= 1 think people feesl they can

more of & human

refer to yvou by name then and people do. Feople will ring
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up the ward and say e Fatrick on oand i+ not s Madeleine

on o whosver, I've never actuwally come across anvbhody who

fras sald to me that they would prefer me bto wesr a wuniform

- the only time I ever wore a uniform was the day Prince

s © "

Slive opened the place and 11 was s0Qg

that it might

e the done thing o wear & unifors - Qi @ither that

o wEar & ehdrt and tie and since I bad tbto owerrk 1 couwlddn b
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i osaid to me on that day Oh

o oweasr  a wniform, oFr anviody who bhad

me in uniform who said Oh we don 't know who vouw

are — in other words, once peEople hawve aot (o ] Ernow meg

ornice I have said who 1 actuslily am, 1if th%,wamt to talk to
me  and  are approaching me on bthe corridor or somsthing

Tike that then thsy won't loock  for someone in unisorm in

preference Lo ome — Iwve not found it & preblem  in bhat

I think  that perhaps in certalin
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; weall  act as  a harrier,

arlier vou have to give a bit

wihen you T re wearing uwniform - the uniform

less

tells the world what vou are and

what vou do and it s  very then to let people come to

the unitorm and say Oh,




oy Charges oF whatever., i v do have

T Oive & it omore to

WMETT VW

itialliy they don’t  krow  who vou are

arcd vouw have to

ter them -~ bhut perhaps

wiolt guits

seriously  or  there are people who don 't (mause) ... 3°f

hat sounds like

i

virr're dn o undform vouwTre a proper nurse —

s contradiction bhecavse I did say sarlier I didn 't find

to e a problem - I've not found it

oo B

T e & poroind @ ive alwave sat down and tal ked

. g o mow ram gy ] see [ | o free pn g - PUQRGE (o o e sed — [ o, ey e T o PO P
Lo people and when people find 1 odo know what I'm talii
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that perhaps thev

Pl e must

be & propsr nuwrse because he s sa

hie _that and the

contidence -~ pearhaps it s neot for me to

2ling T have. Mavbe that ‘s why




demure Looking

S ohe 1

zlight

YOy E oy the Time vouw ooboup
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theay oall them Matrons theres, vou'd
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wave these really amazing

- there 19 an

i P ¥ I DA X
o ftop of them and L Toins

related

elament of people sort  of  endoyving  the

feelings -

mave - I
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1we pewver worn any of the

o have them but I never particularly wanted to wear them
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it anvihing I think  they tend to he & bit




there arg still 2 great many

wiho endoy the feseling of

Lotk the

The uniform yvouw were given to
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image of nursing

at all - it really emacked of the old idea of asylum

woderly  really  becauwse it consisted of & short white

uty movies - One Fisw

~ the =zort of thing vou

Uhver the Cuckoo’s Nest - thing. SZo I osuppose

bt

of @y omind that i

Chrat s oall they can offer  me in Lthe way of & uniform then

g ratiner nob. Hut 1 think more importantly 1 feel as

z=av that 1t perbaps make © more.

You asked me how I felt others —

woula feeld

Ay don 't kmow - 0 can 't answer that ~ vou




physiotherapist
more practical wnif
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urni Form

of ten compl

ardl

ut - 1T & e
sk therapist unitorm is a
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an ever the nuwwsing

female nursss thev

able to get their bknees up

on the hed and bthis sort of thing, to (ift because they 're
restricted by the skivt, and the bhat cleasrly doessn't serve

tiamn [ Twd ol

=ight

perhaps the female
Wi ek,
what 1

virtue of

oot orh

I can appreciate how peopl
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enent

Ty & sister i a matron - and
TUodmpoetant . Do I o think that |

think

might
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o from & practical point
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e can feel threatenesd by

saying earli - status - the feeling
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Do auses I ave  sesn 1t demnor A TR I ocan't

uricter st ag it it’s a tesling that = ien to me as

vond about

- physio  can offer  fhat  nwsing
{incontinencel
CFauime) Fothisk that with regerd to promoting continence,

Lty dincontinencs - (pauss) §ve not alwuavs
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First saving to s phyvsictherapist have vou gobt somesthing

and  she talked &t agrest  lengib Freed i ng

moakility, to help get the patient mobile, and  things like
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it o~ g thought | abouwt soblkility,  Id thowught about
incontinence — bBut I7d not reaslly thought about specific

the importance now, I can see the
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importance of somebody being able to for  edample, being

able to transfer effegctively. bhecause there are & lot of

where sonesbody is  incontinent - if it's an eiderly

they can't

foo in time ~ and  therstfors at & very simple
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- . gove . DU P . gesn ace, pea wao s paem ()
ks e, mrses can take an posrd bhe ot the

phyvesiotherapist and get the contin

of a programme that

would  aim to get someons mobile - then clearly  they are

the toilet - sither under their

Aand certainly din
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sducating relativ I krnow the phvsiotherap &
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the day — now she's not bDecause he

. PR [ | g e N e O T S,
o the Loo and he s learnt how to transder -

fie o to transter.  So the important thing

iz ok Just Educatimﬁ FHAF S1 16 statf in pElvic +1oar

Late, in an on-going orogranmes of

.

g

e aim is to SOMEOne

ter the tollet., Dot to get them mobile - in a

gaetting them to the tocilet would be & bkonwus i bhat

, and educating the

I think that in the insteance we wers talking at the
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it means then that the nurse can along with

sure which may cause

with ieg uwleosrs  — have not really bad specific

zimed at

is 1 often have asked

n
i

b oregard to the  type  of tubrigrin

that in one particular instance §

although I have to

my own o experience, there

i

tend

vEoa pmarhdoul ar of thear one

that 1 know will be suggested Oy the physiotheraplst

I think evervone
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particul arly oedematous and who has a leg wice

siorip on and
wefer  to uwse  the ordimary aniform btubiogrio
applicator, because often vou  cammot  get

tubigrip over the area - the patient

discomiort while vou are trving fto get the shaped

e foot. Ao I think  with leg uloer perhbaps

A patlent with regaed

Ve e et

phivsiotheraplist so that s input wed ol

{Thamk vowr very maeh v ...

taught  to ome  dndtialls

4 PF 0 v can =es 11U has oan application with a
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INT=RVIEW - KNOONGMY PHYSICTHERAPIST UFITHCRTE - 2.3.90

(This is go to be a very informal interview. e haven't got a list
of 60 guestions to get through. I have got some topics on the cards
which T want your views on - I want to get a %it of a discussion
going First cf all, thank you very wmuch for deoing the dirry sheets -
it was of great use, I foﬁud it very helpful, and T do appreciate that

it took tirme

was q

s what

ct
o
—
Yy
=
Q

In

sometimes I

)

(20 you feel

tc do ther - how did you feel about

nite happy to do them. Um difficult

2%

waq(relevant - because I was communicating with different
actual fact it werked out that the communication wzsn't veryry
heémself but that's just the way that team wrks znd so

wasn't sure if the information I was giving was a_propriate.

gcod n"»rv1e: of the communicat -ion a2bhout

gave ne &

ol

the patieat or do you feelyin fact that a lot rere communication vent

1. L JE S s ! J-],, . : 4 Kol -4 ] 7
on that you couldn't record’ Do you think it was frirly zccurate.

@ | Socy
Ch I thiank it could have been more detailed Zr but J"alq/ was trying
to put down what was relevant. Un - yes there was more discussion that
Aol | oo

¢idn't go down because soretimes it was not vith the people iiwame
officially cupposed to be comnunicating with. 2 lot of things cet
2 ssed on through third parties and sc¢ on - with the gprimary care
tean.
(pov]d vou tell nme a bit about the patientf\

d a complicated hisbory rezlly. He's z zentlemsrn who
thought Le was a Guillaume Zarre syndrore and he got

Unowa 4o ws w Moy yeors G0

graduzlly worse - Le was kaving rhrsio before my time)hefe - he graduvally
<+ wane
5ot worse and ended up with a TH peraplegia and they then decided i*

that caused it. 3Jo - T

ofte



uzu \ cwdh4 o> Wi o0 howng,

- KEéq(been a mraplegic now for nine years and primori

13

stzges. at al

T was asked hry Dr AGENE to treat his pressure sores and Z-mze specifically
| wWe

asked %= use ultra-violet,which we did. VU, we don'ht have one here
so we had to get one from Czlow, with the applicaters and so on. I

ownd A — 101 WA
thousnt it wa 1) % 2 to deo pazsive novenments, aéi?ﬁglhann‘t stcod

felt that

m
e
2
3
(@)
2]
ct
§
e
ct

cot . .
up for nine years so’ REKEEE him on the tilt table =zs ®

N
[o N
|

would give hirx z boost psychologically and it 4 he was quite

v

. o . ,addo
think that helped &zr with

-

emotionzl the fizt time he did it and

that i mething | . .
hladder drainage “Fd/? Foel guite strongly about fhat having worked with

riultiplé sclerosis patients.SSﬁhat was the sort of treatnent - = ve

=

ot as welleum 51f's a very intelligent chap and he Jjust

Uno

enjoyed havinr someone to Y& to as well so there was z certain amount

talked quite a

or

0]
)
[
]
.

reatment a

of, wou know, informal
s ey . ?
7hat were your main aims? What were you zctually trying to dotoits bume -

Iwes tryin_, in combination with the nursing staff to improve these
pressure sores which were very deep and needed quite z lonh applicator

to zet to them. 3So we were working very much as a teaw on that. They

o HRg cheowarng

were doing the dressings [\ nd T was just doing the ultra-violet and
trying to fit in with their routine so I wasn't ripping off dressings

wvhen the: had only just pnt them on and that sort of thing. So that's

txot

why there d4id need to Le a lot of cemmunication - sy we svnchronised

) . “eﬂﬂ . umne (e 804
our treatment - that wasfimportznt. Zr and also to savef disconfort for

o&kv¢J

£1f. BSo there was as little interference with th% sStre scores a

10 S}

rossible. Un, sorry 1hve forgotten what theguestio

5D WS ee e

aims - what were vour main aims.)

S
L€ Dpressure orps&althoafh I wes treating them T wesn't expecting to
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get fzntastic results, but I felt iT it could mzke A1 more comfortialle

WA

ther it was weorth doing it Um, but really there weren' gkmanv functional
azims, it was to make maintain the status quo and I felt that we could

o quite a lot to 1lift Alf psychologically -~ so those were my wmzin ainms.

Qs

(Fhere were the pressure sores?\

!

3acrum. There was one over the - you've got me because this was a while

ago -

)OW

{Iaust wvante 64. general areas.)
\ .

There wzsone over the trochanter - heg had had z2n old wound which had
broken down. It was basically trochanter and the other one was a little

bit further round towards the szcrum. One on each hin which made it

ip
quite difficult uikk treatment wise because of turning him., Having to
do one, getting it covered up and wwew having to do the other on=.

' ik

3¢ how 4id you tblrgﬁnhjvwr herapy - what specific physinthe

,_»
15
)7.4
%}

. a 2

intervetion 4id you use? Ulira-violet....

e

- T 3

I used uvltra-violet. I did passive nmovements. 4nd active ss=rm=3Q whéere
owAta ugrer Limps
rossibles And T used the tilt table as often as possible. ALlf didn't

aleays want to o on the tilt table -~ it was you know if he felt he

wanted to. ilso I should say +hatk itted in with occupational thera Ty

{

25 well because once we got iim up en that he did do some printing so

> werkred~in with the CTs as well guite nicely and that gave him another

He
ck

interest of course which they developed - that side of it. Thinrs

that he hadn't done before at z11.

m

(?ight, 50 moving awvay fros this specific patient now - could we just

talk a bit about physiotherapy wemeesZ3v with the elderly in hospital



057
What do physios working with the elderly actually do?®
Tause

Now this is from your experience - what you think. \\

/

wnel \ 1

Is this from personal experience of the units I've worked on? orA;rom

other people?

Yell I think there are two types of physio that goes on. I've seen

[N

the t3une of physic %k where you have groups of elderly playing games

and activities which-~T think it has some merits-but I pefer to treat

elderly patients as I treat zll my other patients - Xxi2e as individuvals.

