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Learning with, from and about each other within a multidisciplinary forum of 

Reflective Practice Meetings (RPMs) encourages individuals to gain a shared 

understanding of the nature of the caring task, offers an insight into differing 

(inter)disciplinary perspectives and builds a collaborative ethos in the team’s 

approach to care. Despite such noticeable benefits of working collaboratively, there 

are challenges that often hinder this within the clinical practice environment. RPMs 

can be identified as an example of interprofessional education (IPE) within a clinical 

setting. There is a plethora of drivers calling for the relationship between 

interprofessional education, collaboration and interprofessional working practice 

(IPW) to be fully realised in order for benefits to be embedded within the fabric of the 

health, education and social care systems. Therefore, one of the ways of 

encouraging a shared understanding that fosters collaborative approaches amongst 

professionals is to provide opportunities that encourage an open dialogue such as an 

RPM. Engaging with each other enables individuals to realise the ‘collaborative 

advantage vision’, leading to the social construction of knowledge and co-creation of 

a shared understanding of the nature of the caring task. Despite the divergence of 
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opinion within the literature, there is a general acknowledgement and consensus 

about the immense benefits of embedding IPE and collaborative approaches within 

the health, education and social care systems. This thesis argues that RPMs are an 

example of IPE. As a result, a study was conducted within a specialist Secure 

Forensic Mental Health Service for Young People (SFMHSfYP (The Unit). The study 

is underpinned by IPE informing theory couched within a framework. The framework 

provides a lens to explore the research questions that were derived from the 

literature review. Methodologically, a case study approach (single site) is 

operationalized. The data collection methods included conducting Participant 

Observations, audio recording of RPMs, completion of Reflective logs (by 

participants), and audio recordings of One-to-One semi-structured interview. The 

data analysis process entailed transcribing of audio recorded material verbatim and 

this was followed by employing a thematic analysis of content. Three themes 

emerged namely; Nature of the Caring task, “Keeping the show on the Road”, and 

Use of Space. A critical descriptive analysis of the themes is presented within the 

findings chapter. This is followed by a critical analysis of the super-ordinate themes, 

thus providing refined research study outputs of the processes that occurred within 

the RPMs namely; Communication and sharing information, Negotiation of different 

value systems, Power relations and reflections on power, Emotional offloading, and 

Personal and group reflection. The study recommends that further research is 

required in order to extend the field of IPE in particular understanding the role of the 

unconscious processes within a reflective practice context.     
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Definitions of Terms Abbreviations and Acronyms 
               _____________________________________________________________________ 
 

 
Term/Abbreviation/Acronym 

 

Definition/meaning 
CAMHS:  
 

Child and Adolescent Mental Health 

Services  
Clinicians: is used in this thesis to denote healthcare 

professionals although this is utilised less 

frequently due to the limited scope of its 

application.  
Collaboration: is “an interprofessional process of 

communication and decision-making that 

enables the separate and shared 

knowledge and skills of healthcare 

providers to synergistically influence the 

ways client/patient care and broader 

community health services are provided” 

(Way et al., 2002: 3). 

Interprofessional Education: occurs when two or more professions learn 

with, from and about each other to improve 

collaboration and the quality of care 

(CAIPE, 2002). 
Interprofessional Working Practice 

(IWP): 
is a task-focussed team activity between 

members of different professions who 

communicate and learn from each other in 

order to achieve shared objectives. 
Interprofessional: the process of different teams working 

together involves professionals from 

different disciplinary backgrounds (e.g. 

nursing, medicine, social care, optometry) 

working together, often in teams, to improve 

the quality of care provided to individuals, 

families and communities (Butt et al., 2008). 
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Professional:  is used within the thesis to denote 

individuals who were involved with the care 

processes within a secure Forensic 

Adolescent Mental Health Unit. The term is 

used to reflect the work carried out by 

individuals from different professionals and 

disciplinary backgrounds. Its use reflects 

individuals with an Education, Allied Health, 

Medical, Nursing and Social Care 

background. The literature refers to the 

term professional to denote individuals who 

hold registration with a professional body 

however, for ease the term is used in this 

thesis in order to encompass the 

contribution made by individuals like 

Healthcare Assistants and Activities co-

ordinators who may not hold formal 

qualifications and as a result are not 

regulated by a formal body.     
Multidisciplinary Team (MDT): refers to professionals from different 

disciplines e.g. education, medicine, social 

care, nursing who regularly meet to discuss 

individual patients. Independent 

contributions are made by the different 

professionals regarding decisions on 

diagnosis or treatment of each patient 

identified. 
Practitioners: although used less frequently in the thesis, 

the term is used to denote individuals 

mainly from a social care background due 

to much of the social work literature that 

makes reference to ‘practitioner’. 
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Service user:  is someone who uses health, social care and/or 

children’s services. For reasons of brevity, the term 

service user has been adopted within this thesis but is 

redefined to include service eligible people. The term 

service eligible people may include service users, 

people who choose not to use service, people who 

have been rejected by services or people who are 

invisible to services but have unmet needs (Advocacy 

in Action). 

 

Secure Forensic Mental Health 
Service for Young People: 

(SFMHSfYP) 

are Units that were commissioned nationally to 

provide care and interventions to young people 

between the age of 12 to 18. 

 

 

Students:  
 

is used interchangeably to denote individuals who 

have gained registration or accreditation though still 

engaging with learning activities as part of the 

continuing professional development process. The 

term is also used to refer to individuals who are 

embarking on their training during the pre-qualification 

phases. 
Teamworking: can be defined as ‘a considered action carried out by 

two or more individuals jointly, concurrently or 

sequentially. It implies common agreed goals, clear 

awareness of and respect for others’ roles and 

functions’ (Boyd and Horne, 2008: 5). 
Young people (YP):  
 

This term is used to refer to service users who were 

admitted and treated within The Unit. 
RIO: Records In Operation – (electronic patient records or 

notes). 
 

IPC: 
 

Interprofessional Collaboration. 

RPM/s: Reflective Practice Meeting/s. 
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1. CHAPTER 1: INTRODUCTION 

 

 Chapter Introduction 
  ___________________________________ 

This chapter offers the research contextual background and also provides the information in relation 

to the nature and significance of the research study. ‘The Unit’ (as the ‘where’ the research case 

which is the subject of this thesis) is part of a network of 6 Units that catered for young people 

experiencing mental health problems and warranted to be cared for in a Secure Adolescent Forensic 

Mental Health Setting. Below I will also present the outline of the chapters contained within the 

thesis.  

 Research Focus 
 ____________________________ 

Empirical research in relation to Reflective Practice Meetings (RPMs) within a context of 

interprofessional education (IPE) and collaboration within clinical practice settings is lacking. This is 

especially pertinent given the challenges that face professionals from disparate disciplines in the 

mental health sector and even more so within forensic mental health settings. The application of 

different concepts, for example, situated learning, social learning, group dynamics and 

organisational analysis literature has been less well investigated for its potential usefulness to 

explain the process that occur when professionals engage with each other within health, education 

and social care in an IPE context. Within the literature there is information to illustrate the benefits 

of IPE and collaboration across sectors. However, most research studies fail to articulate the 

processes that occur in order to explain the mechanisms that influence the way professionals 

engage, share information, knowledge, co-create a shared understanding of the team objectives and 

learn to realise better outcomes for their respective areas of practice. A central theme of the 

exploration of this thesis is that Reflective Practice Meetings (RPMs) are an example of IPE thus, the 

processes that occur within such a context ought to be explored to elucidate the impact of these 

meetings e.g. on patients, professionals, teams, (clinical) community, organisation and inter-

organisationally. The research is informed by a theoretical consideration that follows a continuum 

e.g. micro level to macro level discussion. For example, utility of cognitive constructivism (personal 
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reflection), social constructivism (micro) and communities of practice discussion. The aim of this 

research is to answer questions in relation to use of RPMs as space to learn with, from and about 

each other. Secondly, the therapeutic interactions that professionals encounter as an everyday 

reality of their intervention work when shared within an RPM context and the effects of the stories 

of engaging with Young People on The Unit in relation to self, others and how professionals in turn 

respond to each other is examined. Emphasis on the Child and Adolescent Forensic Mental Health 

context is considered important due to the complex intersection of differing legal and regulatory 

frameworks that are complementary and at times contradictory that this research raises to the fore. 

The research is undertaken within an interpretive research paradigm (Burrell and Morgan, 1979) 

which allows an in-depth examination of RPM processes that occur within The Unit in a naturalistic 

sense. This research does not aim to test a framework or produce a general law for RPM facilitation. 

Instead, the objective is to gain a deeper insight into the process involved in reflection, sharing 

knowledge, information, experiences and ascertain the nature of learning (if any) during the RPM 

interactions that occur between individuals from diverse professional disciplines and sectors.    

The aim of the study was to gain an in-depth understanding of participants’ views of the RPMs and 

how they engage with the interprofessional reflective practice meetings in order to establish if 

participants’ views and actions were consistent with the notion of learning with, from, and about 

each other (Centre for Advancement of Interprofessional Education, CAIPE 2002: no page number). 

In addition to this overall aim, the objectives of the research are as follows; 

• to provide a critical exploration of the interprofessional reflective practice meetings 

processes within an interprofessional education context; 

• to gain an understanding from varied interprofessional perspectives of how 

interrelated influences of ideas impact on working practices and possibly service 

user outcomes.  

 Thesis Outline 
  __________________________ 

This thesis is divided according to the steps taken to address the research study aims presenting 

logical and coherent progression of ideas as realised during the study. Firstly, Chapter 2 is a review 

of the empirical, policy and practice literature. A narrative approach was taken to present the 

identified and selected literature on IPE, collaboration and reflection. This is followed by a 

comprehensive discussion relating to the aims and objectives of IPE. A provision of such an extensive 
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discussion articulates the significance of IPE going forward and conceptualises Reflective Practice 

Meetings (RPMs) as an example of IPE that can potentially offer interesting and useful insights into 

the mechanism by which professionals react, share information and knowledge. Reflective Practice is 

a relatively unexplored area that may present an avenue to understand and translate learning within 

an interprofessional context anew. The policy and practice literature is also included in the review to 

illustrate extensiveness and depth of IPE initiatives and how they extend across sectors. Importantly, 

there is an assumption that since IPE has been directly or indirectly referred to within the policy 

literature, its effects can be readily realised without carefully thinking about how to operationalise 

IPE initiatives within differing contexts. As for the practice literature, the group relations and 

dynamics perspectives are rarely articulated to inform knowledge construction in IPE and yet these 

are clearly linked to the Reflective processes. The chapter also critiques perspectives of IPE and 

discusses drivers for IPE. Due to the ambiguity in literature, this chapter gives a debate on the terms 

used to describe how the operational terms in the thesis were settled upon. The benefits of IPE, 

Interprofessional Collaboration (IPC) and Interprofessional Practice Working (IPW) are discussed and 

implications of IPE within the wider context articulated.   

Chapter 3 presents details about the conceptual framework guiding the research study. The theories 

that the researcher drew upon are articulated. In so doing, the theoretical disciplines that intersect 

within such a study are realised. For example, the research case represents individuals from diverse 

disciplines and the facilitation of the RPMs is based on the group relations theories e.g. the 

unconscious processes at work. Whereas, the teaching workforce drew their frame of reference 

from the teaching discipline whilst the health and care professionals drew their ideas from their 

respective fields. To understand the complementary and at times competing perspectives the 

theoretical model developed to explore the processes occurring within the RPMs captures the multi-

level and multi-dimensional elements that the researcher wished to look through the lens of the 

individuals, the team and the Community of Practice. For this reason, the conceptual model is 

described within chapter 3 and the multi-verse positionality of the areas that the researcher aimed 

to investigate presented. 

Chapter 4 describes the research context in which the research questions are going to be realised. 

The interconnectedness of The Unit and the operational context in which it exists is articulated. The 

Unit does not exist in isolation and the complexity of delivering care to an increasingly disturbed and 

disturbing patient population often with forensic histories occurred across all Units of this network. 

Thus, a thorough and comprehensive outline of The Units, their function, assessment as well as 

treatment models and modalities is described. The measures implemented to evaluate outcomes of 
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The Units are also discussed. The interface between health, education, social care and the criminal 

justice is described and how this gives rise to the legislative and regulatory affirmation in which the 

research case is located. The types of mental illness and disorders with which Young People (YP) 

presented and The Units that treated the YP are described. Despite The Units being viewed at times 

as falling in one network with a shared admission policy, it has also been argued that there are 

contextual differences and; these are described within Chapter 4. Specific details about the YPs 

catered for on The Unit is discussed towards the end of the Chapter. Details of the researcher’s 

background in mental health and motivations to engage with the research study have been 

provided. The researcher’s personal perspective on and experience of RPMs has also been 

articulated. 

Chapter 5 are methodological steps taken to engage with the research study. The philosophical 

assumptions held by the researcher about the nature of knowledge, reality and values of conducting 

a research study within an interpretive paradigm is provided. The reasons for adopting a case study 

methodology is described. In addition, an illustration of the research design and the methods 

contingent to the methodological choices made are discussed. This chapter discusses strengths, 

dilemmas and potential pitfalls of utilising triangulated data collection research methods in 

qualitative research. The chapter concludes by a discussion of the theoretical basis and analytical 

procedures taken to sift through gathered data.    

Chapter 6 provides a discussion on the findings of the study. It shows that in RPMs professionals co-

create a shared understanding of the “nature of the caring task”. The stories shared within RPMs 

help professionals to learn with, from and about each other through discussing experiences of 

working with disturbed and disturbing patients. As part of understanding the “nature of the caring 

task” professionals learn to manage the “boundary between the inside and outside”. The RPMs are 

utilised to explore staff dynamics that come to existence during the everyday realities of working 

with each other and YP on The Unit. The RPMs provide scope for staff to “keep the show on the 

road” by utilising different knowledge repertoires taking note of periphery, legitimacy and 

participation. This chapter provides further evidence of the IPE processes that occur within RPMs.  

The subsequent chapter, Chapter 7 integrates findings in regards to IPE and collaboration. The 

chapter discusses the relationship between the overall construction of IPE processes that emanated 

from the findings and the wider IPE context. The significance of the RPM context to understanding 

the IPE processes can then be realised. Chapter 7 also includes the following; Reflections, Answering 
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the research questions, Research practical and theoretical contributions, limitations and future 

research and concluding remarks.   
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2. CHAPTER 2: LITERATURE REVIEW 

 

 Chapter Introduction 
___________________________________ 

This chapter identifies the research gap with respect to the relevance of RPMs within the Mental 

Health sector and therefore what original contribution this study can offer. The chapter describes 

the process of identifying, selecting and reviewing the literature that informed the formulation of 

the Research Questions. Thereafter, the chapter defines IPE, IPW and IPC and a brief explanation of 

these terms is presented. The reason for the decision to use a particular IPE definition to 

operationalise the research study is offered. This is followed by an exploration of the dominant 

arguments/ debates in the use of IPE in different sectors. The themes discussed illustrate the 

importance of IPE within differing sectors such as health, education, criminal justice social care and 

commercial. Competing opinions in relation to the value and purpose of IPE are discussed. Finally, 

this chapter acts as a backdrop to Chapter 3 in which the conceptual framework that acts as a lens to 

explore the RPM processes within The Unit is introduced.  

 Identification and selection of studies/literature 
________________________________________________________________________ 

Literature was reviewed to understand the nature of arguments and developments within the IPE 

field. The literature search was conducted using various electronic databases and other relevant 

platforms such as Sage using search terms e.g. IPE, collaboration, collaborative practice, etc either 

alone or in combination. Four major bibliographic databases (PubMed, Medline, Cochrane and 

PsycINFO) were searched by combining terms (both MeSH terms and text words) indicative of IPE, 

collaboration and practice. The search of databases and websites resulted in the identification of 

articles, books, critical reviews and manuscripts and commissioning reports which were relevant to 

IPE. In relation to the literature searched on the four databases, abstracts were read according to 

relevance of the topic although this was misleading at times because after revisiting omitted titles of 

studies some warranted being included for review due to their relevance as they help develop 

arguments in relation to the importance of the research study. Relevant additional materials for 

example, policy documents and commissioning documents and data captured on the National Case 
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Register were also retrieved to inform the study. Due to the heterogeneity of the sources of 

information, no attempt was made to apply a standard rating of methodological quality. The 

literature review takes a narrative approach.  

However, the reason for using a narrative approach is based on the view that a narrative literature 

review offers a flexible approach to presentation of different literature sources. For this reason, a 

narrative literature review is described as a comprehensive critical and objective analysis of the 

current literature on a specific topic, that enables the researcher to identify patterns and trends in 

what is known about a topic so that inconsistencies and gaps in knowledge can be identified 

(Onwuegbuzie and Frels, 2016). As a result, this approach is used in this thesis to enable policy, 

practice and empirical literature to be utilised in order to explain the nature of the problem in a bid 

to understand the intricate connections between the different types of literature that inform IPE.  

 Purpose of IPE  
___________________________ 

Claims of the benefits of IPE are not insignificant as these includes evidence of improvement in 

working practices and benefits for service-user outcomes. Barr et al., (2005a) has argued that IPE has 

worked to restore equilibrium when working relationships have been destabilised, with the 

unquestioned authority once enjoyed by the established professions challenged. Barr et al., (2005a) 

highlights that as hierarchies have been flattened and demarcations blurred, new professions have 

grown in influence and this has resulted in power being gained by consumers therefore this has 

prompted an informed public to expect more from public services. This turn towards IPE has been 

described by some, including Colyer and colleagues (2005), as a ‘paradigm shift’ away from 

established patterns of teaching and learning in professional education, towards creating  a synergy 

between individuals that seems to generate situated experiential learning different from the 

propositional and practical knowledge of the different professions. 

Barr et al., (2005b) summarised the reasons why IPE has developed as follows to: (i) modify negative 

attitudes and perceptions, (ii) implement policies, (iii) supply sufficient care within available 

resources (iv) developing a workforce that is more flexible (DoH, 2000) counter reductionism and 

fragmentation as professions proliferate in response to technological advance (Gyamarti, 1986) and 

(v) integrate specialist and holistic care (Gyamarti, 1986).  

 



 
 

   26 
 
 

 Debates on Terms 
________________________________ 

Interprofessional collaboration has been described as an integrated family of processes that are 

related to each other but each with their own special and distinct characteristics (Barr and Brewer, 

2012). This has caused reflections on the plethora of terms that are used to describe and define the 

differing kinds of collaborations that take place between professionals. Barr and Waterton (1996) 

cited by Lutfiyya et al., (2016: 8) defined collaborative practice by stating that it “happens when 

multiple health-related workers from different professional backgrounds work together with 

patients, families, care givers and communities to deliver the highest quality of care.” Clements et 

al., (2007: 27) identify interprofessional collaborative practice in health care as “occurring when 

multiple healthcare workers from different professional backgrounds provide comprehensive 

services by working with patients, their families, carers and communities to deliver the highest 

quality of care across settings”. Thus, the difference between the two quotes is that the latter adds 

‘across settings’. Opportunities to share experiences with individuals who represent different 

disciplines (e.g. teachers, social workers, nurses etc) and reflect on/in action is thought to enhance 

collaboration between each other, across organisations/agencies and with service users. This also 

has a potential to harness the benefits of collaborations and can help identify challenges that can 

impede collaboration which require overcoming to enhance this collaboration between each other, 

across organisations/agencies and with service users (including significant others (Jonhs, 2013). The 

commitment to IPE as a pedagogical approach that can foster collaborative advantage (Huxham and 

Vangen, 2010) reflects an acknowledgement, at Governmental level of the existence of fundamental 

problems resulting from a legacy of disjointed care practices in the past (Payler et al., 2008; 

Department of Health, 2014). Whereas, The World Health Organisation (WHO) (2010:13) adopts a 

more extensive definition in which collaboration not only includes learning together but also 

working cooperatively together. They describe this as interprofessional working (IPW) which is “a 

task-focussed team activity that occurs between members of different professions who 

communicate and learn from each other in order to achieve shared objectives”. In this thesis, the 

WHO’s (2010) comprehensive definition of IPW is employed where applicable. Other terms such as 

Interprofessional Education (IPE) and Interprofessional Learning (IPL) are sometimes used 

interchangeably (Suiter et al., 2015). Whereas, Davidson et al., (2008) conceptualise IPE as a subset 

of the broader construct of IPL, which they consider includes any sort of interprofessional 

experience where learning may occur, such as informal and formal activities at any stage before, 

during and after initial qualification. Similarly, Barr and colleagues (2005b: 23) refer to IPL as a 

consequence of some type of educational experience “learning that arises from an interaction 
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between members (or students) of two or more professions either as a product of interprofessional 

education or happening spontaneously”. However, both the informal as well as formal nature of 

activities within multiprofessional or interprofessional groups of people are emphasised in the 

literature when referring to either IPE or IPL (Birch, n.d.). Whilst the definition of interprofessional 

collaborative practice and interprofessional working has synergies with Stone’s (2010) definition of 

IPE there is a greater focus on learning in the latter. According to Stone (2010) IPE represents an 

overarching philosophical stance, which embraces lifelong learning, adult learning principles, critical 

reflection, and an ongoing active learning process within and across cultures and disciplines in health 

and social care. Hammick and colleagues (2007: 736) add to the perspective of mutual professional 

growth for improved patient care defining IPE as ‘those occasions when members (or students) of 

two or more professions learn with, from and about one another to improve collaboration and the 

quality of care.’ The WHO (2010: 3) also focus on patient care and outcomes defining IPE as 

“occurring when two or more professions learn about, from, and with each other to enable effective 

collaboration and (to) improve health outcomes”.   

The prepositions with, from and about are regarded as complex for example, the phrase ‘learning 

with each other’ includes active engagement, co-location and equally valued. Learning ‘from’ others 

is often characterized by trust, respect and confidence in others’ knowledge (Bainbridge and Wood, 

2012). Further, concepts linked to learning ‘about’ include knowing about people outside one’s 

professional role and how to interact with them. Also, terms such as collaboration when used refer 

to Whittington’s (2006) definition that is, professions practising with a discourse that embodies 

knowledge, skills, values, practices and narrative identities that exemplify collaborative 

interprofessionalism (rather than creating a new ‘interprofessional’ professional identity). This goal 

can be driven by interprofessional learning (IPL) which according to Howkins and Bray (2008:18) is “a 

process in which different professionals learn from each other through interaction to develop 

collaborative practice.” Reeves (2010) postulated that for interprofessional collaborative practices to 

develop, one way is to foster an ongoing, interactive and empowering process for healthcare 

practitioners. Way and colleagues (2002) viewed collaboration as an interprofessional process that 

involves the way professionals communicate and make decisions thus enabling separate, as well as 

shared knowledge and skills of those involved in the care of others to synergistically influence the 

ways service users/patient care is delivered. Reeves (2010) adds another dimension to the discussion 

of learning to learn and work together by indicating that there is a need for specific emphases to be 

placed on the role of decision making within health and care practice that is driven by 

interprofessional collaborative approaches. For this reason, IPE is thought to facilitate the realisation 
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of interprofessional collaboration practice and working. Vyt and colleagues (2015) argue that when 

professionals work collaboratively, better service user outcomes, experience and satisfaction can be 

realised.  

Therefore, to avoid any confusion about the terminology used in this study, the researcher uses the 

term IPE to refer to both IPE and IPL throughout this thesis from now onwards and adopts the widely 

acknowledged definition of the Centre for the Advancement of IPE in the UK, who define IPE as:  

when two or more professionals learn with, from and about each other to improve collaboration and 

quality of care (CAIPE, 2002).  

 Perspectives of IPE     
_________________________________ 

One element of this study was to capture clinicians’ constructed stories in RPMs and their 

relationship to interprofessional care processes as part of a collective lived enterprise within The 

Unit. Romanow (2002) discusses IPE in the context of nested narratives and presented multiple 

perspectives about the value of IPE and posits that the way stories are constructed is important to 

the way they are understood. Nevertheless, meaning understood is not always the same as the one 

intended. Within the area of IPE there are varied debates that are particularly influenced and 

informed by differing perspectives within the discourse communities e.g. health. The debates 

include the usefulness of IPE and consequently the benefits it brings to service users. Most literature 

sources maintain a consistent position in relation to benefits of IPE. For example, studies conducted 

by Wener and Woodgate (2016) and systematic reviews (Barr and Low, 2011; Reeves and Hean, 

2013; Barr and colleagues 2014) highlight the benefits of IPE as an enabler for the development of 

the aptitude and knowledge base required to respond to complex needs of patients through the use 

of collaborative approaches. Wener and Woodgate (2016) used a four-stage developmental 

interprofessional collaborative relationship-building model to explain the emergent core category of 

collaboration in the context of co-location. The four stages included 1) Looking for help, 2) Initiating 

co-location, 3) Fitting-in, and 4) Growing reciprocity. They observed that patient-focus and 

communication strategies were essential processes throughout. Barr and colleagues (2014) share 

similar viewpoints in relation to relationship building processes within teams. Therefore, there are 

perceived and/or actual advantages of IPE for example, facilitation of team development. However, 

Bleakley and colleagues (2013) argued that collaboration across professional disciplines is perceived 

as something that leads to an erosion of professional identities because they are perceived as a 

team with a specific task rather than a collection of individual professionals. This viewpoint may 
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reflect a reductionist standpoint, due to lacking of understanding of the broader aims of 

collaborative enterprises. Paranoia and suspicion prevails about what IPE is aiming to achieve 

(Leathard, 2003). As an example, Romanow (2002) pointed out that some clinicians view IPE as being 

driven entirely by the economic argument. From this point of view, IPE is thought as a facilitator to 

the establishment of ‘generic practitioners’ in order to potentially save costs at the same time 

addressing the pay disparity gap between professions. This seems to reflect the double-edged 

nature of IPE initiatives i.e. IPE aims to address pay gap differences as well as potentially saving 

costs. Whilst this may be well received by some disciplines, others may view this as a step too far 

due to the perceived or actual effects of IPE outcomes (Romanow, 2002). For example, this may 

curtail the power base and dominance enjoyed by some professions e.g. medical practitioners but 

viewed by others as undesirable. Fawcett (2014) emphasized a less instrumental view of IPE saying 

that IPE provides opportunities for the students representing different disciplines to come together 

and learn about each other’s roles and activities. 

It is evident that motives of IPE are contested. For this reason, Fawcett’s (2014) observations of the 

meaning of “inter” are useful. This may lead to some viewing it as promoting the process of 

relinquishing professional identity to accommodate an interprofessional identity. Furthermore, 

conclusions can be drawn that boundaries amongst professional disciplines can be blurred and as a 

result this potentially leads to a loss of role distinction and role activities. This may be seen as a 

threat to professional identity and expertise that others state are important and should be protected 

at every cost. This could potentially create tensions and suspicion within teams (Hudson, 2007). 

The main debates within the literature are centred on the intentions of IPE. For example, it is argued 

that IPE is about developing generic practitioners and this may result in erosion of the relevance of 

current disciplines whereas, others argue that IPE is about moulding attributes such as respect of the 

contributions of other disciplines, effective communication, understanding different values within 

clinical encounters and facilitation of their use to develop collaborations. Fawcett (2014) points out 

that interprofessional informed attributes are a requirement of different professional disciplines to 

work effectively so as to respond to changes in service delivery models. One reason for this is that it 

illustrates a departure from traditional models that inform care from a training in practice 

perspective, as well as within the classroom as it facilitates opportunities to forge new partnerships 

(Fawcett, 2014). It is also purported that interprofessional collaboration creates organizational 

changes, and equips health care professionals for team-based work (Suiter et al., 2015). Barr (2015) 

argued that IPE is about informing, conforming or transforming as a consequence IPE informed 

curricula in Approved Education Institutions is required; however, practice environments that 
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accommodate IPE informed care are essential. A generally agreed view is that students should be 

able to translate the learning gained within HEIs to the clinical practice environments thereby 

embedding the experiences gained through IPE. On the contrary, Craddock and colleagues (2006) 

argued that IPE seems to be ‘fashion’ as it can be viewed as ‘something that is simply good’ without 

robust empirical basis. However, they acknowledged that IPE may be informed practice as there is 

emerging evidence of IPE as being based on sound theoretical foundations. Admittedly, Bleakley 

(2013) illustrates that there is a plethora of theories to explore IPE. However, their application is 

limited, hence advocates e.g. Barr and colleagues (2013) propose a move toward the development 

of a theoretical framework.  

Freeth et al., (2002) and McDonald et al., (2012) consider IPE as something that helps delve into the 

more complex and dynamic areas of practice such as issues around knowledge construction, status, 

power discourse and collaboration. Despite the assertions and counter assertions about the value of 

IPE, there is general consensus about its positive role in service delivery and value in improving the 

overall quality of health care outcomes (Vyt et al., 2015). Reeves and colleagues (2010) indicated 

that the popularity of IPE as a strategy to enhance the ability of professionals to work in 

interprofessional teams grew substantially over the decades. Thus, understanding the processes and 

outcomes of IPE is essential. As an example, IPE offers a basis for exploring the interconnections 

between theory and practice such as the way communication may occur in practice. It is argued by 

Barr and colleagues (2014) that through professional dialogue IPE potentially creates shared and 

different understanding of knowledge repertoires, and how these influence emotions, behaviours 

and actions in individuals. Central to this is the role of IPE in creating opportunities to talk and share 

experiences from different professional positions which may help shape practice and influence the 

way professionals view each other’s role. The value and focus placed on IPE differ. For example, 

Romanow (2002); Priest and colleagues (2008) and Barr and Low (2011) identify IPE as an important 

pedagogical approach for preparing students’ readiness for practice. Further, they argued that IPE 

help staff already qualified to provide care collaboratively. Similarly, Hean and colleagues (2012) 

noted that IPE is an enabler for social interaction as clinicians are afforded the opportunity to engage 

in a deeper dialogue about their different perspectives on clinical issues. Consequently, there is 

general acknowledgement that the appeal of IPE is that it enhances collaboration based on the 

premise that when professionals begin to work in collaborative informed manner, it is noticeable 

that the care provided to patients improves (Barr et al., 2014). Buring and colleagues (2008) and 

Mgutshini (2010) echo the above views by postulating that interprofessional collaborative teams 

often enhance the quality of patient care, as costs are lowered, medical errors reduced and decrease 
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in patients’ length of stay in hospital. The observations of IPE as influencing these factors are 

persuasive and appealing; however, it is notable that robust and meaningful studies are lacking 

(Fawcett, 2014) particularly how professionals learn through sharing experiences with others within 

an interprofessional reflective practice context. 

Barr and colleagues (2014) purport that the link between IPE and the influence it has on 

collaborative practice needs careful articulation and exploration in order to establish if indeed 

patients receive safer, and high quality care. For this to be realised some models have been 

identified to be useful e.g. embedding IPE within the training phases, and following up with 

evaluative studies to ascertain impact of training on students’ (most disciplines) readiness to deliver 

collaborative informed care. Buring and colleagues (2008) noted that it is not the norm in most 

Colleges and Universities for students from different disciplines to be taught together. Visser and 

colleagues (2017) identified one of the reasons for this as being anchored within the discipline-

centric attitudes that still prevail. Additionally, challenges such as differences in role perception 

exacerbate problems (e.g. in relation to decision making) and this is recognised as something that 

extends beyond the classroom setting. Engaging with IPE within the clinical settings (sometimes 

referred to as the learning climate, or clinical learning environment) remains elusive as clinicians 

continue to display unwillingness to forego some of the deeply embedded stereotypical views held 

about each other. This is compounded by a lack of resources committed to support IPE activities 

(Hall et al., 2013). Boreham (2007) echoes these arguments, indicating that issues relating to 

autonomy of distinct professional groups, incompatible frameworks for understanding problems and 

the prevailing culture of individualism make interprofessionalism (Ginsburg et al., 2005, Hall et al., 

2013) through IPE activities difficult to realise (Guraya and Barr, 2018). Solomon and colleagues 

(2011) and McDonald and colleagues (2012) identified IPE as an extremely delicate process because 

it raises issues relating to knowledge, status, power, accountability, personality traits and culture 

that surround interprofessional collaboration. The researcher considered different frameworks in an 

attempt to inform and research into RPM processes linked to IPE in settings such as The Unit. 

 Introduction to Drivers for IPE 
________________________________________________ 

Despite the lack of robust evidence there are clear policy drivers for IPE.  D'Eon (2004); Barr and 

colleagues (2005), and Priest and colleagues (2008) acknowledge that there is lack of robust 

evidence that IPE contributes to more effective collaborative practice and improved patient and 

client outcomes. However, as already alluded to, there are clear policy drivers from the UK 
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government to include IPE as part of professional practice with the aim of encouraging collaborative 

practice and partnership working (Irvine et al., 2004). The main socio-historic drivers leading to the 

development and implementation of IPE were to help the improvement of health and social care 

services in order to realise benefits of integrated approaches to care (Five Year Forward View: DoH, 

2016). This is attributable to changes in the delivery patterns of health and care services for 

example, this was in the wake of more care within the community setting. The shifting context of 

delivering mental health services within the community was not without its problems. For example, 

there have been notable untoward incidents as illustrated (e.g. Coid, 1994) that occurred within the 

mental health sector although it has to be noted that this was by no means limited to mental health 

service care provision.  

The many dimensions of healthcare provision for example, timeliness, safety, equity and efficiency 

are often markers of quality care. These markers of quality care provision are drivers for IPE. Thus, 

there is a general acknowledgement within the literature sources for example, Croker (2011) that 

patient centred care, co-production of care plans and collaboration can be underpinned by IPE. It is 

recognised that there is no single professional discipline that can attend to all the needs of the 

patient in isolation (Barr et al., 2014). For this reason, Trede and colleagues (2016: 261) postulate 

that “effective, efficient, safe and equitable patient-centred care requires professions to work 

together”.  The process of working together is noted as occurring: 

when multiple health workers from different backgrounds work together with patients, 

families, carers and communities to deliver the highest quality care (World Health 

Organization, 2010: 7 cited by Trede et al ., 2016: 261). 

There is paucity of evidence about programmes examining the impact of interprofessional practice. 

Although some successful interprofessional practice programmes within health and care settings are 

reported (Barr and Brewer, 2012), it has been noted that majority of the programmes remain pilot 

studies. Furthermore, the programmes are also noted to be championed by individuals and are not 

integrated into the fabric of the organisational structures within institutions (Barr and Brewer, 

2012). Consequently, this lack of integration into organisational structures makes  these 

programmes unsustainable. However there appears to be an improved shift in attitudes towards a 

desire for interprofessional practice, though, progress is limited as professional rivalry and power 

balance issues prevail within health and social care settings (Braithwaite et al., 2013).  
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 Drivers/ Affordances for IPE            
_____________________________________________ 

There are several drivers/affordances for IPE and these are discussed below. 

2.7.1. Socio–Political Drivers  

    ___________________________________ 

In healthcare, allegations of poor practice and care delivery were highlighted by the Francis report 

(2013) at the Mid-Staffordshire Foundation Hospital. The findings from the inquiry led to two 

hundred and ninety recommendations being made. These recommendations were embraced 

wholeheartedly for implementation for example, the recommendations were a driver for the 

opening up of new parts on the Nursing and Midwifery Council register such as the one for Nursing 

Associates. It is also important to note that, the then Secretary for Health took some steps at 

introducing inspection measures that were rigorously applied within hospitals (Francis, 2013). As a 

follow up to the Francis inquiry a further fourteen inquiries were instigated to be overseen by Sir 

Bruce Keogh. The main focus of the inquiries were to explore the high mortality rates that some 

hospitals were experiencing. Yet again, The Keogh report (2013) reinforced the need for better 

communication between professional disciplines and across services. It was envisioned that the 

needs of patients were to be centre stage as the primary focus of the National Health Service 

delivery process. Although the outcome of these inquiries did not explicitly make reference to 

Interprofessional Education its implications would have far reaching consequences. Undoubtedly, 

the idea that was propagated was one of mastering quality and patient safety through 

interprofessionally informed learning. Importantly, the learning should be part of the initial 

preparation and lifelong education of all health care professionals (Francis, 2013; Keogh, 2013).  

Since the introduction of the NHS and Community Care Act in 1990, (recently reinforced within the 

Care Act 2014) there have been some serious incidents resulting in questions raised about what the 

act was aiming to achieve. Perhaps the case which best demonstrates this, is the murder of Jonathon 

Zito at Finsbury Park tube station in 1994. Jonathon was killed by Christopher Clunis who was a 

mental health patient and the case made the balancing of risks and liberties a political issue. For 

these reasons, (safety and security, response to mentally unwell patients) the rising number of 

formal inquiries into untoward incidents recommended multi-faceted approaches to address the 

practical realities faced by professionals working within a modern NHS. Shepherd (1996) notes that 

these inquiries formalised in 1994 by the procedure outlined by the Government order HSG (94) 27 

have been well documented by the Zito Trust e.g. where the nuances, particularities, and challenges 
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of one person (a health practitioner) working with another person (a patient) can be reflected upon. 

Significantly a number of untoward incidents is generated by patients who have been discharged 

from hospital, at times the patients were discharged by the Mental Health Act tribunals or Mental 

Health Act managers, of which a heightened majority had been detained on a Mental Health Act 

section previously. As a result, public and Government perception was that community care was 

failing (DoH, 1998). As a consequence of these incidents, demands have been made that service 

users are kept longer in hospital such as secure Forensic Mental Health settings (Dimond and 

Chiweda, 2011). However the increase in such incidents has been a driver for an increase in the 

number of Medium Secure Unit beds thus creating a ‘creeping forensic asylumisation’ and questions 

have emerged about how professionals can deliver a better service (Dimond and Chiweda, 2011).  