# I'm not 2 great one for group activities with the elderly. I think
the occupational therapy helpers do some guite nice activities with

them but I don't see thzt as the roleof the physictherapist - um - I

|4

like to teeat them as individual people. Un:-znw'treatment of the

elder{y rezlly is very similar to my work with other patients - um

_ Y2V RRTVVV VN
assessuent, obviously the actusl treatment is geareqitowards—&e%aa&r

function - um because it doesn't necessarily matter whether you can

o}

set your arm up to 180" - but it does umatter if you can clean your

teetk and wure your bottom so I tend tc mzke it more fumctionally

) : OMNAY
oriented but otherwise very similar to eshker physio treatment.

(Fake the unit then, Zirchover ward - whzt differcnce does it make
\\
havirg o physiotheranist on there?
- /

dell, with the »rimary care nursing -~ we've tried to make it 2 tean

F

he cccupational therapist znd nyself felt

& bit intinidated by ¥ primery care nursing because we had understood

ilel

-

|~de

that the nurses were go

which upset ns some-what but we were assured that they wanted to marry

ng to déo everything - znd we weuld be superfluous
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primary care nursing with the multi-disciplinzry team znrproach zand once
., s . ‘XMK'
we'd sort of got over that hurcle which teock a while with zxm a few

misunderstandings -

- " . .
PHQNZ RINGS - 4A=nmne nsueres

s T - talking about the role of the ph

;.]

ey
s
—'-
4]
=
(")
1]
D‘

Right, once we'd sort of sorted that out and um - that took cuite a
lot of time actually getting the team going, um, 2nd we all understood 1

thew what our roles were --zlthouph obviously in a team like that there's

]

an avful lot of cverlap of roles when you can't be too rigid. Um but

1 Y4

there were certain things, like the nu sed wanted to do - put legapulse

or and thinzs like that and 70\V10L57V have to draw the line on sone
thinzs --although we help to teilet putients and things like that - we

1.

de try and work very much as a team - um so the role of the physiq<is
very much as a team member - but I think we can offer expertise to the

\
+
’

rest of the grour um - (pauvsec T think that's about how I'd see it - ™2

Wher you rmentioned that everybody knew their own roles - what's the %m
role of theplysio? - as you see it. Uhat's your understanding of their

role?’

On that particular ward? to z2dvise the nursing staff on handling ==z
Wik Vo Sdexiy .
»2tients - I think It's a very important rold. Um, to actually
treat where it is necessary - to do specific treatments just like you
(,Pa¢nse)
" patient referred to you. Un,|I don't know (===owe

because I don't see ny rele as being especizally different to my role =s

- ~ k
a physio full stop. I don't see why we sould trest the elderly as sone
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Is there any overlap betwv

4

ecen what yov and the nurse do?

Um - yes I would say there's cuite a2 lot of overlan hecause we don't
have any weekend physiotherzpy snd quite OL% A s patient deing

in act

certa
positioned

the weekend particul

over

there

the nurses

when we're not there

rother than an untrained

=

that &&= physio helpers sho

unsupervised .I'd rather a

a

te:i:.x &

<

WS TING
rnma

:)

t

Sirchover nf

short of staff I pot
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cervan am
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it zlso hédped tI

ive stretches

the other

vhere ther ne=d to

arly - - they will

for vz when we're not there and even Jdur

o

if you want - because we haven't got the

N
ny

he) vecause I feellvery strongly

doing the role of the ysictherapist
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nurse =cw] sorie of

na

the
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think it

an

SRS

overl

1=t

cl ns well

aswien one of
o 50 OWN
s = Lo help

the nur very I

- .
busy

ut — this wasn't

VLM,
vere desperately

them o on

wards - vhen they

for them onecmorn becuuse T

.
in=
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rhysiotheraypy technicues when I was deing

hem at time and 7 thipk it is

important that we help euck otherout when we're short staffed aznd Tﬁkﬁav
i . . Mot

Are there any arezswich you Enndf fezl zre clo riy defined in terms

of respousibility - areas where it iz not clear whnse responsibicity

o particulor thing is? )
T think thzt is one of th
with the traditional uard

¢ prohlems with primery care nursing - um
where you - say you were in z hurry and vou
131



wante® to give some mriicwi=r instructicns as

-

be handled vou o to the Sister and she knows =21l thepatients cnd it's

very straightforward. ‘ith primary care nursin: sometimes it's not
easy to find a nenmber %f staff that ryou want because uhn( are only
responsible for their own zroup of mtients - you usually find there

cerecn who ic familiar with all the patients so when
they're =rxi Shorg of whén people are on holidayf they're covering

other people'e patient groups they pwsra=ry don't know very much about
that mtient and that can be a " bit frustrating sonmetimes um - when you're
trying to work cut the technicues of treatmenk or Whatever. They're

not really very familiar with that other person's caseload but I

don't see that as a particular fault of thoseparticular nurses - T think
that's a fault of the system - it doesn't really allow for enourgh oerlap

WA WS
partimlarly as they're trysing to run it with mimiww establishment -
AReS \WAKL W Pl
it peds et t-difficult sometinmes.

o0

ressiul in that on a traditional ward you can
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zo in and it's moreorganised and therefore you can get your work done

[

more cuickly - now that'snot necessarily vwhat we're aiming for - to pget

it done as yuickly as possihle but when you've got limited houss you

Lo

£

lonzer to gt the zam€arount of work done um on

1

do find it takes nmuch

t

a2 primary care nursing werd than it would on a traditional ward - um

hat physioWNAAA is only one of a
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becouse you have

1o

sroup of thingsthat is goinz on - unm - it's not necessarily the most

important thing that that ratient does during the day - um - and
therefore you sometines haveto come second to the hairdresser, or the
chiropodist or whatever --um - the patient has a sort of structured
W beok¥
day -Lphay have a say in what they do when =and sometimes you find
WWAh dogiously 38 1S
yourself fitting round other things Aye™Moesddv—is fhet's more time-

;0 in and treat the patient when you want
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to treat them so it can be stressful from that point of view.

, MorL-
It'sﬁyime~consuming.
e cownas wf
" The term - multidisciplinary clinical team - ¥=m===d =2 lot. “hat do

~

you understand by that term?

2

¥ell it's one of these sort of in words - I still probably confuse
rnulti-disciplinary with inter-disciplinary - um but to me either

o amoun)” T
term means different discinlineSworking together with a certain overlap

of roles - whether that's the gcoreect meanigg I don't know but that'

the way T interpret it.
! " na - i
éfuld you say thereSis a multi-disciplinary team on Birchover? Y,

I would say soc ~ yes. Um - I think probably you could have more nmedic: 1
Py Rkl e

irput - that's guite sparse —Ayursing adpararedical professious work

a multi-disciplinary team .

(44]

a

ra
7

fSo what's the - if there is a difference btetween everybody ;ecing in
—

. . . - - - L3
and doing theesd own thlng’anc . multi-disciplinary clinical team?
What is it that makes a tcam wmel—as a tean? !

Decause you're communicating more as to what you're doing and trying to
e e vlernant N\ iRe
corplement eadn others activities w@ékvnhaﬁstnétﬁf&aai patied unm

the m tient isn't bo1n~ rulled in about six 01rcct:on~ at once- Jou've
o , . , Uk 3o

trying to pull the whole thing together and worlk-instead of yov wen 2

your own thing separately and not lizising - you're liaising the whole

5’
we

thing together so 1it's nuch less confusng for the patient - you all
got the same aims—that's why we've got the multi-discéplinary meeting

avery weelk so we know we're u11 going in the same direction witi—m ng'Gde‘

p‘rticukzr paticnt and T think that without having the team meeting

!b{ﬂb wouldXttwork very well but } think that's where we all say whemepshat



ve're a?4aiming fér with that patient and we set down particulsr @aims as Yo
where that patient is going- wha%ohx£xxx£%% 533h$°§8 with ther: so

that our ®k skills are complermenting each other, f—don't think that
necessarily works on a traditional ward um - because thare isn't quite

“he males pp the multi-disciplinary team? ‘/ho weould yeu

wel

[]
[

representative from each € group practice of Gfz, we've

) a . -
, in this particular unit we've got/ceriatricians, we've ot a

ot the

»rimary nurse, the ward nurse manager, we sometimes have our nursing

Hex preek
we havb the occupational therapist, the physiotherapist, the

social worker um and 3mxm we get invited peopkein - smmetimes we have

L

(,OMW\Q - PWM
the disirict "“seL}f ratient is about to ve discharge
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e protlems when they zo back intec the communitygsc they're invitied

r o all the meetings - but when it's felt aprropriate.

,.

reason why the speech theranist couldn't be invited in but I think it's

lack of time - that's wig she doesn't come - so it's e fairly fluid

1, I think DOr. .»- would see timself s the leader
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necessarily see it that way - um I

I don't think

nersocnally

sea nothing vrong in a Lemder tecause T think thut un it helps to drawv
the teanm together um so I'm guite happy for Lim to be le
to take on that role ~ it doecsn't necessarily have to e

o0

think 5Qukneed a leader in a team um - to clarify what's

keep people to the point when discussing a czse ur - you

kriow - I



think you need a leader.

- ~

Does it matter who the leader is?

7

llo - I think it gzxzrastends te Le & doctor - it decesn't necessarily
PR . g .

have to be guite often if Dr. ‘@ isn't pesent the ward nanager —

Jister RessilNe-will tale on that role - that's quite acceptatle.

w?es the term key worker mean anything to you?

es - um, T think it's theg term theprimary care nurses use for then-

lu.¥m»r6mlo? are e

selves - that they are &% key “worker and the‘chlef liaiser between

[0}

the disciplines.

gxavn you cornie zcross it used in any other context?

I nelieve social workersuse the term as well in the community - hut 1it's

O

not scmething I know muci about.

dust thinking about when you've been worxing on Birchover - would you
say that as a physio you were 1nvo]ved in planning the overzll care
of the patient, did you have =ny input into WrAMAX the overall care
or were you really just plarnings ¥as physio care?
tm -~ I would say yes because - that I would have planning in the
overall care beczuse we all do and T think thet'sthe function of the

case conference on a Tuesdey -~ thzt is weére we plan theoverall care

4
and that's somethinp everyene hass input into. Um - se I don't think
v . P O.MM .
there is a_ny one person & the overzll care - but that is where

~

the philosophy of care or the zims Qpﬁuhat—have—you for that particular
. 3 anda

retient are discussed andagreed upon -it's a group decision as to where

b - WM . .
you should gqﬁ— and the overall care/for that patient is a
. ~
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There fregquently is -~ T think that's hezlthy - um zand T think thet this

ic sometring that the primary nurses found guite difficult at first

theirown views

<
[s]
l/'l

standings up and airing

-

.

znd thev Ffelt a bit intimidated by it but now after we've been functioni

for what - almost two years-ums-they nowfeel a lot more confident and
are prevared toc stand their corner and say their bit and I think that's

thier - um and I think zls> we 211 learn z lot from each other asw

arn a2 lot

o

3

um - =beut different people'sroles - I personally find T 1

oD

from the GPs about drugs which is scmsthing I wes guite weak on and I

feel free to ask questions if Xkere they're discussing the drug

regime for a narticular patient T feel gquite free to pipe up and say -
what'sthat for - vyou know, what are you aining to do with that so I
think it's a great learning situaticn.

Can we talk a bit about care’ “Vhat does the term 'care' mean to you?

7 zbout patient care?

Y es, care of the elderly - make 1t zs general as you lilke - you

mentioned just now jhilosopy of care - with z particular patient - do

1 P - | = o o v ’ < A=Y e o=
yeu have a zhilosophy of care? Vhat do yeu zezn by cure?

(Fzuge)=- I helive in guality of 1ife - and T think that's sowething

— il 1. - v - ko) - -. -, - ~ s
that's alweys at the back of =y mind 4 treating any patient that

whether #{€l=e o

improve their
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I don't think nurses in gererzl - zad ¥ don't think
T think that smetimes - and I think it's

very much a criticiem of docters sometimes that usm -~ znd physibs, that

soxnetiges you

aede=t locking at the wliole patient :=znd I think wit@/;rimarg care

nursingy philosephy znd multi-discilplinary und what-have-you I think

. & part of thatP®t1e?

we de a1l lock at the whole petient and not just
think thzt's cnecf the Loruses of that system. I think it rakes you
I:;_:_'Ve & Jl”(‘; ’)PI‘ rdthOKO

ra : . . . .
/Do you think it mmiters %ﬁ aurses ondphysios who worlt together don't

rhilosophies zbout care? 5

it A
-

Un - well, {pause) it's difficult rezlly because I think, you know,

it's bound fo happen, it's not on idezl world - it's different person-
a&lities, you get a group of physics werking together and they don't
11 think the smxe way sc yeu can't really exrect different discirlines

nzs very much developed on that unit.

L think we probakly 4id «11 hove vevy different ideas seemk to sturt
e LWAYP'S .

with and I thdnk we've grown closer tozether as <% develoned, 1 think
that's cnemdd of the bonuses, that thut hes tended to heopren. T notice
cht be a little bit

S0 of
all a bitAunLO” ing

that vhen sameose new Joinstheunit *hzt - they mi

theunit. und then
Filosophy~ e . I not really

doint my tesi! (l¢~ﬂ?s)

280



iCould I 2ck vou & bit about yourself: ‘“/here you treained z=nd what

T trained Fewczstle RVI which isnowzat ithe Zelytech., Un -Ahbout '6Q to
172, T was a bit of 2 slow learner - sitru_gled with Fhysics,

T nearly zot thrown out! Zut managed Lo stay on. ind then I worked
at a small hospital very similar to this which was my local hospital.
Yow much detail do you want me to o into?

(Q\ew;wea, Wod alreody Undicoted e wowtd howe Vo fuaiSh ¢
oX Dpwm ot QoNEWYS (PULY - Wow concaaned hare - (onked ol walh)
Jell I want to krow about yourrexperi nce -Aye'll stop in five minutes.

Wite z sirilar set-up to this hospital really - there were sone part-

» there wxare here. There was

boss - so T've always teen cuite

. \ su..ff°$¢
keen on tazbins on r svonsibilitiftg. I 2id thzt for foutteen months

T had to serf of deputise for the

decided thzt I wgnited to zo and work in Australia - my chief

T
4

e
s
ck
[¢)

rest at thet time was neurclogy - %2 ve always enjoyed treating
stroke patients particularily, and T've an interest in Farkinson's

- $o own
diseaseAas well. And this joB came up in Australia with the Fultiple

)

Sclerosis Society which was not orly '3 but lots of obscure neurological
ond \ wwowg ¥ ¥
disorders wk=eh was

H

[H]

great opportunity to learn znd it wasa lot more

woney so 1 could travel., 30 I w€at ont there, worked for three years-

left tc develoy her private practice und T wasinvited to take charge of
the unit - whick was yuite.suall - it was a privete elinic +ith day

: oS
T had =2n interest in elderly vs well, & T hind in my first job - there



into the mnursing homes - as well as trezting thepatients on

g hor - i

the unit - um - then I ¢id =z couple of locums before coming bacl: to
this country - znd then decided that my second interest really
I had specizlised in reuro

for long enoughkt and that T needed to branch out a bit more so I got
- . 0’ (3
jobt at Irincess largarét Nose which was inmplementing service oz a

a

t which I reallr enjoyed.

(=)

geriatric-orthopasdic. un

This was in Zdinburgli?

Wl

This was in Edinburgh, but & wasn't - it vas only a small unit so

T was zlso given some consultant worls to do aswell, back disorders -
consitants doing cold orthopzedics and leg lengthening procedures

0 AwQ
as welly it was an in'eresting job beftuse there werel quite separate

zrts te it. I worked there for just over five years - cot married -

cane down uere - get divorced - when T left my husband this job was

Soundad o Wowah iV

and I thought it/had poten tial beczause of the developmentSin

the atea- so I came here.

S0 what particularly azttracted you to here?
U = well T felt it was - at the time I wzs feeling a bit under par -
T had had gui zn emotional hashing and it wzs something T felt T

felt it wasan arez I had quite o lot of experience ir snd couwld walk
oV roney
into - fairly easily bWut also the fact that there we ere/new develosents

in the offirg although at that timeitwas =1l rather voapgue but it was

mentioned that the hospital weouldbe expanindg and I thouglit that #=Zd soumdod

# interesting and the fact *hat there was zoing to be & new rhysic

he thought of developing it
Jou Inow, ¢ new servicg and so ou. so I felt it was a job T could

hondle immediately but a job wiih robentiel - it vas goinr smewhere.

C;



(Interview terminated due tc time constrairts - patients arrivine -

. v e s . . .
0 vack ané findish it the followins veel

arrangenents nade to g z Yy )
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e fTinished last time by talking a bit about you and what you've done

so far ... g0 if we can Jjust zo on to relationships between nursses

and physios ;.. now scme people think there is conflict between

=
JI
7"
=
0

had quite 2 ot of coaflict with the nursing sister which

basically z perscnality clash, ui - there were lots of rows but T

o)

think we have nowv z healthy and probably lot more honest relation
ship than we had before - it was something we had to werk through -
we're very different types of people - and you know we sort of solged

that one - I think there are bound to be certain znounts of conflict

in primary care nursin: the nurses are getting smrrixgfxxuzszR used to a2

<

new sort of role and at first they tried tc do everybody's job for them -

€7
T think that's wkhat primzry care nursing encouvrages them to do - then

they realised that obviously we've pot & lot to offer too and we've

learned now mgerr wherc the boundaries are
net distinct boundaries as to who does what -there's =z lot of overlap
we had to come to - so that we kuew how
fer to go in ezch direction. It was herd in the early stages but the
multi-disciplinary team er precach erncourapges that - T think if it wes
primary care nursing on its owa T think we wruld have beenrpushed out
sio znd Cf don't have

ry impression of the Zurferd unit is that ph

N
v

»

ruck irput. I think that's partly bocouse of staffing levels down there -

they're only part-time anyvay and they certainly don't wrk in the same
wzy we do here -~ as you krow this was tased on what they do at Durford
we modified it as a group - sé I think with prisary care nursinz there's
a lat of poterntial for conflict - perhaps more than in a traditional

nursing-physio relationshigp.

nng



Can you be a bit more specific about the issues that rlvht give rise
-\'\

to conflict? ;

inktially wehad a lot of difficulty in decidinr how we were zoing

Urr - inktislly wehad a lot of difficulty in decidinrs how we were zoing

to record the notes - where we were going to record thew - uwm - and

=

o7}

p

we weren't rezding each other's notes - we were all doinz our own thiug

which just wasn'} workirng as & teanm - Xmitxr we tried lots of different
conbinations and finally tried what e Lhave now where we have =21l the
notes together, separats from the docter's notes but all the pararedical
notes together and I think that now means we do - certainly we now

have the opportimity to read each other's notes a lot more - whereés

if they're 2ll stored in different places you tend not to bother.

S50 that wes soweth - that took 2 lot of working out - to get =

0‘!

size of the physic and CT arezs =iich we would need to home in on -
coming in probably ot a later stage tecause the primary nurse gets to

know thepatient noreintimately than we do - being on tkeward for only

a short time of dqy - that fell by the wayside - they weren't really
nterested in that - x T have used that sort of system before and found
if effective so I found that a bit frustrating but it had to be =2

majority decison um - so we would work through quite a few different

problems to get to the stage we're at now snd it probgbly toolr zbheout

te build ur a2 good relationship.

ix months
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wered the guestion?
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“hat ~bout uq’lor=s; “as that an issue at one time?
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Y es, initially, what they 2did at Durford was - I don't think this

involved the para-medicals but T night be wrong there - the nurses

1.

be in the sznm

(0]

had this new uniform - they 21l decided they had to
uniform so that the philosorhy didn't make sense to me but the idea

sas a uniform it meant thatyon couiltdn't be

o
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identified one fron the other - that everybody should he the sane

but having szid that you're not going to look liEe the patient's
visitors anyway - they're goinc to ke in their own clothes - when

e able to identify wvho's in

-
(&)

visitors come in they're not going to
charge of theward - who to speak to - they doun't know wvho the rrimary

erentiating uniform - and they might particularly

I
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want gt to speak to thephysio or CT or whatever, and all other hsopitals

we all do it - we 211 gifferenticte people by what they're wearing

0

I think that's guite important btecause it malkesit easier for the people
coming in um - I know I find it easier when I walk onto a strange ward

to see who peornle zre - their theory was that it was too institutionalised
and they didn't like it - now Burford I think decided not to have

uniforms at all - that was it - that's right and the generzl public

fuss and thery had to go back into uriform - traditional

ey
)
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e
i

0.
<
o1
§9

uniform - sc they went full circle - they thought about mufti here and
most of them weren't keen on it so theyr decided to %ave cne uniform

for everybody, then it ot changed and they decided they would have one

-

uniform for trzined staff and cne for untrzined znd vas supposed to
50 into the one the traired staff had - I felt that I couldn't afford

to zpend - waste - two thousand pounds eguipring my staff vith new

uniforms - there were other nore pressing things to szend mone v on

o}

so T refused - I was pressurised guite stronyly by Tl in the

to wear white trousers I think it was znd I said no way -

not when I'm doing out-patients as well - it wzs ridiculous - tazlly

0]

impructicsl - um the OTs did pgo into it to start with and then T think

a lot reverted tack to their old uniforms, the radiographer flatly

refused as she wzsn't going on to the ward anyway, so, yes the nurses
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went into a new uniform which they have since changed yet again - the
cisters Wre “ad - first af all they 211 had the same, then they hzd =
different one and nowthey've got a different one again - 211l in all o

lot of money hasbeern wasted - which T XZkxrk feel guite strongly

about. That's i

How was the issue resodpd in the ends

Un - well basically we're back to squere one - although it's a different
iniform it's @ different one for the sisters, a uniform for the staff

he »ripary care nurses, and a uniform for the at x11x3r1e”
J ]

o
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and paramedicals wezr their normal uniforms - so we've really sone full
circle back to where we started. ind I don't think eny of them wanted
to wor% in their own clothes, with the exception probably of Sister
Ratcliffe who isthe ward manager she wears her own clothes because

except for when they're pusehd she doesa't have that much clinical

“hy do you think people wear uniforms?
ell persoaally I think we were told a lot of claptrap when we were

doewn at Burford Unit sbout it makes you feel big and it makes you feel
tant - that's not vhy T vear = uniform - i wear a uniform because

I do not like mpemiEiggz spending z fortune on clothes - it's not a hagh
priority for me - I do not wigh to wear my own clot he; to work because
thien they would‘become work clothes and I would have to have =xBix

another set of clothes fer at home ~ iIt's convenient, it's easily

washed - it's dbrab;e - it's practical - and that's why T wear a uriform -
I don't need a.un form to hahe me feel important.

kﬂu'do you think it becagme- suck a big issue

~O o~



Fersonally - T don't know dbut 7 do know that ther spegt a lot of tinm

U

ges of that unit evolving

0]

tzalking about uniforms znd in the ezrly sta

we should have been zetting down :nd XEEEXIXIRE sorting out our multi-

=
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did mention this cnce or twice because

it

disciplinary team.

all they

o

trat would be the key to success or failure of that unit and
cenld think about wzs what uniforus they would wear.... wvhich I thought

was very low down oxn the lis t of important issuves.
30 it was oo important issue for them?.