These incidents have also resulted in a lack of appetite by the public to embrace ideas that inform 

transition of care from High Secure Hospital to Medium Secure services in order to pave the way for 

reintegration of offenders into the community (Khan, 2010). The case of Christopher Clunis and the 

debate on community care continues to be an issue of contention and sharp focus because 

Christopher Clunis is reported to have been transferred to a Medium Secure facility, the first ‘step-

down’ from his detention in a High Secure Hospital. Jayne Zito regards his eventual release from 

hospital as ‘inevitable’ and regards both Clunis and her husband, Jonathon, as victims of a 

dysfunctional care system (Shepherd, 1996). This sense of a dysfunctional system is also reflected in 

other areas too. Richardson (2007) notes that perhaps failures were inevitable due to changes in 

professional roles and how responses were mapped against some high profile cases in which 

vulnerable people were affected; often those were mental health service users, elderly, children and 

young people as highlighted e.g. by the Colwell Report (1974) that focused on inquiry into the Care 

and Supervision of Maria Colwell by local authorities and other agencies in relation to the co-

ordination between them; Laming Report (2003) focused on murder of child abuse victim Victoria 

Climbié and more recently the Francis Report (2013) focused on examining the causes of failures in 

care at Mid Staffordshire Foundation Trust. Priest et al., (2008) concur highlighting that a notable 

series of communication lapses over the years did contribute to disastrous outcomes such as those 

cited by the Clyde report, (1992); the story of Peter Connolly (Community Care, 2009) and the Bristol 

Royal Infirmary Inquiry (DoH, 2001). Barr (1996); Priest et al., (2008) postulate that it is not a 

surprise that these events have prompted the urgent need to identify opportunities to enhance 

interprofessional education, communication and understanding within the different sectors.  

Importantly, the need for IPE in healthcare has been identified as a global issue, and in the UK, it has 

been identified as a priority area for improving collaborative team working and interprofessional 
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communication in clinical practice settings (DoH, 2015). There is also an acknowledgement that 

effective communication within and between teams is directly related to health service user 

satisfaction and outcomes as exemplified by Spencer (2003) and the Health Service Ombudsman for 

England (2006). As a result, the DoH (2004b) supported the development of IPE in the NHS by 

proposing a core curriculum and joint training in key topic areas for staff development.  

2.7.2. Economic Drivers 

   ______________________________ 

Economic drivers also support collaboration and partnership working. This is exemplified by Faresjo 

(2006) who suggests that there are estimated huge costs attached to the ‘revolving door syndrome’ 

(patients repeating re-admission), and as a consequence it is imperative that health, [education] and 

social care professionals work together in order to supply sufficient care within available resources 

(DoH, 1999; DoH, 2013). Mgusthini (2010) termed the continuous return to mental health services as 

‘psychiatric recidivism’ a phenomenon that often impacted on budget expenditures. For this reason, 

one of the proposed solutions to dealing with the significant budgetary expenditure related to the 

‘revolving door syndrome’ across the mental health sector was a consideration of how teams could 

adjust their working practices in order to enhance service delivery (Barr et al., 2005a; DoH, 2015). 

Some changes in working practices were driven by the market-centred approaches to Health and 

Social Care. Royce (1995) highlighted that the public demanded changes to be implemented in order 

to reflect the political and policy discourse that informed delivery of services within the NHS at that 

time. Some contributors (e.g. DoH, 2015) posit that the distinction that occurred as a result of the 

internalisation of markets within the NHS made between Health authorities and Local authorities 

was enacted against a backdrop to reform increasing budgetary responsibilities. Royce (1995) argued  

that the underlying political ideologies and economic theories influenced the positionality of those 

who advocated as well as those who opposed the market based solution within the healthcare arena 

creating an environment of disharmony,. On the other hand Faresjo (2006) considers that teams 

adopting collaborative working models within the healthcare settings are most effective in meeting 

the increasingly complex needs of service users and their carers. Adding to this argument Mgutshini 

(2010) proposes that using collaborative approaches within the Mental Health sector led to a 

reduction of hospital readmission rates amongst the mental health service user population and thus 

contributed to reduction in expenditure. Furthermore, Rodrigues and colleagues (2013) noted that 

patients in other areas within the care sector benefitted from collaborative working practices due to 

a collective effort made when delivering interventions. The Department of Health (2012) indicated 

that wastage reduction is more important today than ever before given current financial constraints 
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within the different care areas, whilst  Barr and colleagues (2005) stated that it is essential that 

health and social care professionals work together in order to supply sufficient care within available 

budgetary resources.  

2.7.3. Knowledge and Skills Framework (KSF) Drivers  

     ____________________________________________________________ 

The introduction of the Knowledge and Skills Framework (KSF) was aimed at identifying common and 

specific knowledge and skills of that individuals needed to use in their NHS posts (DoH, 2004a). For 

others, e.g. Barr (2016), this thinking was not only aligned to an identification of common and 

specific knowledge and skills but there was also an economic argument that underpinned the 

introduction of the KSF. It was thought that the KSF would work as a vehicle to drive up standards of 

services within the NHS by fostering a culture of interprofessional working. Furthermore, Priest and 

colleagues (2008) indicated that the Skills for Health Organisation was tasked with the development 

of National Occupational Standards (NOS), and National Workforce Competencies (NWC) to meet 

the demands of the KSF and to aid the design of education and training programmes. Thus, IPE 

informed curricula were identified as an important aspect of the training programmes. Additionally, 

this proposal aimed to strengthen the introduction of a KSF for staff working within the health and 

social care sector (DoH, 2004a). The success of the introduction of the KSF remains a contested issue 

both at a local level and from a political standpoint due to continued debates about its perceived 

effectiveness in promoting better service delivery and influence on supervisory arrangements in 

clinical practice amongst professional disciplines (DoH, 2004b). Then Labour Government in 2007 

produced an education and training tool to “enable the spreading of good practice in IPE to support 

effective interprofessional collaboration and improve the quality of care” (CAIPE, 2007: no page 

number), and to support managers and leaders so that quality and effective interventions could be 

realised. From the Higher Education perspective, the UK Quality Assurance Agency (QAA) provided a 

framework on which to base the shared context of education and training of health and social care 

professionals (QAA, 2004). These initiatives were underpinned by an economic argument as the DoH 

(2001) acknowledged that the aim was to slim line services and use slick approaches informed by 

smart ways of utilising resources. The foundation of the reforms was the purchaser-provider split 

and the resultant creation of the internal market (Royce, 1995). Furthermore, Royce (1995: 231) 

posited that “it was always clear that a balance would be required between letting competition 

loose and managing the process of change, but the point remains that historically the NHS could be 

characterized as professionally dominated and bureaucratically administered organisation.” The 

reforms by the governments were intended to provide market driven and more economical 
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alternatives that were aimed at sustaining care delivery models. Importantly, Priest and colleagues 

(2008) highlight evidence that IPE taking place within educational curricula is increasingly a 

requirement for the continuing accreditation of programmes by professional bodies such as Nursing 

and Midwifery Council, General Medical Council and General Social Care Council.  

Successive governments promoted internal markets in health and social care in the belief that they 

would deliver greater efficiency and effectiveness creating a climate in which collaborative practice 

could be developed, with IPE being advocated for. Although IPE seemed at first to be at odds with 

the thinking that promoted mastery of one’s own professional discipline it was viewed as an enabler 

for the development of partnership working across sectors and organisations. The realisation of the 

IPE informed approaches seemed a far-fetched idea as the then incoming Labour government 

policies in 1997 were incongruent with respect to health, education and social care thus, the 

connection between these sectors (health and social care) were not immediately realised. Despite 

the early constraints that affected the implementation of IPE initiatives, it is noticeable that with the 

changes to adopt IPE this led to several changes across sectors. However, the interprofessional 

agenda came under strain as the implications of modernisation of the professions became apparent. 

The modernisation continued to re-emerge in a different guise under the Conservative and Liberal 

Democrat coalition. The recurrent reorganisations within the health care sector occurred regardless 

of the party in power however, the policies that inform these reorganisations can create problems. 

At the operational level of a clinical interface the occupational map can be redrawn and 

manifestation of power struggles can be evident (Priest et al., 2008). These power struggles are 

often linked to a need to preserve the status quo as well as defending professional turf (Barr and 

Brewer, 2012; Kinnair et al., 2014).  Amongst other reason maintaining professional power 

relationship IPE stopped short of influencing radical reforms of the health care workforce (Kinnair et 

al., 2014). These reforms had been proposed by the Labour government as it had envisioned a 

common curricula that would foster interprofessional collaborative team working. This approach 

had been noted as one way that could respond to the needs of patients more readily and ultimately 

could reduce wastage and duplication of interventions (Barr et al., 2014).      

2.7.4. Theoretical Drivers  

   ________________________________ 

The rationale for IPE is linked to the demands of effective service provision, team working, shared 

knowledge, professional development and collaboration. It is also important to note that IPE is also 

underpinned by learning theories. Freeth (2007: 4-5) cites Jarvis’s (1983) work on motivation and 
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adult learning theory, which focuses on effective learning happening in the gap (or ‘disjuncture’) 

between what someone thinks they know and what they think they need to know. Furthermore, 

Freeth (2007: 6) noted that ‘slightly unfamiliar contexts, such as IPE, create disjuncture, revealing 

learning needs and motivating learners to close the gap’. In addition, skilfully facilitated and planned 

IPE can utilise ‘constructive friction’, creative conflict and the learning ‘edge’ to promote change. 

Freeth (2007:5) also points out that the learning ‘edge’ is noted as something that stimulates debate 

and discussion, as a result, promoting professional and personal development.  

2.7.5. Personal-Professional Drivers  

    ___________________________________________ 

Exploring the process of interprofessional education to enhance collaborative working practices is 

also driven by personal and professional imperatives. Personal and professional narratives and 

worldviews of health, social and education professionals therefore affect the process of engaging 

with IPE within a context of reflective practice meetings (Maben et al., 2012; 2018). In this study, 

these drivers are also compounded by the unique position that The Unit occupies i.e. the interplay 

between the Criminal Justice System, Health and Education that is central to the delivery of services 

to young people experiencing mental health problems. The eclectic nature of the professionals 

within the team make these personal and professional world views even more complex than if one 

was dealing with say a team made up of only nurses. Hudson (2007) asserts that this is a challenging 

time for those involved with interprofessional working. The legacy of professionalism is of 

distinctiveness and differentiation, yet increasingly professionals are being urged to work across 

established boundaries. The research evidence on interprofessional collaborative working is 

somewhat pessimistic but the demands of both governments and service users require collaborative 

achievements hitherto uncommon (Hudson, 2007; Priest et al., 2008). According to Hudson (2007) a 

‘crossroads’ may have been reached.  Down one path can be found those who argue that the whole 

interprofessional enterprise is inherently flawed and doomed, and down another can be found those 

who see evidence of success in new contexts and arrangements. Therefore, diametrically opposed 

arguments continue about the value of researching IPE with Way and colleagues (2002) and 

Oandasan and colleagues (2006) in opposition whilst others including Hudson (2007); Priest and 

colleagues (2008) and Bleakley (2013) see its value. These competing positions and a perceived lack 

of appreciation for IPE initiatives by some contributors provide an even greater impetus to explore 

IPE further. 
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 The Perceived Benefits of IPE and IPC, IPW  
___________________________________________________________________ 

The discussion above has highlighted the inter-relationship between the IPC, IPW, IPE. It has been 

acknowledged that within all the definitions of IPE there is a general consensus regarding 

professional learning and collaboration but there is some variation in the perceived or actual 

benefits of IPE. For example, Conte and colleagues (2015) recognise IPE as influencing patient care 

whereas, others including, Markle-Reid and colleagues (2014) focus on health outcomes of care. On 

balance, conclusions can be drawn that definitions outlined provide useful information that may 

help shape an understanding of the benefits and challenges of IPE within clinical care contexts. This 

discussion  reflects the competing ‘voices’ within the IPE field about intentions of IPE and meaning 

ascribed to it. It is noticeable that terms are used interchangeably and sometimes inconsistently 

within the policy, practice and empirical literature. The actual or perceived benefits as illustrated 

within the literature include sharing of information, knowledge transfer and better co-operation 

between professionals in a team. IPE can potentially weaken IPC due to the realisation of the 

polarised positions that may come into existence due to exposure of IPE experiences for example, 

differences in understanding the presentations of those concerned such as patients, carers or 

significant others. Furthermore, IPC potentially weakens service user outcomes due to collaborators 

competing for the same space such that priorities such as realising collective efforts of individual 

members gets lost. For example, collaborators may have a vested interest in utilising budgets more 

effectively at the expense of offering interventions that benefit the service user population, whereas 

others may prioritise meeting patient outcomes with less emphasis being placed budgetary 

restraints. Also, collaborators may be interested in expanding their existing territory. In addition, use 

of information or lack of it, can point towards collaborations that do not have well intentions 

(deliberate or non-deliberate) therefore, this can potentially create toxic environments that hinder 

or weaken the quality of service user outcomes. Also, there may be issues that arise whereby 

collaborations become counter-productive as less agreements are reached on approaches that 

should inform care interventions. The nature of interprofessional collaborations may evoke emotive 

subjects within the professional disciplines and without due consideration these can generate 

tensions between e.g. each other, services, patients and other organisations. Issues around territory 

invasion (e.g. one’s actual or perceived domain of practice) can cause dispute along territorial 

demarcations as a result impacting on the quality of professional interactions including information 

sharing and can potentially lead to an adverse impact on service user care. This potentially causes 

tensions that require careful negotiations. For the different demands that can come to existence to 
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be negotiated elements of IPE e.g. reflection, professional growth and understanding can act as a 

vehicle to understanding the complexity of being involved in collaborative approaches. Thus, 

understanding each other can support working together harmoniously and negotiate differences. 

 

 

Figure 2.1: The interconnectivity between IPE, IPC and IPW and their 
influences on service user outcomes  
__________________________________________________________________ 

Understanding the processes highlighted by Figure 2.2 and their interconnections such as influences 

on the nature and utility of IPE experiences may help inform the IPE research field. For example, 

Makoni, Byrne and Meyer (2015) noted that sharing discipline specific knowledge and skills created 

a cross pollination of ideas which can potentially help to shape a better understanding of the  

personal-professional contributions that can be made by individuals representing different 

professions and the impact of these contributions on patient care. Policy reforms aimed at better 

collaboration in the UK, Canada, Australia and United States of America (USA) reflect these 

interconnections which show a shift in the focus from disease orientated models of health care to 

health and wellness models accompanied by the recognition that engaging individuals, families 

Interprofessional 
collaboration 
and working 

IPE potentially 
influences 
IPC/W e.g. 

strengthening 
or weakening it  

IPC/W 
enables 

strengthening 
of IPE through 

effective 
sharing of 
knowledge 
and skills 

IPC/W influences 
nature of outputs 
e.g. better/poor 

service outcomes 
are realised 

Service user 
outcomes and 
satisfaction help 
with evaluating 
effectiveness of 
collaboration 



 
 

   41 
 
 

(significant others) and communities in the (re)design of health care is essential (Barr et al., 2014). 

This current research study places IPE, IPW, and IPC in the same conceptual space as that of learning 

from each other’s experiences through reflective dialogue so as to realise service user outcomes. 

The interface of these form a nexus where it is thought that new knowledge creation may be 

facilitated when located within an RPM context. For example, internal contradictions that often 

emanate from regulatory positions and operational policies that guide different professional groups 

require space for talking about the different agendas and sometimes priorities such that an 

interdisciplinary consensus can be reached so as to reach consensus. RPMs can offer such a space for 

different voices to be expressed and have the potential to address competing agendas and priorities.  

Collaboration is important when delivering care in a Child and Adolescent Mental Health Services 

(CAMHS) context due to the delicate balance (because of the very many professionals involved in the 

care of a YP and the very many needs they have) that practitioners have to strike in order to meet 

health and emotional well-being needs of YP (Khan, 2010). Unsurprisingly, supporting the 

management of YP with complex needs is challenging let alone those with criminogenic (forensic) 

histories (Khan, 2010). It is imperative that ongoing attention is given to development of 

multidisciplinary collaboration through greater use of multidisciplinary meetings (e.g. established in 

some YOIs) to improve the planning, coordination, review of the mental health, well-being and 

safeguarding of young people (Khan, 2010). To enable this, it is important that the function of such 

meetings such as RPMs is fully understood particularly in relation to their educational and clinical 

value. 

 IPE within the wider context 
 _____________________________________________ 

Policy and practice documents readily accept the need for IPE and collaboration without providing 

enough detail about how this can be realised within the clinical contexts. For example, Reeves et al., 

(2010) note that the ideals advocated within the policy literature are still to filter through to 

different professions within the caring sector other than the nursing, social care, and medical 

professions. Irvine et al., (2004) confirm that with these challenges, professionals must be able to 

work collaboratively within interprofessional teams, to promote consistent, continuous and reliable 

care for service users. Barr et al., (2011) and Clements et al., (2007) also acknowledge that a general 

consensus exist with respect to the central role of  IPE in developing the knowledge, skills, attitudes, 

and attributes required by learners and practitioners to work collaboratively.  



 
 

   42 
 
 

    Evaluation of IPE 
 ________________________________ 

The literature consistently makes calls for research to be conducted in order to make sense of the 

divergent viewpoints within the field of IPE and as part of the evaluative processes it is beneficial 

that participants’ views beyond level 1 are examined. As an example of IPE evaluation, table 2.1 

below provides an outline of Kirkpatrick’s framework (Freeth et al., 2002). This framework 

exemplifies the progression aspects of knowledge assimilation and transfer of the knowledge in 

order to inform practice. The evidence base of the IPE principles raised and the relevance to 

Kirkpatrick’s model of outcomes of IPE is offered after the table. 
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Table 2.1:  Adapted Kirkpatrick’s Model of Outcomes of Interprofessional Education 
(Source: Freeth et al., 2002: 14) 
_________________________________________________________________________________ 

The framework in this thesis acts as a guide for analysis and reflection as it indicates an important 

notion posited by Borrill and colleagues (2002); Barker (2006) that within an academic institutional 

context, educators are most interested in the development and implementation of teaching 
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opportunities that are aimed at improving learner outcomes such as modification of attitudes, 

acquisition of knowledge and skills, and changing behaviours. Kirkpatrick’s (1994) framework as 

applied to IPE has four ‘levels’ of criteria and delineates four levels of training outcomes: reaction, 

learning, behaviour, and results. As for level one an inclusion of assessment of the participants’ 

reaction to the training programme is evident. Kirkpatrick (1959) in his original discussion posited 

that the reaction was about how well participants liked a particular training programme. The model 

prompted an awareness of the need to think about the impact of training on individuals in varied 

contexts (Wang, 2003). There is a distinction between learning at level two and behaviour at level 

three. As a result, this has increased the attention to the learning transfer process in order to make 

training truly effective (Wang, 2003). Alliger and Janak (1989) stated that the model has also served 

as a useful framework in guiding evaluations of training programmes. Advocates of the model stated 

that it has served as the basis upon which other evaluative models have emerged from, for example, 

models by Holton (1996) and Bates (2004). As an example, Kirkpatrick’s 1994 model is recognised as 

one of the most popular approaches for evaluation of training in organisations. The framework 

helped the thesis to focus and delve into the more complex areas that have received less attention, 

as most studies in the field of IPE have tended to explore and capture participants’ views at the 

‘reaction level’ (Bates, 2004). 

Freeth and colleagues (2002) highlight a different dimension, stating that the impetus to innovative 

teaching lies in whether or not the theme or subject matter that is taught or facilitated has a positive 

impact on patient outcomes when the learner is in practice. This is echoed by Barr et al., (2005b), 

who postulated that the ultimate result for delivering education as an intervention is to realise an 

improvement in patient outcomes. However, Borrill and colleagues (2002) argue that it is rather 

difficult for educators to measure patient care outcomes based on the educational interventions 

developed for students at the pre-qualification phase. Borrill and colleagues (2002) and Nursing and 

Midwifery Council (2004) indicated that Approved Education Institutions can only measure, and it is 

indeed their mandate to measure, learner outcomes related to competency attainment before 

leaving the academic institution and engage with practice. Therefore it is important and a necessity 

to distinguish between IPE educational interventions that enhances ‘learner outcomes’ and 

collaborative practice that enhance ‘patient outcomes’ (Borrill, 2002). To this end, “students are 

thought to bring their professional disciplinary specific knowledge and skills to contribute towards 

interprofessional learning approaches thus mirroring the complexity of working within 

interprofessional practice based teams” (Kinnair et al., 2014: 61).  
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    IPE in Mental Health 
 ____________________________________ 

In order to optimise service user outcomes, IPE in the mental health sector has gradually gained 

momentum albeit at a slower pace in comparison to other sectors of health. A reason for this is that 

within the mental health sector different professionals (representing different disciplines, systems 

and organisations) have to be present to inform the decision making process so as to deliver 

interventions (more often) jointly with patients. Therefore, this may have led to a lack of meaningful 

studies with an IPE focus conducted within mental health contexts due to an assumption that IPE 

and collaboration is embedded in most aspects of mental health care provision. Within a clinical 

practice context an example is the NHS Community Care Act (1990) that aimed to provide 

professionals with a framework to operate within that could help transition and potentially offer 

care interventions within the community settings for patients who no longer required inpatient 

mental health treatment. The Community Care Act acted as a pre-cursor to the design of the Care 

Programme Approach (CPA) policy. Despite some noted benefits of the Act, there were serious 

untoward incidents that exposed the shortcomings of the Act within the mental health and care 

sector (Shepherd, 1996). In response to these serious incidents the CPA was introduced in 1991 as 

one of the measures to help redress the fragmented approach to care processes that had been 

adopted within mental health (education) and social care provision (The Sainsbury Centre for Mental 

Health, 2007; Mgutshini 2010). The CPA policy was envisioned to help facilitate and support patients 

who had been deemed to have had recovered enough from mental illness (Rolls et al., 2002) so that 

care could be offered to them in the community settings. Emphasis was placed on CPA policy 

implementation as it was envisaged that it would transform health care practices and thereby 

change the health and care landscape by effectively supporting patients from hospital-based care 

models to community care models. Arguably, this shift in implementation of new models of care e.g. 

Early Intervention teams in community settings, and the introduction of Community Psychiatric 

Nursing teams (as part of wider teams) was aimed at improving the way services were delivered in 

mental health and care settings in order to meet the changing needs of the society. More 

importantly, the idea was to ensure that service users who had engaged with mental health services 

upon discharge did not slip through the net and presented a significant risk to self and others. 

Therefore, CPA aimed to a) protect the public from harm and b) support individuals (both 

professionals and service users) in the community by helping them identify relapse indicators before 

it was too late (Mgusthini, 2010). In order to realise the aims of the CPA, relational-based 

approaches informed by collaborative risk mitigation plans were noted to be central to the 
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promotion of biopsychosocial interventions in response to challenges of psychiatric recidivism. The 

key components of CPA are outlined below;  

• An assessment of risk factors for the individual or others 

• A CPA care plan to address the assessed needs  

• The identification of a care coordinator 

• Regular reviews 

• The identification of gaps in services 

Source: (Department of Health, 1990). 

The principles of IPE/ IPC that are included in the components of CPA are interagency assessment, 

CPA care plan, and regular reviews of care. This entails that the interagency assessments are 

underpinned by conducting an assessment of the individual’s health, [education] and social care 

needs. Whereas, CPA plans require involvement of different disciplines to gain a shared sense of 

what each professional and the system they represent can offer to meet the needs of the patient. 

The agreed objectives can only be fully realised and measured through regular multidisciplinary 

team meeting processes.  

Despite a lack of empirical evidence of IPE in mental health practice contexts the policy and practice 

literature has highlighted a greater need for multidisciplinary working in mental health settings 

across the life-span  for example, “Future in mind” (DoH, 2013) “Five Year Forward View for Mental 

Health” (DoH, 2016), Mental Health Policy (DoH, 2018). The research literature (e.g.  Priest et al., 

2008) also points toward a greater need for IPE informed thinking in order to tackle the demands of 

providing interventions in a fragmented mental health system. In response to observed 

fragmentations within the mental health system research was conducted to understand the extent 

of the problem and how this could potentially be redressed. For example, Hudson (2005; 2007) 

offers evidence of a case study conducted with the Sedgefield Integrated Team in County Durham in 

the UK. The study tested out aspects of the interprofessional models of care and their impact on 

patient outcomes. The study conclusions were that the grounds for pessimism had been overstated 

and that the scope for professional integration is greater than tends to be assumed within the 

literature (Hudson, 2007). There was also evidence from the study that illustrated that participants 

thought interprofessional collaborative working had been a core component of service delivery 

within the mental health team. Romanow (2002) and Priest and colleagues (2008) respectively 
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conducted studies and made particular recommendations in relation to utility of interprofessional 

assessments. The assessments were noted to potentially cover a wide variety of traditional clinical 

and social work issues, thereby enabling health and social care professions to look at the individual 

service user in a holistic way, rather than simply viewing patients as passing through a system. 

Despite these positive developments full benefits of collaborative working were not being 

recognised hence IPE offered an opportunity to strengthen working approaches within and across 

teams (Vyt et al., 2015).  The above viewpoints suggest that the introduction of the Community Care 

Act did not really address the need to introduce IPE wholeheartedly within the mental health and 

care sector. 

Whilst, Carpenter and colleagues (2003); Carpenter and colleagues (2006) do not make the 

connections between the systems e.g. health, education and social care, they point towards the 

need to identify better ways of facilitating learning and working with each other and highlight that 

IPE has the potential to redress some of the challenges brought about by the complexities of 

working within mental healthcare settings: a) the complexities of collaborative working are evident 

within the mental health sector as illustrated by the interactions that offer insights into the 

intersection between service systems such as health, education, criminal justice etc; b) there are 

clear indications that collaborative working is done however not as well as it could be and c) IPE 

could help to ensure that collaboration does happen more effectively and efficiently. Barr (2015) 

also envisioned that learning and working together in professional groups may have a positive 

impact on service user outcomes and satisfaction. However, it is argued that the link between 

service provision and outcomes for services users is not clearly articulated (Romanow, 2002). These 

links relate to how professionals engage with the process of facilitating interventions within their 

respective remit of, for example, criminal justice, health, education and social care. As such, the 

nature of the collaborative helping process that underpins how interventions are facilitated when 

professionals use ‘self’ (Koloroutis, 2014) as a therapeutic instrument in performing and forming 

relationships with each other and service users’ needs to be explained and understood (Lock and 

Strong, 2012). The relational aspect of professionals engaging with service users in mental health 

settings is largely an unquantifiable process so much that, it is an aspect that requires one (either a 

professional or a service user) to put words to their understanding of the collaborative helping 

process. This can be understood through a framework of shared reality. Priest and colleagues (2008) 

offer a reminder that there is need to identify the impact of social circumstances on staff, service 

users, families and significant others alike as this helps to shape relational capacity. Buring and 

colleagues (2009) and Mgutshini (2010) warn that selective approaches to a singular domain in 



 
 

   48 
 
 

isolation, risks offering treatment strategies that are ineffective. Therefore it is important that an all-

encompassing approach is taken, for example, employing IPE as a way to address the different facets 

of healthcare such as the dialogical and relational aspects of the mental health care provision. 

Similarly, Reeves and colleagues (2010); Gonzalo and colleagues (2016) proposed that IPE offers 

opportunities that can realise the social and medical models so as to enhance holistic collaborative 

care planning in practice.  

Importantly, relational-based approaches such as relational security (sometimes referred to as 

therapeutic security) are viewed to enhance collaboration (Kennedy, 2005). Relational security 

prominently highlights the notion of ‘therapeutic use of self’ (application of self in clinical practice) in 

health, education and social care work. For this reason, therapeutic use of self becomes an essential 

attribute for individuals who undertake work within secure settings such as The Unit. The 

relationship between relational/therapeutic security and  mental models (templates within the 

mind) including how these influence the cultivation of a shared understanding of different work 

practices potentially allow professionals to nurture and respect all voices and positions in relation to 

aspects of care (Bownas and Wilson, 2012). Additionally, relational-based practice allows scope to 

know about young people and their families to be recognised alongside the expertise of 

professionals (Bownas and Wilson, 2012). Relational security or therapeutic security is defined as the 

relationship building process that allows a community to enjoy a healthy working relationship 

between the service user and staff group population (Makoni et al., 2016). Within many forensic 

mental health settings in the UK there is an overreliance on the physical and procedural security at 

the expense of relational-based approaches i.e. relational co-ordination (Gittell, 2016), group 

relations (Bion, 1961). The constructs of relational security and co-ordination can be interwoven.  

For this reason, in order to engage with RPMs there is a greater need to embed relational-based 

models of care. Importantly, the operationalisation of policies e.g. those that help put sharp focus on 

IPE initiatives are essential. RPMs can offer opportunities to translate information, knowledge, and 

skills through exchange of different professional viewpoints. The translation process is necessary for 

several reasons; for example, this may help shape our understanding of the nature of different 

viewpoints that inform how care is delivered. It is important to recognise that relational informed 

approaches are essential to realise effective care interventions. Amplifying this position, Gergen and 

Gergen (2012: 79) enunciated that “when working with a concept of meaning as relational 

coordination there is a strong tendency to stress the here and now, – us talking together at this 

moment.” It is within the present moment that meaning is under construction, and thus the future 

in the balance (meaning then is subject to continuous transformation). The relational capacity will 
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surely be verbal. However, there are required capabilities to move in narrative, metaphor, 

exploration, irony, humour, pathos, curiosity, imagination, and much more (Gergen and Gergen, 

2012). Furthermore, not only is the language content important, there are other aspects that are 

important too. For example, aspects such as, “posture, gaze, tone of voice, facial expression, gait, 

and so on all contribute to the form and ramifications of relationship” (Gergen and Gergen, 2012: 

67). All these aspects may be used to unsettle or transform the relational matrix. RPMs as an 

example of IPE can help unravel the processes associated with relational security, coordination and 

associated dynamics as emphasis shifts from the individual practitioner (for example), to placing the 

locus of meaning within the process of interaction itself. That is, the individual agent is de-

emphasised as the source of meaning as attention moves from the within to the between. 

Consequently, the proposition is that meaning can be squarely placed within the relational matrix 

exemplified in Figure 2.3.    

 

 

 

 

 

 

 

 

 

 

 

 

Figure 2.2: Model of Relational Coordination Practice: Gittell 2011 
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Essentially, this model is about supporting individuals working within complex environments such as 

Secure Forensic Mental Health care environments where different stories maybe co-constructed by 

professionals, service users and significant others as a result of experiences encountered by each 

group member and across groups. Behaviours of the staff group, young people and significant others 

can be played out within the care process as this may influence or evoke differences within value 

systems (personal, professional or institutional) that underpin health care delivery. For this reason, 

the group dynamics do need to be attended to in order to recognise differences and for the 

differences to be negotiated. Additionally, RPMs may become a space that provides professionals 

with a unique opportunity to “talk work rather than do work” (Bleakley, 2013: 22) with other 

individuals that one would not usually share their work experiences with. Obholzer and Roberts 

(1994) and Vyt and colleagues (2015) offer a view that working within health care environments can 

be toxic as a result this can place a range of demands on professionals.  

   The Mental Health Policy Context 
 _____________________________________________________ 

This study is situated within a Mental Health context. Figure 2.4 provides a visual representation of 

the complexity of Mental Health Policy. There are a range of policies aimed at different areas of 

Mental Health care provision within the UK and it is acknowledged that some policies overlap in 

their applicability and relevance within these differing areas. This research study is situated at level 3 

of Figure 2.4. Level 3 represents facilitation of care within secure forensic environments and these 

are varied, for example, care within prisons, secure training centres, police custody, and inpatient 

hospital contexts (low, medium and high security settings). Within these environments there are 

differing degrees of security and input. Additionally, a range of age groups are catered for.   
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Figure 2.3: The Policy Context of Mental Health Services (Adapted with permission 
from Woodbridge and Fulford, 2004:23) 
__________________________________________________________________________________ 

A range of societal and political viewpoints have helped shape current mental healthcare provision 

landscape within the United Kingdom as highlighted in Figure 2.4. Consequently, changes occurred 

e.g. the 1962 Hospital Plan for England and Wales major blueprint (DoH, 2014) that stated the need 

to establish the size and types of hospitals together with GP and domiciliary services. These changes 

highlighted a need for new models of working practices. The policy context as illustrated by 

Woodbridge and Fulford (2004) heralded a different thinking approach that was underpinned by a 

values-based framework. The framework considered the differing values that are evident from policy 

formulation to its operationalisation in practice. It is important to acknowledge that the policy 



 
 

   53 
 
 

outline by Woodbridge and Fulford (2004) subsequently shaped the mental health policy 

formulation such as No Health without Mental Health (2012) and the Five Year Forward View (2014) 

and their translation into clinical practice. The policies e.g. No Health without Mental Health (2011) 

placed emphasis on parity of esteem between mental health and physical health.  

For, No Health without Mental Health to be translated into practice, IPE is identified as one of the 

strategies that can help the policy objectives to be achieved. For this reason, there is a growing 

interest in the implementation of curriculum that draws on mixed fields experiences or is informed 

by interprofessional learning pedagogy. The intention of IPE as a strategy to develop knowledge and 

understanding of the link between physical health and mental health is thought to enhance an 

awareness of a need to draw on the strengths of collaborations across fields in order to meet the 

emotional, spiritual and physical needs of patients. Importantly, emphasis had previously been 

placed on caring for mentally ill patients within asylum settings but when the public became more 

engaged and aware of mental health and the impact of illness within their everyday situation a shift 

in attitudes and behaviours occurred across differing communities including hospitals in which 

mental healthcare services were delivered (Woodbridge and Fulford, 2004). Apart from the new 

models of care that have been reinforced within the Five Year Forward view policy, it is noticeable 

that the parity of esteem has been placed at centre stage in a bid to even extend heightened 

awareness of mental health within the wider public population. The policies affect the context of the 

study in relation to a need to reconcile policies that were often designed with an Adult Mental 

Health focus as a consequence, this disadvantaged CAMHS provision within the generic and 

specialist settings such as The Unit.  

Unsurprisingly, the changes in health and care service delivery prompted new models of care to be 

designed and developers of models acknowledged the interrelatedness between IPE, IPC and IPW 

(Romanow, 2002). Observations within the policy, practice and empirical literature are that for 

professionals and patients to realise the benefits of these models a change in attitudes towards each 

other needed to occur. For this to be achieved IPE within a Higher Education contexts needed to be 

strengthened and followed up within clinical practice contexts so that the momentum of IPE 

informed models such as the Integrated Care Model (DoH, 2011; DoH, 2016) can become embedded 

in practice. Lingard et al., (2002) posit that collaborative healthcare teams have been placed at 

centre stage to both the clinical education of new healthcare professionals and delivery of service 

user care. Thus, the interactions that team members engage with are pertinent to the socialization 

of professionals within teams in order to adopt an interprofessional identity (Haber and Lingard, 

2001). Furthermore, Barr et al., (2011) noted that during the early phases of an individual’s career 
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the pattern is that one obtains gradual responsibility and supervised involvement within their 

respective fields, thereby developing an overview of their profession, and an understanding of 

professional goals, values and limitations. Importantly, conducting research within the IPE field has 

been prompted by professional, policy/political, economic and theoretical drivers. Therefore, an 

exploration of the interrelationships between IPE and how it may influence interprofessional 

collaborative working practices within the clinical learning environment is required e.g. to elucidate 

the aspects that help team members to respond to the dynamic nature of clinical encounters. 

Arguably, within mental health contexts the strengths of collaborative working practices have been 

equated to better patient outcomes. As part of an attempt to strengthen collaborations and develop 

a shared sense of the caring task the shared capabilities outlined below were identified by the DoH 

as central to IPE initiatives; 

• Working in partnership – with patients, carers, families, colleagues, etc 

• Respecting diversity 

• Practising ethically 

• Challenging inequality 

• Promoting recovery 

• Identifying people’s needs and strengths 

• Providing patient-centred care 

• Making a difference 

• Promoting safety and positive risk-taking 

• Personal development and learning 

Source: (Department of Health, 2004b) 
 

These 10 essential shared capabilities form part of the attributes that mental health practitioners 

ought to possess. They have been described in recent documents and are thought helpful in shaping 

policy and practice within mental health. To continue to ‘live’ the capabilities IPE initiatives provide a 

better chance as the capabilities require cross disciplinary discussions so that they could facilitate 

strengthened partnership working so as to promote shared agreement in clinical practice.      

     Team working in Mental Health contexts 
_________________________________________________________________ 

There is a general acknowledgement within the literature sources that team working and 

collaborative practice are key components of service user care within mental health services (Priest 
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et al., 2008). Notable reasons identified include patients presenting with complex mental health 

needs that are linked to social inequalities thus requiring a response from diverse professional 

disciplines such as psychiatry, nursing, psychology, occupational therapy, education and social work. 