Fer tler but not for us - we couldn't understand all the fuss ahout

l'ow peorle talk gquite a lot about handing over skills. In terms of
\ \
~ R} e :

you handing cver sills to nursing staff - how do you feel about thatﬁ

Um - T cdon't feel threatened by it. 3Seczuse T believe in sharing

3%ills - obviously up to 2 point - we liave certain legal rules and
ulations ~ we're not allowed to let other professions do - electiical
technigues znd so on that they're not trainsd to do - but I think

it is izpottant thzat we doAshare our skills so that we work as z tean
particularly as we don't have any v =vend cover here. JIt's ridiculous
to think you can just cdo the physio five days a week - you've got to
share our skills so that you can get continuity of care. Um - and T

think it 45 a very indivicdual thing - I don't sort of sz2y ok yes the

nuggpes c¢an o all of such znd suh - we worl: it out with each

each patient's  rogramme - uné certeain skills are shared for that
particular p;tlen Tt's not a gineral harnding over of skills urm -

one specific thing wouldbe the positicnzing of cztrole

j-te

tle ve

0
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important thzt that is continued vhen we're not around znd

o)

that's eo“et1~ﬂ~ the nurses are zuite caiable of

o~

loing -we've got

charts up - you just have to follow the charts. And that really mokesour



iob a lot easier when we come bakk in on & ionday - if we've jot a stroke

patient who's develeping spasticity - so it certainly helps the team

b2

approach if we share skills and hely:

That's just one axn%e of the things we do - do you want some nmors?

:If you've got some, ves.

um - likewise I don't feel I'm too important to toilet patients etc.

Tor the nurses and in times of stress and severe staffing problems I've

been known to get patients up. If they're happy for meto do that then

I'm happy to help if I've got time to do it. Um - home visits - that's

something we share not so much with the nuses but with the CT it's very
much a joint thing - soumetimes the nurse will come along but not very

often but that't entirely her choice.

Is there anything else you €22l that as a2 physic you can tezch the

nurses? Any particular skills?

Jell T thirk I mentioned previously that I feel very strongly zbout
lifting and handling - and that's something xkizk that I've made =z

-~

poirt of doing - regular sessions which started off guite enthusiastically
and then they sort of tailed off because with staff shorta es they

found they couldn't zctuelly qare the stzff to come to have z fornal

talk - I talk zbout back care - end gzt the skeleton out and talk about
backs, handling techniyves, and 2lso the fact that different people

need different things - it devends how tall you are - how strong you are
you need tomodify technigues to your oun pershal use - I feel very

strongly about different nurses tend to be taught stereo-types techniques

and if you get a tell nurse and a small nurse trying to work tossther

Q
P

m@ing an lustralian 1ift which is clearly unsuitazble for the two people
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involved znd k that's really been gone into hefore. T try

to tezch them on & more individual basis -~ teach them spre basic transfer

it



skills and then encourzze them to modify thkenm %g different siturtions
to their own needs and to the needs cof the zatktnt. Now recently I've
gust been having teo just do individual sessions beczuse of the staff
shortares but it's still going on and they Know they can come to me

-

znd they do cometo meon the ward and say look I'm having trouble with

can you help us - show us how to handle them

this particular patient -
so that's omething that I persoamily as a back suffere that I feel very

strongly about. aAnd It's a skill that we must share with everyheody.

‘Is there anyghing you do - in your work on the wards - that you really

'~ -~
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the nurse's Job? :
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I think things like taking temperatur - taking blood pressure - if I
come on znd there's a new stroke patient in and I say is this - can you

tell re if this patient's blood pressure stable encugh for us start
doing »nhysio - I would not zo in a take that patient's blood pressure
myslef because T would feel that that would te encroaching on their
territory - um, just as I would not start spouting off zbout what drugs
tne natient should be on -~ T don't feel competent to do that - if
sonekody's got a lot of spasticity I wmight =ort of say well you kLnow
Xkxxt perhaps z small dose of valium night help me to do my physio but
on the whole I feel that things like that are nuch better understood
and that the nurses have much more knowledge than I do - certainly it's
something that”% discuss - I'm certainl er to learn about what
different drugs do - but on the whole that isone erea that I feel the
docbos and nurses are far more competent in and that I den't have a
lot to offer persoaally - some physiosprobably know more about drugs
than I do - und that's one of the things I nentioned ypreviously that

in the case conferences I'm keen to learn nore about these things that

vyou hevsn't had ruch trﬂLaing in as others.

;
‘Do you ever find yourself doing scmething vou really feel the nurses

ought to be doing:



Jometimes - only if - if there are a lot of nurses standing arcund

which does happen - particularly the untrained nurses - occasionally
I'11 s0 on the werd and I know I've only got two hours to do a cartain

number of natienss and none of the heds are made - and you want to lie

a patient on a bel to dom certain proccdures and first you've ot to
set abeout maling the bed, to put them on it. ow, if the nurzes are
running about 11 scaldad cats I éo notv feel upset abosut it at 21l
but if there's a lot of people hanging about tken I do feel annoyed
that theyr haven't done then for me, because T don't feel T should be
time doing that particular thing in that situation. UJo

that's probably about the only thing really wrich bothers me. BPBerhars

the toilettinrs as well - you know, if they're obviously rot busy - um

help each other out in a crisds or when you're short of staff but
there &are co”taln roles that they ought to be getting on with - T mean

the idea is to kake each othe:*'s Hob easier - not to exnect me to be

doing some very routine tasks, that ought to be done k¥ by the auxilia

Such as?
Such as meaking beds. I oftea ;o on that ward at 2 o'clock znd none of

the beds are made - un - a2nd there will be sxrt of 2 or 3% zuxilaires

-

h=nging about doing nothing -7 think that's unnecessary -

T thiniyou've partially mentioned this - znswerec this. next bit - but

I'2% ask again and see if rou've got anything else to add.. it's about

-

professicnal shills - what cdo you think nurses areparticularly skelful

at doing - you'vealreudy mentioned bdoodpressures, drugs ,.. if you

N
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could think a bvit Po”aﬂbout vwhat makes nursing skilful -

>

K3 .

I thiwk it's importent for the ptient to havetime - that is the thing

that we don't have in tlds department - we do not have enoush time to
e ¥
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spend with the patients - either out-patients or in-patients - it's

rot semething I havemuch control cver - until we've got a greater

staff input - which I'm pushing for but that's something I'n a & of -
they're one up on us as they're on the ward all the %fime and they've
sot the timeto huild up a relationsihip with each patient I'n ¢uite
envious of that zctually becauvse T weuld like to he in a osition to

de that and it's only whien the ward is quiet that T feel T can reclly
set to know the patients as individuals ... so I feel that'sscuething
ther do better... at the momsnt than we can. I azlsc mentioned about
different expertise - drugs cud so on. I%n not guite sure what you're
driving at -

Tt's not an easr guestion - what is it about nursing that makes it
nursing? ‘Yhat is it that the nurses do that you as a 1hysio can't do?'
U - well I suppose the _enerzl caring - TLC if you like - un - (pause)
well things that are specifically nursing skills - scrting out their

rroblems -~ bewel problems - where we Jjust don't get involved. There

are things likeincontinence where again it's a joint thing - but they
would do two~hourly tioletting - znd we would be doing pe¥vic floor

work or sometiimesxxz interferentizl s a combined thing. There ar;
things like pressure sores where ! think ther haveparticular expertise
in the dressings znd T've got the eznertise in the electrical treatnents
vut there are if you like divisions between who does what - although
some physios wouldn't agree with that and the would want to ¢o the
iressing as well but that's the way we work in thiswa rticular unit.

Lat other things? Tm - doing little things for the patient - make
bhone calls for thew ~ sort out their domestic roblems - patients worry
about having bills paid and things like that - it's the nurse that they
rrobubly tulk %o znd che brings in o social worker if necessary or sorts
it ocut herself. Things like oving about the residential homes - the

201
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purses have more intimate knowledge of what's and what's
suitable for the patients than we do - and that'spartly tecause T'm
not zable to visit as many of the homez zs T would like -~ 2gain 2 lct

“hat do vou think physios zreparticularly good at doing - what can

the» do that nurse canz't or don't do?

T think particularly working with stroke patients - I think if there
ien't zood physio input into siroke pstients then it's disastrous.

T think anythirng to do with mobility and zgain it's abviously a matter

v

f training - you can't expecta nurse to assess a patient for 2 walkink

n't got thebasic bVackzround knowledge

e
. old Zimpmer \
they would Jjust tend to throw an¥ ZXH BT anybody wherezs we know hbout

vhether that particular Zix ner s aprropriate, wkeik what heipht it

we've get expertise with the bed sores assl said but I think it's a

joint programme - I wouldn't bﬂ expecting the nurse to be applying

thin

ke iromayer cr Tonozone or any specialist techniques that we

(0
9]
e

g
use because we'vebeen trained to use thoze things and I don't khink
they de Physics in their training - so they Just haveﬁ't gsot the
knowledge and lepgully they can't do it anyway - basic traini

I thirk - I waes discussing this with a friend at the weeckend who is
Borking on a neuro unit at the moment - this business of the nurses
amxed¥xxehre intelligence - vhich is a very sticky area - we've both
found on two entirely Jdiffercnt units that ve ruﬁ up agaiust a sort of
stgmbling block, particularly in nvurology - that you cun only teach

thew so muck about thinzs like pesitioncing and things like that - I've



Y -

found that I've had to kszer the neuro things very basic - heczause
they simply do not understand neurology =~ but T thinl that's probaubly

spmething tc do with training... or lack of - they don't - I thirk cn

a ward where - on orthopaedic trained nurses are excellent on orthopaedix
matters but I don't khink oxn i zeneral unit like this T findthat they

are weefully i

wve need ton get together on and T feel I

Sut even when you do teach them - jus a stroke

. . v s
really painful was Laule® up the bed by his shoul

ther for et howimportant it is - I think that's probably because they
don't have the bacligroundknowle dze to ge with it - it's just sore thing

we'vetold them that's a bit meaningless to thexn because ther don't

o

understand why it's imppetant - perhar s that's our fault -phak we Keep
xplairning and explaining and these things still havpen. IZven - 1
mean we've Lad problems with such basic things like tubi-grip which we

Lty

wave graduated tubi-grip which is narrower at one end than the other
now if we've got stmebody with lower limb oedema - I clways tell them
to put a graduated tuhi-grip on because obviously it's gyoins to be more
effective than a one thinkiaess one on that will drive all the fluid

down into the foot - an obvious thing that I would have thought any

intellizent nurse couldunderstand - and azzin and arcin thev male the

[}

sare wistzles - which can Le very frustratings - the information doesn't

seem to jet passed on from nurse to nurse. They'ld put on one that's
the same size all they way up vhen ve've made sure they've ot supplies
of graduated tubi-grip - and to crown it 211 T had a Seton rep‘in the
other day who said -~ about dring dressings on sravitaztional ulcers in
the community - oh we never use those she said - the community staff

can't et tthcHeCﬂwme they're too expensive - we use the other kind -

and T walked out in disgust - T thought there's no reason at 31l why
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Afain I think it's not z o n é s own -
T feel very strongly it is a tean approach and I thinlk that physioe
offers - um - well this is a perconsl view - I Jon't think I's the
expert at cleaning up the xmuiﬁnxx round - T think they're bhetter at
that - T think they're better at Tindin;, dressings - I thin .wvhere T
come in is to stimulcte granulation either by using the Hronayrer,
Jonozone, or whatever electrical technigue - T fhink when the nurses
hzve sot a nice clean ulcer and the thinr is indolent, 7 have a role
to play indoing ultrascund to try znd speed thiags along - ~nd any

of these electrical technigques -obviously it is apiropriate for
vhrsioszto deo teccuse we're trained to do them - also I think th
exercice is not necessarily physio - { think once we've discues
the nurses ars guite capzble of making sure thepatients do then
regularly - the zctull dressings I Zen't think arc 2 particular
.

hysio thing - occasionally I recommend using a Zisgaard bhandag
going out of foshiof these days but T think that can be somethi
that is better if we apzly that - to get the tersion right. Unm
about it.

The third thing was leg ulcers - but mest people have - zlthough
ExE separatecd them out but most people have done what you digd &
discussed pressure sores and ley ulcers together - is there anvw
sere you wantecd te add zbout ulcers” A
Uiz = no - I havete counfess it's not an area T feel personally I

cdor't haveparticular strong views on

You mentioned exercises - can you just tall a bit about that?

ion

In relat t0 ypressure soreg or 7

\4nd leg ulcers.

have a

it'
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i7e1l mith thepressure sores I think it's really net so uuch

evercises as such for a szcrzl sore - I mean obviocusly encourazing

4

he watient to be ambulant basically andxzx there again I rely on
the nurses to carry thkat through - but with z leg ulcer then yes -

dorsi-flexion, plantar-flexion, gereral le; exercisec as vell as

-

ut T see these as fairly basice types things which we

(W)

the walkin

D

initiate and they continue.