Boreham, (2007) states that traditionally a leadership role has been assumed by the doctor in 

relation to diagnosis, whereas long term-term care plans of treatment have been areas that are 

linked to recovery and the responsibility of other disciplines Therefore support and therapy are 

shared across disciplines within mental health contexts (Kinnair et al., 2014). However, learning on 

the job is the day-to-day practicalities of team working and in mental health service provision it is 

fraught with challenges (Priest et al., 2008). Some of the reasons for these challenges are attributed 

to the differing value bases and the reporting structures that disciplines follow from a statutory 

accountability point of view (Adshead, 2009). The concept of values in Health, Education, Criminal 

Justice, and Social Care attracts a lot of discussion and more so when articulated from an 

interprofessional context (Woodbridge and Fulford, 2004). The diversity of values present 

opportunities for professional growth as well as conflicts. For example, Richardson and Asthana 

(2006) pointed out problems related to information sharing within teams persist, and is perpetuated 

by different value bases. To widen appreciation of values and their significance in relation to clinical 

practice Woodbridge and Fulford (2004: 20) offer a description of the four dimensions and 10 

pointers of values-based practice. The dimensions are particularly useful within mental health 

contexts as each offer specific information in relation to the nature of values that require attention 

e.g. at point of interaction with patients, when making clinical decisions (micro level) to dealing with 

broader system issues such as models of service delivery (macro level). The dimensions and 10 

pointers are summarised below; 

1. Practice skills  

1. Awareness: being aware of the values in a given situation  

2. Reasoning: thinking about values when making decisions 

3.  Knowledge: knowing about values and facts that are relevant to a situation  

4. Communication: using communication to resolve conflicts/complexity  

2. Models of service delivery  

5. User centred: considering the service user’s values as the first priority 

6. Multidisciplinary: using a balance of perspectives to resolve conflicts  
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3. Values-based practice and evidence-based practice  

7. The ‘two feet’ principle: all decisions are based on facts and values; evidence-based practice 

and values-based practice therefore work together  

8. The ‘squeaky wheel’ principle: values should not just be noticed if there is a problem  

9. Science and values: increasing scientific knowledge creates choices in health care; this can 

lead to wider differences in values 

4.  Partnership  

10. Partnership: in values-based practice, decisions are taken by service users working in 

partnership with providers of care (Woodbridge and Fulford, 2004: 20). 

The four dimensions and pointers offer a framework to contextualise RPMs as an aspect of IPE that 

can help one gain insights into participants’ ‘world views’ about reactions, emotional governance, 

ontological security, trust, behaviour and attitudes. It is envisioned that the following will be 

uncovered in this study. The framework can influence our understanding of the different 

perspectives and the multi-layered nature of care delivery processes (from a professional and service 

user viewpoint). Barker (2000) indicates that by understanding these multi-layered categorisations, 

there is an opportunity to examine the factors that influence the specific outcomes at different 

points of practice while acknowledging their interdependence.  

2.13.1. Advantages of IPE and Collaboration in Mental Health Contexts 

  ______________________________________________________________________________ 

Collaborative learning has been a prominent feature across sectors as exemplified by Dillenbourg 

(1999). The interdependence between IPE and collaborative practice is one of the most important 

conceptual contributions by D'Amour and Oandasan (2005) as they proposed an interprofessional 

education for collaborative patient-centred practice framework and it can prove pivotal for the 

potential development of interprofessional ethos. Separating practice from education in their study 

provided clarification about the structural processes that impacted upon the advancement of IPE 

from a micro and meso level, but also recognised that at a macro level advancement was only made 

with the understanding that IPE and collaborative practice are interdependent. This was a view 

consistent with Payler and colleagues’ (2007) analysis that highlighted learning as taking place when 

students shift between learning contexts and as well as when they take on different roles. Learning 

therefore cannot be conceptualised or researched in isolation within one specific context. Instead, 
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Callwood (2006) reinforced the idea by stating that when people participate in and across different 

social contexts for example, clinical team meetings, CPAs and other team meetings, their personal 

trajectories of participation are enhanced. The connection between IPE and collaborative practice is 

highlighted by D'Amour et al., (2005) who note that in order to impact learner outcomes, it is 

important to have clinical settings where collaborative practice is modelled. Without this form of 

role modelling and without teachers who are able to “walk the talk”, it will be very difficult to teach 

collaborative practice (Barr et al., 2015). Therefore, the relationship between facilitators of IPE and 

learners is crucial and requires exploration. Braithwaite et al., (2016) recommend a need to 

understand the relationship between facilitators and learners in relation to IPE processes and 

recognise extended multidisciplinary teams (MDT) as potentially offering important opportunities 

for knowledge creation as well as gaining further insights about positionality held by individuals who 

represent different professional disciplines. 

Zwarenstein et al., (2005) posited that the idea of cultivating the importance of extended MDT 

conversations within an IPE context during pre-qualification is gaining traction. However, Fulford and 

colleagues (2011) noted that the evidence available is limited in relation to whether pre-qualification 

IPE improves patient outcomes at the post-qualification level of practice. This points towards a need 

to seek evidence of the role played by extended MDTs within an IPE context during clinical 

encounters. Barr and colleagues (2015) argued that should evidence enlighten us in relation to pre-

qualification collaborative competencies changing behaviour in practice it is important that 

organisational and interactional determinants are considered. One reason for this could be that 

there is a difference in engagement with IPE within a Higher Education setting at pre-qualification 

level when compared against those qualified/or in clinical practice environments. This is essential as 

reflective practice approaches may offer the kind of evidence that highlight the interactional and 

organisational determinants that may require further development. As a result, understanding the 

role played by RPMs can offer interesting insights into the professional developmental aspects that 

can sharpen and bring into focus an acute awareness of the interprofessional collaborative working 

processes essential for (effective) care provision. It is argued by Barr and colleagues (2015) that 

there is a cascading effect to the development of attributes, knowledge and skills in relation to 

professional growth. The stages of the cascading effect by professionals start from an individual 

from being merely informed, and then conforming and eventually transformation to being 

collaborators in practice. With regard to post qualification training, Craddock (2006) posited that the 

mounting evidence points towards the fact that outcomes for specific patient populations can be 

improved when using collaborative practice methods. D’Amour and Oandasan (2005) hypothesise 
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that future graduates who are skilled to practise in a collaborative manner are likely to seek out 

settings that promote an interprofessional approach to practice. Boreham (2007) highlighted that an 

increasing workforce that has collective professionals’ competency may work collaboratively. This 

may promote an acknowledgement of diverse values in practice thus generating an expectation of 

collaboration as the norm than the exception in the future. This can create a critical mass of settings 

that embrace collaborative approaches and as a consequence can provide opportunities for studies 

to be conducted thereby providing the evidence that points towards improved patient outcomes 

and experiences in care settings.  

To develop momentum of the above, Thistlethwaite (2012) argued that socialisation factors 

between the learner and the educator are pivotal for IPE to enhance learner outcomes. Socialisation 

is depicted by Zwarenstein and Reeves (2005) as something that entails the professional, cultural 

beliefs, and attitudes developed by health professionals. Therefore, students are socialised into their 

professional roles and thereby create professional identities. Iedema and Scheeres (2003) highlight 

the critical importance of the professional beliefs and attitudes of educators related to processes of 

fostering collaborative practice. Craddock (2006) observed that learners, in turn, influence 

educators, and this therefore becomes a bi-directional socialisation process that occurs over time 

and across generations. Furthermore, Craddock (2006) highlights that educators can either become 

an enabling agent or barrier to the learner’s opportunities to gain collaborative competencies. These 

competencies are informed by and inform the socialisation process. Socialisation and relationality 

processes have been subject to scrutiny for example, a study conducted by Kontos and colleagues 

(2014) indicated that these two constructs are the cornerstone for effective learning in practice 

contexts. Importantly, the socialisation that occurs within field specific disciplinary learning 

processes is understood as a fundamental attribute that acts as a foundation and a basis for a 

willingness of professionals to collaborate with others in order to meet the demand of service users 

(Makoni et al., 2015). However, Fawcett (2014) indicates that IPE is a complex field for research that 

requires not only focusing on general issues linked to learning, but also on issues relating to 

interprofessional aspects of learning. This approach, according to Anning, Cullen, and Fleer (2004: 1):            

has been challenged by a theoretical seachange that has seen individualistic developmental 

explanations of learning and development replaced by theories that foreground the cultural 

and the socially constructed nature of learning.  

Implications for this perspective are reflected by Forman and colleagues (2002) who thought that 

introducing innovative and more student-centred strategies to learning, offers appropriate 
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opportunities for participants to engage with each other in complex levels of knowledge application 

in varied contexts. This suggests that encouraging professionals to articulate their repertoire of 

knowledge representations in active debate (for example, in an RPM), enables functioning at the 

higher levels of Blooms’ (1956) taxonomy of educational objectives, which are identified as levels 3 

and 4 in Kirkpatrick’s model (Table 2.1) and are the focus of this current study. CAIPE (2021) argue 

that, as a teaching and learning activity, IPE is particularly advantageous in that the facilitator can, 

with relative ease, modify the topic area and/or task to encourage student participation at the 

highest levels of learning e.g. to assess individual learner skills of synthesis, thus the students can 

‘critically evaluate’ rather than describe the merits, validity and limitations of ideas and viewpoints 

for example, in an RPM activity. Therefore, students’ participation in such a discussion forum 

requires that the learners immerse themselves in the varied viewpoints of others, offering unique 

opportunities for greater familiarity and assimilation of knowledge, from a range of perspectives 

about a chosen subject area. 

   Collaboration Across Sectors  
 _____________________________________________________ 

In order to explore the research, gap the researcher identified an opportunity to research the 

process that occurred within RPMs context. Demands to work collaboratively are evident across 

sectors (Boreham, 2007) such as healthcare (Sheu et al., 2016), education (Lewallen et al., 2015), 

and commercial settings (Huxham and Vangen, 2010). Within the wider context some of the reasons 

for adopting IPE have been noted as being based on efficiency, cost effectiveness, its potential to 

harness resources in order to realise greater profits in the private /commercial sectors, better 

outcomes for pupils (see section 2.7.2). Within the criminal justice system IPE principles have been 

noted to help reform prison system operations and prisoner interventions by development of 

Multidisciplinary teams (MDTs) that are aimed at drawing on the strengths of the differing 

professional disciplines involved such as criminal justice personnel, health practitioners and 

education professional. For example, empirical studies conducted within the health and care sector 

e.g.  Wilbur and Kelly (2015); Sheu et al., (2016); and van Dongen et al., (2017) and policy and 

practice literature e.g. Francis (2013); Berwick (2013); Keogh (2013) strongly emphasised the need 

for collaborative approaches to be the norm. The research findings and policy positioning reflect a 

solution-seeking approach to address the growing burden placed on health and care sectors due to 

an increasing ageing ill-health population.    

DoH (2012) cite that chronic diseases such as cardiovascular disease, diabetes, respiratory disease 

and mental illness are on the increase. This increase has demanded that the workforce becomes 
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more engaged in dealing and responding to patient safety incidents. Further, patients, their families 

and significant others are calling to be involved in an active manner in managing health conditions 

and also expect the right care at the right time (Iedema et al., 2005). The need for a better engaged 

workforce has begun to take effect within the health, education and social care settings, in particular 

within the mental health sector (Fawcett, 2014). As a result new ways of establishing effective 

collaborative approaches are required. However, there are challenges when identifying ways of 

improving how clinicians, teachers and practitioners can work collaboratively; for example, the lack 

of funding made available to support interprofessional care models (Romanow, 2002; DoH, 2015). 

Despite these challenges, Reeves et al., (2013) in their systematic review of studies provide evidence 

for the usefulness of IPE. Reeves et al., (2013) illustrated that seven studies indicated that IPE 

produced positive outcomes and four studies had mixed outcomes and a further four showed no 

impact of IPE. Studies that illustrated the benefits of the impact of IPE in an wide range of service 

delivery areas identified; the benefits in the areas of positive emergency department culture and 

increased patient satisfaction; collaborative team behaviour was heightened and a reduction of 

clinical error rates for emergency department teams was noticed; collaborative team behaviour in 

operating rooms occurred; management of care delivered in cases of domestic violence; and mental 

health practitioner competencies related to the delivery of patient care was noticeable. Visser et al., 

(2017) conducted a systematic review on perceptions of residents, medical and nursing students 

about interprofessional education. They found that at a process level readiness to adopt IPE 

practices fluctuates during medical school, and at a cultural level collaboration is jeopardised when 

group interaction is poor. The evidence e.g. by Mackenzie and colleagues (2007) illustrates that IPE 

has to occur within Higher Education as well as within clinical learning environments to realise 

lifelong learning so as to improve interprofessional collaboration and/ or the health and wellbeing of 

patients or clients. Lifelong learning encapsulates different student learning approaches and it is 

particularly pertinent that students utilise these approaches in order to widen their appreciation of 

the opportunities made available to them.  

Weick (1995) argues that whatever context IPE occurs within, learning needs to be underpinned by 

social learning processes as opportunities can be realised through sharing and learning from 

experiences that articulates the diversity of viewpoints in relation to a particular issue. Bandura 

(1977) highlighted that learning is inherently a social enterprise and this is particularly important for 

IPE development due to the potential benefits of the social learning process that can bring about 

exposure to multi-verse perspectives within a field e.g. education. Part of the learning process is to 

influence the way individuals may alter their schema when a ‘new’ or revised way of thinking is 
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made available to them within a social learning context. Golub (1988) extends the social nature of 

learning by pointing out that learning often occurs collaboratively. For this reason, Golub (1998) 

further posited that the main feature of collaborative learning is that it provides opportunities for 

students to talk with each other and it is understood that much of the learning then occurs as result 

of discussion and dialogue. Further, Weick (1996) postulates that collaborative learning produces 

intellectual synergy when many minds come together to consider a problem and mutual 

engagement in a common endeavour which is socially stimulating. Thistlethwaite (2012) also notes 

that mutual exploration, sense-making and feedback processes often lead to a better understanding 

on the part of students and to the creation of new understandings for all concerned of, for example, 

RPM processes. The RPMs membership composition had a potential to offer interesting insights 

about learning and its application within the clinical setting. RPMs are conceptualised as an aspect 

that could bridge the policy and clinical practice gap.  

   Barriers Impeding Progress of IPE, IPC and IPW     
 __________________________________________________________________________ 

Bridging the policy and clinical practice gap is fraught with challenges and at times these impede IPE, 

IPC and IPW progress. Irvine et al., (2004) highlight barriers such as professional divisions 

characterised by different value systems, whilst some, including Adams (2005); D’Amour and 

Oandasan (2005); Ward et al., (2017) indicate that legal effects and identity issues impede 

interprofessional working. For example, stereotypical views held by professionals about other 

professional identities as well as the power discourse between them can be unhelpful and may have 

a negative impact on collaborative working practice (Zagier, 1994 in Barrett, Sellman and Thomas 

2005: 26). Nevertheless, Clements and colleagues (2007) indicate, it is rather difficult for one to 

imagine the opposition of implementing effective teamwork as a way that may help to improve 

healthcare. Priest and colleagues (2008) state that outside observers are likely to equate the 

healthcare arena with teams and teamwork, and an example of nursing has been cited.  However, it 

is noticeable that in health and social care delivery, teams that effectively utilise knowledge and 

skills from different professions and disciplines rarely exist, with even rarer occurrences of patients 

and families as part of such care teams (D’Amour et al., 2005; Clements et al., 2007). As a result, 

Irvine and colleagues (2004) draw attention to the need for a new vision for health and social care 

professionals. Irvine and colleagues (2004); DeMatteo and colleagues (2013) describe this as 

“Interprofessionalism” and consider it a necessary central feature for professional care givers’ 

practice as it fosters mutual respect, effective communication, collaboration and coordination of 

service user care that benefits these users.  
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One of the obstacles to IPE, IPC and IPW arguably, is the hierarchical culture of healthcare. Barr et al. 

(2005a), Clements et al., (2007), and Priest et al., (2008) highlight that entrenched attitudes about 

scopes of practice, professional “turf” and the power discourse that is rooted in historical power 

struggles can in essence sabotage teamwork. Barr and colleagues (2005b) reinforces the above, 

indicating that history and tradition can serve as barriers because individuals often want to 

perpetuate the status quo by either staying in their comfort zones as a way to protect vested 

interests. Oandasan and colleagues (2006) echo the above by asserting that service providers ought 

to address the personal power dynamics in order to adopt an approach that recognises common 

goals. They go on to note that recognising common goals can help to break down hierarchies. 

Furthermore, this would be helpful in redirecting energies towards patient education in particular 

about how team members contribute to service user care. Importantly, some of the barriers that 

come to existence include the self-regulation of professions, current malpractice and liability laws 

and funding and remuneration models, thus discouraging and deterring establishment of functional 

teams. As an example, regulatory bodies like the Nursing and Midwifery Council (2018) highlighted 

that malpractice legislation placed responsibility solely on individuals that may discourage 

teamwork. Clements and colleagues (2007) advocate for regulations that support teamwork and it is 

anticipated that this enable healthcare professionals to refocus their attention from a ‘culture of 

blame’ to a culture of service user safety and risk management. Furthermore, Clements and 

colleagues (2007) assert that much work needs to be done to clarify the accountability for non-

physician team members in performing shared tasks. As for remuneration models, Oandasan and 

colleagues (2006) argue that in some cases the traditional model that promotes a fee-for-service 

payment for healthcare providers act as an impediment to collaborative care. Additionally, 

significant and persisting supply issues continue to preoccupy both health workers, system managers 

and policy makers, and confound dedicated efforts to implement effective teamwork. The current 

shortage of some health professionals is reported as creating a pressure-cooker workplace 

environment whereby very few people have the will, time and zest to experiment with new models 

of healthcare delivery (Clements et al. 2007; DoH, 2015). 

In this context, IPE has been identified as one way of addressing the barriers impeding progress of 

IPC and IPW. Romanow (2002) highlights that if it is an expectation for care providers to work 

collaboratively and share expertise in a team environment, it is imperative that professionals do 

engage in learning programmes together. By engaging in learning programmes together diverse 

professional perspectives and approaches can be shared. Barr and colleagues (2011) identify 

potential benefits of shared interprofessional perspectives as facilitating and enhancing 
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collaborative care models. Based on the premise of the need to work and share expertise it makes 

sense that education and training prepares healthcare professionals to deliver interventions that are 

informed by collaborative approaches. Some experts including Barr et al., (2005); Hudson (2007); 

Priest et al., (2008) and Kinnair et al., (2014) indicate that fostering IPE does need to extend beyond 

pre-registration stages as at present the focus seems to be overly targeted at pre-registration 

phases. Ensuring that healthcare professionals engage in training and education beyond the pre-

registration phase has been viewed as an enabler for individuals to make reasonable judgements, 

careful, conscientious decisions and choices about the way practice is affected with specific 

intentions of optimising service user outcomes.   

  Research Gap 
___________________________ 

IPE is an area that has gained prominence though most research studies were conducted within a 

quantitative paradigm. These studies focused mainly on IPE, IPC and IPW within a Higher education 

context in particular, looking into pre-qualification experiences and educational outcomes (examples 

include studies conducted by Gilligan et al., 2014; Wilbur and Kelly, 2015). Conclusions can be drawn 

that what is missing is robust empirical evidence that illustrates how IPE at pre-qualification phases 

translate into, and influence post qualification practice within the short and long term. This study is 

therefore situated within a clinical practice context and offers opportunities to locate IPE within a 

clinical practice setting. As a result, this research study sets itself apart from any other due to the 

unique clinical context (Child and Adolescent Mental Health Services, CAMHS) that it is located 

within. More so, the ‘research case’ (RPMs) and the setting in which the case occurred (Forensic 

Adolescent Mental Health secure setting for young people) is rarely discussed within the empirical 

literature (Khan, 2010). It was also evident that the practice and use of RPMs is also under-

researched and also the purpose of such meetings is less well understood. This observation of what 

is missing from an empirical research viewpoint by the researcher prompted a need to explore the 

role of RPMs as an example of IPE. The realisation prompted the use of a theoretical lens that offers 

a conceptual map to delve into IPE processes with The Unit. It was envisioned that RPMs potentially 

offered opportunities to understand learning with, from and about each other in health, education 

and social care by those representing different disciplines on The Unit. Few research studies have 

been conducted in the area of IPE to understand the impact of working with disturbed and 

disturbing patients experiencing mental health problems on the staff group. Whilst the literature 

offers some insight into the stress and burn-out of engaging with patients in differing health and 

social care environments, there is limited knowledge and understanding of responses and 
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mechanisms which professionals utilise to remain emotionally resilient in order to maintain the 

required relationality in an area that is fraught with challenges (Delgado et al., 2013). Often, the 

literature (e.g. Rodrigues et al., 2013) concentrate on clinical team meetings such as clinical ward 

rounds to illustrate the response from a clinical perspective and considerations is only limited to 

‘what was done’ and ‘how that was done’ by the clinicians at the expense of how the clinician may 

have ‘really felt’ about a clinical encounter. The space to talk ‘emotions’ is not something that has 

gained support or that has commanded exploration as contributors such as Nicolson and colleagues 

(2011) pointed out that in care environments emotions is something that is not really thought to be 

relevant despite an increase, in citation of Hochschild’s (1983) work on emotional labour within care 

contexts. Emotional labour is more focused on the interface between the patient and the staff 

member and the interactional process associated with the clinical encounter reflects and influences 

the kind of emotional labour. However, it is important to acknowledge that as a result of the efforts 

of emotional labour the interaction between the patient and the staff member(s) can evoke 

(un)healthy negative emotions. Hochschild utilised dramaturgical approaches such as method acting 

to describe how feelings may be manipulated in order to present a demeanour compliant with the 

‘feeling rules’ and ‘display rules’ of commercial organisations. In healthcare the concept has 

broadened, for example, Kontos and colleagues (2014) postulated that therapeutic emotion work 

has a spatial quality that is often influenced by setting-specific practices that are mutually structured 

by the clinical and social presentations of patients. A concern that is cross-cutting relates to the way 

individuals regulate emotions through cultural norms, social structures and the ways in which the 

regulation affects individuals, groups and organisations (Wharton, 2009). Thus, individuals would 

require to draw on approaches that can help them maintain good mental health. Professionals may 

adopt poor coping mechanisms when responding to the demanding nature of forensic 

environments. The way professionals respond to this is an area that is under-researched as it is 

generally perceived that professionals are in a position to care therefore they must always possess 

the mental aptitude to respond effectively in all situations. Of relevance, is the seminal case study by 

Menzies-Lyth (1951) that relates to the functioning of social structures such as naming patients as 

bed number – this can act as a defence mechanism against anxiety. The study illustrated that the 

attention of professionals is constantly drawn to high levels of tensions, distress and anxiety among 

others e.g. nurses. The anxiety is said to emanate from patients and relatives who at times express 

quite complicated feelings towards the hospital. These feelings are particularly expressed in a direct 

manner to nurses and often as a result this puzzles and distresses the nursing workforce (Nicolson, 

et al., 2011). The direct impact on professionals of caring for patients with mental and physical 

illness is intensified by the task of meeting and dealing with psychological stress in patients, 
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including their own and colleagues. Kontos and colleagues (2014) offer study findings that share 

similarities with the above views as they reported that there was a connection reported between 

the staff well-being, physical and emotional and the safety of patients, their intimate partners and 

families. They concluded by noting the importance of an alliance of performance paradigm and 

emotion work praxis, what Goffman (1959) may term front stage and back stage presentation. 

Increasingly, the study of emotions has become central to sociology with particular engagement by 

the sub disciplines of social work, medical sociology, and health geography (Crabtree and Miller, 

1992).  

This research study aims to make some inroads in relation to the use of RPMs by exploring the 

processes that occur to explain how interdisciplinary professionals can learn with, from and about 

each other in an IPE context. Maben and colleagues (2018) conducted a longitudinal study to 

evaluate the impact of schwartz-center-rounds (rounds). As a team of researchers they focussed on 

evaluating rounds within England. The researchers were based at Kings College London, Sheffield 

University and the King’s Fund. The researchers explored the mechanisms by which the rounds 

‘worked’. The findings of the study highlighted that there was an improvement of the psychological 

wellbeing of the participants of the study. The study findings also illustrate that over an eight month 

period the well-being scores increased. A description of schwartz-center-rounds by staff indicate 

that rounds were a valued space and opportunity that availed staff a chance to reflect on the 

challenges of their work from an emotional standpoint. As a result, it was reported that this led to 

feelings of being understood leading to development of empathy towards patients and colleagues. 

However, it is notable that challenges had to be overcome in relation to staff engagement with 

rounds. For example, some participants questioned the purpose of unravelling feelings of sadness 

and frustration. Though this is promising in establishing and seeking evidence to explain mechanisms 

by which rounds ‘work’ the study is biased towards quantitative methodologies. It is acknowledged 

that a mixed methods approached was used however, the qualitative element appears weak in this 

evaluative study (Maben et al., 2018). Harding (2013) conducted a qualitative study in a higher 

education setting using a reflective lens to understand the teaching experience of lecturers and their 

thoughts about managing classroom settings. This is rather different when compared to exploring 

impact of working in highly challenging environments with a hard to engage young people 

population often admitted without their consent to an in-patient forensic mental health setting. 

Thus, the researcher envisioned that by studying the RPMs as an aspect of IPE, some meaningful 

contributions and insight into the interface between the systems (health, education, criminal justice 

and social care) and the clinical dialogue that occurred as well as experiences of professionals within 
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The Unit could be better understood. Contrastingly, observations within the research literature 

indicate that there is a limited number of studies conducted within the IPE field that specifically 

identify and explore the interface between education, care and treatment of patients experiencing 

mental health problems in particular young people within in-patient forensic environments (see 

chapter 4). The interface is about (a) dialogue/interaction by professionals about the operational 

issues on The Unit and impact of young people on the staff group as well as other young people; (b) 

the complementary as well as conflicted interactions of the differing cultures individual(s) 

(disciplines) and of the systems they operate within. The current state of knowledge warranted a 

study to be conducted in order to explore RPM processes within a secure environment such as The 

Unit. It is noteworthy that there is ample evidence of IPE initiatives within differing settings and 

contexts as illustrated by the literature sources such as, paediatric (Stewart et al., 2010), education 

(Just et al., 2010; Zanotti et al., 2015), adult nursing and paramedicine (Hallam et al., 2016; Pullon et 

al., 2016). Thus, there is scope to develop the mental health field further, especially given the 

longer-term relational nature in which care is delivered and often can be evident between the 

clinicians and the service users in mental health settings. The relational nature of providing care in 

mental health presents some emotional baggage that requires thoughtful approaches so that the 

therapeutic relationship can flourish and remain beneficial (e.g. to realise increased productivity, 

better outcomes, satisfaction, reduce untoward incidents, foster better communication and 

information sharing). It is also notable that collaboration is often taken for granted and generally 

perceived as ‘something’ that occurs without any input whatsoever or cultivating it to be realised. 

This overlooked aspect requires some serious consideration and consequently the task is to try and 

seek explanations in relation to how collaborations may come to existence and the learning that can 

be taken of that. The nature of interactions often shapes the learning and knowledge development 

of professionals involved with e.g. RPMs. This requires understanding, given the demands for 

implementation of sustainable models of health and social care that are under consideration within 

the differing sectors of health and social care (NHS England, 2017). 

With regard to questions about the processes that occur during the RPMs and factors associated 

with interprofessional collaboration, most predecessor studies within an IPE context have been 

conducted employing a quantitative approach. Many are characteristically identifiable by their focus 

on single factors; for example, Stone’s (2010) work specifically explored the impact of assessment 

and identified assessment as a sole driver for learning. Furthermore, Stone (2010); Darlow et al., 

(2015) indicated that IPE will continue to be viewed as an optional topic of little relative importance 

for learners without formal assessment. Similarly, other examples of quantitatively aligned studies 
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with a ‘single-factor’ focus include Lee (2013), who exclusively focuses on relational co-ordination 

and its relationship with team tenure. Significantly, many of these studies were carried out in non-

forensic Mental Health settings and particularly focused on testing cause and effect relationships 

through deduction based on numeric probability and easily measured variables. Studies generally 

have tended to be quantitatively focused and reductionist in emphasis - a feature that has been 

repeatedly criticised, particularly within interprofessional education sources, as yet another 

indication of the fact that mental health clinicians have little awareness of the personal and social 

elements of engaging in collaborative enterprises within a Forensic Mental Health setting 

(Mgusthini, 2010). 

2.16.1.    Research Aims  

  ______________________________ 

The aim of the study was to gain an in-depth understanding of participants’ views of the RPMs and 

how they engage with the group meetings in order to establish if their views and actions are 

consistent with the notion of learning with, from, and about each other (Centre for Advancement of 

Interprofessional Education CAIPE, 2002). In addition to this overall aim, the objectives of the 

proposed research are as follows: 

• to provide a critical exploration of the process of interprofessional education within 

the interprofessional reflective practice meetings; 

• to gain an understanding from varied perspectives of how interrelated influences 

impact on working practices and possibly service user outcomes.  

By examining the processes taking place during RPMs, the study will illuminate how distinct but 

related areas linked to the processes of IPE can be made more effective. The aims of the research 

are operationalised through the research questions that were derived from the literature review. 

Importantly, the research observes a team over a period of time in order to fully explore the IPE 

processes that may have occurred within an RPM context.  

The experience of engaging with RPMs with a diverse group of professionals provides an avenue to 

explore and possibly identify benefits and challenges of collaborative working. As a result, this has 

the potential to shape and construct collaborative enterprises (Huxham and Vangen, 2010). Such an 

enterprise is essential as it enables individuals to foster better working relationships in order to co-

ordinate and deliver effective care for a challenging population that present with complex mental 
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health issues. For this reason, it is important that the processes that occur when engaging with IPE 

within an RPM context are understood in order to harness the benefits and also for alternative ways 

of understanding the challenges of the phenomenon in order to help shape clinical practice and 

possible effects on service outcomes.    

2.16.2. Research Questions 

   _________________________________ 

Research question 1: What are the processes that occur when engaging with IPE within a reflective 

practice meetings context?  

a) How do professionals collaborate in sharing knowledge, skills and information about 

working with Young People? 

b) How do professionals react to each other in relation to information, knowledge sharing 

and learning during meetings? 

Research question 2: To what extent do the processes that occur during meetings encourage 

reflection individually and as a group? 

a) What approaches of interprofessional collaboration/interprofessional working do 

professionals adopt? 

b) What changes are made to clinical practices as a result? 

c) What are the perceived outcomes by professionals for service users, carers and significant 

others? 

2.16.3. Chapter Summary 

   _______________________________ 

The discussion highlighted the importance of the Clinical Learning Environment in fostering IPE both 

at pre and post qualification phases. An exploration of the dominant debates within the discourse 

about the role of IPE has been provided. Additionally, an exploration of barriers impeding progress 

for successful implementation of IPE was offered. This chapter outlined the IPE gap between policy 

and practice. It has been argued that there is need to understand the mechanisms by which 

professionals use to remain therapeutically alert and capable. An outline of the drivers for IPE, IPC 

and IPW have been offered. The need to explore the relationship between IPE, IPC and IPW has been 

noted, and the organisation of occupational groups by conducting a study within The Unit has been 
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articulated. The research gap has been outlined after careful evaluation of the literature reviewed. It 

has been argued that RPMs may be conceptualised as an aspect of IPE. The research questions 

emerging from the literature review have been presented. The following chapter discusses the 

research theoretical framework that provides guidance for the research study.  
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3.   CHAPTER 3: THEORETICAL 
FRAMEWORK     

 

 Chapter Introduction 
  ___________________________________ 

To address the research questions that emerged from the literature review this chapter provides the 

theoretical framework and conceptual model utilised as a guide for this study. The chapter is 

necessary as IPE as a concept and RPMs as an example have not been fully discussed within the 

literature review per se. Thus, this chapter discusses the theory that underpins this research study. 

Firstly, this chapter discusses IPE informing theory. Secondly, it describes features of IPE and their 

relevance to this study. The discussion extends to how features of IPE can create Communities of 

Practices (CoPs). Lastly, the conceptual model of RPMs as an example of IPE is presented and an 

explanation of its relevance to this study offered. 

  IPE Informing Theory 
 ____________________________________ 

It is evident that IPE research draws on educational, psychological and sociological theories for its 

rationale and delivery; however, a theoretical framework is often missing from the more descriptive 

papers that were reviewed (Thistlethwaite, 2012). Hean and colleagues (2012) provided a useful 

guide to learning theories applicable to IPE by highlighting the role of socio-cultural theory as a way 

of recognising aspects of learning that fall within the social realm. This  in turn helps to differentiate 

between uniprofessional and interprofessional learning. Amongst the socio-cultural theories, 

constructivism figures prominently. Hean et al., (2009); Thistlethwaite (2012) posited that learning 

collaboratively through tasks and discussions helps to achieve a shared understanding of reality such 

that shared goals may be realised. For this reason, it is noticeable that learning collaboratively 

extends to the construct of CoPs that are based on the theory of situated learning and are 

significantly relevant to studying IPE. Lave and Wenger (1991) observed that students move first 

from the periphery of their own field when they undertake intra/interprofessional activities, leading 

them to understand their role with greater clarity. This further helps them develop an ability to 

interact with other professionals, first as observers and later as full contributing members of the 

team, thus broadening learning and understanding of diverse perspectives. Thistlethwaite (2012) 
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stated that the benefits of IPE such as its influence on (effective) collaboration, resource utilisation 

and respect for differing value systems often occur through facilitated interactive activities, 

knowledge exchange and transfer processes. Payler and colleagues (2008) noted that when 

professionals participated in meetings with contributions from varied inter-disciplinary perspectives 

the social and relational tenets essential for establishing collaboration can be cultivated. Further, 

they posited that features of IPE such as engaging in a dialogue about work practices and reflecting 

in/on it are viewed as essential ingredients for developing a collaborative ethos with each other 

within a team. Barr (2013) posited that the notion of professions interacting with each other to 

promote reflection and collaboration is consistent with the learning ‘with, from and about’ 

paradigm. 

  Features of IPE  
 ____________________________ 

The features of IPE relate to the above discussed theoretical aspects in relation to the way they are 

juxtaposed for example, the different theoretical lenses encapsulate and share the following 

features of IPE. For example, from an educational viewpoint reflection is identified as a “generic 

term for those intellectual and affective activities in which individuals engage to explore their 

experiences in order to lead to new understandings and appreciation” (Boud et al., 1985: 3). As a 

result, educational theories identify reflection as a structured learning activity that allow questions 

to be answered and for knowledge to be created (Schön, 1983; Kolb, 1984) and it is argued that 

reflection is a rational act, with emotion as a trigger or catalyst for reflection, though with a limited 

role. 

However, from a psychological and sociological viewpoint (Goleman, 1996) it is argued that emotion 

plays a central role throughout the reflective process and that emotion cannot be separated from 

learning. Thus, Emotional Intelligence (Goleman, 1996) has been identified as complementary to 

aspects of reflective practice, such that the individual needs to understand the role of self, but also 

others, and their feelings. For this reason, being empathetic is noted to be a key attribute of 

emotional intelligence that is important to reflective practice. McLeod and Rogers, (2014) argued 

that for a person to demonstrate growth, there is a need for an environment that fosters 

genuineness as well as being open. For this reason, aspects related to self-disclosure and the 

resultant acceptance of the individual as they are (through an unconditional positive regard lens) 

and being able to empathise (leading to active listening and understanding each other) is important 

to IPE (McLeod and Rogers, 2014). 
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Practical barriers to reflection have been noted, for example, the need to find time and space. Other 

barriers identified also include the psychological state of those involved in reflective practice and 

how the space enables or hinders reflection such as fear of judgement or criticism. An important 

influencing factor is timing of reflective practice as it is critical to the exploration of stressful or tense 

experiences within practice contexts. For example, when an incident is reviewed soon after its 

occurrence it is deemed to be ‘hot’ (emotive), subjective and often influenced by emotions. 

Whereas, an incident that is reviewed sometime after it has occurred is deemed ‘cold’ as emotions 

have cooled and the reflective practice maybe clearer. Consequently, a more balanced and objective 

view may be presented thus leading to improved reflections of the incident. Both these positions are 

important to Reflective Practice Meetings. 

Drawing on the theoretical perspectives of reflection theories above lend RPMs to be viewed as not 

being designed for problem-solving or to determine what can be learned clinically, although learning 

may occur. Additionally, RPMs are not primarily intended to produce actionable outputs. Thus, 

experiential learning theories such as CoPs are more relevant as they highlight the importance of the 

role played by emotions which is a central attribute of reflection.  

Below, the following features of IPE are discussed as they relate to this study; 

• Reflection (personal and community) 

• Interaction and dialogue 

• Collaboration  

• Social learning  

3.3.1. Reflection (Individual and community) 

     __________________________________________________ 

Features of IPE include reflection. It is thought that reflection helps shape personal and community 

operational processes and outcomes (Vyt et al., 2015). The strength of reflection stems from its 

potential to make sense of experiential learning in the context of practice, whilst simultaneously 

offering insights about the experiences of others (Moon, 1999). As such, the iterative, emotional and 

potentially transformative nature of reflection means that it is potentially at odds with linear, 

rational and specified outcome approaches that are particularly prevalent in clinical settings (Bulpitt 

and Deane, 2009). Despite these limitations, reflection is widely acknowledged as a key feature of 

deeper learning that enables an examination of experiences in ways that promote personal- 

professional growth and aspects linked to how communities develop (Johns, 2013). As an example, 

within health, education and social care contexts some, including Schön (1983), Moon (1999), and 
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Loughran (2002) stress the importance of reflection as an important feature (of IPE) that influences 

professional behaviour; such that, if used effectively, it can help individuals to develop their practice 

skills through relating theoretical knowledge to practice scenarios. In its application, reflection takes 

a variety of forms including self-reflection by the individual and reflection based on feedback from 

others. In nurse education and certainly other fields within the healthcare sector (including 

education), reflection has gained prominence over the last decade as a key mechanism for personal-

professional development. Costello and colleagues (2001) confirmed this by noting the important 

role it fulfils as a process for providing feedback e.g. to healthcare practitioners about their 

performances as a mechanism for professional growth. Driven by this, reflective accounts offer a 

critical exploration of participants’ experiences of an activity (potentially as with the RPMs). While it 

is acknowledged that theories relating to the reflective cycles are useful, it has to be noted that it is 

beyond the scope of this study to explore use of these theories in how they influence individual 

personal growth. However, the interaction between individuals in the way they engaged in dialogical 

processes is examined within the study.   