“hat do you think the nurse have jot to offer in these conditions

whick you haven't?

I think thev have z lot more exwmertise about cleaning the e thih=s

sea-~weed dressings and anything the 1like because I think they know
more about it than I do - I'm interested in what they're doing ~ it's
not that T Jjust wash my hanads of it - and I get them to discuss it

with me because I'm earer to legrn but I fell it's their role to do

7, preparins the patient

that sede of it -the dressing, the cleaning
rezdy for physio treatment that might be necessary -~ unr - and generally
monitering - - I'm guite happy for them to wmeasure the size of the sore

but I car then look in their notes andsee how things are progressing.

ind vary my treatment accordins to their findings.

- isthere amything you want to add to what we've s2id. Anything

else you'vethought about ¢

(Pause) Well I'r pretty aware of some of iy own faults - I have been
told T have a short fuse - but having said that some of the nursing
staff ir this hospital T would consider close friends - T think

senerally spealiing when I'm not under severe pressure a lot of the Sime

which happens to us all - T'm pretty ezsy to get on with. I don't suffer

>l



something positive that comes out of thes syst

firilE R

perheps it has encouraged us to work more closely together - ond ulso

have a greater respect for each other's skills... which I thinl: is

b

sonmething that in the past hasn't =zlwaysbeen the caze bhec !

-4
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use
think in other ward settings you intinstely understand what ezch

other lias zot to offer - because you're force to work so closely

=3 y
S v

=Y.

together and you're continually - with the case conferences every week

H
e

you're continuously dmonitoring what'shappening - you nd out very

cuiclly what does and doesn't work - and you have to be very hones

in your relationship with make out tha tphysio

is some magical cure for everything - they soon find out what works

and what doesn't work and T thin kit encourages a very close working

relat

1.4

cnshiy.

Thank you very mucli.
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You're wvery welcome! It's a lond



Appendix G

Definitions of Physiotherapy 1974 - 1996
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THE CURRICULUM OF
THE CHARTERED SOCIETY OF
PHYSIOTHERAPY

THE ROLE OF THE CHARTERED SOCIETY OF PHYSIOTHERAPY
In 1920 under Royal Charter The Chartered Society of Physiotherapy (CSP) was established as the sole
recognised examining and professional body for physiotherapists in the UK enabling it to:

‘Promote a curriculum and standard of qualification for persons engaged in the practice of massage,

medical gymnastics, electro-therapeutics and kindred methods of treatments’

and

‘Make and maintain lists of persons considered to be qualified to practise in such methods of treatment.’
The 1960 Professions Supplementary to Medicine Act established a statutory state registration Council
(CPSM) which recognised qualification for membership of the CSP as a condition for entry to the state
register. .
Tt?e advent of degree courses in physiotherapy has also led to a tripartite system of course approval between
CSP, CPSM and CNAA with the CSP’s ‘Guidelines for Approval of Courses’ being used as the standard by
which professional content and methods of assessment can be ascertained. ) .
The year 1984 has seen the publication of draft EEC directives on Pre-Registration Physiotherapy education.
The CSP has played a full role in the discussions which are part of the Society’s wider international

educational activities.

What is Physiotherapy?
The CSP considers that the practice of physiotherapy is dynamic and evolving and that any definitive
statement would be restrictive. While the following definition is useful in the current state of development it is
not intended to be all inclusive:
‘A systematic method of assessing musculo-skeletal, cardio-vascular, respiratory and neurological
disorders of function including pain and those of psychosomatic origin and of dealing with or preventing
those problems by natural methods based essentially on movement, manual therapy and physical

(’ agencies.’

Aims and Objectives of Pre-Registration Education

The aim of Physiotherapy pre-registration education is to produce safe, effective therapists who have
adopted a rigorous academic, scientific and ethical approach to the acquisition and application of their
knowledge and skills for the benefit of their patients. Once qualified the therapists will maintain their
education and develop their skills further.

The objectives of pre-registration education are to produce a physiotherapist able to:

DEMONSTRATE a knowledge of, and an ability to apply an investigative approach to, academic and clinical
subjects;

ANALYSE and ASSESS the physical, psycho-social and environmental state of the patient from a
physiotherapeutic point of view;

SYNTHESISE knowledge and assessment of the patient to identifytreatment objectives;

PLAN a therapeutic programme for each patient to achieve treatment objectives while recognising the in-
volvement and priorities of other members of the health care team;

IMPLEMENT that programme with the maximum degree of safety, effectiveness and efficiency;

EVALUATE the effectiveness of both assessment and therapeutic programme; and vary the programme as
necessary to meet revised objectives according to the patient’s progress and potential for recovery;

PROMOTE positive good health and prevent disease and disability through education programmes directed
at the general public, specific target groups, patients and families;

TEACH and ADVISE patients, relatives, medical practitioners and other members of the health care team on
the physiotherapeutic management.

A newly qualified phy's'iotherapist will normally spend at least two years in a hospital-based rotational post,

working under the supervision of senior physiotherapists, before undertaking independent clinical practice
and moving into a specialist field.

2



SECTION 2

DEFINITION OF PHYSIOTHERAPY

Physiotherapy is a health care profession which emphasises the use of physical approaches
in the promotion, maintenance and restoration of an individual’s physical, psychological
and social well-being, encompassing variations in health status.

The core skills used by chartered physiotherapists include manual therapy, therapeutic
exercise and the application of electrophysical modalities. Through problem-solving and
clinical reasoning approaches, the physiotherapist is able to apply these slulls appropriately
in response to the varied needs of individuals.

Chartered physiotherapists work with individuals and are involved in the management of
a broad range of physical problems, in particular those associated with the neuromuscular,

musculoskeletal, cardiovascular and respiratory systems.

- The assessment and evaluation by chartered physiotherapists of an individual’s needs, or

potential needs, take account of the current psychological, cultural and social factors and
their influence on the individuals’ functional ability. This encompasses the needs of

associated carers.

Through negotiation and partnership, chartered physiotherapists work with individuals
with specific needs in order to optimise their functional ability and potential.

In addition to a general role in promoting health and the prevention of problems,
physiotherapists have an educational role in promoting self-care. This can also extend to
advising and teaching associated carers and other health care professionals in order to
provide a coherent approach which maximises independence.
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Summary

The origins of the physiotherapy profession, in particular its
relationship to nursing, are examined. The rise of medical
dominance in society is related to the medical dominance of
physiotherapy and the implications of this on the development
of physiotherapy theory. Three theoretical models cited in the
literature are examined in detail — the medical model, the sociai
model, and holism — and the implications of their adoption as
a basis for physiotherapy. practice is discussed. The close
relationship between the medical model and physiotherapy is
examined and an argument made that before the profession
decides to abandon it as a basis for practice the implications of
that are understood and debated. The danger inherent in adopting
any existing model as an alternative is addressed, and the
third option of developing a physiotherapeutic model, unique
to the profession, advocated.

This péper has been developed from a shorter paper presented
at the international conference ‘The Science and Art of Physio-
therapy’ in Hong Kong in July 1993.

Introduction

Recent literature related to health and health care,
including physiotherapy, makes frequent mention of the
medical model, the social model and holism. The medical
model has been discussed in terms of its appropriateness
to physiotherapy by Mason (1985), Williams (1986), Pratt
(1989), Sim (1990), Condie (1991) and Parry (1991).
Suggestions have been made by these authors that the
medical model may not be the most relevant conceptual
framework for physiotherapy practice. In an attempt to
offer alternatives which may be more relevant French
(1992) and Johnson (1993) have begun to explore the
relationship between the social model and physio-
therapy. However, little has been written exploring
the concepts and beliefs underpinning holism and their
relevance to physiotherapy practice. What is clear in
these writings is that the search is on for a theoretical
model other than medicine upon which to base
physiotherapy. :

This paper discusses the relationship between the
medical model and the historical development of
organised physiotherapy since 1894, and questions
whether the medical model as a basis for their practice
can be cast aside easily by physiotherapists. It explores
the beliefs underlying these three most often quoted
models — the medical, the social and the holistic — and
examines why adopting the latter two as alternative
frameworks within which to practise will require a
radical rethink of the practice of physiotherapy.

The importance to the profession of developing an
understanding of the theoretical concepts of different
models is that accepting or denying a relationship
between practice and a particular model involves
accepting or denying the beliefs that make up that
model. Without an understanding of the beliefs or
concepts that underpin available models an informed

choice cannot be made, either by the individual
practitioner or by the profession collectively, as to which
is appropriate for practice. A gap in physiotherapists’
understanding of theoretical models is matched by a gap
in the profession’s understanding of its own theoretical
knowledge base.

Origins of Physiotherapy and the
Nursing Connection

A review of the literature shows that little has been
documented about the development of physiotherapy, or
physical therapy, before the last century. However, the
practice of something which we would all recognise as
physiotherapy is mentioned in ancient texts. Massage,
manipulation and exercise therapy all appear to have
been valued as healing arts (Pratt and Mason, 1981)
practised by women in the communities in which they
lived (Ehrenreich and English, 1974; Versluyen, 1980;
Sjoo and Mor, 1991). The rise of organised medicine
as a male dominated, centralised hegemony during the
19th century (Abel-Smith, 1964; Friedson, 1970 a, b)
meant other health care professions had to react to the
pressures created by this powerful group and either

. submit to the dominance of medicine or face exclusion

from mainstream practice with subsequent loss of
respectability and earning power.

The emergence of a professional body in the United
Kingdom, the Society of Trained Masseuses — later to
become the Chartered Society of Physiotherapy — has
led some to claim that physiotherapy emerged from
nursing. However, the women who founded the
Society of Trained Masseuses, while having nursing
backgrounds, were interested in developing and
regulating not nursing but physiotherapy. They formed
a professional association dedicated to the promotion of
good practice in a profession which was something other
than nursing. The problem with tracing the origins of
physiotherapy back to 1894 and no earlier and therefore
to its nursing links is that this legitimises nurses’ claims
that they as a profession should reclaim those skills
which they allowed to be taken away from them by this
new profession of physiotherapy. Physiotherapy was not
in 1894 a new profession. The professional organisation
was founded in 1894 but not the profession itself.
Physiotherapy has many roots, some contemporary, some
going back into ancient history. Mason, in his series of
articles recording a number of historical elements of
practice, is reporting on the origins of a profession
that has eclectic roots, many of which are certainly not
common to nursing (Mason, 1992/4).

One result of the emergence of the newly organised
professional organisation of physiotherapy from the
practice of women who were also involved in nursing and
associated disciplines was the availability and proximity
of prominent medical men to whom to turn for advice
and support. The relationship between the dominant
health care model — the medical model — and physio-
therapy can thus be traced back to the formation of the
Society of Trained Masseuses.
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The Rise of Medical Dominance

The history of physiotherapy in the United Kingdom
within the regulatory framework initiated by the
founders of the Society of Trained Masseuses is a history
of medical patronage and dominance (Wicksteed, 1948).
The founders of what was to become the Chartered
Society of Physiotherapy traded professional autonomy
for the respectability offered by doctors.

This control was less evident in the early days of the
Society of Trained Masseuses but grew as the profession
of physiotherapy became more organised, more
influential and more successful. By 1920 the professional
organisation had developed to such an extent that a
Royal Charter was granted and for the first time a non-
physiotherapist — a doctor — was elected chairman. It
was to be 52 years before the chairmanship was resumed
by a physiotherapist. The dominance of the professional
organisation was not just through the figurehead of the
chair of the elected body; it is noted by Wicksteed that:
‘At important meetings and on deputations to public bodies,
such as the War Office, National Insurance authorities,
etc, the Society was always represented by one and

sometimes two medical men who were even, on occasion,
unaccompanied by any elected member of Council.’