3.3.2. Interaction and Dialogue 

   ______________________________________ 

For the purpose of this study social interaction is conceptualised as a means of learning with, from 

and about each other within the RPMs. Mgutshini (2010) noted that individuals can construct new 

meaning (collaboratively) as they engage in a/n (inter)professional dialogue with each other. Thus, 

from an IPE standpoint, learners can engage in an active manner with the roles, beliefs, values and 

cultures of other professionals (Sergeant, 2009; Thistlethwaite, 2012). The experience of interacting 

with others can facilitate and shape an understanding of a clinical encounter or help build a fuller 

(and holistic) picture of a patient’s presentation. It was envisioned by the researcher that exploring 

the way professionals interact and engage in dialogue with each other could potentially offer 

insights into RPMs processes.  

3.3.3. Collaboration 

    __________________________ 

Collaboration is a feature that can be thought to occur within an RPM context. Thus, it is envisioned 

by the researcher that one can explore collaboration and power dynamics within the RPMs. The 

researcher views RPMs as occurring within a space that may provide both a broad and deeper 

understanding about the (internal and external) environmental and participant behaviours that may 

influence the chances of realising ‘collaboration as a positive experience and thus make a positive 
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impact, or regress into a state of collaborative inertia’ (Huxham and Vangen, 2010: 31). The impact 

of the learning that occurs from the states described above on an individual and community level in 

an RPM may hinge on how participants interact within a community and thus shape the quality of 

dialogue between each other. For this reason, the dialogue can highlight dynamics of presence and 

absence of collaboration between participants within a community of professionals. It is hoped that 

these dynamics are examined within the RPMs. Huxham and Vangen (2010) discussed power 

dynamics indicating that, exerting power seems to rely on ‘being there’, wherever the particular 

‘there’ may be at the time. For this reason, it becomes important to explore ‘power batons’ and how 

these affect collaborations. For example, the dynamic can be about those controlling resources, 

exercising power whilst being physically very distant from a collaborative stance. This could also be 

about some individuals seemingly having been given a position (or perhaps other power), even in 

their absence, which could typically be enacted by those present and leading them to refrain from 

taking firm decisions until such individuals can be deferred to. “The balance of power changes over 

time in several respects e.g. it may shift from one partner to another as the collaboration develops” 

(Huxham and Vangen, 2010: 183). For this reason, it is important to ascertain how changes manifest 

in situations where knowledge is transferred between each other as well as when the collaborative 

agenda is enacted and different activities discussed e.g. within a social learning context. Visualising 

power as dynamic for this study could lead to more creative thinking about ways in which the 

researcher could describe how everyone can have some of the power some of the time.   

3.3.4. Social Learning 

   ____________________________  

Social learning theory is utilised as a lens to explore the processes that occur during the weekly 

RPMs. RPMs can be viewed as an opportunity that occurs within a social learning space as advocated 

e.g. by Bandura (1977). One of the main tenets of social learning theory is that individuals observe 

and then imitate the other person. Thus, social learning can be argued as something that acts as a 

basis in which professionals can explore competing viewpoints by individuals representing differing 

disciplines and systems such as health, education, and social care. This provides scope to draw on 

constructivist theoretical perspectives such as Kelly’s and Vygotsky’s views on personal and 

collective learning (as discussed in section 5.3). Importantly, constructivist theoretical perspectives 

can enable the researcher to understand and delve into the socially constructed narratives that can 

come into existence during RPMs so that the processes that occur can be explained. Thus, 

contributions to knowledge may be made explicit as the different facets of experiences and 

perspectives intersect with each other during RPM discussions, such as those about the complex 
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clinical presentations of young people and their actual or perceived impact on each other (young 

people and staff).  

Social learning theory as a lens is suited to underpin the approach to explore RPM processes due to 

the contextual determinants of the research case such as the stories about caring for young people, 

the professional disciplines involved in discussion, facilitation of meetings and the capacity of an 

individual to (re)present their emotions, thoughts and views. This is especially so due to the research 

questions that emerged from the literature review and context of the study (located within a 

forensic adolescent environment and the potential constructed nature of reality through RPM 

discussions) that warranted a need for one to delve into IPE processes. The features of IPE described 

above form CoPs. 

  

3.3.5. Chapter Summary 

   _______________________________ 

The chapter has discussed CoPs and relevance of the theory to this study. Firstly, the social learning 

aspects of the RPMs that seem consistent with CoP principles that potentially accommodate and 

draw on the differing professional perspectives on an issue were discussed. Secondly, the 

collaborative advantage through capital development e.g. personal and professional knowledge that 

each individual brings to an issue has been described. It has been argued that RPMs as an example of 

IPE present learning opportunities for participants and in turn this can offer richer insights into the 

interrelated processes e.g. interactions or nature of dialogue, collaboration and reflection that come 

to existence.  
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4. CHAPTER 4: RESEARCH CONTEXT 
__________________________________________________________________________________ 

 Chapter Introduction 
____________________________________ 

This chapter provides the research context. The commissioning arrangements of The Units are 

outlined. It is also argued that The Units had varied purposes despite their shared commonalities.  

Within this chapter the researcher’s background in mental health and the motivation for the study 

and the personal perspective on and experience of RPMs is provided. 

 The Units  
 ___________________ 

At the time of this study, the National Secure Forensic Mental Health Services for Young People 

(NSFMHSYP) (The Units) had been providing in-patient medium secure mental services to young 

mentally disordered offenders and others requiring similar services since 2002. The Units were 

commissioned by the National Specialised Commissioning Team (NSCT) on behalf of the Advisory 

Group for National Specialised Services (AGNSS) and had expanded to include 105 beds initially in 

seven centres, reduced to six due to a never event that occurred in one of The Units. The Units have 

been treating young people with mental disorders (including severe disorders of conduct) since they 

opened during different points within the years and have always recognised the need for careful 

evaluation of outcomes and effectiveness of its high-risk in-patient population. It is for this purpose 

that The Units in conjunction with NSCT created the National Case Register to collect important 

demographic and clinical information that would allow careful evaluation of outcomes and 

effectiveness of interventions on young people and procure cost effective and high-quality services 

that were aimed at meeting the needs of the population of England (NSCT, 2011). The planning and 

delivery of treatment of, for example, the Severe Disorders of Conduct Programme within The Unit is 

discussed in the latter part of this chapter by the researcher to offer insights into how The Units 

differed and shared similarities. The discussion is informed by drawing on outcome data from the 

National Case Register, clinical expertise shared and gained over the years in the treatment and 

management of young people within The Units and the growing research evidence in the field. The 

discussion describes shared and distinct characteristics between The Units. This permits a clearer 

outlook in relation to the aims of the severe disorders of conduct and mental disorder programme 

(see Appendix 1a). It also helps offer details about how the programme could be delivered as a 
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collective in a coherent manner, in line with national policies and priorities to achieve national 

objectives (DoH, 2005; NSCT, 2011). The information offers a backdrop against which services were 

funded, commissioned, performance assessed and evaluated (further clarification can be found as 

supplementary information provided). The discussion does not offer intricate detail of how The Units 

are run nor how services are provided. Though the Units have had individual discretion over the 

approaches utilised to deliver services, within the framework set out (NSCT, 2011) in the national 

guidelines by the National Specialist Commissioning Team and the rules and procedures of their host 

Trust organisation, they operate a clinically managed network for referrals and admissions and a 

summary of this process is detailed in Appendix 1b.   

The Units operate within welfare legislation from the Children’s Act (1989) promoting child and 

adolescent safeguards beyond the domain of mental health. The Units keep under review how 

treatment and management of young mentally disordered offenders can be affected by changes in 

the law. This entails that The Units operate within existing mental health, education, criminal justice 

and safeguarding children’s legislation that is often in a state of flux. For example, the Power of 

Criminal Courts (Sentencing) Act (2000) introduced Detention and Training Orders for young 

offenders and The Criminal Justice Act (2003) introduced indeterminate sentences and extended 

sentences for dangerous young offenders for public protection. Changes to the Mental Health Act 

(1983) made by the 2007 Act does not fundamentally affect the principles underlying treatment for 

mental disorder in childhood and adolescence but significantly affected the way mental disorder is 

defined (NSCT, 2011).  

4.2.1. Functions of The Units 

   ____________________________________ 

The Units have two distinct functions in relation to treatment of mental disorders and severe 

disorders of conduct: 

a) To carry out structured clinical judgements of young people meeting criteria for a 

mental disorder, as defined under the Mental Health Act, 2007, and severe disorder 

of conduct and; 

b) For those young people who meet admission criteria within The Units to be provided 

treatments that address both mental health and criminogenic needs so as to help 

manage risk within a multi-agency context.   



 
 

   78 
 
 

A YP would be deemed to meet the criteria for admission to be treated of their severe conduct 

disorder or mental disorder following referral and assessment process. The young person would 

have been deemed to have a high probability of reoffending that could result in serious physical or 

psychological harm from which the victim would find it difficult or impossible to recover (DoH, 2005; 

NSCT, 2011). Additionally, the admission criteria provided guidance in relation to how decision ought 

to be made e.g. estimated high probability of reoffending must have been linked to the presence of 

their severe disorder of conduct or mental disorder. The criteria also entailed that admission to The 

Units for the severe disorders of conduct and mental disorders programme needed to be prioritised 

according to the level of imminent risk to the public. Young people for assessment did not need to 

consent to treatment. However, work on motivation and engagement was a key component of the 

assessment and treatment programme. For this reason, most referrals were expected to be of young 

people already detained in custody or mental health legislation. All admissions to The Units needed 

to satisfy the requirements of liability for detention under the Mental Health Act of 1983.   

4.2.2. Assessment and Treatment 

    ________________________________________ 

Assessments prior to admission and within The Units are carried out so that clinical decisions are 

made on an informed basis and this relates to whether a young person meets the criteria for a 

severe disorder of conduct and / or mental disorder and inform treatment. Assessments are carried 

out using a set of agreed validated psychiatric and psychological tools. The aim of the assessment 

and treatment is to offer care and treatment within an individualised care plan to be delivered in 

The Units. The aim of the treatment intervention is to reduce the likelihood of further serious 

offending by targeting criminogenic factors and addressing emotional mental health and/or 

neurodevelopmental needs. Importantly, young people are actively encouraged to co-produce care 

plans, take ownership of treatment goals and engage in group programmes.   

4.2.3. Evaluative Approach 

  __________________________________ 

All young people admitted to The Units are subject to evaluation and all Units contributed to this 

process by the collation of a centralised data base held within the “National Case Register”. 

Governance, audit and inspection of services entailed that the Mental Health Trusts hosting each of 

the six Units are responsible and accountable for the delivery of services within the existing 

statutory framework that outline responsibilities and guidance for treatment of YP. The Units are 
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audited and inspected by the existing channels in the host Mental Health Trust organisation (NSCT, 

2011). 

4.2.4. The Target Outcomes of The Units 

 _________________________________________________ 

The underpinning philosophy of the severe disorders of conduct programme and treatment of 

emotional and mental health problems is that public protection is best served by addressing 

primarily (but not exclusively) the emotional and mental health needs of a group recognised as 

having complex vulnerabilities alongside the multiplicity of needs that more often than not have 

been previously neglected. The available beds within The Units cover England and provide in-patient 

services for young people up to the age of 18 years. The services are commissioned to work in 

partnership with other agencies to ensure central integrated care provision across health, social 

care, education and judicial agencies (NSCT, 2011). The target outcomes of the intervention 

programme are:  

• Improved public protection 

• Provision of new treatment services that improve mental health outcomes and 

reduce risk for YP 

• Ameliorate the severity of an illness or disorders of conduct to prevent the 

development of severe adult personality disorder and 

• Contribute to a better understanding of what works in the treatment and 

management of those who meet criteria of admission (NSCT, 2011). 

4.2.5. Legislative Context 

   ________________________________ 

The Criminal Justice Legislation, and, in particular, the Power of Criminal Courts (Sentencing) Act 

(2000) and The Criminal Justice Act of (2003) introduced new custodial disposal options for young 

offenders. The Criminal Justice Act (2003) introduced indeterminate sentences of imprisonment for 

public protection and determinate extended sentences. These sentences which are new could be 

imposed only on offenders who present a ‘significant risk’ to members of the public of harm that is 

serious occasioned by the commission of further offences. For extended sentences, according to the 

NSCT (2011) the Parole Board is required to take specific account of public protection in determining 

whether an offender can be released and for indeterminate sentences, the Parole Board considers 



 
 

   80 
 
 

risk as it currently does for life prisoners. Evidence illustrates that the number of young people 

receiving the Criminal Justice Act (2003) custodial sentences was never expected to be high and in 

fact there were only 60 such sentences in England and Wales made in 2010 (Youth Justice Board and 

Ministry of Justice, 2011). It is expected that the treatment of mentally disordered offenders and the 

severe disorders of conduct programme within The Units could contribute to assessments of risk. 

Expertise in this field has grown through the provision of assessment of risk to help inform the 

decisions to manage high-risk young offenders and the risks that they may pose within the custody 

or the wider community (Dimond and Chiweda, 2011). The majority of young offenders sentenced to 

custody are dealt with by the powers invested within the Power of Criminal Courts (Sentencing) Act 

(2000) either through Detention at her Majesty’s Pleasure (section 90), Detention for Specified 

Periods (section 91) or Detention and Training Orders (section 100). In 2010 there were 360 

detentions under section 90 and 91 and 4710 Detention and Training Orders. The latter therefore 

formed the majority of custodial sentences in young people under 18 years old (Youth Justice Board 

and Ministry of Justice, 2011). 

4.2.6. Mental Health Legislation 

    ______________________________________ 

The Units operationalised their care delivery model centred around the mental health legislation. All 

young people admitted to its services must be liable to be detained under the Mental Health Act 

(1983) as amended through the Mental Health Act (2007). Importantly, the amendments did not 

affect the fundamental principles underlying treatment for mental disorder in childhood and 

adolescence but significantly affected the way mental disorder is defined. 

4.2.7. Safeguarding Legislation 

   ______________________________________ 

Safeguarding remains paramount and even more so given the challenging nature of the young 

people both in relation to how best to address their needs and to ensure that they are kept safe in 

the locked institution, especially because most have had a history of being in trouble with the law. 

For this reason, robust and transparent safeguarding arrangements operate within each of the 

individual Units in accordance with their host Trust organisation and in particular with their Local 

Safeguarding Children Board. Additionally, Local Authorities have a duty under the Children Act 

(1989) to visit children and young people accommodated by NHS and private bodies to promote 

contact with their families. 
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4.2.8. Eligibility for Access to Services  

  ______________________________________________ 

Young people are eligible for admission to be treated when assessment confirms that the young 

person is presenting with a likelihood to commit an offence that might be expected to lead to 

serious physical or psychological harm from which the victim will find it difficult or impossible to 

recover (National Specialised Commissioning Team, 2011).  The young person should have a disorder 

of severe conduct and a link should be made between the severe conduct disorder and risk of re-

offending. At the time of service development, there was an expectation that the number of young 

people who could potentially meet the criteria would exceedingly outnumber the available capacity 

Therefore, places needed to be used in an effective manner. Essentially, it meant that the availability 

of service provision would be allocated based on the prioritisation of need (DoH, 2005). Additionally, 

the treatment programmes were structured and focused around facilitating progression through 

reducing risk (National Specialised Commissioning Team, 2011). It is recognised that for the 

programme to be viable care service provision needed to be developed and tailored to facilitate 

movement from The Units to benefit those that needed to receive treatment and those that no 

longer needed to (Khan, 2010). 

4.2.9. Referral of Young People 

   _______________________________________ 

A referral to The Units is deemed appropriate when a young person has met the criteria in Appendix 

1b. Most of these are young people in custody or young people already detained under mental 

health legislation. Referrals should be made by a Psychiatrist to any one of the Approved Clinicians 

at one of The Units. In the spirit of transparency, all received referrals are considered at the weekly 

national referral group (Dimond and Chiweda, 2011) meeting for The Units and where appropriate a 

full assessment is arranged. The majority of referrals for the severe disorders of conduct and mental 

disorder programme are young people in custody and referrals may be triggered through regular 

sentence planning, Multi-Agency Public Protection Arrangements (MAPPA) processes and/or Care 

Programme Approach (CPA) arrangements. Referral sources are acknowledged to include young 

people who were already detained under section or those who were on the waiting list to be 

admitted to hospital and referrals from criminal courts liable for detention under the Mental Health 

Act (1983, as amended 2007) (NSCT, 2011). It is also recognised that in situations that are of an 

exceptional nature, referrals from the community could be accepted for admission on The Units. 
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This was through MAPPA processes and/or following out-patient adolescent forensic assessments. In 

these cases, historical offending and present behaviours need to be an indicator of a high and 

increasing risk that could cause offending. The young person also must be seen to require 

management in conditions of medium security. If an agency making a referral is unclear about the 

suitability of a young person being referred, they can discuss the case by phone with any approved 

clinicians within The Units before making a referral (NSCT, 2011). The consent of the young person 

was not required for a referral to be made but the young person needs to be aware of the referral by 

the referring agency before the referral is processed. In addition, unless there are extenuating 

circumstances those that hold parental responsibility also need to be informed. On inception of the 

units, it was emphasised that as good practice referring agencies needed to give a copy of the 

referral letter to the young person (and those holding parental responsibility), such that young 

people and their families had the opportunity to make contributions, comment on matters of fact 

before the referral (NSCT, 2011) was processed. 

4.2.10. Catchment Areas 

    ______________________________ 

Admission to any one of The Units is partly dependant on catchment area. Broadly, a Unit admitted 

young people from a particular geographical area. This approach was considered beneficial for the 

young person and their network in relation to input and support they may have required, enabling 

professional relationships to develop between the teams and their local area, and for families to 

have less distance to visit their loved ones. The staff and patient group were similar, but different 

across Units. Utilising such an approach enabled varied cases to be treated where there was a clear, 

agreed risk management or clinical need that merited admission to a Unit outside of their catchment 

area. Occasionally, transfer between The Units at some stage in treatment of the young person to 

meet certain treatment needs or manage high risk behaviours is necessary. The Units operate as a 

clinical managed network and internal transfer is available so as to optimise the delivery of service 

into the available limited provision (Dimond and Chiweda, 2011). 

4.2.11. Admissions Prioritisation 

    ________________________________________  

Allocation of places was prioritised for those young people who in the first instance were in custody. 

These young people would present mostly with a serious and immediate threat to public protection. 

The Units also, however, take into consideration other factors in relation to admission criteria when 

allocating places, for example, the existent population mix of young people on The Units and the 
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urgency of treatment needs of a young person. In all referred cases, the weekly referrals meeting 

discussion is documented to evidence decision making of admissions, prioritisation of need, and 

consideration has been made to ensure safety and effective functioning of all The Units.   

4.2.12. Engagement with Assessment and Treatment of YP 

   _________________________________________________________________ 

Young people admitted to The Units were not all referred on a voluntary basis. Accordingly, the 

expectation on the part of the NSCT and among clinical experts was that participation in the 

assessment and treatment was not always wilful (DoH, 2005). It was expected that participation 

would fall within a continuum thus other young people will be more motivated to engage than 

others. Consent to treatment by the young person is not a pre-requisite for assessment to admission 

to the severe disorders of conduct programme and mental disorder treatment. The position of The 

Units was that non-adherence to the assessment process or a failure to engage with treatment were 

not reasons in themselves for non-admission into one of The Units (NSCT, 2011). Engagement and 

motivational work formed a key part of the assessment and treatment process and a consideration 

of the public safety needed to remain the primary focus for considering and prioritising admissions. 

If a young person refused to engage with the assessment process prior to admission, the assessment 

was based on observed behaviours and also on information collated from other relevant sources 

(DoH, 2005). In some circumstances, such as the physical safety of staff or that of other young 

people on The Unit, or where admission might have led to disrupted service provision on The Unit, 

an admission could be deferred. In these situations, the issues would be brought to the attention of 

the referrer, i.e. the psychiatrist and the multi-agency teams looking after the young person. As a 

result, a plan of management needed to be formulated in consultation with the referrer in order to 

address treatment and issues related to the protection of the public (Dimond and Chiweda, 2011).  

4.2.13. Age on Admission 

   ________________________________ 

The Units admit young people between the ages of 10 (current age of criminal responsibility) and 18 

years. The young person must therefore be under the age of 18 years at the time when the referral 

is made. It was envisioned that no mentally disordered young offender should be admitted to an 

adult service. There is, however, no high secure service provision for mentally disordered young 

offenders and The Units have an agreed protocol with special hospitals in the UK for the transfer of 

those young people in need of high secure care. Young people’s transfer to adult services is 

dependent on the identified young person’s needs and the availability of local catchment area 
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services to continue to provide for young people beyond their 18th birthday. Treatments for young 

people with severe disorders of conduct often require long treatment interventions.  Whilst, The 

Units are primarily focused on providing care for those under 18 years, rigid adherence to criteria 

based on chronological age was noted to be inappropriate.  Thus, the Units supported the admission 

of young people in need who are approaching their 18th birthday and had continuing needs beyond 

their 18th birthday to complete a course of treatment when it is clinically appropriate for them to do 

so and there are no safeguarding risks to the other young people on The Unit. However, to prevent 

the age group of the patient population drifting upwards, which could result in concerns about 

placing younger teenagers with older teenagers within The Units, discharge was pegged at an upper 

age limit of 19 years except in very exceptional circumstances and as dictated by the clinical needs of 

a particular young person. 

4.2.14. Learning Disability (LD) 

   ____________________________________ 

A low IQ level does not in itself prevent assessment for admission. The Units reviewed each case on 

its own and individual attributes considered. An attempt to adapt the clinical interventions for the 

prospective young person is done. Further, there are two Units dedicated entirely to the assessment 

and treatment of young people with a learning disability and high-risk behaviours. Therefore, if it is 

felt that a referred young person from the local area is not able to engage with the assessment and 

treatment process due to a learning disability then assessment and treatment interventions is 

available within The LD Units. 

4.2.15. Mental Illness 

   __________________________ 

Disorders of conduct are very often co-morbid with mental illness and this can often have a 

consequence of reducing one’s ability to engage and respond to psychological interventions (NSCT, 

2011). Should a referral meet criteria for a severe disorder of conduct when a young person is 

experiencing an active mental illness that is impacting on their ability to engage therapeutically the 

symptoms of that illness will need to be controlled before entering the severe disorders of conduct 

programme. The Units have available within its provision appropriate treatment for such cases and 

management plans can be put in place to coordinate sequential and comprehensive treatment 

provision. 
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4.2.16. Pervasive Developmental Disorders / Autistic Spectrum Condition 

   _________________________________________________________________________________ 

Disorders of psychological development such as Pervasive Developmental Disorders are commonly 

found in adolescent forensic populations. The Units had an agreed position that this was something 

that they could treat. However, the severe disorders of conduct treatment programme is not 

primarily aimed at specifically addressing the needs of the young person population but provision for 

this group of young people within its Units could be made available. 

 The Unit   
__________________ 

This research study was conducted within a National Secure Forensic Mental Health Service for 

Young People (NSFMHSYP) (The Unit) within the United Kingdom. The Unit caters for young people 

from the age of 10-18 within an inner city. The remit of The Unit is to provide care for young people 

because of concerns that they may have a mental health disorder (s) too serious to be adequately 

managed in their present environment i.e. young offender’s institution or open adolescent mental 

health wards. Usually, the concerns include the possibility that the young person may be having 

psychotic experiences (Bownas and Wilson, 2012).  All young people admitted are detained under 

the Mental Health Act 1983/2007 and most of them are detained under part III of the Act. Part III of 

the Act is about ‘patients undergoing criminal proceedings or under sentence’ (Mental Health Act, 

1983: ss. 35-55) and length of stay ranges from a few weeks to a couple of years. The Unit is one of 

six within the UK that offers care within a secure forensic environment to young people. The Unit is 

based in an NHS Trust. There is a comprehensive multidisciplinary team employed who work in The 

Unit which included, at the time of the study; Creative Therapists, Systemic Family Therapists, a 

Physical Activities Advisor, Nurses, Health Care Assistants, Occupational Therapist, a Pharmacist, 

Psychiatrists, Psychologists, a Social Worker and Teachers. The study was conducted within this 

setting after careful consideration of other settings such as the adult medium and high secure 

environments. The decision to conduct the study within The Unit was influenced by several factors, 

which included for example, the uniqueness of setting, accessibility of research case, set up of RPMs 

in comparison to other models within other settings. The phenomenon under study could also be 

fully explored through a study that focused on a single research site with a focus on a single national 

aspect (Richardson, 2007).  

The focus of this study is situated in the context of IPE and collaboration. The focus is on the 

processes that occur when engaging with IPE within an RPMs context. These processes include 
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reactions of professionals to each other during meetings, sequential aspects of turn taking in talk, 

frequency of meetings and an identification of the kinds of participation within the meetings, 

including the nature of information shared, knowledge exchange processes and learning both on an 

individual basis and as a collective group. The professionals that were involved in discussions during 

the RPMs represented diverse viewpoints from a professional, personal and systems perspective 

(Criminal Justice, Health, Education and Social Care); as a consequence, this offered an opportunity 

to explore the nature of contributions and how these were informed and informed the care 

processes.      

 Types of Young People 
_______________________________________ 

The young people that are cared for within The Unit are from diverse cultural and ethnic 

backgrounds. There are commonalities in the presentations of young people for example, many of 

the young people had a history of using illicit substances, cannabis being the substance of choice. 

The use of substances for many has often contributed to their trouble with the Law. The young 

people are mostly referred on as discussed earlier from other national Units or from the criminal 

justice system. It is also notable that young people are often undergoing criminal proceedings and 

detained under part III of the Mental Health Act 1983 as well as on part II though on rare occasions 

young people are concurrently detained on both parts of the of the Mental Health Act. Young people 

may be transferred from the secure children’s homes, secure training centres, young offender’s 

institutions, open adolescent mental health wards, adolescent Psychiatric Intensive Units, 

adolescent low secure units and other Child and Adolescent mental health settings to The Unit. 

There are varied mental illnesses and disorders that young people are noted to experience for 

example, psychosis, depression, anxiety, conduct disorders, emerging personality disorders, being 

the pre-dominant conditions. The young people reflect diversity as some are unaccompanied minors 

who ended up within the health and care systems due to some of the post traumatic experiences 

they have encountered before, during and after travelling from regions that were often in conflict, 

other young people are from low income families with a strong UK heritage whereas, others are 

from affluent backgrounds. Inevitably, the mixture of such diverse YP also represent significant 

challenges that are related to risks such as financial exploitation (to and from others), psychological 

(influenced by their association with gangs) or as a result of their affiliation to opposing gang 

structures. It is important to acknowledge that at times the young people have been perpetrators 

and well as victims of a variety of abuses and offences. Their clinical risks are also associated with 

vulnerabilities and these may result in self-harming behaviours (physical or psychological). Suicide 
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intentionality is another risk factor that is seen in some young people, to either deal with the 

emotional trauma, evade tormenting voices or deal with the guilt and shame of having a mental 

health condition or illness as well as stigma (they) perceived to be associated with the mental illness. 

Many of the young people have been excluded from pupil referral Units and have found being on 

The Unit a challenge when encouraged to (re)engage with education activities. This was 

compounded by their mental state presentation which may include paranoid ideations and / or 

inability to concentrate within a classroom setting.  Most young people have a forensic history. This 

adds another layer of complexity due to the intersection of the differing systems and professional 

disciplines involved. Many of the YP have some form of special educational needs and this was 

compounded by co-presentation of mental health and learning difficulties. Additionally, some have 

speech and communication needs and also exhibit poor attention. Several of the YP have suffered 

trauma, significant loss (such as identity, career prospects, bereavement). Many YP have a history of 

behavioural problems before the age of 12 (such as, substance misuse, Anti-social behaviour, 

aggression, sexual activity or exclusions). A number of young people have had parents with mental 

health problems, drug abuse or alcohol dependency or criminal records. Some are Looked After 

Children/Children on Child Protection Plans (see legal context discussion).  Some young people are 

perpetrators as well as victims of sexual violence and exploitation. Some young people have 

experienced racism and racial harassment. 

4.4.1. The researcher’s Background in Mental Health 

   ____________________________________________________________ 

My background is within mental health nursing in particular, forensic settings. Post qualification as a 

mental health nurse I worked in different forensic mental health settings including, Men’s, Women’s 

(medium security) and young people (secure forensic). Notably, during the research process I was 

based within the Secure Forensic Adolescent Mental Health settings and I was working as a Clinical 

Nurse Manager within the Adolescent Unit (The Unit). The drive to engage with the research process 

stemmed from a curiosity to understand the processes that occurred within the RPMs. This 

motivation stemmed from undertaking a Master of Arts in Education degree whereby I was 

introduced to the notion of Interprofessional Education consequently, I produced a dissertation that 

had an IPE focus for the same programme of study. Additionally, I had encountered other 

approaches in relation to reflective practice within the Secure Mental Health services for adults 

however, there was something different about the RPMs that were facilitated within the Forensic 

Adolescent Mental Health setting that captured my curiosity. My personal perspective on and 

experience of RPMs is that they represent a space whereby individuals are afforded the opportunity 
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to think about their own and others’ practice within a clinical setting. RPMs also build upon 

narratives in relation to clinical interactions that professionals experience as part of their daily 

encounters with service users. RPMs also provide opportunities to share information and knowledge 

that inform how particular interventions are provided and the rationale for doing so. Thus, this 

research is framed as a case study exploratory research.  

4.4.2. Chapter Summary 

   _______________________________ 

The chapter has provided the information about the nature of this Unit its context within a national 

network of similar Units. The national criteria for admitting YP onto The Units has been discussed 

and a description of the types of YP catered for within The Units. A detailed description of the 

forensic adolescent mental health context in which young people were cared for has been provided 

within the chapter. The similarities and the differences between The Units have been presented. The 

following chapter offers the research study methodological discussion. 
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5. CHAPTER 5: METHODOLOGY 

 

 Chapter Introduction 
 ___________________________________ 

This chapter presents the overall methodological approach adopted in the study before detailing the 

different aspects of the research design and research methods that were employed to answer the 

research questions that emerged from the literature review is offered (for research questions refer 

to section 2.16.2). The research design and  methodology offer a critical appraisal of the benefits of a 

qualitative approach to research. The subsequent sections cover the choice of research methods and 

address the fit of the intended study to the criteria outlined for evaluating qualitative research 

notably, credibility transferability, dependability and confirmability. Ethical considerations will also 

be discussed in these sections of the chapter. The remaining section provides an outline of the 

analytical methods, the techniques chosen to analyse data and the time frame for data analysis. A 

conclusion of the overall discussion presented within this chapter is offered. From the outset, I must 

highlight that I was already a clinical staff member within The Unit and a participant of the RPMs 

prior to commencing this study. Section 5.4 discusses my perspective as the researcher. 

 Rationale and Basis for the Methodological Approach  
    _______________________________________________________________________________ 

Bryman and Bell (2003) asserted that in research the term paradigm encompasses three levels: 

notably, the philosophical, the social and the technical level. The philosophical level encompasses 

basic beliefs about the world we live in, the social level is about guidelines that exist as to how a 

researcher should conduct their endeavours and the technical level encapsulates methods and 

techniques ideally adopted when conducting research (Bryman and Bell, 2003). Kuhn (1970: 11) said 

that a paradigm “is the underlying assumption and intellectual structure upon which research and 

development in a field of inquiry is based” and McCourt (1999) concurred indicating that the 

concept of paradigm continues to represent a valuable means for differentiating between 

philosophical assumptions. According to Burrell and Morgan (1979) it becomes important for the 

researcher to be able to recognise their paradigm because this allows the researcher to identify their 

role in the research process, determine the course of any research project and distinguish it from 

other perspectives. For this reason, Bryman and Bell (2003) acknowledged that the research 
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paradigm has implications for the research design. Burrell and Morgan (1979) postulated that the 

philosophies of social science are either ‘subjectivist’ or ‘objectivist’ in orientation and the 

researcher’s world view is defined by the choice of a particular paradigm. Burrell and Morgan (1979) 

further explained that on a philosophical level organisational theories contrast in five sets of 

assumptions in a subjectivist /objectivist dimension; ontological, epistemological, axiological, 

methodological and assumptions about human nature. These assumptions influence through to the 

practical levels of the research process, for example, research design, methods and data analysis 

(Burrell and Morgan, 1979).  

There is a general consensus amongst authors, including Silverman (2000), and Cohen et al., (2011) 

that individuals create their social world rather than it being an objective external reality. Ontology is 

this consideration of the nature of social reality and one position is that it is created socially and the 

other is that it exists independent to the actor (Cohen et al., 2011). Such a view accepts that 

individuals interpret their social world and therefore there are multiple realities within the social 

world. Furthermore, Orlikowski and Baroudi (1991) posited that interpretive studies assume that 

people engage in the creation of a social reality and this often occurs by making associations with 

their own subjective and intersubjective meanings as they interact with the world around them. This 

is the position adopted in this study. Despite the focus on positivist approaches to research on IPE 

practice, Priest and colleagues (2008) noted that increasing attention is being given to the personal 

experiences of individuals in receiving care and those offering care. The mental healthcare field with 

its mode of delivery of care and use of ‘self’ as an instrument has had an increased acceptance due 

to the perceived view that it deals more explicitly with human interactions (Obholzer and Roberts, 

1994). As a result, there has been greater willingness to embrace and employ a range of research 

methods such as those presented in this study.  

Epistemology is concerned with what is acceptable knowledge (Burrell and Morgan, 1979). For 

example, this relates to the nature of knowledge and the principles that underpin it, such the 

research approaches and methods used to obtain that knowledge as the procedures that govern 

that knowledge (Bryman and Bell, 2003). The positioning of this study from an epistemological 

standpoint is that knowledge can be modified and is subjective (Bryman and Bell, 2003). It is also 

dualistic in nature because the researcher and researched are not independent of each other 

(Saunders et al., 2007). This premise is in contrast with the positivist position postulated by Cook and 

Reichardt (1979) who posited that positivism is an epistemological position that applies a natural 

science, hypothetico-deductive, approach to the phenomenon of interest. In contrast to the position 
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above the proposed research adopts an interpretive perspective. Thus, in terms of epistemology 

Tsang and Kwan (1999) noted that although scientific knowledge of social reality is never infallible, it 

is still possible to acquire such knowledge through creative construction and critical testing of 

theories. Hence, the proposed research will specifically focus on the experiences of professionals 

who engage with and construct knowledge interdependently in the Reflective Practice Meetings on 

The Unit.  

In order to occupy the frame of reference of the participant Bryman and Bell (2003) stated that one 

needs to be guided by axiological assumptions. According to Burrell and Morgan (1979) axiological 

assumptions are closely linked to the epistemological assumptions. The epistemological assumptions 

are related to the role values play in conducting research (Burrell and Morgan, 1979). Furthermore, 

Guba and Lincoln (1985: 33) defined axioms "as the set of undemonstrated (and undemonstratable) 

'basic beliefs' accepted by convention or established by practice as the building blocks of some 

conceptual or theoretical structure or system." The axiological positionality of this study is that the 

researcher needs to acknowledge their own and participants’ values and biases. The assumptions 

from an axiological point of view for this study relate to interpretivism. Thus there is an accepted  

level of subjectivity within the study. With the aforementioned, the research findings reflect upon 

the perspective of both the researcher and the participants (Schulze, 2003).  

 A Qualitative Research Design   
 ________________________________________________ 

According to Bryman and Bell (2003: 31) research design is often referred to as “a framework for the 

generation of evidence that is suited both to a certain set of criteria (for evaluating research) and to 

the research questions in which the researcher is interested.” For this reason, each research study is 

therefore guided by a methodological choice that is driven by the research paradigm concerning the 

nature of reality (ontology), how the knowledge about reality is understood (epistemology) and the 

role of values (axiology) (Burrell and Morgan, 1979; Bryman and Bell, 2003). The premise for 

engaging in a study that is guided by a qualitative research design was therefore based on the 

paradigmatic position as discussed earlier. For some, e.g. Bogdan and Biklen (1998), Merriam (1998), 

Locke et al., (2000), the intention of conducting research within a qualitative research paradigm is 

about examining the social situation or social interactions and this allows the researcher to enter the 

world of others in attempting to achieve a holistic rather than a reductionist understanding of a 

phenomenon (Yin, 2011). Attempting to understand a holistic view of the processes that occur when 

engaging with IPE within a reflective practice meetings context influenced the researcher to adopt a 
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qualitative interpretive stance, because research focuses on extracting and interpreting the meaning 

of experiences of individuals and provides textually rich data (Hardy and Bryman, 2011). 

Constructivism helps to extend the concern of knowledge construction within a context of its 

production and interpretation (Lock and Strong, 2012), while interpretivism enables one to address 

features that are central to shared meaning and how this meaning is understood (Burrell and 

Morgan, 1979). As a result, the researcher’s position was informed and situated within the 

parameters of a social constructivist epistemological discourse that is underpinned by Vygotsky’s 

(1978) tenets.  

Guba and Lincoln (1994) noted that constructivists claim that truth is relative and that it is 

dependent on one’s perspective. According to Crabtree and Miller (1999:10) pluralism, not 

relativism, is stressed with focus on the circular dynamic tension of subject and object.” Notably, 

constructivism is built upon the premise of a social construction of reality (Berger and Luckmann, 

1966; Searle, 1995). According to Crabtree and Miller (1999) one of the noted advantages of 

constructivist approaches is that there is a close collaborative process between the researcher and 

the participants. This collaborative process enables participants to tell stories through their own lens 

(Crabtree and Miller, 1999). When participants tell their stories, they are able to describe their views 

of reality and it is these descriptions offered by participants that enables the researcher to better 

understand the participants’ actions (Lather, 1992; Robottom and Hart, 1993).  

Additionally, the choice of methodological design was informed by and selected due to two separate 

but co-dependent considerations. Firstly, the fact that quantitative methods of enquiry have had 

limited success in offering in-depth insights into the processes that occur during IPE activities. For 

that reason, it was unsuitable to explore the processes that occur when engaging with IPE within an 

RPMs context by trying to ‘quantify the unquantifiable’ experiences of individuals. This is coupled, 

with an acknowledgement of the suitability of qualitative methodology in that it enables one to fully 

explore the multiple faceted processes of RPMs as an example of IPE. Secondly, the focus of this 

study aligns itself entirely with qualitative research methods, which Benoil (1985: 34) described as,  

Modes of systematic enquiry concerned with understanding human beings and the nature of 

their transactions with themselves and with their surroundings. 

Increasingly, the usefulness of qualitative approaches has been echoed in many areas of health, 

social care and education where it is acknowledged that an understanding of health and illness, 

health behaviour and professional interventions is complete only when it includes the subjective 

reality of the individual’s experience (Tai and Ajjawi, 2016). Qualitative research methods provide an 
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avenue to understand the sensitive, personal experiences, perceptions, beliefs and meanings related 

to individuals (Silverman, 2004).  

Furthermore, the care giver (clinician), practitioner and tutor centred focus, central to the current 

study, typifies the traditions of qualitative enquiry that allow professionals to raise issues and topics 

which the researcher is unlikely to include within research designs that opts for rigid formats. 

Woodhouse and Livingwood (1991) and Hardy and Bryman (2011) saw this as being the most 

notable strength of the qualitative approach as it contributes to participant empowerment and 

thereby enhances communication. However, qualitative research methodologies have been noted to 

have a number of limitations for example, the researcher getting overly involved with the research 

participants so much so that this results in an inability to separate their experiences from those of 

the participants (Yin, 2009). Notably, Bryman (2008) highlighted the most extreme form of this for 

example, ‘going native’ - where the researcher loses awareness of his/her role as the researcher and 

becomes a participant. A later section will specifically explore issues relating to researcher closeness 

to the researched and thus explore some of the strengths and weakness within the study. Included 

within that section is a consideration of ethical dilemmas that the researcher encountered 

throughout the journey of the research study. Additionally, these dilemmas required one to be 

reflective when engaging with the study, which is also explored in that section. With this, the 

researcher was aware that engaging with this research process required a distinction to be made 

between the role of the researcher and that of the participant. This role distinction is discussed in 

detail within the reflection/reflexive section.   

Therefore, in this study an interpretive qualitative approach was identified as a useful framework 

due to its noted strength of enabling researchers to delve into entirely uncharted territories, for 

example, exploring work practices conducted within a secure forensic adolescent setting in order to 

gain an understanding of thoughts, ideas, feelings and emotions of individuals participating in RPMs 

as an example of IPE. Silverman (2004) highlighted the benefits of qualitative approaches in the 

exploration of subjective experiences in that it captures ‘lived experiences’ of individuals within their 

natural settings. There is a consistent viewpoint amongst scholars, that there is need for an 

appreciation of other approaches for example, ethnographic case studies, phenomenological studies 

and many more within the field of IPE in order to explore new horizons and develop the IPE field 

further. Barr and colleagues (2011: 34) reiterated this call in their review by highlighting the dilemma 

that existed:   
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… the group was willing to honour Cochrane’s expectation to update its review, most 

members felt crimped and cramped by its linear and positivist approach. Their own research 

had heightened their awareness of alternative paradigms - qualitative as well as quantitative 

- for the evaluation of education. They determined to conduct a further systematic review 

taking into account a continuum of outcomes and a range of research methodologies.  

Some experts, e.g. Priest et al. (2008) and Barr et al. (2011), have identified that the bias towards an 

appreciation of studies conducted within the quantitative paradigm has hindered the progress of IPE 

initiatives to merely ‘something that is good for practice’. For this reason, Payler and colleagues 

(2008) called for research to be conducted within the qualitative paradigm in order to redress some 

of the issues that require qualitative approaches. This recommendation readily points towards the 

continuing debate in relation to which approach contributes the most to knowledge (Mgusthini, 

2010). Currently in this debate, there is a consistent view which acknowledges that both quantitative 

and qualitative research offer a useful contribution to a body of knowledge (Harding, 2013). It is 

upon this recognition that each research tradition is employed on the basis of the questions that are 

being asked (Yin, 2011). 

The widely held consensus, reiterated by Crawford and Kessel (1999) and Faulkner and Thomas 

(2002) is that as a means of understanding human behaviour qualitative approaches provide 

interesting insights. This observation is not unique to the study of IPE and collaborative experiences 

but focussing on describing the experiences of participants who utilised the RPMs space by 

interacting and engaging in dialogue with each other, qualitative research methods are useful. 

“Qualitative research encompasses a range of methods and increasingly it has been used in health 

education”, which pre-dominantly previously utilised quantitative research approaches (Greenhalgh 

et al., 2016 cited by Tai and Ajjawi, 2016: 175). Furthermore, Tai and Ajjawi (2016) posit that 

qualitative research approaches can help to understand health educational phenomena. Tavakol and 

Sandars (2014) cited by Tai and Ajjawi (2016: 176) suggest that “humans construct knowledge 

through not only experiencing events, but also by participating in activities, especially with others 

(specifically, social constructivism)” as a result this then allows for “multiple perspectives and 

differing perceptions of the same event.” Given the distinct attributes of qualitative enquiry that aim 

to explore and understand the socially constructed reality of participants within a particular real-

world context, it was imperative that this study was guided by a qualitative enquiry approach. The 

researcher was a participant during the research process and also contributed during the RPMs data 

collection process. Understanding phenomena from the individual's perspective re-confirms the 

affinity between nursing and the underlying tenets of qualitative research. Pope and Mays (1995) 
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echoed this view and concluded that the reason why qualitative research has so much to offer 

nursing is that both nursing and qualitative research place the greatest emphasis on the patient-

centred, individualised and human aspects of care and in essence, “reach parts other methods 

cannot reach” (Pope and Mays, 1995: 42).  

Engaging in discussions within an RPM context and engaging in a collaborative enterprise is by all 

accounts an experience and, in that respect, it is open to individual perceptions that differ from 

person to person. Therefore, any attempt to understand how individuals engage with RPMs must be 

based on methodologies which capture the sensitivity of the subjective experiences of participants, 

and these may vary from one person to the other (Harding, 2013). This viewpoint is reinforced by 

Flick (2014) who described that the decision to employ techniques that sensitively capture subjective 

experiences is important, in particular when exploring human experience. For this reason, Flick 

(2014) postulates that little is derived from an indirect researcher-subject relationship that is 

characteristic of quantitative approaches. The central objection to the detailed and objective bias of 

quantitative methodology is that it treats participants as though they are objects being observed 

under optimal experimental conditions and by-so-doing, quantitative methodologies place health 

care facilities on par with car repair garages (Crawford and Kessel, 1999). Furthermore, the 

aspirations for experimental conditions typical of many quantitative approaches are in direct conflict 

with the essence of the current study, of collecting data in their naturalistic context and giving 

paramount importance to the diversity of participant responses in ways that promote understanding 

of differing participant construction and co-construction of a social reality.  

 The Researcher’s Perspective 
 ________________________________________________ 

This notion of a researcher adopting a particular position is reinforced by Gorman and Clayton (2005: 

106) who described Gold’s 1958 four roles (complete observer, participant-observer, complete 

participant and observer-as-participant) as “a range of flexible positions in a continuum of 

participatory involvement.” There is a generally acknowledged position within the literature about 

the roles described by Gold (1958) for example, it is postulated that not everyone has to start as a 

complete observer. For this reason, a researcher adopts a role depending on the nature of the 

problem to be studied, on the insiders’ willingness to be studied. Furthermore, factors such as the 

knowledge of the researcher prior to engaging with the research process is key. Additionally, it is 

also important that the researcher evaluates their involvement the insiders’ world as this will 

influence how data is collected. As an example, Baker (2006) suggested that going into a new 
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research field may require the researcher to adopt the role of complete observer, whereas studying 

a group in which the researcher (as in the case of this study) was already a member allows the 

researcher to adopt the complete participant role. An important attribute as envisaged by Carey, 

McKechnie and McKenzie (2001) cited by Baker (2006) is that the researcher has to assume an 

appropriate, fluid role-one that allows one to observe intimately the everyday life of the research 

participants. 

 Benefits of a Qualitative Approach to Research 
_______________________________________________________________________ 

Notably, most discussions focus on philosophical and technical differences between the two 

approaches (qualitative and quantitative), for example, in terms of rigour, validity and reliability. 

Pope and Mays (1995: 43) postulated that “Since qualitative research does not generally seek to 

enumerate, it is viewed as the antithesis of the quantitative method; indeed, the two approaches 

are frequently presented as adversaries in a methodological battle.” Despite continued assertions 

and counter assertions within the literature sources, there is acknowledgement that there are 

strengths and weaknesses in both research traditions. For example, critics of qualitative research 

consider it an ‘unscientific’ approach (Harding, 2013). Mays and Pope (1995: 109) noted that the 

“most commonly heard criticism is that qualitative research is merely an assembly of anecdotes and 

personal impressions, strongly subject to researcher bias.” Furthermore, they argue that qualitative 

research is also viewed as lacking reproducibility as the research is so personal to the researcher and 

there are no guarantees that radically different conclusions can be reached by a different 

researcher. Another argument presented in relation to a weakness of qualitative research is its lack 

of generalizability as it is posited that qualitative research tend to generate large amounts of 

detailed information about a small number of settings (Mays and Pope, 1995). Despite the above 

criticisms, qualitative research is praised due to the closeness of the researcher-participant 

relationship that allows the researcher to gather data and understand the worldview of the 

participant from first hand exposure (Finlay and Gough, 2003). To strengthen this position biases 

that the researcher may have prior to commencement of the study may influence the study outputs 

and need to be considered. For this reason, Mays and Pope (2000: 51) advocate for a need for 

“personal and intellectual biases […] to be made plain at the outset of any research reports to 

enhance the credibility of the findings.” For this to be achieved a reflexive approach has to be 

embraced as this will also help consider the effects of personal characteristics, for example, age, sex, 

social class and professional status on collated data and also on the ‘distance’ between the 

researcher and the participants (Mays and Pope, 2000: 51). With specific reference to answering 
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questions about individuals’ experiences of engaging in collaborative enterprises, qualitative 

methodologies have increasingly been acknowledged as the more appropriate - a view specifically 

asserted within literary sources including Potter (1996) and Searle (1999). Potter (2004) asserted this 

view and believed that it could even be that the use of qualitative research will come to distinguish 

knowledge from the sort of knowledge that other, more mechanistically orientated, health, 

education and social care professionals aspire to. In order to capture the usefulness of the differing 

research traditions it is proposed that all research is dependent on collecting particular types of 

evidence through a certain lens and methods, thus has its strengths and weakness (Mays and Pope, 

1995). Carr (1994) and Triverdi and Wykes (2002) pointed out that much of the bias towards 

quantitative and reductionist methodology has been driven by the historical bias against qualitative 

research. Notably, Carr (1994) highlighted that in healthcare quantitative methods are opted for as 

they have often been described as objective, systematic and superior to the subjective focus typical 

of qualitative enquiry. Silverman (2004) noted that many researchers have even equated some of 

the studies conducted within the positivist tradition as the ‘gold standard’. As a statement of 

positionality, I was a clinician/researcher during the research study. Being a clinician and researcher 

working on The Unit at the time presented opportunities and difficulties and these aspects are 

discussed in more detail in this chapter highlighting the benefits and challenges of such a position.  

 The Case Study Methodology 
_______________________________________________ 

 A case study approach was adopted for this study. A case study is a methodology used to explore a 

single phenomenon in a natural setting using a variety of methods to obtain in-depth knowledge 

(Collis and Hussey, 2009). This research used an exploratory case study methodology in order to 

explain what was happening and how people respond to the social environment in particular, when 

engaging in RPM discussions (Gomm et al., 2000). Hodkinson and Hodkinson (2001) posited that a 

noted strength of an exploratory case study is that it permits the examination of the exceptional, as 

well as the typical. Importantly, there is paucity of research conducted in settings such as The Unit 

thus, an exploratory research approach is more suitable to understanding IPE processes within an 

RPM context (Yin, 2009). It is also notable that the research questions had not been previously 

studied in an in depth manner thus a case study exploratory approach was beneficial for 

understanding the social reality of those involved in caring for young people on The Unit.    

Furthermore, case study research facilitates the exploration of a phenomenon within its context 

using a variety of data sources (Yin, 2009). Hancock and Algozzine (2017) echoed this viewpoint by 
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noting that, a case study is an approach that ensures that the issue is not explored through one lens, 

but rather a variety of lenses thereby giving allowance for multiple facets of the phenomenon to be 

revealed and understood. The theoretical framework acted as a basis to design the case study. Thus, 

the processes that occur when professionals engage with each other during RPMs was most suited 

to be addressed by a case study research design due to the situatedness of the phenomenon. Stake 

(1995) and Yin (2014) base their approach to case study on a constructivist paradigm, a view that has 

shaped the researcher’s position. “All case study research starts from the same compelling feature: 

the desire to derive a(n) (up-)close or otherwise in-depth understanding of a single or small number 

of “cases,” set in their real-world contexts” (Yin, 2011: 4). This approach allows a deeper 

understanding of the participant’s world view to be achieved through the researcher-participant 

closeness and useful insights about a case can be gained (Yin, 2011). This often results in new 

learning about different worldviews and meaning that is attributed to particular experiences. A case 

study is defined as “an empirical inquiry about a contemporary phenomenon (for example, a “case”), 

set within its real-world context - especially when the boundaries between phenomenon and 

context are not clearly evident (Yin, 2009: 18).” 

The assumption of case study research is that an examination of the context and the complexity of 

the conditions related to the case(s) being studied are integral to understanding the case(s) (Yin, 

2009). For this reason, the kind of research questions that this study was trying to address warranted 

a case study approach. A case study approach was pertinent as the research study aimed to address 

descriptive questions and explanatory questions (refer to chapter 2 section 2.16.2). Furthermore, 

emphasis was placed on the utility of a case study approach in order for a real-world phenomenon 

to be explored (Yin, 2011). A case study also favours the collection of data in natural settings, when 

compared to relying on “derived” data and was a crucial reason for adopting this methodology in 

this study (Bromley, 1986 cited by Yin, 2011). 

Some of the challenges of utilising a case study method include a researcher to have prescheduled 

their presence in a research environment, thus participant(s) may have had the opportunities to 

alter and potentially customize their routines just for the researcher (Yin, 2011). This can impact on 

how to capture more accurately the actual practices in the organization or among a group of people 

(Yin, 2009). The researcher was already a member within The Unit and had previously participated 

within RPMs and this helped to mitigate the risk of participants customising their routines for 

research purposes (Lees, 2013).  Furthermore, In this study, to complement data collected during 

participant observations, multiple sources of evidence were utilised to complement data collected 
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during participant observations of the RPMs that reduced the risk of researcher/participant dynamic 

with the RPMs. The sources of evidence are explained in greater depth later within this chapter.  

The decision to explore RPM events as the research ‘case’ and explain IPE processes in this study was 

based on the premise that case study design provides a singular insight into RPMs and the meanings 

associated with it. Thus, the unit of analysis was viewed by the researcher as individuals 

(professionals) who engaged in interactions during RPMs within a group in an NHS organisation. The 

individuals were representatives of differing ‘professional’ disciplines. They also (re)presented 

different kinds of systems and sectors e.g. health, education, social care, criminal justice and 

voluntary sector, who participated in the RPMs group proceedings on The Unit in relation to their 

social interaction about their work and how this occurred within the organisation and at an 

institutional level.  

The RPMs occurred every Wednesday on a weekly basis from 1330 to 1430. The research was 

undertaken on a single site/location/The Unit and took a single-case design approach. It was 

envisaged that RPMs were a ‘case’ that had to be explored in its entirety rather than making 

comparisons of each RPM studied to establish differences or similarities or researching multiple 

cases on a similar site across different wards.  

The decision to conduct the study within The Unit was due to its unique attributes e.g. the clinical 

model that was operationalised (Dimond and Chiweda, 2011) and the wider clinical context (refer to 

research context chapter 4). Thus, an embedded design based on the theoretical framework 

outlined in chapter 3 was operationalised. An exploratory case study, therefore can illuminate the 

relationships between structure, agency, processes and interactions during RPMs. In the main, there 

are motivations for advancing this argument. For example, there is an argument that RPMs as an 

example of IPE relying upon participant observation within a case study context remains rare 

(Harding, 2013). This illustrates that there is dearth of case studies within forensic adolescent mental 

health contexts. The following section describes how the research designed was operationalised. 

In order for the researcher to handle, process, analyse data and reach study ‘outputs’ there had to 

be distinctions of the stages in ‘action’ as they were being pursued (Harding, 2013). The research 

study data collection, data processing, analysis and the resultant study output was pursued 

implementing a 4 phased approach (Fig 5.1). The four phases i.e. (phase 1) comprised three data- 

collection stages that informed phase 2 and 3 which then led to coding of data and theme 

identification during phase 4. The 4 phased model was chosen to facilitate a logical, manageable and 

comprehensible presentation of interrelated processes of this primary research. Most significantly, 
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the distinct phased sequence was intended to reflect the journey of discovery travelled by the 

researcher and the iterative process of the research design. As such, phase 1 included recording of 

RPMs (Participant Observation notes compiled), Reflective logs (Appendix 11a) were completed 

soon after RPMs participants, this was then followed by one-to-one semi-structured interviews with 

individuals representing different professional disciplines (and or organisations). For example, the 

data-processing phase i.e. the transcription of the one-to-one semi-structured interviews was 

conducted after initial data from the Reflective Practice Meetings had been processed and the data 

had been analysed and prominent thematic responses noted. Access to ‘analysis outputs’ from 

earlier phases enabled a two-pronged data-analysis process i.e. (i) the gathering and analysis of the 

participant observation data of the RPMs (ii) engagement with other data sets i.e. the semi-

structured interview data, reflective logs and researcher’s notes that enabled verification of the 

summary of themes elicited from earlier data collection in the study. The inter-related phases of 

data analysis are exemplified in Fig 5.1. 

 

Figure 5.1: Research design   
____________________________ 
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Phase 3 of the data analysis process offered a conceptual mind map for analysing data, sorting and 

classification of data. Furthermore, this phase outlined the procedure taken to code data and the 

eventual identification of themes. Additionally, interpretation and elaboration of the data is offered 

within this phase. For clarity of exposition, these phases are dealt with separately, an approach 

advocated by Coffey and colleagues (1996). Coffey and colleagues (1996: 26) wrote, "the segmenting 

and coding of data are often taken for granted as parts of the qualitative research process. All 

researchers need to be able to organize, manage, and retrieve the most meaningful bits of our 

data." Additionally, Chenail (1994: 2) wrote, "I believe that the data, which has been painfully 

collected, should ‘be the star' in the relationship." Based upon this premise, the researcher set out 

upon the journey to code and categorize data in order to identify themes that were informed by the 

overall data sets. The diagram above illustrates how the researcher carried out the distinctive phases 

of the research process by identifying words and phrases by which themes were constructed and 

commonalities that existed amongst respondents captured. It seemed logical to progress from the 

RPMs to Reflective Logs (RLs) (refer to post RPMs written reflections by participants representing 

different professional disciplines) and then semi-structured interviews in order to identify data 

codes. Employing this strategy enabled the researcher to identify commonalities across all the data 

sets in a structured way.  

5.6.1. Iterative Process of the Research Design 

   ______________________________________________________ 

In order to widen appreciation of differing perspectives of the processes that occur when exploring 

RPMs as an example of IPE, individual interviews and observations of group interaction within 

reflective meetings and reflective logs were conducted with Health, Education and Social care 

professionals/clinicians. As already acknowledged, the need for an integration of interactive 

processes (reflective logs, one-to-one semi-structured interviews with clinicians and observations of 

the group discussions during reflective practice meetings) into the data-collection strategy for the 

study was driven by an acknowledgement that it is through direct interaction with “insiders” (emic 

viewpoint) of the experience that meaningful insights into a phenomenon can be gained (Silverman 

2004). Furthermore, by virtue of offering opportunities for in-depth exploration of the subject area 

(IPE), Reflective Logs (RL), interviews and observation, data collection strategies resonated well with 

the interpretive qualitative enquiry principle central to the case study methodology adopted. By 

allowing the researcher an opportunity for exploring the experience of how professionals engaged 

with IPE within a reflective practice context, from the perspectives of differing representatives of 

professionals and the potential effect RPMs had on collaboration and service user outcomes, the 
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triangulation of data-collection methods offered unique opportunities for the exploration of the 

processes that occur during a social learning context from a social constructivist theoretical 

perspective (Thistlethwaite, 2012).  

 Research Instruments 
_____________________________________ 

Within this section a provision of an overview of the structure of the methods utilised to gather data 

for this study i.e. the Participant Observations (PO) including audio recordings of the RPMs, the one-

to-one semi-structured interview and Reflective Logs is offered. Given that this study had three 

distinct data collection stages, it is necessary to ensure that each of these stages is comprehensively 

presented, in a way that ensures both the separateness of the individual data collection methods, 

whilst at the same time, enabling logical comparison and contrasting of findings that emerge from 

the separate data collection processes. To achieve this, data collection processes, the findings and 

data analysis procedures for each phase are presented one-phase at a time. Issues that have shared 

relevance to all data-collection phases will be jointly considered. This format follows the guidance 

provided by Hurt and colleagues (2001) on the presentation of multi-phase studies. Hurt and 

colleagues (2001) argued that the presentation of information in relation to how a researcher 

engages with the research process one phase at a time, has the distinct advantage in that it offers 

flexibility to the reader who may only be interested in one phase of the study. As a pre-cursor to the 

above, pre-sampling and pre-data collection considerations for the study are described and 

discussed simultaneously.  On balance, the joint presentation of issues seemed most logical given 

that the issues under consideration, including anticipated ethical complications and pre-sampling 

considerations common to all the data collection phases. A rationale for data collection approaches 

and other related choices is also provided. 

Demographic data was collected as this was part of the one-to-one semi-structured interview 

proforma document. The semi-structured interview schedule was part of the data collection process 

instruments (see Appendix 8). The instrument comprised of questions about the participant’s 

personal and professional characteristics, demographic information as a practitioner, clinician, 

teacher and so on, and also about the participant’s participative information of the RPMs. The 

information that was collected in relation to the demographic data of the participants provided the 

researcher with an opportunity gain some insight into the backgrounds of the participants of the 

study (Tai and Ajjawi, 2016). Of importance was the participant’s personal, social, cultural and 

professional information that came to light before the actual interview. Collating this information 
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prior to commencement of interviews enabled all parties concerned to establish a relaxed 

interviewer/ interviewee rapport an attribute recognised as important when collecting data by some 

including Hardy and Bryman (2011); Harding (2013). Collection of data and its analysis occurred 

concurrently, this enabled the researcher to establish data saturation and an application of the 

principles of theoretical sampling (Harding, 2013).   

Baker (2006) highlighted other challenges of employing participant observations as a data collection 

method by identifying that despite well-planned research and/or particular interest in a group, 

gaining entry is not an easy process. Observation is intrinsic to case study, for Cohen et al., (2011: 

465) the ‘participant observer’ is described as somewhat:  

‘Schizophrenic’, as he or she has to balance participation in order to absorb the situation with 

sufficient detachment to be able to analyse and observe it in a detached way’. As an 

ethnographic research method, observation seems to have no specific beginning.  

Definitions of observation per se are varied and there is no single encompassing definition found 

within the literature of what observation is. As a result, this led Gorman and Clayton (2005:40) to 

define observation studies as those that “involve the systematic recording of observable phenomena 

or behaviour in a natural setting.” However, Barker (2006) indicated that there are diverse schools of 

thought within the discourse with some defining observation within the broader context of 

ethnography and others taking a narrower perspective, that of participation observation. 

Unquestionably, what is consistent in the definitions is the notion that there is need to study and 

understand people within their natural environment. With respect to this, Spradley (1980) posited 

that participation observation “leads to an ethnographic description.” Furthermore, Spradley 

(1980:3) defined ethnography as the “work of describing a culture” with the central aim of 

understanding “another way of life from the native point of view.” Whilst acknowledging the above 

view, it must be pointed out that the researcher was part of the culture by virtue of being based 

within The Unit. Therefore, it is important that this was something that was negotiated carefully 

during the research process in order to distinguish when the researcher was undertaking his 

‘routine’ role and distinguishing it from the role of the researcher. On the other hand, Chatman 

(1992 cited by Baker 2006:173) noted that principles associated with case study as a methodology 

allows the researcher to get an insider’s view through observation and participation “in social 

settings that reveal reality as lived by members of those settings.” These principles share some 

similarity with ethnography. Additionally, Becker and Geer (1960) cited by Baker (2006:173) defined  
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“participant observation as either a covert or overt activity in which the observer participates 

in the daily life of the people under study by observing things that happen, listening to what 

is said and questioning people over some length of time.” 

 In light of the above, some researchers (e.g. Baker, 2006; Priest et al., 2008) indicated that in order 

for a researcher to observe people in their natural settings, there are a variety of roles researchers 

can adopt as this is exemplified by the fact that a researcher can be strongly influenced by 

epistemological assumptions or affiliations. As an example, a complete-observer role can be taken 

by a researcher who is influenced by a positivistic worldview. The argument is that often the 

researcher needs to be detached rather than involved in the inside world of the researched allowing 

closure and objectivity to be maintained (Harding, 2013). Whereas, a researcher who is influenced 

by an interpretivist lens would value subjectivity as a way of understanding the situation as lived by 

the participants of a study (Tai and Ajjawi, 2016). Consequently, this allows a deeper immersion into 

the lived experiences of those being studied. With this acknowledgement, the study was guided by a 

full membership and full participant observation method (Yin, 2009). This was primarily due to the 

involvement that the researcher had with other clinicians within The Unit. For example, the 

researcher contributed to the RPM discussions prior to commencement of the study as part of their 

clinical role. Thus, taking a different researcher role would have altered the nature of the occurrence 

of the RPMs.  
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Figure 5.2: Data Collection Procedures 
 _____________________________________ 

In this research study, Participant Observation and audio recordings of the RPMs were the primary 

mode of data collection (Figure 5.2). This was then followed by semi-structured open-ended 

interviews conducted between an index period of June 2013 and December 2013. Six guiding 

questions were used during the interview process (appendix 8). In order to gain richer responses 
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from the participants the researcher utilised probing questions during the one-to-one interviews 

(Harding, 2013). Face-to-face semi-structured interviews were conducted with thirteen study 

participants. The face-to-face interviews were audio-recorded and RPMs were also recorded using 

the same audio recording device. Additionally, the audio recordings of the RPMs, were 

complemented by observation records of participants, written field notes and reflective logs 

completed by participants. According to Speziale and Carpenter (2003) use of field notes helps to 

enrich data collection. In this study the approach of collecting data from multiple viewpoints was 

viewed as a data collection triangulation process (Mays and Pope, 2000). For this reason, field notes 

helped document the observations that I made as a researcher and included my thoughts, feelings 

and assumptions about the details of what I had heard and observed. Field notes were a powerful 

instrument that helped facilitate a recollection of each participant’s demeanour during the process 

of listening from the audio taped interviews and review of transcribed interview data (Harding, 

2013).  

a) The Researcher as Instrument 
              _______________________________ 

Contributors within the literature sources such as Miles and Huberman (1994); Hardy and Bryman 

(2011) recognise the individual researcher within qualitative work as the primary data collection 

instrument. Due to such a recognition, it becomes important for a researcher to identify and control 

their biases. Some of the approaches that can help negotiate the challenges presented by particular 

biases is to harness to notions of self-reflection and reflexivity (Willmott, 2008). During the data 

collection phase and the processing of data the researcher was able to take into account his pre-

existing bias and assumptions in order to avoid dilution of data collated. As a postgraduate research 

student in the field of Education utilising a Mental Health Nursing frame of reference, the researcher 

had credibility as a research instrument in conducting qualitative research. This was also due to the 

training gained in qualitative research methodology. The researcher was trained in qualitative 

methodology by experts at the University of Southampton and a Mental Health NHS Trust within the 

UK. Additionally, the job role that the researcher engaged with enhanced the possession of the 

“markers of a good qualitative researcher - as -instrument” as enumerated by Miles and Huberman 

(1994: 38). The role entailed utilisation of assessment skills within varied contexts including 

assessing prospective young people to be admitted to The Unit taking note of behaviours and 

mental state presentations of young people once transferred to The Unit. Miles and Huberman 

(1994) posit that the attributes of a good qualitative researcher include (a) being familiar with the 

phenomenon and the setting in which the study is to be conducted, (b) a strong conceptual interest, 
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(c) a multidisciplinary approach, as opposed to focusing on a single discipline, (d) good investigation 

skills, that include an ability to engage and draw people out, as well the ability to ward off premature 

closure.  

b) Participant Observation /RPMs 
              _______________________________ 

Data were also collated through participant observation of the participants’ nonverbal 

communication techniques of kinesics, proxemic, chronemic, and paralinguistic communication 

(Onwuegbuzie and Leech, 2009). Contributors within the literature sources such as Denham and 

Onwuegbuzie (2013: 672) cite:  

Gorden’s (1980) typology of nonverbal communication data [comprise] the following 

indicators: kinesics (i.e., behaviours reflected by body displacements and postures), 

proxemics (i.e., behaviours denoting special relationships of the interviewees/interviewers), 

chronemics (i.e., temporal speech markers such as gaps, silences, and hesitations), and 

paralinguistics (i.e., behaviours linked to tenor, strength, or emotive colour of the vocal 

expression). 

Kinesic, chronemic and paralinguistic communication were aspects that were observed during the 

six-audio recorded RPMs and these were captured by the researcher within the Participant 

Observation (PO) notes. Description of the researcher’s reflections of the RPMs illustrate the 

importance of nonverbal cues. When observing the RPMs, the researcher noted down the nonverbal 

communication patterns as this was considered to be a significant aspect of the data collection 

process, one that is often neglected by many, if not by most researchers (Onwuegbuzie and Leech, 

2009). Participant Observations were complemented by audio-tape recordings of each RPM included 

for analysis for this study. The researcher transcribed the audio recording of the RPMs. 

c) Notes from The Field  
              ______________________ 

Speziale and Carpenter (2003) posit that field notes are often notes that ethnographers generally 

take for the purpose of documenting observations. However, the utility of field notes is not only 

limited to ethnographers. As an example, researchers utilising a qualitative methodology such as a 

case study, grounded theory and so on can document their observations and assumptions by relying 

on field notes to explain what they hear and observe during an interview (Tai and Ajjawi, 2016). For 

this study, field notes were utilised in order to capture actions and behaviours that are easily missed 

when using audio recordings alone to gather data. Field notes also served to provide a narrative 
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account of the researcher’s journey in relation to the thought processes and feelings that occurred 

as encountered during interaction and engagement with participants of the study during the RPMs 

(Denham and Onwuegbuzie, 2013). This added to an understanding of the lived experiences of 

participants’ engagement with RPMs on The Unit.  

d) Reflective Logs (RL) 
             ______________________ 

Identified individuals who represented different professional disciplines completed a Reflective Log 

(RL). These RL were completed after each RPM had occurred. The purpose for professionals to 

engage with the RL was to elicit their views in a written format about what they thought about the 

RPMs and how these RPMs had influenced their ability to learn and work with each other. 

Completed RL were then either electronically mailed using a secure dot net account or hand 

delivered to the researcher. The researcher was informed by Geertz’s (1988) idea of ‘events analysis’ 

that demonstrates a particular difficulty for ethnographers in relation to researcher-participant 

interpretation of situations. Whilst the researcher held the belief that experiences needed to be 

communicated in ways that offer the reader an insight into ‘our worlds’ (Burrell and Morgan, 1979). 

The researcher understood that the world is interpreted in different ways by people thus a bias may 

come to existence due to our own unique ways of knowing. Consequently, what participants might 

have felt in a situation and what the researcher might have concluded and constructed from, for 

example, a Reflective Practice Meeting could be different. This difference is linked to the ways of 

seeing the world and how a situation is perceived. This gives rise to a situation whereby the original 

observations and interpretations of individual can be less well understood. For this reason, it was 

imperative that other data were collected through reflective logs in order to mitigate the researcher-

participant variation of world views and interpretation. Van Maanen (1988) supported this idea by 

suggesting that the idea is to draw on both world views as this allows a welcoming approach to new 

engaging and compassionate discourses. Additionally, it allows psycho (social)-epistemology to 

flourish as this allows comprehension and processing of information so as to deal with abstract 

concepts. The psycho (social)-epistemology is interested in the interrelationship between mind, 

body, and spirit and how this is mediated within environments. In this context, mind is understood 

to mean both the reasoning, volitional mind and the subconscious mind (Short, 2010), body, is 

meant to be the particulars of the body and also the kinds of motions that the body performs, that 

is, motor control and involuntary actions (Shilling 1994) and as for spirit, it is about the emotional 

experiences of life, including a broad range of particular emotional responses that can be identified 

in the different situations that one finds themselves in (Giddens, 2015). The concerns are about 
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reflections and reflexivity of both the researcher and participants and the relationships that this has 

with the ever-evolving selves and the organisation(s). Utility of reflective logs warranted an 

exploration of participants’ world views and the resultant accompanying theoretical discussions. The 

researcher opted to use reflective logs based on the view that these would provide an avenue to 

connect the personal to the cultural in an RPM as an example of IPE.  

e) One-to-one Semi-structured Interview 
              ______________________________________ 

Data was collected by conducting one-to-one semi-structured interviews and this process was 

guided by six open-ended questions. The researcher designed the guiding questions that were 

utilised during the semi-structured interviews. The original set of guiding questions comprised of 

eleven open-ended questions. The questions were revised and refined through a process of dialogue 

and interaction with members of the supervisory team. As a result of the modifications six itemed 

questions were settled upon (see Appendix 8). The rationale for formulating the interview guiding 

questions was based on the premise that it was through utility of these questions that one could 

elicit in-depth responses from the participants. This would in turn help answer the research 

questions as indicated in section 2.16.2. The questions utilised to guide the interviews were written 

as clearly as possible in order to leave the least room for misinterpretation. Guided by Janesick 

(1998), in instances where the participant provided ambiguous responses, simple clarifying 

questions and prompting questions were employed . In order to offer some clarification in relation 

to the questions presented during one-to-one interview sessions, probing questions were used to 

elicit richer responses; these questions were mostly open-ended questions, e.g. Tell me more about 

[…]? (Harding, 2013). 

The length of the interview process was between 40 to 80 minutes with an average of 50 minutes. 

During the conceptualising phase of this research study, it was envisaged that the interview process 

would occur on The Unit. This did occur; however, it was not always possible to find a room on The 

Unit for a variety of reasons for example, rescheduled team meetings, Care Programme Approach 

meetings, clinical supervision meetings etc.  Another dilemma was related to one participant who 

felt uncomfortable about being interviewed on The Unit as they preferred to be interviewed in their 

work office. This was easily overcome as it did not pose any serious logistical difficulties as a result 

the interview occurred in their office environment. Considering the participant’s preference of the 

location of the interview provided an opportunity for a relaxed and informal atmosphere that 

promoted a respectful professional interviewer-interviewee encounter (Hardy and Bryman, 2011). 

Some authors like Harding (2013) argued that it is not unusual for participants to request for an 
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alternative setting for interviews to be conducted. Two reasons were put forward by Harding (a) 

some participants simply feel at ease in their own space and environment (b) other participants 

think about interviews as territory invasion as a result this has to happen on their own terms so as 

not to lose a sense of work territories. Some of the participants requested that the interviews be 

conducted at a later date due to urgent Trust business and for some this was as a result of their 

altered work arrangements in relation to their work load. The setting did interfere with the interview 

process in relation to one interview in particular, whereby an incident occurred which required the 

immediate attention of both the researcher and the interviewee. In the main, the process of 

interviewing participants did not present a lot of challenges. Despite, the general smooth 

proceedings with interviews a noted issue was the noise of the heavy slamming doors, a 

characteristic of secure forensic environments; this could be heard in the background. During the 

first interview the tape was played back in order to check for quality and identify areas of 

adjustment ranging from how questions were asked and the arrangement of the questioning. 

Importantly, there were no significant adjustments that needed to be made the environmental 

factors did not interfere too much with the audibility of the recordings. The researcher conducted 

interviews with all participants in an active, conversational manner. According to Lawes (2010) this 

approach that has ingredients of being “playful, challenging and sometimes supportive is an 

interview style that is anathema to more positivistic approaches that treat interviews as instruments 

for neutral harvesting of responses.” 