Wicksteed explains and justifies the policy of accepting
medical patronage to advance the profession because of
two factors, one being the struggle for recognition as a
professional body working in close co-operation with the
medical profession and therefore reliant on its goodwill,
the other being the lack of interest in the organisation
shown by the majority of members.

The pay-off for the doctors was of course the
subordination of an emerging profession which could
otherwise have posed a threat to their own dominance
‘of health care (Friedson, 1970a; Larkin, 1983). The pay-

‘The Doctor of Physick’ from an early manuscript of Chaucer’s
Canterbury Tales. Scientific medicine continued to be
male-dominated

off for physiotherapists was the patronage of one of the
most powerful groups in society. While the hegemony
of orthodox medicine was at its most powerful,
physiotherapy gained from an alliance with doctors,
albeit in a subordinate role. However, doctors also
dominated the practice, the management and perhaps,
most significantly, the theory of physiotherapy (Miles-
Tapping, 1985; Sim, 1990).

The result has been the development of physiotherapy
theory which seeks to explain physiotherapy practice in
terms of the medical model. This was the bargain struck
in 1894 — we, the doctors, will allow and even encourage
you, the physiotherapists, to practise — so long as you
justify what you do in our (medical) terms. It has denied
physiotherapy the chance to define its own knowledge
base and has led to the moulding of physiotherapy
practice to meet the needs of the medical profession. An
examination of the medical model will demonstrate
how close the links are between its underlying beliefs
and physiotherapy. The claims that physiotherapists
are working not to this model but to either the social
model or to a holistic model need to be validated in
terms of their acceptance of the beliefs that underpin
these alternative models.

Theoretical Models

The medical model has been extremely successful — so
successful in fact that it is often seen not as a model
but as how things actually are.

‘The dominance of the medical mode! has led society to

believe it is the representation of reality not just one
representation’ (Mishler et al, 1981).

There are of course alternative ways of looking at the
world and at aspects of health and iliness. Some of the
key models are shown in table 1. In physiotherapy, and
health care literature generally, the same three medical,
social and holistic models are most often quoted. They
are examined in some depth in this paper to demonstrate
possible alternative ways of explaining physiotherapy
practice.

Table 1: Theoretical models

Biomedical Economic

Social Behavioural

Holistic Materialistic
Geographical
Biopsychosaocial

The (Bio)medical Model

The medical or biomedical model — the names appear
to be used synonymously in the literature — is made up
of a set of key assumptions about issues relating to the
working of the human body and the disease process
(Mishler et al, 1981; Eyles and Woods, 1983; Pratt, 1989),
These key assumptions are shown in table 2.

Table 2: The (blo)medical model

Normal/abnormal
Specific aetiology
Generic diseases
Scientific neutrality

Sequential progress
Reductionism
Dualism
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Normal/abnormal

Fundamental to the medical model is the concept of
normality, deviations from which are abnormal. This,
like the other assumptions of this model, also underpins
much of the explanation given by physiotherapists of
their practice and shows how closely it is linked with
this model. ‘Normal’ and ‘abnormal’ are words physio-
therapists use constantly to describe gait, patterns of
movement, range of movement, and functional ability.
A fundamental concept in physiotherapy practice is the
returning of a pattern of movement from the abnormal
range to the normal. Much of physiotherapy is based on
the belief that there are normal ranges of functional
ability, normal ways of performing activities, normal
patterns of movement and activity. Physiotherapy to a
large extent deals with deviations from these normal
limits and attempts to return the instigator of abnormal
movements to within the framework of normal.

However, the validity of normal and abnormal as
objective measures has been widely challenged by many
writers. The key objection is that what is normal within
one culture and at one time in history may not be normal
within another framework (Ryle, 1961; Ilich et al, 1977).
Similarly, the literature on the emergence of the
disability movement (Finkelstein, 1981; Davis, 1990)
challenges the equating of normal with usual or average,
and of abnormal with unusual or different. To define as
abnormal puts what may be personally acceptable
behaviour or functional patterns within the sphere of the
medical model and physiotherapy picks it up within that
framework — this is different, therefore it is abnormal,
therefore it must be changed to normal, or as near to
normal as possible.

To accept that normal and abnormal are culturally
determined and are not objective measures means that
the framework within which much of physiotherapy is
practised falls away. If normal cannot be used as an
external, objective standard against which to measure
the effectiveness of physiotherapy intervention, the
nature of which will be determined by a desire to attain
_that standard, then alternative paradigms have to be
found which will both determine the nature and measure
the effectiveness of what physiotherapists do.

Specific Aetiology

Specific aetiology is the belief that illnesses and diseases
have specific causal agents. Its origins are in the
isolation of micro-organisms which appeared to be the
specific cause of particular groups of symptoms. The
work done by Pasteur, Koch and others in the 19th
century led to the development of the germ theory which
has become integral to our understanding of infectious
disease. So powerful and influential is the germ theory
that the concept of a specific identifiable external agent
as the cause of disease has spread from infectious disease
to all aspects of ill health.

The search for the causal agent of each episode of ill
health or cluster of symptoms has had an immense
influence on our understanding of health and illness.
There are alternative ways of looking at the causes of
ill health, and economic, social, and geographical models
have been developed to explore these (Eyles and Wood,
1983). However, the belief that the way forward in

Fungus, bacteria, virus — the germ theory reinforced the
concept of iliness caused by external agents

terms of medical knowledge and healing people is to
identify a tangible organism — a germ, virus, gene,
or chromosome — to match each known disease, has
hardly been challenged.

Generic Disease

Generic disease encompasses the idea that diseases are
specific entities that exist outside cultural and historical
limits (Parry, 1993) rather than being useful man-made
labels to hang on groups of symptoms. Differences in
disease descriptions or terminology between djfferent
cultures and periods of history are explained, by
those who adhere to this theory, as differences in
knowledge and understanding, rather than equally
valid explanations of phenomena. The emergence of
‘new’ diseases is linked to new causal agents such as
mutant viruses rather than being new explanations
of symptoms which have always been present in the
world population (Engel, 1977).

Adherence to this concept has been the main factor in
influencing the development of medicine that treats the
disease rather than the person. The belief in the
existence of diseases as specific entities identifiable
without the individual host or sufferer has led naturally
to the existence of groups or professions which exist to
fight or eliminate these entities. What is commonly
called orthodox medicine differs from homoeopathy, for
example, in just this respect. Homoeopathy is directed
towards enabling individuals to heal themselves and the
treatment provided will take account both of the patterns
of symptoms present and of the individuals displaying
those symptoms. The treatment of a particular set of
symptoms will differ from person to person as the
individual is being treated. Medicine on the other hand
is directed towards eliminating diseases and treatment
will be determined by the disease rather than by the
nature of the individual hosting it. Homoeopathy in
other words treats the individual, medicine treats the
disease.

Scientific Neutrality

This concept is crucial to the hegemony of medicine. The
claim is that medicine is based on science, which is
politically, culturally and historically neutral. Scientific
objectivity or neutrality is held to be paramount and is
the justification for the domination of health practice,
education, and research by medicine. It has been
challenged by many writers and is beginning to lose the
central position it once held in the advancement of
knowledge about health and health care. It is used to
justify the randomised controlled clinical trial as the
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method of choice for research in health, and as such is
being challenged by those professions outside medicine,
including physiotherapy, that are developing alternative
methodologies (Roberts, 1992). However, many of these
alternative methodologies are still based on the idea that
objectivity is at best achievable, and at least desirable.
Some methodologies are being developed which accept
bias and subjectivity as part of the research process,
but these are in their infancy in health care research

(Parry, 1991).

Sequential Progress

Sequential progress explains the acquisition of a body
of knowledge in terms of a sequence of steps. Knowledge
is acquired, a problem solved, and that knowledge is then
in place as a foundation for the next piece of knowledge.
Progress is seen as logically and objectively determined
by the uncovering of pieces of knowledge which when
placed together will lead to some ultimate truth. This
does not explain the different levels of knowledge and
understanding of different cultures, or the loss of
knowledge by civilisations which were less advanced
than their successors.

Dualism
The 17th-century philosopher Descartes was responsible
for expounding the concept of the mind-body split (Ryle,
1949). The dominance of this idea in modern society and
subsequently modern medicine is evident in the
development of separate professions dealing with mind
and body. Physiotherapy primarily deals with disorders
or diseases of the body, using physical means. The
profession’s awareness that this is not the whole picture
and that mind and body are inseparable is evident both
in the claim to be able to affect the mind through the
use of physical therapies (Ramage-Mourier, 1993), and
in the interest in psychology as a discipline which
influences physiotherapy practice (CSP, 1991). However,

René Descartes (1596 - 1650):

‘Cogito ergo sum’

the profession has not challenged the essential
separateness of body and mind, and works essentially
within a framework which accepts this split as real
rather than as a philosophical model.

Reductionism

Having separated mind and body, by defining them as
entities which occupy different spheres of existence,
Descartes then developed reductionism as the method
of choice for the advancement of knowledge. Cartesian
philosophy views the physical body as a machine, subject
to mechanical laws. An examination of the individual
parts of this machine will lead, according to this theory,
to greater knowledge of the workings of this machine,
and therefore to a greater understanding of how human
beings function as a whole.

That this is a fundamental part of physiotherapy is self-
evident. Much physiotherapy education is based on
learning about the workings of the human body in terms
of its constituent physical parts which are held to behave
according to mechanical and physical laws. Much
physiotherapy practice is based on these concepts, which
may or may not be valid. They are however fundamental
to the medical model and adherence to them implies
acceptance of the medical model, willingly or not.

The Social Model

This is an alternative way of describing the experience
of being ill, and in particular of disability. It is beginning
to be cited in physiotherapy literature (French, 1992;
Johnson, 1993) and is worthy of detailed examination.
The acceptance of it as a theory on which to base
physiotherapy practice requires close consideration, since
part of its message is that rehabilitation services collude
in society’s disabling of physically impaired people. The
model builds on the concept of disability as being socially
determined rather than belonging to an individual
disabled person. So long as disability is centred in the
individual, as it is in the medical model, then resources
are directed towards solving the problem presented
by that individual — including the development of
rehabilitation professions. If disability is determined
by society, then resources have to be redirected
towards making society less disabling — by changing
the physical and psychological fabric of society.

The origins of this model lie in the politics of the
disability movement. Writers such as Finkelstein (1981,
1984a, b), Davis (1990) and McKnight (1981) have built
on work done by Illich et al (1977) and have developed
a polemic model to underpin the work of contemporary
disability organisations in their’campaign for civil rights.
Part of this civil rights initiative develops the concept
of disabling professions and includes therapists as part
of the problem faced by disabled people, not as part of
the solution. This is therefore not a comfortable model
in its current form for therapists but one which should
be examined closely as it develops, particularly by those
who desire to claim it as a basis for practice. An
anonymous contributor to the proceedings of a utilisa-
tion conference (WRF, 1979) wrote:
‘Finkelstein makes it difficult for researchers, practitioners

and administrators to pursue the typical models of
rehabilitation with the innocence they have until now.’

Physiotherapy, June 1994, v'pl 80,n06
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Holism

The origins of holism lie in post-Boer War South Africa
and Jan Smuts’ search for patterns in the chaos that had
been created in South Africa (Smuts, 1952). Smuts was

looking for meanings, for a whole to be found in’

fragmented parts. The theory that he developed was
based on the belief that certain wholes are greater than
than the sum of their parts. This flies in the face of
reductionism as Smuts claimed that to examine parts
of anything is meaningless — meaning can only be found
in the whole. Holism has become increasingly attractive
as a model upon which physiotherapists, and others, can
claim their practice is based. However, holism may
be fashionable but the fact that it contradicts so much

of what is fundamental to the medical model has led

to a re-defining; the 1990 Oxford English Dictionary
defines it as:

‘The treating of the whole person including mental and social
factors rather than just symptoms of a disease.’