 Sampling: ‘theoretical’ and ‘purposive’ 
____________________________________________________________ 

For the RPMs the researcher was able to capture data from different individuals from different 

personal and professional backgrounds. As for the one-to-one semi-structured interviews and 

Reflective Logs a maximum variation sampling procedure/process was adopted. The rationale for 

this approach was influenced by a need to demonstrate the range of differences of opinion within 

the population of those who engage with the RPMs as this would enable a fuller appreciation of the 

processes that occurred. Importantly, due to the nature of the study design that seeks to explore the 

processes that occur when engaging with IPE within a reflective practice meetings context, it was 

most appropriate to adopt a maximum variation sampling approach in order to fully explore the 

differing skills, knowledge and information repertoires located within different professional groups 

(Harding, 2013). Additionally, the choice of adopting a maximum variation sampling approach for 

this study was informed by a need to encompass the range of variation, or extremes that emerged in 

relation to different conditions as a result of professionals engaging with IPE processes within a 
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reflective practice context (Hardy and Bryman, 2011: 635). Notably, utilisation of a purposive 

sampling strategy in qualitative research is acknowledged as an important attribute that aims at 

extending theory iteratively (Harding, 2013).   

5.8.1. Research Case: RPM Participants 

    ______________________________________________ 

By virtue of being participants of the RPMs, individuals were approached in order to be recruited as 

part of the study sample. The study was introduced during team meetings for example, the Clinical 

Improvement Group (CIG), RPMs and the Directorate Management Team (DMT) meetings. The 

decision to engage in a study within The Unit was based on the view that the individuals and the 

professional disciplines represented within the RPMs provided an opportunity to gain richer insights 

into RPMs as an example of IPE. This notable strength of the case (RPM space providing diversity of 

different professional disciplinary voices) is aligned to the broad research aims and as well as its 

potential to answer the research questions. Participants were staff who worked within a Mental 

Health NHS Trust with the exception of Teachers and Pre-registration students (who were placed on 

The Unit during their clinical placements). Participants were Teachers, Social Worker, Registered 

Mental Nurses and Healthcare Assistants, Consultant Forensic Adolescent Psychiatrists, Consultant 

Psychotherapist, Occupational Therapist, Consultant Family Therapist, Pre-registration students and 

Physical Activities Co-ordinators. The age of the participants was between 20 and 62 years. Inclusion 

criteria were Health, Education and Social Care professionals (including students from various 

disciplines). Excluded were clinicians who worked within The Unit but were not part of the Reflective 

Practice Meetings group specifically Speech and Language, Drama, Art, Music Therapists and 

Dieticians. Students undertaking pre-registration studies from the different professions were 

requested to be part of the research process in particular during the RPMs as this was viewed an 

important aspect of their training that had a potential to shape future interactions with other 

professionals, service users, carers and significant others. During the process of offering placements 

to students Heads of Schools were informed that there was a study underway within an index period 

June 2013 - December 2013. Students could opt out of the study but could be part of the RPMs 

process as it was deemed to form part of their experiential learning, and it was highlighted that it 

was not a requirement that they contribute to the research study output. Below is a table 5.1 

illustrating biographical data elicited prior to engaging with one-to-one semi-structured interviews, 

the data presented in the table also captures the participants’ background and work experiences. 
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Professional 

Discipline 

Age Gender Years  

Qualified 

Length of service on 
The Unit and within 

Trust 
Nursing (Clinical Team Leader) 

 

32 

 

Male 

 

9 

 

8 years 

 

Consultant Psychiatrist 

 

48 

 

Female 

 

24 

 

7 years 

 

Occupational Therapist 

 

47 

 

Female 

 

19 

 

4 years 8 months 

 

Consultant Family Therapist 

 

56 

 

Female 

 

13 

 

7 years (before worked within 
the Social Services) 

 

Physical Activities co-ordinator 

 

37 

 

Female 

 

15 

 

4 years 5 months 

 

Consultant Psychotherapist 

 

62 

 

Female 

 

20 

 

7 years (+11 years with the 
Trust) 

 

Enrichment co-ordinator 
(Education) 

27 

 

Female 

 

0.8 

 

8 months (volunteered for 1 
year 6 months on The Unit) 

 

Clinical Psychologist 

 

35 

 

Female 

 

4 

 

4 months 

 

Student Nurse 

 

23 

 

Female 

 

0 

 

12 week placement 

 

Consultant Psychiatrist 

 

42 

 

Female  

 

16 

 

1 year 

 

Teacher 

 

49 

 

Male  

 

22 

 

5 years 

 

Social Worker 

 

40+ 

 

Female  

 

18 

 

7 years (+5 years within the 
Trust) 
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Healthcare Assistant 

 

47 

 

Male  

 

Not 
Applicable 

 

2 years (+5 years within the 
Trust) 

 

 
Table 5.1: Biographical Information of Participants Interviewed 
 ____________________________________________________________ 

The above table offers details of participants interviewed during the one-to-one interview and who 

took part in completion of reflective logs. The table presents the data relating to the professional 

disciplines, their age and length of qualification. The data for participants who engaged with the 

RPMs was not collected due to the logistical complications. It was also deemed not an important 

factor to capture the demographic data due to the fluid nature of the meetings.  

The details of the participants who were part of the Reflective Practice Meetings are provided 

below. The dates and number of RPMs are also provided. The information below has numbers 1-3 in 

some instances these are to offer clarity in relation to the dynamic and fluid nature of the RPMs in 

relation to the nature of participants. As a consequence, there are professional disciplines that had 

more than 1 representative either participating within the same meeting or across all the RPMs. As a 

result, the researcher has offered information in a nominal format in order to present differences 

and similarities in relation to continuity and non-continuity of input by participants, an important 

attribute that shaped the structure and nature of discussions within RPMs (refer to the theoretical 

framework in chapter 3). The information within the table offers details about the seating 

arrangements an example is provided as Appendix 10. Post RPMs data collection, each participant 

was assigned a code name/number (see Appendix 12).  The professional discipline and code name/ 

number for participants who participated within the study is consistent/similar throughout all data 

sets for example, Participant 1 (P1) can be tracked throughout the different data sets namely POs, 

RPMs, RLs and semi-structured interviews.  
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Date 

 

RPM 
Number 

 

Nature of participants 

 

Total Number 
of Participants 

 

26.06.13 

 

1 

 

Physical Activities Advisor (1), Heath Care Assistant (1), Consultant 
Psychotherapist, Qualified Nurse (1), Qualified Nurse (2), Teacher 
(1), Consultant Psychiatrist (1), Clinical Team Leader (1) (Qualified 
Nurse), Clinical Nurse Manager, Student Nurse (1), Consultant 
Psychiatrist (2), Clinical Psychologist, Health Care Assistant (2), 
Music & Music Technician –Education, Family Therapist (1), 
Enrichment Activities Co-ordinator 

16 

 

03.07.13 

 

2 

 

Student Nurse (1), Family Therapist (1), Student Nurse (2), 
Consultant Psychotherapist, Health Care Assistant (1), Consultant 
Psychiatrist (2), Qualified Nurse (3), Social Worker, Clinical Nurse 
Manager, Clinical Psychologist, Health Care Assistant (3) 

11 

 

10.07.13 

 

3 

 

Teacher (3), Student Nurse (1), Clinical Team Leader (2), Health 
Care Assistant (4), Consultant Psychotherapist, Health Care 
Assistant (1), Consultant Psychiatrist (1), Health Care Assistant (5), 
Physical Activities Advisor, Health Care Assistant (6), Clinical 
Nurse Manager, Acting Clinical Team Leader, Family Therapist (2), 
Consultant Psychiatrist (2), Teacher (2), Clinical Psychologist, 
Enrichment Activities Co-ordinator – Education, Qualified Nurse (4), 
Occupational Therapist 

19 

 

24.07.13 

 

4 

 

Health Care Assistant (4), Clinical Nurse Manager, Qualified Nurse 
(4), Consultant Psychotherapist, Health Care Assistant (1), Social 
Worker, Teacher (3), Consultant Psychiatrist (1), Student Nurse (1), 
Acting Clinical Team Leader, Physical Activities Advisor, 
Enrichment Activities Co-ordinator – Education, Health Care 
Assistant (3) 

13 

 

17.07.13 

 

5 

 

Clinical Nurse Manager, Consultant Psychotherapist, Family 
Therapist (1), Enrichment Activities Co-ordinator – Education, 
Social Worker, Clinical Team Leader (2), Health Care Assistant (3) 

7 

 

31.07.13 

 

6 

 

Family Therapist (1), Occupational Therapist, Consultant 
Psychotherapist, Student Nurse (1), Enrichment Activities Co-
ordinator – Education, Qualified Nurse (1), Social Worker, Teacher 
(1), Clinical Nurse Manager, Health Care Assistant (3), Qualified 
Nurse (5), Music & Music Technician – Education 

12 

 

 
Table 5.2: Information of Participants who attended RPMs 

                              _______________________________________________________ 

As for Reflective Logs (RLs) these were completed by 7 participants representing different 

professional disciplines. The participants were a Family Therapist, Student Nurse, Consultant 

Psychiatrist, Enrichment Activities Co-ordinator, Physical Activities Advisor, a Health Care Assistant 

and a Teacher. The participants who completed reflective logs comprised a mixture of individuals 
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who were also part of the one-one- semi-structured interviews and those not interviewed. The 

decision to collect data this way was based on two notable aspects a) participants’ willingness to 

complete RLs and b) it was also about eliciting responses from as varied individuals as possible who 

represented different professional disciplines and voices within the team. 

  Practical and Moral Dilemmas in Qualitative Research 
 ________________________________________________________________________________ 

This section explores the ethical issues related to the moral dilemmas that researchers may 

encounter when engaging with qualitative research. Moral dilemmas are inherent in research of this 

type as well as the more pragmatic issues such as veracity and trustworthiness of the data. The 

discussion below outlines a range of potential ethical issues that remained within the researcher’s 

consciousness throughout the research process. As a researcher, one had to be mindful of the 

following: 

• Access to the field 

• Storage of data collected 

• Dealing with potential misconduct issues 

• Dealing with confidential information for example, information containing 

service user references 

• Dealing with emotional discomfort 

• Researcher detachment 

• Veracity of the data 

• Reflections and reflexivity 

• Judging the quality of research 

 
Table 5.3: Research Ethics 
________________________ 

5.9.1. Access to the Field (Ethical and Research Approval) and Storage 
of Data 

   _______________________________________________________________________________ 
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In order to access the research field a range of issues were considered as follows. The Research 

Governance and Development (R&D) department at an NHS Trust where this study was proposed to 

be conducted was consulted. R&D approval was required for conducting a study on human 

participants within the Trust. The research governance department informed the researcher about 

the changes that had occurred with the NHS ethics process, for example, studies that only involved 

healthcare professionals did not require ethics committee approval. Despite these changes in 

bureaucracy, safeguards were put in place in order for ethical implications to be considered prior to 

commencement of the research study.  In order for approval to be granted a research proposal was 

drafted and submitted for a peer review process and the panel consisted of three members from 

different professional disciplines. Prior to submission of the required proposal and other associated 

documentation an NHS R&D and NHS Site Specific Information (SSI) form was completed via the 

Integrated Research Application System (IRAS) version 3.4 (see Appendix 3). After completion of the 

forms they were downloaded as XML files and sent to the R&D department via secure email system 

and hard copies were also provided (see Appendix 4 and 5 for NHS research approval and 

authorisation information). Checks for the research protocol by the supervisory team and approval 

for the SSI form had to occur prior to submitting these to the R&D. Before the NHS R&D application 

process was instigated the research, study was also reviewed by University of Southampton Ethics 

Research Governance Online (ERGO) (see Appendix 2). The process of seeking approval for the study 

presented its challenges too as there were some minor amendments that needed to be addressed 

before progressing with the research study (this was the case for both contexts). Most notably, the 

approval process was conducted by two independent provider institutions underpinned by distinct 

peer review procedures and the researcher viewed the process as an essential element that 

strengthens the safeguarding of participants and researcher.  

The study adhered with the University’s and Trust’s data protection governance framework. 

Information was stored and remains confidential for example, coded data was kept on a password 

protected computer. 

 

5.9.2. Dealing with Potential Misconduct Issues 

    ______________________________________________________ 

A Procedure was developed that outlined what to do when participants disclosed worrying practices. 

This procedure was written with guidance from the Research Supervisors at the University of 

Southampton. The procedure took into consideration the Trust Policy, D4 (2004) and NMC (2008) 
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guidance on dealing with conduct/competence or concerns. The procedure aimed to address two 

things (i) that it was a safeguard for the researcher to manage any challenging issues that may arise 

during the data collection phases (ii) it precisely outlined steps the researcher would follow in order 

to manage issues around conduct of other participants. The procedure for dealing with potential 

misconduct and concerns was drafted and consistent with Trust Policies and procedures. 

5.9.3. Confidentiality and Consent 

   _________________________________________ 

Confidentiality of information collated from participants was honoured. Research participants were 

fully informed about how far they would be afforded anonymity and confidentiality. Reassurances of 

confidentiality and anonymity were offered to research participants. Participants were informed that 

should there be overriding reasons to do so, these would be communicated to them where 

appropriate in order to address concerns (see Appendix 6). Participants were provided with a 

participant information sheet outlining obligations under law of both the researcher and themselves.  

Consent was sought from all those who engaged with the research study. Participants were offered 

information in advance in order for them to evaluate that information and make an informed choice 

about whether they could engage with the research study. All participants had the capacity to give 

informed consent and were aware of the implications of consenting to participate in the study. The 

research study had three data collection elements namely Reflective Logs (RLs), Reflective Practice 

Meetings, and one-to-one semi-structured interviews. Consent was sought for each separate 

element of the data collection. A sample of the consent forms for each element is provided (see 

Appendix 7a, b, and c). Permission was sought from the participants in order to record interviews 

and RPMs. It was envisaged that recording the interviews and RPMs would make analysis easier and 

more accurate. In order to identify parameters of what was consented for and utility of data, there 

was an understanding between the researcher and the participants that anything that was said 

when the recorder was not running would be off the record and was not used as part of the research 

outputs (Harding, 2013).   

5.9.4. Dealing with Emotional Discomfort 

   ________________________________________________ 

In order to ensure that participants’ interest was fully considered there were a range of safeguards 

that had to be put in place. For example, during the data collection phases, issues that may have 

presented to be difficult for participants to deal with during the reflective practice group were 
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considered. This was anticipated to be dealt with by informing participants that should they require 

any additional support outside the RPMs, this could be offered through their line managers/ or 

supervisors as part of the managerial and clinical supervision process. It was also anticipated that 

should participants experience emotionally unsettling experiences during the research process this 

could be dealt with by referring anyone affected to the Occupational Health Department and or Staff 

Support services. Importantly, by virtue of the reflective practice meetings being part of fabric of The 

Unit, it is notable that it served a distinct purpose of supporting staff in dealing with challenging 

issues presented to them as clinicians, teachers or practitioners in their working life. Therefore, it 

was unlikely that any participant was exposed to difficulties and challenges that were likely to 

damage them physically, emotionally or psychologically. In relation to the one-to-one semi-

structured interviews participants’ welfare was safeguarded by putting risk mitigation plans in place. 

It had been envisioned that should an event arise whereby participants became distressed during or 

after interviews the support mechanisms discussed above were to be offered to participants. As a 

researcher access to all the above noted support structures were available should the need arose. 

5.9.5. Researcher Detachment 

    ____________________________________ 

Due to the nature of the research methodology, there was a need to consider issues of detaching 

self as a researcher but also ensuring that one was part of the process too. This was also to ensure 

that there was no manipulation of events or the setting where the study was being undertaken. The 

potential conflict between the dual role of the nurse - the professional (researcher’s professional 

background) and the research roles had to be navigated. The researcher maintained a participant 

role and these at times evoked conflicting emotions between the ‘nurse-professional role’ and the 

researcher role. This was overcome and navigated during the study by constantly reflecting upon 

what the researcher’s presence did to the RPMs and also during the semi-structured interviews. The 

researcher was conscious that one had to be reflexive as it is considered an important quality in 

researchers in particular when using an ethnographic methodology when eliciting what participants 

think and do during events such as RPMs. 

5.9.6. Veracity of Data 

   _____________________________ 

A careful consideration of the data collection methods was made in order to capture data as 

honestly and truthfully as possible. For example, the study used data collection triangulation as a 

technique to holistically capture the phenomenon under study. By engaging with the triangulation 
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process a distinction of being part of the research study and the issue of detaching self from it could 

be made possible ‘researcher participant dichotomy’ (Harding, 2013). To recap, anonymity of the 

location was to be retained as well as participants and any one participant may refer to (for example, 

patient identifiable information). The researcher was cognisant of the fact that within such a small-

scale research project where participants know each other, participants may be recognised from the 

research findings. However, all endeavours to represent their views as honestly and ethically as one 

can needed to occur so as to avoid personal discomfort of participants thus upholding good ethical 

values in research. With this in mind, consultation with participants about the findings occurred 

initially in order to ensure that the data was an accurate representation of their views and stories 

before the final version of the findings was produced. Participants had the opportunity to ask for any 

data that they felt may compromise their anonymity or that could have a potential negative effect to 

be removed before the finalisation of findings. It was also communicated to all participants that a 

non-disclosure agreement could be enforced during the life time of the study and thereafter 

permission would be sought from participants before the findings were disseminated more widely. 

This was not necessary as all participants agreed that as long their views were represented as 

honestly as possible research findings could be disseminated more widely. 

   Judging the Quality of Research 
_____________________________________________________ 

There are assertions and counter-assertions about what constitutes rigour within qualitative 

research. In order to engage with an informed discussion, the seminal work of Lincoln and Guba 

(1985) provided valuable discussion of the measures that are useful to ensure the quality of 

naturalistic research (Lees, 2013) as opposed to those that are generally applied to the quantitative 

tradition. The measures identified by Guba and Lincoln (1985) for each respective research paradigm 

are presented within the table below: 
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Positivist measures Constructivist equivalent  

Internal validity Credibility 

External validity Transferability 

Reliability Dependability 

Objectivity Confirmability 

 
Table 5.4:  Criteria for Rigour 
____________________________ 

5.10.1. Quality in Qualitative Research   

    ____________________________________________ 

As a precursor to the discussion that is presented within the sections that follow, a brief explanation 

of the meaning and application of the terminology that is noted to be representative of assessment 

of quality criteria in qualitative research as it relates to this study is provided. Firstly, qualitative 

researchers (e.g. Harding, 2013) argue that the term validity does not necessarily apply to qualitative 

research. However, there is recognition within the literature that there is a need for qualifying 

checks or measures for qualitative research (Pope and Mays, 1995). As a result, contributors within 

the research literature have developed their own concepts of validity in qualitative research. For 

example, generated or adopted terms such as trustworthiness/credibility and transferability are 

deemed more appropriate in qualitative research (Lincoln and Guba, 1985; Tai and Ajjawi, 2016). In 

search for what the term rigour means in research, Davies and Dodd (2002) reported that the term 

rigour is linked to, and refers to the discussion about reliability and validity. Given this observation, 

Davies and Dodd (2002) argued that how rigour is conceptualised and applied in qualitative research 

should differ from how it is understood and utilised in quantitative research by:  

accepting that there is a quantitative bias in the concept of rigor, we now move on to 

develop our reconception of rigor by exploring subjectivity, reflexivity, and the social 

interaction of interviewing, (Davies and Dodd, 2002: 281). 

The terms reliability, internal validity, external validity and objectivity are used to assess quality in 

quantitative research and have their equivalents in qualitative research (Lincoln and Guba, 1985). 

According to Lincoln and Guba (1985), credibility, transferability, dependability and confirmability 

are used to judge the quality of qualitative research. Importantly, there are other attributes that a 
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qualitative researcher has to demonstrate in order to determine quality in their  research. For 

example, ethical issues, transparency, triangulation, member checking, data saturation, alignment 

and reflexivity are required (Tai and Ajjawi, 2016).  All these aspects have been articulated within 

this thesis and their relevance to the current research study made.      

Finally, Denzin and Lincoln (1994: 2) explained that “the combination of multiple methods, empirical 

stands, perspectives and observers in a single study is best understood as a strategy that adds rigour, 

breadth and depth to any investigation.” Furthermore, Mays and Pope (2000: 51) purport that 

triangulation is “used to compare the results from either two or more different methods of data 

collection” for example, reflective logs and RPM transcriptions. Denzin and Lincoln (1994) add that 

triangulation in qualitative research also acts as a reflective attempt to secure an “in-depth 

understanding of the phenomena” of interest. It is expected that triangulation methods in 

qualitative research can help developing a comprehensive understanding of a phenomenon (Tai and 

Ajjawi, 2016). Some contributors within the literature sources (for example, Mithison, 1988) explain 

that triangulation is typically a strategy for improving the credibility and dependability of research or 

evaluation of findings. Mathison (1988) elaborated this by postulating that:  

Triangulation has risen as an important methodological issue in naturalistic and qualitative 

approaches to evaluation [in order to] control bias and establish valid propositions because 

traditional scientific techniques are incompatible with this alternate epistemology, 

(Mathison, 1988:13) . 

Denzin and Lincoln (1994) suggested that a complete function for triangulation is implicitly within 

which to establish an understanding of triangulation as a tool for confirmatory purposes. In addition, 

Knafl and Breitmayer (1991) and Behi and Nolan (1995) noted that it is perhaps most sensible to 

view both applications - confirmation and completeness - as potentially appropriate to the use of 

triangulation in research. However, for this study triangulation is a strategy utilised for its 

completeness purpose. Fielding and Fielding (1986) confirmed that completeness application 

strategy is increasingly being used by qualitative researchers to gain a holistic view of the 

phenomenon under study and to add to the investigator’s depth and breadth of understanding. The 

view above appears consistent with the ‘in-depth understanding’ definition provided by Denzin and 

Lincoln (1994). In using triangulation for completeness purposes rather than to confirm existent 

data, extra data are expected to contribute ‘an additional piece to the puzzle’ (Knafl and Breitmayer 

1991). As Jick (1983: 138) described it, ‘triangulation can also capture a more complete, holistic and 

contextual portrayal’ of The Unit under study. This idea of holistic data collection in qualitative 

research helps to build theory, whereby different data sources may re-affirm and/or provide 
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mutually supporting evidence (also called triangulation). Mays and Pope (2000: 51) add to this 

discussion by postulating that “triangulation is better seen as a way of ensuring comprehensiveness 

and thus encourages a more reflexive analysis of the data.” 

In any qualitative research, the aim is to "engage in research that probes for deeper understanding 

rather than examining surface features” (Johnson, 1995: 4). When a researcher is guided by a 

constructivist lens this helps them to engage in an in-depth exploration of a phenomenon in a 

naturalistic sense. Hipps (1993) noted that when utilising notions of constructivism, reality changes 

regardless of whether one wishes it or not and this indicator gives rise to how multiple and diverse 

constructions of reality come to existence. Thus, constructivism places a particular value on multi-

verse perspectives and realities that are held by people. Therefore, to acquire credibility and 

dependability for multiple and diverse realities, multiple methods of searching or gathering data 

provide useful insights about a particular area of interest. Given the above assertions, the researcher 

utilised data collection triangulation in order to gain a better global picture of professionals’ views 

when they engaged with the processes that occur when during RPMs when exemplified as an IPE 

activity. The researcher also utilised triangulation with regard to data formats, for example, a 

comparison of the written format of reflective logs and audio recorded RPMs was completed. 

Comparisons were also made within a context of other data sources. Other triangulated processes 

within this study included a consideration of the different types of participants such as, nurses, 

doctors, teachers, psychotherapist, family therapist etc. Hardy and Bryman (2011) and Harding 

(2013) noted that utilising multiple methods within qualitative research studies, leads to more 

credibility, dependability and a diverse construction of realities. Additionally, some note that in 

order to improve the analysis and understanding of constructed narratives, triangulation is a step 

taken by researchers to involve several investigators or peer researchers’ “interpretation of the data 

at different time or location” (Johnson, 1997: 284). Triangulation is noted to include a range of data 

collection methods and data analysis. However, this does not necessarily mean that this has to be a 

fixed approach for all research studies. Triangulation methods that are chosen to test the credibility 

and dependability of a study are reliant on the criterion of that research (Mays and Pope, 2000). The 

researcher utilised multiple methods, such as observations, reflective logs, one-to-one semi-

structured interviews and discursive recordings of RPMs. This was a noted strength within this study 

because it  allowed multiple perspectives on the RPM processes that occur when exemplified as IPE 

to be elicited (Tai and Ajjawi, 2016). A further important attribute of utilising multiple data collection 

methods is that it  allows for greater depth/richness of findings to be reached (Tai and Ajjawi, 2016).   
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a) Credibility 
               _____________ 

Research conducted within an interpretivist paradigm presents particular challenges and these do 

not lend themselves to neat solutions. Factors that may interfere with internal validity may include 

comparison of essentially non-comparable groups (Lees, 2013), inconsistent measurement 

processes, and the fluid nature of responses by participants due to contextual differences across 

time and space (social, physical and cognitive-emotional space), mood and sequence of events. 

There is a suggestion that should any of these arise, then this threatens internal validity and one 

cannot be sure that observed effects are ‘real’ and these are not attributed to some unaccounted-

for variables (Mays and Pope, 2000; Lees, 2013). This viewpoint is challenged by some including 

Guba and Lincoln (1994), who noted that maintaining such a position for research conducted within 

an interpretivist paradigm is problematic due to the view that within the constructivist tradition 

reality is seen as a set of constructions rather than a set of ‘true’ principles whereby relationships 

and phenomena can be tested and measured within a context of how they relate to each other 

(Lees, 2013). For a researcher who adopts a constructivist position, ‘truth value’ can be 

demonstrated through a framework of shared values - one that informs the readership about how a 

researcher may have reflected on the multiple constructions offered by participants across time and 

space (Giddens, 2015). Guba and Lincoln (1994) posited that the operational term for such a process 

is credibility. In order to operationalize credibility, the researcher considered two significant aspects 

notably (a) a conscientious participant involvement approach both during and post data collection 

phases (including research dissemination) and (b) an awareness in relation to steps that one ought 

to take in order to enhance the chances of research process and findings credibility. More 

specifically, the researcher spent over 6 months post data collection phase involving participants to 

check transcripts and comments were received in relation to whether data reflected and 

represented their views as accurately as possible. This process also allowed for a co-production of 

themes to occur by pursuing common patterns that participants noted i.e. “Use of Space”, and “The 

Nature of the Caring Task.” The researcher was also mindful about the differing viewpoints held by 

members of the team as such data collection triangulation was implemented in order to capture the 

varied viewpoints across time and space. Consideration of data triangulation was predicated on the 

view that this was for completeness rather than conforming to the ideals of positivism (refer to 

Figure 5.1 for data collection processes). Additionally, in keeping with the guidance by Harding 

(2013) the researcher in this study spent prolonged engagement, persistent participant 

observations, peer debriefs, member checking and inclusion of ‘out of the ordinary’ ‘cases’. This 

process was achieved through utility of a case study research design inspired by ethnographic 



 
 

   124 
 
 

methods (as discussed earlier). The research study has been critiqued, commented on and reviewed 

by professionals representing different professional groups and this enabled the researcher to 

evaluate the presentation of ideas so as to revise how constructs are linked within each chapter to 

the next.     

b) Transferability 
               ________________ 

Transferability (interpretivist), a term that is almost equivalent to external validity (positivist), 

provides an avenue to discuss contested positions within the different research traditions. For 

research conducted within the positivist tradition emphasis is placed on generalizability of research 

results for example, to other people, times and settings. Threats occur particularly when the 

research sample features are out of the perceived norm within the population (Hardy and Bryman, 

2011). For this reason, the interpretivist tradition validates social phenomenon as a context specific 

issue so as the product of the multiple perspectives and views of participants – therefore there is 

less emphasis on generalisability as the issue is more about transferability. To this end, the 

researcher facilitated the possibility of whether the application of the research insights can be 

transferred to other health, education and social care contexts. This was facilitated through 

provision of a ‘thick description’ (Harding, 2013) of the research case, procedures of data collection, 

analysis, interpretation and presentation of the research findings. The analytic and interpretive lens 

lends itself to a more transparent and authentic process of how research study findings and 

conclusion were reached. Hardy and Bryman (2011) postulated that a transparent approach to data 

analysis and interpretation provides the reader with the necessary information that may allow them 

to transfer findings to other settings should that person wish to do so. It is hoped that the phased 

approached in presenting how the research process unfolded has provided sufficient detail in 

relation to the analytical procedural adequacy. A workshop that was facilitated at the Royal College 

of Psychiatrists provided an opportunity to delegates for them to possibly transfer research findings 

to their settings. Feedback indicated that some participants would at least consider setting up 

structures within their work settings that would allow a space for reflection to occur that is informed 

by multi-verse perspectives. Thus, the study highlights areas of good practice that may be 

transferred to other settings.   

c) Dependability 
                ________________ 

When a measure consistently produces the same result time and time again, it is viewed to be 

reliable (Hardy and Bryman, 2011). However, applying this principle to a study such as this is 
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problematic. The interpretivist or constructivist tradition acknowledges that this approach has its 

limitations due to practice never being a perfectly consistent and aligned aspect. To illustrate this 

point, reliability hinges on two notable aspects (a) the idea that the factors that contribute to 

consistency are stable characteristics and (b) that the factors that contribute to inconsistencies are 

features of the individual or a situation that can affect the test (Lees, 2013) score without this being 

attributable to the measure. Lincoln and Guba (1994) espoused that utilisation of a framework that 

is informed by reliability as an indicator of rigour is a recipe for incoherence within the constructivist 

tradition. The constructivist tradition highlights inconsistencies and in some instance’s specificities of 

multi-verse perspectives (Madsen, 2009) rather than consistencies. In order to demonstrate 

dependability, an alternative position to reliability, the researcher has provided an audit trail within 

the appendices to demonstrate the methods and processes followed throughout the research 

process. Notable adopted strategies included keeping a research diary, freeing time for reflection 

post each data collection event i.e. POs of RPMs, and semi-structured interviews. This process was 

overseen by the research supervision team and allowed the researcher to reflect on the process 

(Lees, 2013). The research study has also been published in several research conferences (nationally 

and internationally). The researcher also undertook a leadership role in the design and development 

of a new module for a BSc (Hons) programme – Leadership and Collaborative Interprofessional 

Practice at a University in the UK. The development of the module was informed by the research 

conceptual model and findings. The process of developing the module allowed a dialogue to occur in 

relation to the nature of the practical and theoretical evidence base - an aspect of dependability.      

d) Confirmability 
            ______________ 

Confirmability, and its counter neighbour objectivity, reflects a panacea that illustrates distinct 

research values. As such, there is a general agreement that objectivity in its conventional usage 

refers to inter-subjective agreement. This inter-subjectivity when mediated is then said to create a 

sense of objective truth when there is general agreement by actors. For the interpretivist researcher, 

data are always subjective. Importantly, there is need to demonstrate the data handling processes 

so as to offer a representation of the views of participants in an honest manner as possible. To 

achieve this Guba and Lincoln (1994) posited that one has to adhere to ‘confirmability’ principles. 

The principles entail that one has to achieve confirmability by carrying an audit of the research 

materials and outputs. In this research study the researcher went through several iterations of data 

collection methods in order to refine the procedures that were followed in order to elicit data. 

Participants were afforded a voice by bringing the reader(s) as close as possible to their experience 



 
 

   126 
 
 

through identification of extracts from the data sets. Some of the participants were also part of the 

research findings dissemination process as they delivered a workshop at a conference in relation to 

the study.      

   Reflections and Reflexivity         
_____________________________________________         

Holmes (2010) described being engaged in reflexivity as “...the practices of altering one’s life as a 

response to knowledge about one’s circumstances (Holmes 2010: 139).” Furthermore Holmes (2010) 

suggests that:  

reflexivity is an emotional, embodied and cognitive process in which social actors have 

feelings about and try to understand and alter their lives in relation to their social and 

natural environment and to others. Emotions are understood not in terms of some that may 

retard reflection and some that may enhance it; rather reflexivity is thought to be more than 

reflection and to include bodies, practices and emotions (Holmes 2010: 140).  

The reflective place of the researcher in the interpretive process is of immense importance in 

qualitative research studies (Hardy and Bryman, 2011). With the case study methodology being 

inspired by ethnographic tenets in this study, this provided a strong but not ‘infallible safeguard’ 

against deception (Denzin and Lincoln, 1994: 115). However, the close interactions that the 

researcher had with the participants in everyday clinical practice produced special and often ‘sticky’ 

problems of confidentiality and anonymity as well as other interpersonal difficulties. This 

observation by the researcher is consistent and reflected by the literature e.g.  Guba and Lincoln 

(1998). For example, the researcher found it a challenging exercise to live with some of the 

comments made by some colleagues about others in relation to the processes that occurred during 

the RPMs and the extension of the discussions in their everyday work life. 

When undertaking research of a qualitative nature, there are certain decisions that have to be 

considered and as a result, choices about the order of data collection techniques had to be made. 

For example, during the data collection phase the researcher had to engage with the RPMs and this 

was then followed by one-to-one semi-structured interviews. The researcher based his choice on 

two distinct but related aspects, namely due to the nature of conducting a study underpinned by 

ethnographic methods there was a need for the researcher to be fully enmeshed with the 

phenomenon under study. Secondly, the researcher was aware that engaging with interviews as a 

starting point may have influenced the observation process as preconceived ideas may have been 
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borne out from participants’ views about the processes that occurred during the RPMs. A distinction 

had to be made between reflective thinking and reflexivity. Parton and O’Byrne (2002) cited in Payne 

(2005) described reflexivity as responding to the uniqueness of each individual. Therefore, during 

the data collection phases the researcher went through cycles of reflection in order to gain an in-

depth understanding of the most appropriate course of action when faced with different situations, 

including decisions to encourage participants to attend RPMs, pre and post data collection for each 

RPM, as well as the one-to-one interviews. Sometimes these reflections happened upon entering the 

room where the RPMs were held. Sometimes these occurred in other spaces. This was an exciting 

experience but at times a painful one as it evoked emotional responses that could be viewed by 

some as challenging and upsetting for a researcher (Harding, 2013). 

Engaging with this research enabled the researcher to identify an otherness within self (Johns, 2013). 

Part of this process was to consider the conscious and the unconscious factors that may have 

influenced the research study (Obholzer and Roberts, 1994). As an example, the researcher recorded 

within his field notes those experiences of interaction and dialogue between participants within 

RPMs that that evoked different states of emotions witnessed by the researcher in the participants. 

These field notes reflected discussions that ensued between participants on The Unit and captured 

the operations of what life of professionals was like, for example, for those ‘on call duties’ or those 

who were awaiting to discharge certain responsibilities of their duties. Recording field notes also 

helped to highlight what was taking place within the internal world of The Unit and also how the 

external world influenced these operations. The task for the researcher was to document the 

changing context of these operations with the  aim to gain an insight into the challenges and 

rewards of the work that professionals involved in the RPMs on The Unit (Obholzer and Roberts, 

1994). It was beneficial for the researcher to have moments of silence and reflection after each RPM 

session and this space allowed the researcher to revisit what had been seen, what he had 

documented and what had been audio recorded as part of the research process (Chenail, 2011). This 

approach is named the ‘ethnographic self’ by Coffey (1999). The researcher also utilised a similar 

approach of having a reflective moment albeit considering the constraints of undertaking research 

within The Unit that the researcher worked on a full-time basis. Thus, there were challenges faced in 

relation to fulfilling the demands of supporting colleagues in the clinical role that the researcher had 

to fulfil whilst also conducting this research study. Guided by Chenail’s (2011) observations, the 

researcher identified that the reflective space provided scope for reflexivity to occur, In particular, 

this included exploring the kind of evidence that participants were offering during the interviews. 

Ultimately, this reflection and reflexivity feature in the analysis of this study. (Harding, 2011).  
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A distinction was then made between the researcher’s role and other roles the researcher occupied. 

This distinction allowed one to think about the different emotions that occurred as a result (and 

possible tensions) of the differing roles occupied. For example, when engaging with the researcher 

role, a decision was taken not to persuade the staff group (participants) to attend the reflective 

practice meetings as this seemed to cause a conflict of interest. This could have been perceived as 

an attempt to coax staff to attend the meetings due to a need to capture their views entirely for the 

purposes of a study. This was an area that presented a dilemma. One would argue that even with 

informed consent a choice had to be reached by participants to attend the meeting. This view is 

consistent with Chenail (2011); Tappen (2015) assertions which highlighted that rigorous attention 

has to be paid in relation to each step of the design and implementation of research and checks and 

balances are in place to ensure that accuracy of claims is built upon credible premises (including 

sensitivity in collating data). Devers and Frankel (2000: 20) echoed this with words of caution noting 

that: 

It is said that to be a good clinician one must have a healthy dose of guilt, an obsession with 

details, and a drive to serve others. That covenant is equally relevant to our work, and no less 

daunting. The ultimate goal of qualitative health and educational research is the 

understanding of human experience of giving and receiving health care, and of learning, and 

to use that knowledge as scientists and citizens to improve our mutual lot. 

The interviews provided an opportunity for the researcher to engage with self-introspection 

processes. For example, the researcher became mindful in the way questions were structured as 

previous experiences had highlighted a need to change the sequential arrangement of the questions. 