This later definition happened in reaction to accusations
that medicine was too reductionist (OWLS, 1992). Holism
in its ttue sense is incompatible with the medical model,
but is politically attractive to medicine, so it has had to
be re-defined. What we have with this re-definition is
what Engel (1977) describes as the biopsychosocial
model. This involves dividing human beings into three
distinct but inter-related entities — a biological being,

a psychological being and a social being — examining"

all three and then adding them together to make a
whole. This ignores Smuts’ premise that we need to look
at the whole first to make any sense at all of the parts,
and that indeed it is only through belonging to a
particular whole that a part acquires any meaning. The
biopsychosocial model is not holism by another name;
it is an aberration of holism which is attractive to
physiotherapists as it does not threaten the concepts
of the medical model. It is what Bevis (1978) calls
summative dualism to distinguish it clearly from
holism.

Discussion

No one can argue that physiotherapy has not regained
important parts of its autonemy. Direct referrals and
non-medical management are clear indications that,
following nearly a century of basking in the patronage
of the medical profession, physiotherapy has taken
important steps along the road of self-determination.
Indeed, Jones (1991) has argued that the recognition of
physiotherapists as autonomous practitioners, along
with management of the profession by physiotherapists
rather than doctors, are the key elements which
demonstrate that physiotherapy is no longer dominated
by medicine. However, this does not acknowledge that
practice is based on theory, and that theory develops out
of practice. Without theory free from medical dominance,
physiotherapy practice will still be medically controlled
(Miles-Tapping, 1985; Parry, 1991). This paper has set
out to demonstrate that only through a full understand-
ing of the beliefs which underpin their practice will
physiotherapists be free to choose whether or not to
continue to be dominated by medicine.

A profession which is attempting to define its own
knowledge base without an examination of the

fundamental beliefs which underpin it is bound to be
confused. This confusion has manifested itself in conflicts
and tensions in practice, management, education and
research. In all these areas physiotherapists claim to be
working within one of the theoretical models. It has be-
come fashionable to reject the medical model and to damn
it for not being holistic. The claim is that physiotherapy
is holistic and therefore it is inappropriate to use the
medical model. However, if one discusses the concepts
that underpin the medical model it is clear that many
of them underpin, rightly or wrongly, physiotherapy
practice, management, education and research. To reject
the medical model and take on board another model is
only sensible if the paradigm of that other model is
compatible with the paradigm of physiotherapy as
understood by an individual practitioner or by the
profession as a whole. It is difficult to see direct links
between physiotherapy and the social model which
currently argues for the abolition of the profession,
or physiotherapy and holism which demands an
abandonment of precious reductionist practices.

Physiotherapy has, as we have seen, very successfully
allied itself to medicine from the inception of its
professional organisation to the present, time. This has
meant accepting medical dominance not only of our
practice, but also of our theory. Physiotherapy is
therefore very firmly embedded in the medical model.
The desire for change is evident in the growing claims
that physiotherapy practice is based on something other
than the medical model. The profession currently is not
comfortable with it. This may be because it is in-
herently incompatible with physiotherapy. It may be
that the adoption of the medical model was no more than
a pragmatic move which has served the profession well.
However, what may have been a pragmatic move in 1894
has had profound and far-reaching effects in shaping the
development not only of organisational aspects of
physiotherapy, but also of the theoretical framework
which determines its practice.

Alternatively, it may be that the medical model is so
fundamental to physiotherapy practice that it was an
inevitable step in 1894 — to ally physiotherapy to the
profession which was not only dominant socially, but
which was also responsible for developing the theoretical
basis of its practice. It may be that to remove the concepts
that underpin the medical model from physiotherapy will
be to render physiotherapy powerless. The big dilemma
facing the profession as it enters its second century as
an organised force within mainstream health provision
is that if the medical model is rejected as the basis for
physiotherapy there may not be anything else to take
its place. The profession has to be sure that the current-
dissatisfaction with the medical model is not just a
passing phase but is crucial enough to warrant the
development of an alternative theoretical basis for the
practice of physiotherapy. This alternative theoretical
basis has to be found within and developed from this
very practice. Physiotherapy must stop looking to other
disciplines’ theoretical frameworks for an explanation
of why it does what it does and begin the task of
developing a physiotherapeutic model of the theory and
practice of physiotherapy as demanded by Williams in
the 1986 Founders’ lecture (Williams, 1986).

Physiotherapy, June 1994, vol 80, no 6
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Article/Letter to the Guardian

Editor:

The Future is bright: The Future is a Rehabilitation Therapist

David Brindle’s interesting article (Society: June 21) on the Audit Commission’s study
on the care of older people and fragmented, ineffective rehabilitation services is no shock
to us as health care workers. Let the disorganised, muddled picture that the Audit

Commission’s study describes, be a thing of the past.

One of the causes of the problematic fragmented and ineffective rehabilitation service is
the continuing existence of traditional professional demarcation boundaries. We write as
health care professionals, aware particularly of the state of affairs with occupational and
physiotherapists, who provide much of the core rehabilitation for all age groups at the

acute, intermediate and community stages.

The Government has thrown down the gauntlet to health professionals to look more
creatively and flexibly at their practice and the time is now right for action. The
traditional assumptions about professional roles in the NHS are currently being
challenged and occupational and physiotherapists need to consider their future carefully.

The shift of health care settings to a more primary care based focus and the growth in the
aging population are driving the future of rehabilitation professionals like never before.
However, the one factor that should alter the mindset of the health professional must be
the increasingly heard voice of the consumer. Service users want more rehabilitation and
of that there is little doubt. What they don’t want is the confused and haphazard service
many experience at the moment. The baffled user is confused by a service with many
different professionals doing, as far as the user is concerned, very similar jobs but not
delivering a high quality “seamless” service that they expect and deserve

Physiotherapists and occupational therapists share many core skills. Practice role
confusion has been shown to be particularly acute between occupational therapists and
physiotherapists and very often there is unnecessary duplication of key tasks. For
instance, this role overlap commonly occurs in the rehabilitation of older people, cardiac
rehabilitation, stress management and occupational health screening. Physiotherapists and
occupational therapists may both be in the same team, asking the same questions, aiming -
for similar goals and as a result confusing the user and dupllcatmg the workload. This

does not make an eﬂiment service.

In community settings where the approach tends to be more holistic the skill sharing
tends to be even more marked. Traditional roles like, for example the provision of
equipment for the home and assessment for wheelchairs are often shared successfully



resulting in a far more seamless and less confusing service for the user. Let us develop on
this success.

The debate about skill sharing, role overlap and professional boundaries runs on
internally in the OT and PT professional camps. However, serious talk about the future of
the two professions is rarely addressed. Individuals are too busy holding onto their
perceived areas of expertise and protecting their scarce resources rather than looking at
responding to the needs of the service users.

Physiotherapy and occupational therapy students are currently educated at undergraduate
level in Universities in the UK. Currently there are shared modules such as anatomy,
physiology and behavioural sciences. The model of shared learning between
occupational and physiotherapy courses is increasing. But is that enough? We propose
one step further- that a full mapping exercise of skill sharing, commonalities and
differences is undertaken with a view to ultimate merging of the two professions into one
rehabilitation therapist who is truly responsive to the needs of the user in the changing
NHS. This would provide one positive move towards the creation of a modern NHS, with
the haphazard and fragmented service and the confused user a relic of the past.

Pennie Roberts, Principal Lecturer & Sue Smith, Senior Lecturer in Physiotherapy at

Leeds Metropolitan University
Dr Simon Balmer- Consultant in Public Health Medicine, Tees Health Authority.
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Role Overlap and Professional
Boundaries: Future
Implications for Physiotherapy
and Occupational Therapy in
"he NHS

orum

ummary Traditional assumptions about professional roles and
tructure in the modernising National Health Service are being
hallenged. ‘

The changing nature of healthcare, the increase in the older
opulation, and staffing implications are all key issues affecting the
uture of occupational therapy and physiotherapy as future
eparate professions. These complex changes are potentially
hreatening for these professions as they currently exist.

will, therefore, be necessary to find solutions to these issues

the healthcare labour force is to be responsive to meet the
hallenges ahead in the changing NHS.

Role overlap, role confusion, fragmentation of therapy services,
hared learning and a melding of the core skills and philosophies
f occupational therapy and physiotherapy are the drivers for
hange and modernisation discussed in this paper.

The paper offers the suggestion that occupational therapy and
hysiotherapy undergraduate education programmes should be

mbined. It also recommends that a creative, independent and

mprehensive review of future workforce planning should be
dertaken and states that the real way forward is towards the
eation of highly skilled rehabilitation therapists who would be
uly responsive to the needs of service users.

Introduction and Background

Traditional assumptions about professional
roles in the rapidly changing National
Health Service (NHS) are being challenged.
The British Prime Minister, Tony Blair,
recently affirmed that modernisation is high
on the political agenda.

The removal of professional boundaries
is a main focus for the government’s new
NHS. Action Committees have been formed
to modernise and change the NHS by
evaluating current practice and skill mix,
questioning the assumptions of yesterday
and formulating policy for the future. The
professions allied to medicine are facing
major challenges in reshaping the NHS
workforce. As Doyal and Cameron et al
(2000) write: ‘The problems have been well
rehearsed but solutions seem as far away as
ever.’

‘th, S, Roberts, P and
mer, S (2000). ‘Role
rlap and professional
indaries: Future
lications for
siotherapy and
upational therapy in
NHS’, / ’/zyxiol/mn/)y,
8, 397-400.

BV Yy WE WA -l ot X
Interprofessional relations,
occupational therapy,
physiotherapy,

professional role.

by Susan Smith
Pennie Roberts
Simon Balmer

This paper aims to discuss factors which
influence the provision of physiotherapy and
occupational therapy service delivery, and
consider the nature of these professions now
and in the future. It proposes that ultimately
the two professions should merge.

Changes in Healthcare Delivery )
The shift of healthcare services into the
primary care setting, increasing numbers of
older people, the rise in chronic diseases
and the philosophy of a more clientcentred
service are the drivers of changing physio-
therapy and occupational therapy roles in
this new millennium. As a result of these
issues, there will be a greater demand for
healthcare and an increasing need for
therapists.

The move to form primary care groups
and primary care trusts, that have the
responsibility for commissioning secondary
care and improving the health of the
population, is becoming one of the
lynchpins of the NHS. Two-thirds of hospital
beds are occupied by elderly people (DoH,

2000a), the population itself is ageing and

expectations of older people are changing.
The need for continuing care and rehab-
ilitation in both acute and primary care
settings is increasing rapidly. New and more
effective ways must be found to help these
older people regain their health and
independence.

Consumerism and increasing client-
centred care will add impetus to changing
therapists’ roles. It is crucial that the
fundamental principles of client-centred
practice remain at the forefront of
occupational therapy and physiotherapy.
Therapists have a unique opportunity to
facilitate client autonomy through the
nature of their rehabilitation work and their
functional approach to assessment and
treatment. The goal of a seamless service
between the acute and community sectors
‘draws on the assumption that the client is
not so much concerned with the issues of

Physiotherapy Au - st 2000/vol 86/no 8




multidisciplinary demarcation as receiving a
service that is both efficient and effective’
(Biggs, 1993).

A service with many different professionals
doing, so far as the user is concerned, very
similar jobs but not delivering a high quality
service is not the service that users may
expect or deserve (Audit Commission,
2000). As Potts (1996) stated, the challenge
facing health professionals will be to justify
why it is necessary to have ‘so many separate
professional groupings, each protective of
their own boundaries, to assess, manage and
implement care and rehabilitation’.

For physiotherapists, working in a client-
centred more socially based model of
healthcare is a radical departure from the
treatment of patients in large acute hosp-
itals dominated by a medical model of
healthcare. The diverse scenarios of care in
the community will challenge them and
their perception of their own role and those
of their fellow health workers (Richardson,
1999).

The staffing problems of the NHS
continue to remain a major issue (Goldacre,
1998). The numbers of physiotherapists and
occupational therapists, although increasing,
will not be enough to meet the users’
demands. There are many unfilled posts in
both hospitals and community settings. For
example, 20% of occupational therapy posts
are currently vacant and there are similar
shortages in physiotherapy. The National
Health Service Executive has launched a
three-year marketing strategy to attract new
recruits and encourage professionals back to
the NHS (Frontline, 2000). However, new
approaches are needed to address
recruitment issues.