An important moment of reflexivity within this context was the identification of an ‘otherness’ 

within the researcher’s self and how this also related to the interviewee. This otherness was 

recognition of a distinction between the invested self, one that engages with the everyday 

challenges of the world and the other being the less invested self that keeps emotions in check 

(Giddens, 2015). This idea of an otherness enabled the researcher to remain focused on the task of 

interviewing participants despite some of the evidently difficult conversations that ensued as a 

result of eliciting participants’ responses of RPMs. Nicolson and colleagues (2011: 60) extended this 

discussion noting that by implementing ethnographic methodologies this may help “analyse the 

emotionality of interactions (verbal or non-verbal) between” practitioners. Guided by these 

observations within the literature, there is a general acknowledgement that it is through a 

recognition that the researcher’s body as a research instrument can become palpable, especially for 
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understanding the emotions emerging out of interactions between professionals (Nicolson et al., 

2011). 

As the researcher collected data they moved through a continuum of emotions a view consistent 

with Nicolson and colleagues (2011). Further, Nicolson and colleagues (2011) assert that as a 

researcher one goes through the euphoric highs of excitement at starting a research project, sense 

of achievement, and pride as the researcher began to make contacts and collect initial data to 

depths of despair, isolation and frustration as the research process (inevitably at times) became 

chaotic and messy. Similarly, the researcher went through these phases and this required a careful 

negotiation throughout the research journey. This though allowed the researcher to be in tune with 

their emotions and bodily senses as a consequence, it enabled the researcher to become more 

sensitive to the environment and participants thus gaining a greater awareness of what was being 

observed (Nicolson et al., 2011).   

5.11.1. Data Transformation: Semi-structured One-to One Interview, 
RPMs and RLs 

        ___________________________________________________________ 

Following one-to-one semi structured interviews, the audio recordings were sent to a paid 

transcriber and the interviews were transcribed verbatim (e.g. Appendix 11 b, c). Thereafter, the 

transcripts were read by the researcher. This process was for the researcher to check for accuracy of 

the contents of the transcripts (Harding, 2013). Following checks of accuracy of content, the 

researcher read the text several times (Lees, 2013). This process enabled the researcher to be fully 

immersed in the data. In addition, an important strategy that was employed by the researcher was 

to get participants to check and comment on the transcribed scripts. This measure was to ensure 

that member checking (Tai and Ajjawi, 2016) took place so as to establish co-production of research 

interpretation and the resultant research outputs. The researcher sought to gain clarification 

through use of electronic mails and telephone contact so that the researcher could establish clarity 

in relation to a participant’s comment and viewpoint (Harding, 2013). Additionally, 9 of the 13 

interview transcriptions were sent back to their specific owner (participant) as part of a member 

validation process. The process of validating data took slightly over six months and was a painstaking 

activity. However, this was an incredibly useful process for both the researcher and the participants 

as it allowed a sense of closure in relation to ending the researcher-participant relationship (Harding 

2013). The tape-recorded RPMs in conjunction with the researcher’s participant observation notes 

were also reviewed further to validate the initial perceptions of the researcher regarding the 
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participants’ kinesics, chronemic and paralinguistic communication patterns (Denham and 

Onwuegbuzie, 2013). The RLs were already typed up by the respective participants and this allowed 

ease of analysis and interpretation as well as preservation of the participants’ viewpoint that may 

otherwise be lost through transcription. 

   Data Analysis 
___________________________ 

a) The previous chapters have discussed the context in which the research study is located e.g. 

surface, and deeper level of reflective learning processes, emotional, cognitive, 

psychological levels on interprofessional education and collaboration. Guided by other 

contributors within the research literature such as Lees (2013) a method of analysis which 

allows for interpretation of the differing data sets. This research utilises thematic analysis of 

content because of the flexibility of this method and its appropriateness to a range of 

epistemological disposition and research questions (Braun and Clarke, 2006, Lees, 2013). 

Thematic analysis is a method for identifying, analysing and evaluates patterns across data 

sets (see Fig 5.3). Therefore, it offers convenience in offering a holistic representation of 

issues rather than treating cases separately. The seven-step approach enunciated by Braun 

and Clarke (2006: 87) was followed: 

a) Engagement with literature prior to analysis 

b) Familiarising yourself with your data 

c) Generating initial codes 

d) Searching for themes 

e) Reviewing themes 

f) Defining and naming themes 

d) Producing the report 

These above stages were followed in the data analysis. The process of data analysis included coding 

data line by line (see appendix 13 a, b, c), a process advocated by Harding (2013). This process 

entailed that the researcher highlighted words and phrases that reflected a particular theme. The 

coded data were then grouped into four data groups - these groups evolved as a result of the coded 

data of the three specific data sets namely, codes that emerged from the recordings of the RPM. The 
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recordings were transcribed/analysed and the PO fieldnotes were analysed using the recordings to 

check/verify/complete the PO analysis, one-to-one semi-structured interviews, and reflective logs. 

Once these three groups of coded data were identified the next phase was to cluster/ group codes 

together from these distinct but related data sets. The choice to analyse data this way was reached 

after careful consideration of the need to have a data handling process that provided a logical and 

manageable process of grouping codes. The approach taken was to identify similarity of codes across 

the data sets and then put these into groups. Theme formulation ensued as a result of grouping the 

codes together from the different data sets. Following this process, strands reflecting a particular 

theme were identified. The choice to approach and analyse data in that way was aligned with Braun 

and Clarke (2006) guidance that identified the principal task of coding data as making the task of 

analysis more straightforward by aiding how relevant material is sifted from a large body of recorded 

data and transcripts.  
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Figure 5.3: Coding and theme identification processes: Adapted from Harding 
(2013)  
__________________________________________________________________________ 

The following themes and associated subthemes are explored in more depth in the findings chapter; 

•  “Nature of the Caring Task” 

•  “Keeping the Show on the Road”  
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• “Use of Space” 

5.12.1. Chapter Summary  

    ______________________________ 

As a précis of the main arguments, this chapter offered the philosophical assumptions that underpin 

the research study. Moral and practical ethical dilemmas considered by the researcher have been 

explored. The chapter has facilitated a comparison and synthesis of prominent themes from all data 

collection stages, in-depth discussions focusing on common issues from all the phases was offered. 

The chapter has also provided a single definitive discussion which summarises, reflects on and draws 

together the themes and issues that unite and separate each of data collection processes. 

Furthermore, the combined discussion of all phases re-emphasised the fact that, despite the 

iterative multi-phase nature in data-collection, the study is a single case study and should be 

perceived as such. A discussion in relation to the nature of the participants and how they were 

chosen was also provided. Additionally, the wider context in which the research study is situated 

was raised in order to provide the reader(s) with some insight into the unique features of the 

setting. The theoretical framework that guides and approach taken to analyse data has been offered. 

Data analysis phases were presented and explored in order to offer the reader(s) an insight into the 

journey travelled by the researcher leading to study outputs. This chapter has also presented the 

stages that the researcher engaged with in order to sift through the large corpus of data. The 

following chapter discusses the prominent themes that emerged from the amalgamation of codes 

from the differing data sets. There the processes that occurred during RPMs and their outcomes are 

presented in greater detail. 
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6. CHAPTER 6: STUDY FINDINGS 

 

 Chapter Introduction  
 ___________________________________ 

This chapter discusses the themes that were derived from the thematic analysis of the data sets 

these  are: (a) “Nature of the Caring Task” focusing on the quotidian challenges participants faced 

within their roles, responsibilities and departments; (b) “Keeping the Show on the Road” exploring 

the interface between the internal and external influences that impacted on the operational aspects 

of The Unit; and (c) “Use of Space” presenting the meanings that were ascribed by participants in 

relation to how useful or not the RPMs were to them, their practice, and perceived outcomes for 

young people.  

  “Nature of the Caring Task” 
 ____________________________________________ 

The case examples of young people discussed in the following sections highlight issues around the 

nature of the caring task, in particular, participants’ experiences of working with disturbed and 

disturbing YP and each other on The Unit. Three subthemes; a. working with disturbed and 

disturbing young people, b. distancing as a defence mechanism and c.  managing the boundary 

between the inside and outside world illustrate the nature of the caring task.  

A key finding highlighted the participants’ cognitive and emotional anxieties in having to deal with 

disturbed and disturbing young people. These concerns seemed to reinforce the idea of valuing each 

other’s clinical contributions and influenced the learning with, from and about each other through 

sharing each other’s clinical experiences within RPMs. As such the RPMs (re)presented opportunities 

for participants to reflect on the burden placed on self and others, and they were able to articulate 

the impact, on themselves and others, of the nature of the caring task particularly with respect to 

disturbed behaviours. For example, who shouldered the burden of caring for young people, 

particularly those more disturbed, was noticed as needing an organisational response rather than 

left to individuals who were least experienced to manage extreme behaviours. The nature of the 

caring task highlighted the participants’ awareness of needing to manage the boundary between the 

inside and outside world of The Unit. The intersection between the management and working with 

disturbed patients often brought about tensions that directed professionals to utilise distancing as a 
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defence mechanism to respond to the demanding nature of caring for young people and supporting 

each other.  

                                     

  

 

 

 

 

 

 

 

 

 

 

Figure 6.1: “Nature of the Caring Task” 
               _____________________________________ 

6.2.1. “Working with Disturbed and Disturbing Young People” 

   ____________________________________________________________________ 

Findings indicated that professionals involved within the care processes on The Unit reported 

feelings of shock and sometimes fear of working with young people who presented with disturbed 

behaviours. Some participants described disturbing patients as young people who provoked a sense 

of uneasiness as a result of their behaviour. These patients were either already on The Unit or they 

were still at the pre-admission phase whereby the details of their presentations were shared within 

the RPMs. Often participants generated questions during RPMs to access information and gain 

greater clarification about disturbed young people and other patients more generally. For example, 

a participant who was seeking information questioned the reasons for the current increase in the 

disturbed behaviours of young people. This stimulated a discussion of a specific individual and the 

lack of facilities within The Unit to respond to the challenging behaviours of YP:  
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We were having some discussions with some nurses in the office about his presentation […] 

episodes of having jerks and falling into a trance like state, for me I have not seen that for a 

long time and certainly not in a hospital setting there were some people who were shocked 

and scared (P14: RPM extract). 

This episode referred to by participants in the RPM was described by someone who had witnessed it 

as follows: 

…it was not a pleasant experience at all. He was rolling like a snake in (open) seclusion […] it 

was so scary and he had to take off his clothes and the way he was clinching his mouth it was 

not a nice experience. I had to come out, I said I cannot see this and had to come out … (P17: 

RPM Extract). 

Other participants, and other young people were also negatively affected by this episode. The 

participants were clearly distressed at witnessing this young person and expressed their fear and 

anxiety about working with young people presenting such extraordinary behaviour. The processes 

within the RPM clearly allowed such episodes to be openly discussed and enabled participants to 

reflect on the impact that such behaviours could have on them, their colleagues and the other YP on 

The Unit. As noted by one participant this was also a common and daily experience for everyone: 

…they [the behaviours of young people] are frightening and I think I could give specific 

examples of moments where individuals have been allowed to be the weak one who we 

would all very much like to help when the truth is that the room is full of people who are 

suffering from the same anxiety … (P9: Interview Extract). 

 Articulating that feeling anxious or helpless is not a sign of weakness but recognising that it is a fact 

of participants’ daily lives may help participants understand the emotional realities of their work and 

of the others in The Unit. This acknowledgement and opportunities to discuss in the RPMs the 

emotions raised as a result of frightening behaviour may prevent situations where individuals avoid 

supporting someone who is feeling vulnerable and concerned thereby improving the working 

environment, safety and emotional temperature of The Unit, as P5 indicates:  

if it’s [disturbing behaviour] … I’m just thinking about the example recently of somebody 

bringing concerns about sexualised behaviour […] and people talking about it in terms of how 

do we manage that and what do we do and what do people think and their emotional 

reaction to it and I think we need to do something about this to make the ward safer… when 

people’s emotional reactions are contained or the personal stuff is contained within the 
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reflective practice group that actually the information does go on to inform practice 

actually…because it’s spoken about a bit more explicitly which I think allows other things to 

be spoken about a bit more explicitly in other places as well (P5: Interview Extract). 

RPMs acted as a space in which participants shared and interacted with each other about their 

anxieties but also pragmatic problem-solving approaches were contemplated (e.g. ensuring staff 

were placed in corridors to safeguard others from the highly sexualised behaviours of some YP).  

Also, sharing observations (physical and neurological) in the RPMs permitted a more detailed 

analytical stance to the care and treatment of prospective YP and those already on The Unit. Many 

participants alluded to the fact that when observations were shared, that implicitly entailed sharing 

the case load, such that the RPMs became an opportunity to offload emotions and thoughts. 

Furthermore, the RPMs did not exist in isolation, they were connected to other operational team 

meetings, and as a result the discussions in RPMs influenced and informed other clinical forums. 

The RPM discussion also acted as a driver to support participants in other ways by elucidating the 

need to consider different and widely varied perspectives on a case and for collective problem-

solving methods that were underpinned by different professional disciplinary knowledge bases.  

From an educationalist point of view the frightening presentation(s) were attributed to exhaustion, 

from a medical perspective there was a need to eliminate Epilepsy as a causative factor. Other 

alternative ways of understanding behaviours were shared; for example, questions were asked 

about whether the presentation was cultural or attributed to underlying medical problems. Further, 

participants thought it was important to highlight the time when episodes were occurring, such as in 

the ‘evening’. The need to consider a range of perspectives was eloquently expressed as the need to 

move away from perspectives that may have been viewed as allopathic:   

 ... privileging and normalising one way of looking, so what happens to other ways of 

looking? How do you hear the different voices in the staff group and the different voices in 

the patient group, the voices are a representation of an assortment of cultures? (P9: RPM 

Extract). 

This sentiment was shared by many of the participants and illustrates a need to move away from the 

dominant (sometimes privileged) discourses in order to accommodate other less popular and less 

widely shared (sometimes subjugated) viewpoints. Thus, conflicting ideas were offered; for example, 

one participant had not experienced the ‘strange presentation’, another indicated that it was 

‘common in Africa but unique in this part of the world’ (P18, RPM). This represents a difference in 

explanations of participants’ understanding of the presentation and reflects the backgrounds of the 
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individuals in The Unit within both the patient group and the staff group. It can be argued that this 

assortment of individuals brought about a fertile learning environment due to a diversity of ideas 

that emanated from the disparate populations within The Unit. Of pertinence is that RPMs provided 

a safe space whereby participants were able to articulate their thought processes by drawing on 

other ways of ‘looking’ such as witchcraft as this was considered to be another explanation.  

However, it could be challenging for the staff group to consider such alternatives to understand and 

explain ‘extraordinary behaviours’ (P, 18 RPM) as this led to questioning of normalised explanations, 

as a participant provokingly asked, ‘would you equate witchcraft on a par with organic medicine?’ 

(P9, RPM). This question provided a conundrum for the staff in terms of accommodating less 

empirically grounded viewpoints, such as cultural explanations, and if they were to be 

accommodated the impact on both the staff group and patient outcomes would be unknown. As a 

result of the RPM discussion, a more comprehensive and shared understanding of such episodes was 

achieved with the emphasis shifting from biological explanations to religious or culturally informed 

ones, such as types of spirit possession. The processes within the RPM resulted in a twofold outcome 

such that there was a need to (a) shift the emphasis in relation to case formulation and (b) consider 

different perspectives and potentially give them equal weight.  

Furthermore, the RPM discussion facilitated opportunities for questions to be asked about the 

episodes that were focused on clinical presentations of YP e.g. ‘How can one make use of this 

strange communication?’ (P9, RPM). Learning from and about different forms of communications 

and the way the staff group responded to the ‘strange communication’ could be viewed as a capital 

building process for The Unit and the wider organisation. Firstly, as discussed above, participants 

responded to each other to try and appreciate what was happening and as a result began to 

consider alternative perspectives to understand and better manage future episodes, as well as their 

own fears and anxieties. Secondly, the words used to construct how an event unfolded through the 

lens of a particular participant was then received and (re)interpreted by others within the group, 

providing further reflection. For example, a description of a YP ‘rolling like a snake’ (P, 17 RPM) and 

the impact of that action/presentation to others (including the teller) was reconstructed within the 

group by a participant as a ‘strange form of communication’ (P, 9 RPM). Such processes of describing 

and reinterpreting illustrate the constitution of better communication within the RPMs. Thirdly, the 

above account illustrates that the participant was referring to a position of personal-professional 

vulnerability and this could potentially reflect how most professionals within the RPM could have 

been feeling and thinking. 
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Different interpretations of the disturbing episodes were articulated, and this seemed to highlight 

different modes of communication that were employed to describe and record an episode; for 

example, written, verbal and non-verbal. This was highlighted by one participant and served as a 

point of reflection within the group when a comparison of how events described verbally differed 

from those in written formats. Firstly, this indicates that the message that was being communicated 

by the teller was about the difference between how other participants read and constructed an 

‘image’ of what could have happened as other participants may not have directly witnessed an 

event, hence the expression ‘[...] there is a difference between describing reality and reading 

Records in Operation (RIO) notes’ (P18, RPM). As a result of noting these different interpretations 

participants thought that this needed to be carefully thought about as it seemed to influence the 

nature of the caring task. Therefore, the processes of explaining and listening that occurred within 

the RPMs served to take into account the different forms of communication providing a better and 

more comprehensive understanding of the episode(s). Secondly, whilst the processes highlighted 

that offering a narrative about how events may have unfolded could be talked about from a 

particular point of view, meaning was sometimes restricted. For example, the term ‘psychotic 

episode’ was used by one participant that when written on RIO did not fully offer the reader(s) with 

intricate details of the presentations displayed by the YP. Therefore, the RPMs provided 

opportunities to share and inform each other about the details of working with disturbing and 

disturbed young persons. As a result, the RPM processes facilitated a more comprehensive story 

about this YP. In some cases, additional detail and or alternative versions of an event were offered. 

Additionally, findings indicated that as a result of the dialogue in the RPMs first-hand information 

was shared and this helped elaborate the clinical written communication. The outcomes being a 

raised awareness about the need for better communication to be fostered between participants and 

that the RPMs could be utilised as a mechanism to fill the gaps within The Unit’s information sharing 

processes. There was an acknowledgement that those who expressed fears of working with 

disturbed and disturbing YP may have done so to highlight the general fear and anxiety that many 

may have been experiencing but were afraid to acknowledge. Sharing these emotional and 

psychological burdens paved a way for containment of the anxieties that were outwardly expressed 

by some participants but not all. Evidence indicated that the outcome of the communication process 

facilitated an enhanced understanding of possible alternative causative explanations or factors 

(though cautiously by some) of, mental-ill health, as illustrated by the RL extract below: 

 It was interesting to hear people’s perspectives on mental illness which might be strongly 

influenced by culture or religion. It was definitely rather new or surprising that some 
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‘psychotic’ episodes are quite common in other parts of the world and people might not think 

much of it. Also found it quite interesting how the description of one’s behaviour might differ 

from how we document it on RIO (P1: RL Extract). 

The discussion of this particular case in the RPM therefore served to highlight the impact and nature 

of disturbing and disturbed YP that the participants worked with and its effects on others. 

Consequently, this provided an avenue for the different professional disciplines to ask, react, share 

and inform each other in relation to the differing personal-professional, discipline-centric, religious 

and cultural narratives about their understanding of the disturbing presentations. These differing 

perspectives presented opportunities for learning, with, from and about each other (Bainbridge and 

Wood, 2012) with the potential to shift the mental and cultural landscape of the individuals working 

within The Unit by drawing on insights, knowledge, the cultural and belief systems of professionals 

involved in the care of young people. 

6.2.2. “Managing the Boundary Between the Inside and Outside World” 

   ______________________________________________________________________________ 

There were various aspects of managing boundaries and the kinds of worlds that individuals and The 

Unit as a collective recognised as influencing the nature of the caring task. Findings indicated that in 

many respects The Unit acted as a separate entity, but it did not, nor could it, work entirely in 

isolation from the rest of the NHS or other services. This brought tensions regarding how external 

influences were managed and impacted on decisions about the functioning of The Unit and its caring 

task. This section illustrates these issues by exploring RPM discussions about the admittance or not 

of a YP onto The Unit. Of pertinence are the prior expectations and preconceived ideas of staff about 

what a YP could be like before they arrive: 

The part of the meeting that stands out for me is that [...], I began to feel a bit alarmed by 

the level of anxiety and hostility being generated towards someone we had not met and 

worried about what this could lead to (P10: RL Extract). 

One participant describes the potential patient:   

 …I went to the referrals on our computer and there’s a fourteen-year-old […] who is high 

functioning but maybe Asperger’s? He sexually assaulted his sister. So, he is under charges 

for [that] …and they said that Grandma gave him sex toys. That’s not necessarily known or 

not known but certainly it’s in the ether and he is on a locked ward. He has one or two 

[observing staff] there and the reason is [because] of his cleverness, incredibly manipulative 
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and controlling… and there’s concerns about how he is with female patients and general 

concerns they’ve done a PCLYV [Psychopathy Checklist: Youth Version] and it has come up 

very high but there’s concerns there. The way they have described it, is that there is no 

advocacy and the staff clearly really dislike him. And find him to be a pain and he is ruling the 

roost in the whole Unit (P13: RPM Extract).  

The participants constructed a version of social reality that was based on the description of the YP 

that indicated the complexity of making decisions about admittance to the Unit on proxy 

information. Interestingly, the case was met with differing levels of responses including excitement, 

anxiety and a sense of anticipated disturbance within the staff group. For example, some viewed this 

as an opportunity that was ‘right up my street’ (P13, RPM) whereas others viewed it as too risky to 

bring someone presenting with such disturbing behaviours:  

…brings the abuser within the abused, so this would be a very complicated piece of work as 

well as trying to understand the social-cultural construction of gender identity as well as 

genetic. I think there are a few alarm bells with this one (P9: RPM Extract). 

The questions that were asked in the RPM acted as a driver to explore benefits and risks of admitting 

such an YP onto The Unit as well as other cases that could potentially raise similar issues. It is also 

noticeable that the questions asked acted as means to delve into the deeper thought processes of 

participants so as to elicit responses that could guide the team to consider working or not, with an 

YP who had sexually assaulted his sister. However, there is also evidence that this case offered an 

opportunity for participants to engage in a broader discussion to talk by expressing thoughts so as to 

reach a shared understanding about the kinds of YP the Unit was prepared to work with. Further, 

findings indicated that the case was not only brought into the RPM for a detailed clinical and or 

managerial discussion of the YP per se but rather served a purpose for some participants to manage 

boundaries by challenging the existing interpretation of the admission policy and guidelines adopted 

by The Unit. A pertinent aspect that came to light was around the divide in opinions between those 

keen to admit the young person and those against doing so. A subtle confrontation arose that 

illustrated the process of managing the demands of the external and internal boundaries as part of 

the caring task. Conclusions can be drawn that the dialogue within the RPMs highlighted a process of 

challenging and negotiating viewpoints about the Unit’s position on admissions of YP. This could be a 

factor that influenced the collaborative care process.  

The introduction of this case allowed for dialogue between participants about departing from only 

considering the ‘usual’ kinds of YP admitted on The Unit to a broader discussion that the case 
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exemplified, and illustrates how participants navigated team dynamics during discussions. On the 

one hand this was viewed by some as pressing for opportunities that accommodated YP with diverse 

and complex needs alongside mapping this against staff expertise and preferences, whereas for 

others this seemed to be viewed as an unwelcome development. In addition, there appeared to be 

some hostility towards those who have a role beyond The Unit, for example, a participant said, 

‘there is someone who as part of their job comes back and stands on the boundary […]. What do you 

lot on the inside world think about it?’ (P9, RPM). This particular statement refers to the different 

care provision worlds that some participants inhabit and how they perceive and interact with them.   

Consequently, the outcomes of the discussions highlight the different agendas and priorities within 

these worlds for example, when people make a referral because they are desperate for help, ‘I feel 

that we should respond with help [...]’ (P13, RPM). Of those who referred the YP from outside 

(external world), a view was that they may have been desperate whereas, for those within the inside 

(internal world - The Unit) this seemed to be less of an issue and the emphasis was placed on 

whether this was a case that could fit in the model of care that The Unit operationalised. Evidence 

indicated the process of attempting to understand a YP’s case as an important attribute in regard to 

negotiating The Unit’s position and how this could be thought about within a context of being 

responsive to external demands as part of managing the caring task. Many participants noted the 

process of negotiating boundaries as being part and parcel of the nature of the caring task. Whilst, 

historically the nature of the caring task occurred within a context of a particular operational model, 

there has been a shift in both the numbers of YP being admitted and those waiting for discharge 

against reduced numbers of staff and activities. Thus, the narrative about this particular young 

person illustrates a need to revise the working model of The Unit and the relationship between the 

‘inside’ and ‘outside’ world and how that boundary should, or could be managed:  

He’s being brought whether consciously or not as a paradigm example of a problem that 

[The Unit] has to be able to think about or work on… the kind of problem that was a 

communication from across the external boundary by one of the staff who has as part of 

their job managing the boundary between inside and outside world… So, one question is, in 

what sense do the people in this room feel empowered to represent the inside world...how do 

we take these decisions [to admit or not] as a Unit …there [are] National policies that say this 

is the kind of action we take, so we have to be able to do that… but where are we with this 

kind of case (P9: RPM Extract). 

The case(s) also provided richer learning opportunities as clarification was sought in relation to what 

was acceptable and what was not in accepting or declining to admit certain YP onto The Unit. There 
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is also evidence to suggest that collective decision-making processes needed to occur rather than 

decisions to be owned and shaped only by those with real or perceived power on The Unit for 

example, RPMs were viewed as the only place where professionals got to talk about their own point 

of view: 

 ... I think it’s very good […] that we just allow things to sit alongside each other really, 

different opinions and views and ways of thinking […] otherwise what happens is the person 

with the most power has to make a decision and so they go ‘’well that’s all very interesting 

but we’re going to do this’’ and that’s what happens elsewhere isn’t it?  (P7: RPM Extract). 

Discussions within the RPM’s highlight the influence of different voice(s) for example, whose voice 

was most influential in decisions, hence which participants felt empowered to represent the voice of 

The Unit. Nevertheless, as P7 notes the RPMs were a space for cultivating a sense of shared 

ownership of decisions in respect to negotiating internal and external boundaries.   A linked and 

important point about representativeness was also noted and was viewed as potentially impacting 

on the process, quality and nature of collective decision-making processes within the RPM. 

Attendance and participation by many members of staff was recognised as being important as this 

was noted to have helped different voices to be heard. This was viewed by many as potentially 

influencing the boundary management process through the utilisation of a diversity of thoughts and 

opinions and this process highlighted how participants viewed and made use of conversations within 

the RPMs to inform care decisions and outcomes for YP:  

... I didn’t realise I felt as strongly about this as it turns out that I do, we need to do a bit of 

thought and a bit of talking about this, there really are quite serious differences of opinion 

about how we should respond to this… you can distinguish people who are more health and 

people who are more justice in their outlook on things like [admissions] and that is 

something that is constantly having to be negotiated and it’s important it doesn’t get locked 

up in individuals … sometimes I think that there is some information [that] may be shared 

and there may be different perspectives on how you understand certain behaviours and all of 

that gives me a richer and more diverse and more varied ways of thinking (P9: Interview 

Extract). 

This case was also viewed as a ‘paradigm example’ by some participants, who acknowledged the 

considerable pressure the team was under from the external world to admit the YP onto The Unit. 

As part of dealing with and responding to the demands of the external world participants shared 

their expertise with others in RPMs for example, the diagnostic tool information was shared such as 
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the PCLYV. Findings indicated that participants made the kind of knowledge held within their 

disciplines more available to others by a process of sharing details of, for example, how they would 

approach a case as a clinician rather than as a participant facilitating the RPMs. Participants also 

shared or envisioned a way to work with the YP. Interestingly, observations by the researcher were 

that disturbed and disturbing patients had the potential to ‘pull people out of role’ (P9, Interview). 

This illustrates that working with disturbed and disturbing patients is fraught with difficulties, 

including moral versus instrumental decisions. As a result, RPMs may be viewed as a space that 

provided participants with an opportunity to share their experiences, as well as allowing those 

involved in discussions to remain mindful of the differences that disturbed and disturbing patients 

evoke within individual members of the team and across teams and disciplines within the inside and 

outside world.  

Findings indicated that many participants advocated a cautious approach to be taken in order to 

respond responsibly to each other and to the demands of new and established YP. The cognitive-

emotional governance of all those involved needed to occur, based on the potential or perceived 

impact of working with disturbed and disturbing YP. The behavioural presentations of YP and their 

impact on others needed to be processed and potentially understood as participants talked and 

reported experiencing YP differently. Findings, as noted by P9 above, indicated that RPMs allowed 

participants to share these different experiences and participants identified this as a process that 

enabled information to be brought together so as to help individuals respond more comprehensively 

to the YP’s needs as a result of the heightened awareness that the team produced during RPMs. The 

researcher understood the process of talking about how different professional disciplines 

experienced YP during the course of the caring task as highly informative due to multiple 

perspectives offered during RPMs. The multiple-perspectives, in particular, presented opportunities 

for participants to reflect on events that occurred during the caring task. The process of reflection 

and analysis of YP’s presentations was noted by many participants as offering richer insights into the 

differing discipline knowledge capital reservoirs (a participant viewed this as tapping into a hierarchy 

of knowledge). This awareness and provision of space within RPMs allowed splits and differences 

within team(s) to be shared and the potential impact of (either enhancing or polarisation) of ideas 

within the team could be understood. However, conclusions can be drawn that when cases that are 

puzzling, worrying, anxiety provoking, concerning, shocking or whatever description that one may 

want to ascribe to them, evidence presented by participants in differing contexts including an RPM, 

indicated that those involved in the task of caring needed to be curious and, in a position, to notice 

and digest what was seen or observed in their roles in order to manage different boundaries. 
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There is evidence that supports how different elements linked to the nature of the caring task were 

brought into sharp focus during RPMS. For example, participants constructed a picture that captured 

the processes, structures and models that influenced case formulation by drawing on expertise 

located within the distinct professional disciplines. It was understood that participants reported this 

as informing the boundary management aspects of care delivery both internally and externally. The 

case presented highlighted how the parenting role was executed within The Units. For example, with 

the unpredictable, borderline or psychotic parents, s/he switches erratically between different states 

of mind for example, loving or hating attitudes (Milton, 1994) to YP and the processes that occurred 

illustrated how this fed into the sort of fundamental confusion within the RPMs. The RPMs provided 

evidence that the psychotic or borderline states can also be reflected within teams and 

organisations. By this the researcher means the psychotic thinking that teams presented in the 

course of carrying out the caring and teaching task. An association can be made between the case 

and how they may illustrate identity issues in particular formation, preservation and stability of both 

the YP and the caring teams. Findings indicate that the case highlighted that at times a helpless child 

may have no choice but to turn to the abuser for help to maintain what is in effect a delusion – that 

they do have a ‘good’ as well as a ‘bad’ parent in order to avoid annihilation of their identity (Milton, 

1994). Yet, another observation from the discussion also demonstrated that the abused becomes 

the abuser as illustrated by the case whereby the YP was under criminal proceedings for assaulting 

his sister and traumatising others with his current Unit. It is important that clarity is offered in 

relation to the nature of arguments being propagated. So, when the term abuser is used, it refers to 

both the family members as (potential) abusers and the response that institutions offer (i.e. being 

helpful as well as abusive) to young persons who have been perpetrated and become the 

perpetrator themselves. The discussion can be thought of as an agreed position(s) taken by the 

referring Unit, and the ‘voices’ within the RPMs as being about a consideration of the nature of the 

relational aspects between the YP, carers and significant others. Conclusions can be drawn from the 

evidence that perhaps the referring Unit had taken the position of the ‘bad’ parent or at least this is 

what the discussion seemed to indicate as the YP was described as ‘manipulative and ruling the 

roost in the whole Unit’ (P13, RPM). However, within the narrative, some participants within The 

Unit provided an image through dialogue to the effect that they may have been unsure about their 

ability to become a ‘good’ parent so as to help maintain the ‘non-psychotic’ parts of the young 

person’s identity. As indicated earlier these psychotic states can also be found within teams or 

institutions and can have a profound effect in relation to what response and how care is offered to 

those they care for. This case exemplifies the complex processes that came to existence through 

discussing disturbed and disturbed YP. These processes were linked to understanding the nature of 
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the caring task. And, participants described the conversational nature of meetings as an occurrence 

that acted as a mechanism that paved the way for the management of boundaries (internal and 

external) through information seeking, information sharing and clarification. 

6.2.3.  Distancing as a defence mechanism  

  __________________________________________________ 

The impact and or use of distancing (real or imagined) as a defence mechanism highlights how some 

teachers, practitioners or clinicians cope with the caring task. Describing how they talked about 

managing the caring task presented opportunities for professionals to accept or challenge each 

other’s viewpoints within the RPMs. This process punctuated the personal and interprofessional 

power dynamic relations within RPMs. However, the discussions were largely viewed as occurring 

within a ‘safe-ish’ environment. For example, several participants viewed RPMs as highly valuable 

whereas, others were quite cynical about their efficacy. Findings indicated that the tensions may 

have been predicated on use of distancing (physical, operational or/ and psychological) within the 

team(s) (i.e. the care and tutor teams). The issues included an identification and resolution of 

conflicts, such as understanding the impact of isolation for certain individuals either by virtue of 

being a single representative of their discipline or not having the values/views commonly shared by 

the wider team members etc. The knowledge was then shared and negotiations occurred within the 

RPMs which was noted as offering opportunities for participants to reflect on some of the 

fundamental differences of their world views e.g. negotiating distinct positions and differing values 

of, staff who may have had a more health orientated outlook and those who had a more criminal 

justice outlook:  

… the fact that I take a systems view to a large extent and what we’re talking about is an 

interface between different systems and that sometimes those systems clash, that actually 

the demands of justice and the demands of health may be quite different …[it] is a conflict 

that The Unit and then staff within it have somehow to triangulate. I think it offers 

convenient lines of demarcation around which I can export and split off and export my 

difficult feelings and say ‘oh well that’s them’… I therefore think you should be paying most 

attention to the things that I value but the nurses may be sitting there thinking … we should 

be paid most attention (P9: RPM Extract). 

Participants may have more fully appreciated the impact of the differing viewpoints through 

reflection and this was marked by engaging in a delicate process of moving between their own 

thought processes and how this influenced or was influenced by the RPM dialogic processes. This 
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informed the kind of dynamic within the RPMs that required awareness and monitoring in order to 

possibly generate an outcome that could help participants understand and recognise splits within 

the care and teaching team(s). Whilst the participant below acknowledged these differences, s/he 

also indicated the need to explore different avenues in the RPMs through a dialectical process that is 

both an articulated conversation in the RPM and a personal internal dialogue. In this way a 

negotiated position can be reached about the nature of the caring task and at the same time 

enhance each person’s sense of belonging and contribution within The Unit rather than distancing 

themselves: 

… it’s a group process but I would expect individual members of The Unit to think differently 

and reflect more. I suppose the answer is I think I would hope that what they think is ‘what 

do I do’ but at the same time also ‘what do we do’ and providing they are thinking ‘what do I 

do’ and ‘what do we do’ and they’re moving backwards and forwards between the two and 

understanding themselves as part of the “we” and not just an individual (P5: Interview 

Extract). 

An acknowledgement of the interface between different systems and departments was commonly 

discussed within the RPMs. The systems were noted to provide demarcations (sometimes real or 

imagined) and these demarcations highlighted some of the splits that could occur within The Unit. 

However, the group dynamic changed depending on who was at the RPM which is suggestive of 

power relations between individual staff members (including systems they represented) and there 

was some cynicism about the RPMs as something of a ‘talking shop’ that did not alter anyone’s 

practice. Further, there is evidence to suggest that the power relations could play out to such an 

extent that distancing could easily become a prominent hindering factor that could potentially 

impact collaboration. As such, distancing is something that participants needed to remain conscious 

of, and reasons for (certain) individuals not attending the meetings is explored below:  

I think usually the whole way the ward works… is that groups can make much more use of 

splitting as a defence which is ‘oh well we could do the job properly but it’s their fault, it’s 

those people out there and the way they’re doing the job that makes it difficult’. Once you’ve 

got them in the room you get that whole [perspective] but I’ve got to admit that actually the 

world isn’t as simple as if you did it my way everything would work it’s ‘oh yes you’re hanging 

on to that part of the problem and I’m hanging on to that part of the problem’ but actually 

we are struggling with both parts they both have to be taken into account somewhere. So 

yes I think it [the RPMs ] matters enormously.  
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It also matters how much you believe that talking in this group is worthwhile, that groups 

that are, one thing that is not uncommon is the idea that oh well only nurses attend, this is 

for nurses and nurses will defend that against doctors attending but doctors will use it as an 

excuse not to have to attend and actually that ends up with people quite often feeling quite 

powerless because we talk about it in here but nothing ever changes. I think if we talk about 

it in here and the doctors are in the room with us or whatever, or the ward manager is in the 

room with us it is different (P9: Interview Extract). 

The RPM processes could therefore be noted as facilitating an understanding of the nature of the 

caring task by enabling participants to realise that actually they were struggling with different parts 

of the same problem but seeing them from different perspectives and these struggles needed to be 

taken into account. The RPMs also cultivated a dialogue that may have offered more profound 

insights into the contributions made by professionals representing different systems and the RPM 

processes helped participants to work towards shared positions rather than focusing on polarised 

positions:  

...actually I think there is also a discussion now about the relationship between the 4 cultures 

that meet as I would see it in The Unit, Health, Justice, Education and Management and I 

think there is quite a lot of complex sorting of, as it were how those cultures work together 

and I could give example after example of what I think I’m referring to. But I think we are 

also sorting that out too or not sorting it out but working with it (P15: RPM Extract). 