The Professions of

Occupational Therapy and Physiotherapy
Archetypal professions involve autonomous
practice, an exclusive knowledge base,
service to the public, self-regulation of
standards and occupational control of
rewards.

Both occupational therapy and physio-
therapy have claimed professional status
over many years. Both have established
training courses at degree level, have licence
to practise and public recognition.

By its very nature, the healthcare labour
force is an interdependent one. Doyal and
Cameron et al (2000) discuss how different
occupational groups did not develop in
isolation from one another but as part of a
complex system capable of carrying out the

many activities that make up the NHS. They
write: ‘Despite obvious reciprocity, the
different elements of the NHS labour force
are still planned and managed in isolation.
This fragmentation has a major impact on
the quality of patient care.’

Occupational therapists and physio-
therapists share many core skills and the
debate runs on about duplication of skills,
professional boundaries and role overlap
(Golledge, 1998; Brown and Greenwood,
1999) but serious talk about the real future
of the two professions is rarely addressed.

However, some members of both profess-
ions have already sown the seeds of doubt
in the minds of the traditionalists.
Kay East, chair of the British Association of
Occupational Therapists, has said: ‘We need
to be clear that our professional practice is
unique or accept that we will be cast as
generic workers’ (East, 2000).

Physiotherapy literature also suggests that
there may be a crisis of confidence in the
profession (Bartlett, 1991) and the current
drive for evidence-based practice is causing
some therapists to doubt their credibility
(Richardson, 1999).

Overlapping of roles has been shown to
occur in ergonomics and occupational
therapy (Hignett, 2000) and practice-role
confusion is particularly acute between
occupational therapists and physiotherapists
(Conner Kerr et al, 1998). As Rothstein
(1986) has said about physiotherapists: ‘We,
as a profession, may be doing more things,
but in no way have we developed a true
sense of who and what we are.’

Undergraduate Education

In the United Kingdom both occupational
therapists and physiotherapists are currently
educated at undergraduate level in
universities. There are 29 university-based
physiotherapy courses for undergraduate
students and 27 for occupational therapy.
There are. many common areas in
undergraduate training such as teaching of
the basic sciences including anatomy,
physiology and behavioural sciences. Both
professional groups are taught skills such
as problem solving, clinical reasoning and
communication.

Six universities share modules between
undergraduate occupational therapy,
physiotherapy, and speech and language
therapy. This model of shared education is
increasing. Shared learning is popular
among undergraduates and increases
knowledge and understanding of other
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healthcare professions. It also demonstrates
the importance of multidisciplinary and
interdisciplinary teamwork - vital in this
time of increasing collaboration with other
professionals (Parsell et al, 1998).

Is shared learning enough, however? We
propose one step further - that these shared
learning modules and other forms of
interdisciplinary education ultimately result
in a dual qualification with the hope that
one day the professions will merge and a
truly responsive rehabilitation therapist will
evolve.

Physiotherapy and Occupational Therapy
Roles

The emphasis on evidence-based practice
will continue and as a result, physiother-
apists and occupational therapists will have
to justify more robustly their place in the
healthcare team.

Occupational therapists and physiother-
apists are actively debating whether their
support workers/assistants should be
generic or profession-specific, but generally
continue to look inwards when it comes to
themselves. They are busy developing
clinical specialists to protect the identity of
their professions (COT, 2000) rather than
view their own role overlap from the outside.

Conclusion

Occupational therapists, with their in-depth
knowledge of mental health issues, are
involved to a greater extent than physio-
therapists in psychotherapy, small-group
work and counselling skills for users of the
mental health services. They have a greater
input into behavioural programmes
than physiotherapists and they have a
considerable role in providing advice to
users about strategies to cope functionally
at home. They have considerable expertise
in cognitive assessment techniques.
Physiotherapists, however, have greater
input in the treatment of individuals
needing acute respiratory care, the provision
of exercise-based activities and the diagnosis
and treatment of musculoskeletal injuries.
The use of electrotherapy is more prevalent
and physiotherapists are taught specific soft
tissue techniques and skills. There is
considerable role overlap and unnecessary
duplication of key tasks. For instance, role
verlap occurs in the rehabilitation of
lder people, cardiac rehabilitation and
ccupational health screening. .
Key areas of role overlap and skill sharing
re more prevalent in holistic community
ettings where traditional occupational
erapy skills such as equipment provision,
ome visits and wheelchair assessment
nd provision may be shared with their
hysiotherapy colleagues. Professional roles
re more delineated in the acute setting
ut there is still overlap in the provision
f functional activities, neurological
habilitation, the teaching of handling and
nsfers and assessment of social needs.

Occupational therapy and physiotherapy job
roles are similar and there is current role
confusion and overlap. Physiotherapists are
becoming more aware of the ‘care and
support’ philosophy rather than their
traditional ‘cure’ philosophy (Richardson,
1999) and as a result the two professions,
already close, may overlap further. Service
users need adequate numbers of trained
therapists to provide them with the effective,
high quality rehabilitation service that they
deserve. Doyal and Cameron et al (2000)
discuss how some professions may not be
sustainable in their current form and how
new groupings may have to emerge to meet
new needs. They specifically mention how
occupational therapists face increasing
difficulties in sustaining a specific role in
an acute care setting.

Indeed, the Department of Health
(2000b) has called for ‘a more holistic
approach to workforce planning than has
been the case hitherto’. The professions of
occupational and physiotherapy have core
skills, unique skills and competencies that
need to be mapped, analysed and explored
in an independent comprehensive and wide-
ranging review.

It may then be possible to recommend
combined undergraduate education
programmes leading to a dual qualification
and ultimately have a truly combined
profession.

These new rehabilitation therapists would
be expertly skilled in all aspects of rehab-
ilitation and truly responsive to the needs of
service users in the changing NHS.
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Key Messages

B The removal of professional boundaries
in the modern NHS will challenge the
traditional professional structures of

M Changes in healthcare delivery and the
burgeoning philosophy of client-centred
care will add impetus to changing
therapists’ roles.

M The current division between
occupational therapy and physiotherapy
does not provide an ideal, client-
centred, seamless service.

physiotherapy and occupational therapy.

B Physiotherapy and occupational therapy
may not be sustainable as separate
professions.

M The way forward may be the creation of
rehabilitation therapists
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betweenthe*
occupational
therapy and.
physiotherapy
professions,
to the point -
where the
boundaries
will be
dismantled
and a new
discipline of
rehabilitation
therapy, .
combining the
very best of
both, will
emerge,

say Pennie
Roberts and
Susan Smith

years
Letters in the 1970s, discussions
in the "80s, and conferences in the
'90s all raised the issue of why
there are two professions which
both focus on rehabilitation and
which both carry out largely sim-
ilar functions.

To those cutside the professions
it is often perplexing, and to many
inside it is no clearer.

However, there are reasons ~ his-
torical and current - why the two
professions developed and con-
tinue to exist separately.

Each addresses issues of reha-
bilitation in its own way and each
contributes a set of professional
skills based around theoretical and
practice models that are different
and equally valuable.

The question this article art-
empts to address is whether the
status quo is best either for the
professions themselves or, even
more importantly, for the users of
the services we provide.

The two professions were form-
ed, and grew up, in a world which
was very different to the one in
which we now practise and it is
time to take a long hard look
at whose interests are best serv-
ed through defining ourselves by
our differences, rather than by our
similarities.

Clinically, there are many situa-
tions in which the two professions
work across traditional bound-
aries, sharing skills and delivering
a service determined by the needs
of the service user.

Managerially, many therapists
are now working within a broad
therapy framework where depart-
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mental boundaries have been re-
moved and where the focus is on
what is common to therapists,
rather than what divides them.

Educationally, shared learning
is a reality for many therapy stu-
dents, who graduate with 2 sound
understanding of and respect for
each other's discipline.

It seems, however, that attempts
to engage in debate on acknowl-
edging the growing closeness of
the two professions quickly foun-
der. Both professions appear to
perceive their shared expertise as
something to be hidden rather than
something to be celebrated.

Rather than seeing each other as
allies, there is a tendency to jump
back behind professional barriers
every time someone notices that
actually, a great deal of what is
going on in rehabilitation is not
OT or PT specific but is deter-
mined by the needs of the user.

We are two professions, justifi-
ably proud of our roots, our tradi-
tions and our core skills.

Reports from ill-advised sources
calling for generic working and a
forced merger to produce a “jack of
all trades and master of none” halt
any reasonable discussion on the
reality of interdisciplinary work-
ing and on ways that this can be
moved forward to deliver therapy
services that are truly tailored to
the needs of the individual user.

Rather than the generic thera-
pist mode! - much derided and not
a helpful contribution to the cur-
rent debate ~ alternative models
are needed to build on the profes-
sions’ strengths and maximise the
opportunities available to both in
the current push for improved re-
habilitation services.

The move to community work-
ing in primary care settings is a
key driver for change. In primary
care, and in client-based special-
isms, role overlap and consequent
skill-sharing is more evident than
in hospital-based medical special-
isms, and it is perhaps greatest in
the area of rehabilitation - a term
which has yet to be clearly defined,
but which is very definitely in
vogue, following recent govern-
ment initiatives.

The therapy professions’ res-
ponse to initiatives on modernising
the NHS and to the National Plan
must include a rationale for the
organisation and delivery of
therapy services.

Certainly we can continue with
the existing model of two profes-
sions working within multidiscipli-
nary or interdisciplinary teams.
There is nothing new there; it is a
model that has been around for
decades. Butis it enough?

If we turn things around and
look at what service users might
want and expect from the thera-

“Rather than seeing each other as allies, thereisa =
tendency to jump back behind professional bamiers

every lime someone notices that actually, a great deal
of what is going on in rehabilitationis not OT or PT -
Specilic ut is determined by the needs of e aser” _
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pists who work with them we can
only second guess. But we must
start examining what we do from
the perspective of those whom we
are there to serve.

If we take our therapist hats

off and try to imagine what we.

might want, were we to be on the

“Rather than the generic
therapist model - much
derided and not a helpful
contribution o the

current debate-
dltemative models are -
needed to build on the
professions’ strengths...”

other side of the equation, we
would want someone who was
really, really good at what they
were doing - not someone who
could do everything, and none of it
very well.

That professional would have
knowledge and expertise which
covered the whole area of our
needs; someone who recognised
their own limitations but didn't
have to stop because the next bit
was someone else’s job; someone
who could draw on 2 wide range
of skills and tools to help us move
forward; someone who could get
on with what they were good at -
rehabilitation,

What we are describing here is
somecne specialising in rehabilita-
tion from a wider base than is cur-
rently available to either single
profession, someone whose indi-
vidual scope of practice has devel-
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oped from a set of skills which has
been drawn from the best we all
have to offer.

This is about undoing the
existing packages of OT and PT
and allowing both sets of thera-
pists to extend their practice into
areas that have traditionally be-
longed to someone else.

In this new mode! there would
still be therapists doing what we
now recognise as occupational
therapy or physiotherapy, and
therapists specialising in existing
areas in both professions.

However, there would, addition-
ally, be therapists specialising in
rehabilitation, drawing on a much
more comprehensive set of prac-
tice models than is presently avail-
able to either profession.

Therapists from both disciplines
have shown a remarkable ability to
adapt to the demands of a chang-
ing society, a changing NHS and
changes in higher education. But
to date we have dodged the issue of
how much more closely the two
professions can move together.

We think there is potential for
much closer co-operation, to the
point where the boundaries will be
dismantled and a new discipline of
rehabilitation therapy, combining
the very best of both professions,
will emerge.

We think that we, the two pro-
fessions, need to engage in this
debate right now and grab the
opportunities presented by the cur-
rent reform agenda to ensure that
users of our services get the very
best we can provide.

Pennse Roberts is principal lecturer
and head of physiotherapy at
Leeds Metropolitan University, and
Susan Smith is sensor lecturer at
Leeds Metropolstan University
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