Aspects of connectedness and separateness of positions as part of the caring task got (re)negotiated 

within the RPMs and enabled participants to talk about their disparate positions that were reflective 

of the splits noticeable at times within the different systems and cultures in The Unit that RPM 

processes helped to ameliorate. 

6.2.4. A Summary of Key Points 

    ______________________________________ 

Three interconnected subthemes have illustrated the Nature of the caring task.  RPM discussions 

highlighted participants’ feelings of vulnerability when dealing with disturbed young people and 

enabled participants to share their anxiety rather than hiding it.  Different narratives about why 

young people express such disturbing behaviours were explored and the impact these have on 

informed care decisions. It has been argued that the management of internal and external 

boundaries required a consideration of a diversity of thoughts and opinions and this needed to be 
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considered somewhere, for example, within an RPM. A range of dynamics (between staff, staff and 

young people) that required a deeper understanding through dialogue and interaction within the 

RPMs has been considered. The converging and sometimes divergent viewpoints and the aspects of 

positionality within RPMs have been explored. This has been considered within a context of 

psychological distancing as exemplified by positions adopted by some participants in relation to a 

potential transfer for admission of disturbed and disturbing YP onto the Unit. As part of the nature 

of the caring task, the role of power and psychological distancing has been explored. This has been 

discussed within a context of highlighting the subjugated viewpoints and their unknown impact 

when pitched against the more empirically informed viewpoints. It has been argued that the impact 

of subjugated viewpoints when pitched against the more established and dominant (sometimes 

privileged) viewpoints produced an in-depth understanding of the diverse attributing factors that 

may impact care provision consequently, these required a careful thought process to occur. The 

RPM processes explored within this section also include emotional governance processes 

highlighting how participants utilised the RPMs as a space that enabled many individuals to share 

some of their stories and interventions that helped them to remain emotionally balanced (subtheme 

two). Also, the interface between different systems, conflict identification and resolution and 

understanding impact of distancing has been explored (subtheme three). 
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 “Keeping the Show on the Road” 
 ____________________________________________________ 

Keeping the show on the road illustrates how the participants used the RPMs to consider how care 

was delivered within an ever-changing health, education and social care context, including national 

policy changes in funding arrangements. The factors mentioned had the potential to negatively 

impact on The Unit’s working arrangements and outcomes for young people. Further, the impact of 

the changes e.g. demand in admission criteria changes were noticeable as staff who worked across 

The Unit’s boundaries brought back their observations and stories about the context in which care 

provision was being offered in other NHS Trusts and organisations.  

 

 

 

  

 

 

 

 

 

 

 

 

 

                         Figure 6.2: “Keeping the Show on the Road” 
                       ______________________________________ 

The impact of the changes in national policy and funding was high on everyone’s agenda particularly 

changes in intellectual, financial and human resource allocation that had altered the landscape in 

which participants were working.  Consequently, “Keeping the show on the road” (P9, P10 RPM) was 
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used as a metaphor to articulate the participants’ felt need and sense of responsibility to continue 

caring and teaching despite cuts to service provision: 

…how long do you go on “keeping the show on the road” and at what point do you say we 

need to alter the production so we are acting as if we have 15 people on stage and at the end 

of act 3 when we only got 4… another important way to put it, is how do you know you’ve 

done your day’s work, how do you know when you have done enough – because it is actually 

very stressful to always go home thinking “Oh God I should have done this, I should have 

done that” – how can you say “ep that’s what I was actually employed to do and the stuff 

that I haven’t done that’s their problem not my problem” ( P9: RPM Extract). 

Participants reflected on the nature of the YP they were caring for and the need to consider their 

diverse needs rather than simply consider the total numbers of young people on The Unit.  Having to 

respond to such a range of individual needs added to the complexity and burden of trying to 

maintain the level of provision. As a result, several participants thought about the impact of these 

changes and took stock of their situation, suggesting that the level of care was not feasible and that 

alterations would be necessary, ‘at what point will you put on a different show because you have a 

different case’ (P9, RPM). The RPM process also catalysed discussions to explore who was 

shouldering the additional burden and responsibilities that were noted to have had landed on ‘very 

few shoulders and... very junior shoulders’ (P9, RPM). This led to RPM discussions about reassessing 

working practices and reflecting on the need to monitor what was happening to ensure staff were 

able to fulfil their respective roles:    

Made me think that as a MDT we need to think about how we are using our resources and 

whether we need to do some things differently in acknowledgement of fewer resources… 

nursing staff are feeling unable to facilitate (unqualified) members of staff on Wednesdays 

[in order to attend RPMs] (P13: RL Extract). 

The learning that can be drawn from this narrative is that staff had to contemplate how resourceful 

they could be whilst trying to build therapeutic communications with the patient. This was 

important to them as professionals as they felt they should respond in a kind and compassionate 

manner; 

…nursing staff are feeling unable to facilitate escorted leave because of low staff numbers. 

That education is now down to one (unqualified) member of staff on Wednesdays (P10: RL 

Extract). 
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Thus, the RPM process allowed participants to reflect and consider their roles and responsibilities as 

well as the onus of the caring task and how participants juggled the sense of responsibility to do a 

good job whilst having to cope with reduction in staffing and other resources that often led to a 

disappointment in expectations:  

… often people want more resources to be allocated and if you’ve got your ward manager 

and a clinical director in the room you might hope they listen and think about putting more 

resources in and if they don’t that means they haven’t listened. (P13: Interview Extract). 

Findings indicated that conversations facilitated reflection on the impact of the changes and central 

to the discussions was the perspective of lack of resource vis a vis the impact this had on staff stress, 

‘there something about a resource being stretched rather than thinking about people as being 

stressed’ (P9, RPM). RPM discussions brought into sharp focus some often overlooked areas that 

influence practice that required attention such as, ‘when a staff member gets stabbed there is a 

huge inquiry I do not see why that should be any different when a staff member goes off sick due to 

stress’ (P9, RPM). This illustrated that the impact of the work carried out (more generally) was 

acknowledged as challenging and presented yet another dimension of reduced staff and disciplines 

within a context of increased numbers of the young people that were being admitted onto The Unit. 

The complexities that were associated with budgetary arrangements that needed to be 

communicated and explored within RPMs to help each other understand factors influencing The 

Unit’s operational position are explored here: 

The numbers are being looked at … I have been raising issues in terms of looking at the risks 

that we’ve got, we have pressures... but sometimes you know these arguments are not 

heard, so I think when we are in here it may be easier for people to say I know this really 

needs to be changed and changed now, but these are decisions which I cannot suddenly say 

we are going to be working with this number of staff – I don’t have that authority (P14: RPM 

Extract). 

For some participants the focus was not on those affected by changes in funding causing them to 

lose their employment, rather it was about those who were left on The Unit. The implication(s) of 

such a position was such that a seeming exodus by varied staff members was notable; this was 

reported by P12 (interview) as ‘voting with your feet’ (– staff leaving The Unit). For some 

participants, the discussion seemed to highlight that this was not so much about those ‘leaving’ 

rather it was about what needed to happen in order to realise and manage transition due to the 
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impact of changes – this was about those remaining (young people and staff) therefore, effectively 

‘keeping the show on the road’.   

6.3.1. Blame and Responsibility 

   ______________________________________ 

In order to “keep the show on the road” (P9, RPM) participants acknowledged that staff were 

stretched to the limits of their patience and capacity as a result of a reduction in staff, including a 

reduction of representatives from different professional disciplines, and this was exacerbated by the 

increase in the number of YP admitted onto The Unit. These changes had impacted on staff 

tolerance, the quality, quantity and outcomes of young people on The Unit and this resulted in 

attributing blame and/ or responsibility for the negative emotions participants experienced because 

of the increased work pressures. This pressurised work environment enabled young people and staff 

to exploit the situation causing divisions within the staff group which led to further blame. 

Attributing blame and noticing responsibility as something that needed to be considered at several 

levels, e.g. the personal, interpersonal, The Unit, The Trust and beyond is acknowledged by this 

participant:  

 …we used to work with a certain number of staff numbers which has been reduced, and we 

are dealing with patients which hasn’t been reduced , the patients we have at the moment 

have the same behaviour …which we need to contain them …we are dealing with it and its 

very stressful at times when a certain patient does certain things where there aren’t enough 

staff there …the management is behind you [saying], “this hasn’t been done you should have 

done this, you should have done that”, which is very difficult... I know that the manager is in 

a difficult position but I think he has to look at the staffing issues… because there are days 

when I go home and I think “do I want to go back tomorrow” to that Unit (P21: RPM 

Extract).   

Some staff attributed blame to senior managers and this was viewed as something that required 

attention as this had the potential to derail how care was delivered on The Unit; for example, the 

tensions that existed between the day-to-day operational issues and the perceived distant 

management processes that were viewed by some participants to have overly focused on financial 

savings at the expense of other costs e.g. emotional strain. The RPM process highlighted the need to 

shore up the relationship between The Unit and senior managers to maintain a stable working 

environment. However, participants also recognised that despite the many cuts to service provision 

they had accepted their responsibility and maintained a functioning Unit:   
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It isn’t just the nursing side, group therapies have been lost because we’ve lost all the art 

groups and we’re about to lose [staff name].  We’ve got no music therapy, no drama 

therapy, there is a big gap in psychology, there aren’t as many groups as there used to be, 

education has been under strain…been off sick for many weeks, so you know we’ve been 

doing a fantastic job of keeping the show on the road (P10: RPM Extract). 

6.3.2. Knowledge sharing, developing a shared sense/interpretation of 
work activities, and negotiating responsibilities.  

    ___________________________________________________________________________ 

Some participants acknowledged that RPMs helped with consensus forming and this could be 

viewed as an important process that kept the show on the road, although reaching a consensus was 

not always possible or easy. However, learning, sharing information, expertise and knowledge were 

some of the hallmarks of the RPMs. This process was described as an aspect that fostered growth in 

individuals and their ability to consider alternative viewpoints to reach consensus about different 

elements of how The Unit functioned: 

I certainly learn, of course I learn very quickly a lot more than I knew before about different 

perspectives on individual young people but also on the work as a whole and on the 

experience of being on The Unit …I suppose over time you definitely you learn more about 

each other about the kind of thinking and the kind of knowledge that is associated with 

particular roles, you get to learn more about that as well and certainly we learn together a 

lot about individual patients (P10: Interview Extract). 

Participants acknowledged a need to value curiosity and collaboration and noted these attitudes 

opened up conversations which then led to reflection about different practices and perspectives. 

These conversations potentially helped expand possibilities about how to operate in The Unit as 

alternative views were considered, validated and put into action even though there were difficulties 

to overcome: 

… we could be a bit more open because we don’t always agree with decisions and a lot of 

times decisions are made in ward rounds and by the time we finish a ward round and people 

go in the office those decisions have been undone and the rest of the team is not aware so 

we need to discuss things like that more …We just say “fine we’ve decided we’re going to do 

this and now it’s changed to that” and we just go along although we don’t agree with it. So 
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yes, I just feel that maybe we could open up around those issues a bit more (P7: Interview 

Extract).  

The RPM process therefore highlighted the need to make efforts to discuss aspects of care, and this 

helped to clarify different levels of responsibility and decision making in relation to the nature of the 

caring task within a context of keeping the show on the road. Findings indicated that participants 

used RPMs as an opportunity to revisit the operational policies and procedures of The Unit and 

RPMs offered scope to spark discussions to craft creative responses and enhance collaboration. 

However, risks of trying to achieve the same level of care provision with reduced resources were 

also discussed and the potential ramifications of this on the well-being of staff.  The interactions that 

occurred within RPMs were considered to be of vital importance because the ultimate aim was 

thought to be one of keeping the show on the road, in particular keeping the needs of YP in mind 

e.g. facilitating leave for young people and balancing their needs against negotiating staff 

occupational demands and sharing an understanding of responsibilities:  

If we are arranging leave for [YP] but we can’t facilitate it, that’s not good, we have to stop 

prescribing the leave (P10: RPM Extract).   

There was a dilemma that staff were trying to balance the professional responsibility they felt 

against the personal expense for them in trying to keep the show on the road.  

… if all you do is continually try to stretch yourself at your own personal expense whatever 

we mean by that you will try and continue to deliver the service that actually The Trust is no 

longer resourcing you to deliver, then you burn out you feel frustrated and feel a failure (P9: 

RPM Extract). 

6.3.3. Legitimate Peripheral Participation 

   ________________________________________________ 

The RPMs seemed to offer opportunities for dialogue to occur about helping to understand 

participants’ perceptions on how they engaged with their practice. Evidence indicated that some 

participants utilised the RPMs to convey their understanding of how they viewed or were viewed by 

others within The Unit. Some participants acknowledged that RPMs may have enabled them as a 

new participant to be informed about others’ thought processes:  
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I’m still relatively new and there are little dynamics that I don’t quite know about and 

experiences in the past that have influenced the culture of the team so I think that certainly 

gives me new information (P5, Interview Extract). 

This enabled a deeper understanding of each other’s position and as a result fostered greater 

insights into approaches and interventions that participants may have utilised during the caring task 

to keep the show on the road: 

…it’s a bit about their thought processes isn’t it because for example, …you might have 

witnessed somebody doing something and you think why the hell did they do that I just 

would never have done, I don’t get that and it might be actually that then in reflective 

practice they come and they give a bit more of a narrative of what’s been going on and the 

reasons behind, it’s like ah OK… that makes sense… and you get a bit of understanding of 

their minds but I suppose the other thing you learn  especially as a new member of the team 

is the kind of team dynamics and who, you know, who sides with who (P5: Interview 

Extract). 

For new group members, RPMs were reported to play a significant role in enabling individuals to 

understand their role within the team. The RPM discussions illustrate a process by which new 

members of the team were inducted and there is an aspect of being ‘initiated’ into the team’s 

approach to care as indicated above. Participants, for example, students, individuals on short 

observational work experience and new employees identified their involvement on The Unit as 

something that began from the margins only to become a ‘fuller’ team member with time that is 

illustrative of the process of legitimate peripheral participation within a community of practice (Lave 

and Wenger, 1998).  Findings also illustrate accounts of experiences of some participants who felt 

distressed and dissatisfied about the nature of their relationship with other professionals on The 

Unit. This brings attention to the way some participants felt and thought about being on The Unit 

and contrasted with the generally portrayed view that regarded RPMs as providing a ‘safe-ish’ space 

(P. 12) that enabled participants to air their thoughts and express feelings without fear. The 

evidence also points towards a position that, for some participants, the RPMs evoked uneasy 

feelings in relation to the team dynamics. For example, a participant expressed a sense of being on 

the periphery, legitimately so, but their participation and presence from the account was viewed by 

some as being the individual who had been responsible for another staff member’s demise (losing 

their job). The participant also expressed a sense of harbouring the burden of the toxic dynamics 
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(inertia) of the team as s/he felt that the decision for the other staff member to be made redundant 

had been unfairly placed on them such that: 

At first, I tell you, I’ll be honest I hated it. The thought of going every Wednesday made me 

feel sick, I was like how can I get out of it and I’d attend but it was just because there was so 

much conflict in terms of what was happening in education, I was new and then people were 

trying to ask about my role. I felt quite, it felt a little bit not attacking at all, I don’t think of 

them in that way actually to be quite honest it just felt a little bit personal and it was with 

new people because I didn’t really know, I can say I came in here I didn’t see all the staff, I 

didn’t know them collectively as my colleagues at that time because to be quite honest I just 

came I didn’t even think I was going to work here and all of a sudden it was like, the situation 

that had happened in Education, this person, like the way that things were dealt with but as 

I’m not really part of that, I wasn’t here, I wasn’t part of it, the decision [to make someone 

redundant] wasn’t made based on that but that whole process really made it - I walked away 

kind of thinking oh God that was the worst experience ever (P1: Interview Extract). 

Other participants viewed themselves as being on the team’s margins highlighting a different kind of 

legitimacy of participation. Findings illustrate that a large section of the nursing group was unable to 

express (at times) how they thought and felt about working with certain young people and the 

position (re)presented by some participants was indicative of needing to pay attention to the team 

dynamics within The Unit but also how the RPMs were thought to give staff time to reflect and 

enable them to keep the show on the road: 

…it gives you time to reflect, it gives the nurses time, they’re with the patients 24/7, we’ve 

had really difficult patients where nurses have been injured, nurses have cancelled shifts and 

they haven’t been able to talk about how they are feeling about working with particular 

patients (P9:  Interview Extract). 

Keeping the show on the road is something participants pondered about for example, a participant 

utilised an RPM to share their experience of feeling isolated thus illustrating a sense of being on the 

periphery when compared to other professional disciplines and that legitimate peripheral 

participation (Lave and Wenger, 1998) was not only associated with new staff members. This 

provided some useful insights into the kind of emotional space that the participant was occupying 

and seems to illustrate that being on The Unit was burdensome for some participants and this 

burden seemed to be held more by some than others. Due to the role occupied the expectation by 

others on The Unit appeared to exclude some from being part of the core team resulting in feeling 
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less valued. This feeling may have led to a sense of isolation in turn impacting on how best or not to 

keep the show on the road:  

 ...I’ve found things very difficult here and sometimes it just gets me… I think you all know my 

time here has been very hard, really difficult but I have appreciated your support… but you 

know that my position here has just not been fulfilling and valued and I feel it’s taken its toll 

on me… its very lonely being an Occupational Therapist on your own in here. It’s very lonely... 

particularly at the moment where there is reduction in services it’s a very difficult place …I 

didn’t know where I fitted and who my allies were and who my, not so much allies were (P11: 

RPM Extract). 

6.3.4. Being Empathetic 

   ______________________________ 

RPM processes were thought to offer opportunities that enabled a framework for a shared 

understanding to occur to explore differences between each other and potentially learn from them. 

Evidence indicates that for some, when differences were displayed or expressed in front of young 

people, this became unhelpful to the care process. For example, multiple voices from different 

professionals needed to be channelled in a unified manner rather than uttering inconsistent and 

conflicting messages to young people given the assumed parental role that professionals occupied:  

…I do believe that unless the nursing is good the rest of us might as well go home, I do really 

believe that so unless the nurses understand why we are working in a particular way then it’s 

not going to work, the boys are going to have 40 different messages from 40 different 

people. So yes [to be consistent] I think it’s having a psychologically healthy team that’s what 

I’m talking about isn’t it really (P12: Interview Extract). 

As a result, the process of exploring the potential effects of non-empathetic, inconsistent and 

conflicted positions within the team or organisation was explored. Some participants viewed talking 

as an attribute that helped foster a healthy team and kept the show on the road: 

[...] unless you have a good team working coherently and consistently with a shared 

understanding of what the aim is, what the task is, what the interventions are doing and 

why, then it’s not going to work …so how do you get a team with a consistent, clear, shared 

understanding of what the task is? That’s the forum [the RPM] in which you can do that isn’t 

it really, so that’s at the bigger [picture], and as I say we’re never all going to agree on things 

but it’s that thing of understanding different people’s positions and why they have those 
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positions and there’s got to be, I think the boys know the difference between staff that have 

different views and staff that are in conflict probably and I think they can probably tolerate 

different views but they find conflict difficult (P12: Interview Extract). 

Findings indicate that participants acknowledged that the variety of viewpoints offered in RPMs 

resulted in enhanced decisions through consensus forming processes. RPMs became a platform for 

participants to engage in a dialogue that allowed team members to adjust to each other’s’ views and 

consider a range of possibilities in order to develop a consistent approach to caring for young 

people. Discussions in relation to the nature of ‘consequences’ occurred.  The RPM conversations 

enabled a distinction to be made in relation to what was meant by ‘controlling access,’ to 

interventions as a consequence; for example, to curtail the use of cannabis by a young person when 

attending unescorted activities outside The Unit’s perimeter. Therefore, RPMs facilitated a platform 

for participants to engage in a dialogue that allowed the team members to recognise a different 

consequence in operation (rather than for individuals to hold on to their own personal thoughts 

about what the consequence should be) in order to be empathetic towards the young person and 

address their particular behaviour:  

…the cannabis one is quite frequent because often the conflict is around consequence/not 

consequence and that’s the nature of the setting isn’t it… so if people understand why we’re 

not doing a direct concrete consequence then they can live with it but if they don’t then you 

can guarantee that boy will be secluded that night …it’s getting it good enough isn’t it really 

and the shared understanding of good enough (P12: Interview Extract). 

Being empathetic can also be viewed as something that was extended to the welfare of staff 

members within the group by other participants. Observations and reports illustrated that listening 

to one another and being empathetic is something that occurred within RPMs even though they 

found it difficult:   

[…] when most of the people had already left one member of staff started crying, which was 

quite emotionally challenging for me and I did not know how to react (P2: RL Extract). 

Being kind and caring to other colleagues within the RPMs (and beyond) was also distinguished from 

offering help in a professional capacity. In this respect the RPM processes seem to have elicited a 

greater sense of responsibility and empathy towards each other:  

Something does happen because you are not… in your professional role in there…I’m not there 

to help other staff members in some ways although I could go into that [professional] role I 
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try very hard not to… so it kind of leaves you a bit more bare in some ways because, I’m not 

being the psychologist who is talking about thoughts and feelings, it’s a bit more about my 

thoughts and feelings and my emotions in reaction to staff members or in reaction to clients 

or what’s going on, it’s going to be a space where I’m able to think and reflect (P5: Interview 

Extract). 

6.3.5. Summary of Key Points 

   _____________________________________ 

The processes occurring within the RPM facilitated discussion that enabled participants to raise 

some quite controversial issues. The RPMs propelled thought-provoking discussions and facilitated 

an insight into The Unit’s operations. Consequently, the RPM discussions brought into sharp focus 

the national and local changes and the effects this had on the nature of burden placed on individuals 

within The Unit. The section has also highlighted the inextricably intertwined aspects linked to 

maintaining provision; in particular, competing demands between service priorities versus the 

individual’s well-being. It has been argued that alternative approaches to delivery of care needed to 

be considered given an increased demand of, for example, escorted leave within a context of 

increased numbers of young people admitted on The Unit against reduced staffing levels. Issues 

relating to personal and The Unit’s safety that require careful thought processes so as to explore a 

range of possible risk mitigating plans were raised as key concerns. The role and benefits of 

knowledge sharing within the RPM were highlighted whilst blame and responsibility and the effect 

of team dynamics on some staff were voiced as problems to be addressed.   Roles within The Unit 

and the sense of where each staff member ‘fits’ was regarded as an important aspect of The Unit’s 

cohesion and team work and this was enhanced by discussions that  initiated  a shared 

understanding of delivering care in a kind, caring and consistent manner when different voices are 

represented.  
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 “Use of Space” 
__________________________ 

Participants reported utilising the RPM space for a variety of reasons; for some, it allowed different 

stories to be shared and (re)constructed, for others it offered a sanctuary in which to off-load 

concerns and acted as a place to ‘detoxify’ or to provide a place in which to explore the functioning 

of, and power relations within, the staff team(s). The participants approached the RPMs in a variety 

of ways; some appeared to be unclear about what they were for in the absence of a point of 

reference. Most participants were familiar with the idea of reflection and exploring situations to 

develop a broader understanding of them through the examination of different perspectives. A small 

number of participants found this way of approaching their work difficult. Understandably, it could 

provoke some anxiety about bringing their work, views and experiences for discussion and their 

ability to use RPMs appropriately. For these participants there was a strong desire to stay with the 

factual, feeling more familiar with recounting something such as a policy or an event rather than 

developing their interest into what had taken place. Within the RPMs there were differences as to 

how this was managed. At one end of the spectrum were some who persevered and shifted in their 

approach to their understanding of the caring task in relation to practice and at the other end some 

who absented themselves from the groups as exemplified below: 

I’m sure that some reflective practice remains unshared, for example, due to staff annual 

leave. At other times there is more reflective practice than the time that’s available to share 

it. Ultimately, [RPMs] bring the whole team together in a unique way. Somehow [facilitator’s 

name] manages to take the team on a journey into space before reaching the intended 

destination on Earth a few minutes later (P3: RL Extract). 
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Figure 6.3: “Use of Space”  
                                               _________________________ 

 

Some participants questioned themselves about making a contribution and this may be attributed to 

self-awareness about the nature of their ‘voice’: 

 I find it easy to say a lot really I know that I do and so that’s not very helpful and so 

sometimes I’m also thinking I should shut up really and not be the first to jump in and break 

the silence …instead of creating space for other people who don’t find it so easy to take the 

floor (P10: RL Extract). 

As the quote illustrates, some participants were at ease with the RPMs and able to articulate their 

thoughts and ideas, and that some members of particular disciplines, for example, family therapy 

and education, were freer to express their views in comparison to say nurses: 

I’m 56 so I’ve been around a long time and I’m not intimidated by anybody any more but also 

I guess that I’m a white, British, woman and part of several privileged groups by virtue of 

that and my profession so all of those things probably make you feel entitled to speak and 

Staff dynamics  

“Detoxification” “Thinking 
space” 

 

“Use of 
Space” 
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other people probably experience themselves as having different kinds of entitlement to 

speak …. [but] be interested in it [others’ point of view] rather than think we’ll it’s a minority 

view it must be wrong (P10: Interview Extract).  

Also, views were based on job role and position of authority or other characteristics such age, 

gender and ethnicity. 

6.4.1. RPMs as Space to Explore Staff Dynamics  

   ________________________________________________________ 

Observations during the RPMs indicated a privileged position by some participants perhaps due to 

the kind of interaction that some disciplines had with the young people on the ward, one that 

seemed to maintain a neutral position such as maintaining links with young people and being a 

‘collaborative ally’ to both families and relatives. This was in sharp contrast with the nursing staff 

(including other disciplines such as social work) that represented a more ‘critical’ parental role, that 

of reinforcing rules and boundaries given the context of caring for young people within a secure 

forensic environment. A lack of verbal contribution by other disciplines as the stories about young 

people that were (re)presented by nurses may have been viewed as offering puzzling accounts that 

may have been contradictory (and often the minority view) to those that were told by professionals 

that may have identified themselves as the ‘collaborative ally’. To amplify the discussion, the issue is 

about moving from the individual to the group (all those involved in the discussion) so as to identify 

how particular voices embraced or marginalised others. This illustrated the kind of staff and young 

people dynamics that needed to be considered during RPMs. Thus, complex interactions of 

interpersonal, behavioural, cognitive, affective, motivational and physiological needs were 

considered from both a staff and patient formulation perspective as part of exploring the staff 

dynamics: 

I think when the teams function very well, well actually it’s probably more important when 

the team isn’t functioning well that there is some space to talk about difficult dynamics 

within the staff group as well because teams can parallel what goes on within the client 

population and different splits and dynamics and things like that so I think it’s quite an 

important way of also thinking about what is going on with the team and is that about 

personalities just in team or is it about the clients that are particularly on the ward at the 

moment or, what is that and kind of common themes and hopefully even if differences are 

aired and they’re not clarified because that’s not always the case things aren’t always going 

to be agreed upon are they but even saying it out loud is better than it being acted out or 
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people getting annoyed with each other. To maybe have a bit of an understanding about 

what goes on or somewhere that might feel safe, hopefully safe, which is even though it’s a 

space that should be safe sometimes it’s not necessarily always going to feel that way but it’s 

a space where there’s a facilitator from outside and hopefully again that’s a better place to 

try and get those dynamics looked at a little bit rather than in the staff office or in the 

corridor or by the coffee or by that informal route really (P5: Interview Extract). 

Many participants acknowledged that RPMs were used as a space to examine how well the team 

was functioning including how relationships with the YP differed depending on the discipline of the 

staff member within the team. An important attribute of this process was that participants thought 

the space provided in an RPM gave them an opportunity to think through ‘what the young people 

might be doing to the team’ (P12, Interview). Another participant noted that as part of the thought 

process they had developed a model in relation to how they used the RPMs. The model was such 

that ‘PRN (medical term denoting as required medication) became PRM (Pressure Release 

Mechanism), the participant reported developing this model as a way to remind the team that some 

individuals were ‘not offered any formal training in reflective practice as part of a standard NHS 

induction programme’ (P3, RL). This seemed to highlight the importance of such a space and its 

function in facilitating a thinking space to consider team dynamics that could potentially shape views 

about the impact of patients on the team. 

Notably, one of the important attributes of RPMs was that they helped produce multi-dimensional 

and layered discussions that encompassed relational aspects linked to young people and the staff 

group activities. This relationship was punctuated by a dynamic within the RPMs that required 

constant monitoring so as to remain cognisant of the personal, social, and environmental factors 

that could influence the functioning of The Unit. The dynamic served to raise an awareness of the 

differences of opinion, values, beliefs and expectations of both the young people population and the 

staff group. These differences were often highlighted and made apparent within the team when 

discussing young people who were conscious of differences within the team that they might exploit  

(consciously or unconsciously):  

I mean often I find it [the RPM] useful if we’re struggling to look after the boys... I can think 

occasionally if the nurses think I’ve done something really stupid I think it’s helpful that they 

can say that – whether or not I agree I’ve done something really stupid it’s helpful to know 

that they think I’ve done something really stupid and it’s better out than in basically. I think 

that is the place where they would tell me that…I find it helpful as a way to think through 
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what the YP might be doing to the team or what the team are having to deal with… so it 

would always …increase our awareness of [young people ] that are particularly in [able to 

recognise]  differences between us [and] picking up if the team not working as well together 

as it should be or how are we going to make sure we do work a bit closer together or things 

like that (P12: Interview Extract). 

As a result of an exploration of the dynamics, tensions often emerged within intra and inter-teams 

thus, RPMs offered opportunities for alternative ways of looking at differing viewpoints and 

examining the implications on practice. This process was made possible by considering the kind of 

information relating to participants’ experiences of working with young people: 

… it’s important information about your colleagues and how they’re feeling and what the 

impact of the work might be and how people might need some attention to how awful it is 

for them and also it’s really important information about the patients I think isn’t it that 

there is the kind of impact that they can have on some people because often it’s not, well 

almost always we don’t have the same experience of a person, they kind of share that out 

don’t they, staff just experience different parts of them so it’s really important I think, really 

helpful to know the kind of impact that they have on different people (P10: Interview 

Extract). 

An important attribute of the RPMs was space utilisation in relation to use of expertise of an 

external facilitator representing a different profession. The facilitator was viewed by many 

participants as facilitating RPMs from a neutral stance and maintained balanced views on issues 

under discussion. The maintenance of an independent perspective by the facilitator was noted to be 

of significance as participants reported being able to utilise the RPM space without feeling the need 

to mask their thoughts. The significance of the role played by an external facilitator was their ability 

to generate curiosity and shape and offer alternative insights into views presented by participants 

within the RPMs. Many participants indicated that the independent facilitator managed to hold the 

space and did so from a detached position thus managing to untangle the dynamics that were 

evident as a result of reacting and talking about the nature of the caring task. For example, paying 

attention to how awful and impactful the YP may be on others could be discussed without 

participants feeling judged:   

[…] having an external facilitator is really key in reflective practice group because we, 

including myself, get caught up in what’s going on in The Unit and you need somebody that 

is more in an observer position that doesn’t know the boys necessarily that well …knows a bit 
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about them, is actually focused on what we’re bringing up and has got a different 

perspective on it (P5: Interview Extract). 

Participants viewed the RPMs as a space that allowed differences of opinions to occur, though with 

an acknowledgement that one had to find their ‘voice’ in order for them to participate in 

conversations fully. In some instances, the burden of raising particular viewpoints was left to other 

individuals within the team. Observations of the RPMs noted that this was a consistent occurrence 

and questions arose about what made individuals adopt particular positions within the meeting(s). 

Several participants attributed non-participation as being influenced by a lack of confidence (at 

times) to share their views, i.e. not knowing if their contributions were going to be well received or 

whether talking invited critique (that maybe exposing) of their work practice:  

I suppose I don’t really like speaking in big groups I’d rather have maybe a one to one basis 

chat if I felt like there was something [to discuss] …I think being the new person is probably a 

big thing even if I’ve been there for 12 weeks I still feel like the new person (P3: Interview 

Extract). 

Whilst other participants considered that their thoughts and ideas were not acknowledged during 

normal working practice and for this reason, they utilised the RPMs as a space to raise those 

unheard views. Some indicated that they ‘spoke through’ others by raising a discussion with 

individuals that they thought had a privileged voice within the team. Essentially, some participants 

viewed themselves as having a subjugated voice however; they recognised that their voice needed 

to be heard to inform the team’s operations:  

…that was actually a dynamic that went right from the beginning and, or almost from the 

beginning and in fact I remember and this is literally like 4 years ago I can remember being in 

the group saying something when that person was there and them just disagreeing with me 

and I just felt like what’s the point, what is the point and I just feel like whatever I say in any 

forum isn’t, it is going to be disagreed with. I just felt like that it didn’t matter and so when 

that person was there because there was such a strong presence that for me because people 

are only as important as you put them, but for me it was just such a strong presence I was 

just like I’m not going to say anything ... But I think [name] was brilliant at trying to name 

things, trying to get them out in the open (P11: Interview Extract). 

The role of power and authority within The Unit and a distinction about the function of individuals 

within teams was acknowledged. This meant that power differentials within professions and teams 
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had an influence in relation to which voice may have got heard the most in the RPM. Restraint had 

to be exercised by some, illustrative of power distancing: 

…  even just thinking about it now we’re not a group of [individuals]  in a hierarchy, a group 

of Psychologists get together or a group of even Family Therapists getting together even if 

you had [...] Family Therapists, we have a group of HCAs to Consultant Psychiatrists it’s a 

huge power dynamic, huge, and it’s the main forum isn’t it is to try ...and hear the different 

voices really and I just think my voice could, if I started bringing my issues it could so quickly 

become the dominant one really so I try and keep quiet as much as possible, not that I 

wouldn’t contribute but contribute to what other people are bringing really (P12: Interview 

Extract). 

The above participant acknowledged the differential power relations in different professional 

disciplines within the team and suggested that the space provided within an RPM allowed the power 

dynamics to be explored, although participants were aware that their views could potentially be 

easily dismissed depending on personalities and where one was in the hierarchy. However, the 

researcher’s observations throughout the RPMs were such that it appeared that the neutrality of the 

RPM facilitator was relied upon to realise an equal footing of ideas and thoughts. The facilitator 

accepted diversity of thoughts, ideas and feelings to be expressed as a result of RPM discussion. For 

example, when dominant voices appeared to swamp the less dominant voices, the facilitator 

pointed it out so as to bring things to the forefront of their mind. This often led to a more diligent 

interrogation and introspection of the ideas presented by everyone within the RPMs:  

Well of course teams are huge little microcosms of differential power aren’t they really… the 

NHS is very hierarchical so within the team we simply have people who honestly hold more 

power and responsibility than others and then there are perceptions I think about who has 

more power, then there are those who feel more entitled to speak than others (P10: 

Interview Extract). 

Further the extract below adds to the theme, from a privileged voice about the space in the RPM as 

enabling those lower within the hierarchy to be able to vocalise their views. Paradoxically, it is also 

acknowledged that other participants disagreed that the space enabled them as senior members 

within the hierarchy to present dominant or privileged views e.g:  

…so I try hard not to bring in my Clinical Director role for example, because I think that’s even 

if [facilitator’s name] sometimes raises it I try hard not to go there because I’m not there as 
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the Clinical Director I’m there as the Psychiatrist on The Unit and that’s what’s most relevant 

I hope to the other staff (P12: Interview Extract).  

However, they recognised the space as enabling participants to bring and share what they and the 

team may have been struggling with or not: 

In a way that’s the whole core of it [RPMs] isn’t it so we bring something that we’re 

struggling with to think about overall…we all will bring things we are struggling with which 

then allows you to reflect because I guess unless you feel you are in a safe-ish place you don’t 

bring the things you are struggling with do you really […] I mean I purposely don’t try and use 

it for the things that I might be struggling with, I try not to do that in a way because I think 

it’s so easy for me to take it over in a way. I would rather the nurses could bring stuff they are 

struggling [with] (P12: Interview Extract). 

This participant perceived himself/herself as an enabler and was aware of needing to allow others 

the space to bring concerns about their practice to the RPM.  Interestingly s/he considered a) one 

person as overly positive, b) themselves as potentially dominant and therefore c) retain the power 

relations within the team, albeit in an apparently positive and considerate manner: 

[...] so I think [Facilitator’s name] in particular tries to get the voice of the health care 

assistant I think, we’ve never come out of reflective practice and where people have raised 

concerns I would think on the whole they, I could be wrong, but the experience is that we 

listen to them and we think about them, we don’t say no sorry we don’t want to listen to that 

actually and the fact that we keep going all of us suggests that we do want to listen because 

we could act with our feet actually and say OK we’re not coming because actually I don’t want 

to hear the voice of the nurse, I don’t want to hear the voice of the health care assistant, I 

only want to hear it in the context of a ward round (P6: Interview Extract). 

6.4.2. RPMs as Space for “Detoxification” 

   _______________________________________________ 

Participants described the usefulness of the RPMs as a space that provided an outlet for emotions by 

enabling them to vocalise what had happened to them during the course of their work so that they 

could (re)assess their emotional responses and take a more rational perspective of themselves and 

their working relationships:   
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… how do we process our experiences in very difficult work… so that our own relationships 

and practices don’t become too distorted by the impact of the work on us, and also how we 

could pay attention to those impacts in order to give us more information about the people 

we are working with which gives us more understanding of people we are working with (P10: 

Interview Extract). 

Participants acknowledged that they found the nature of the work emotionally draining and stressful 

and that it created high levels of emotional labour. RPMs became a haven or sanctuary for them to 

share with and (possibly) process emotions evoked as a result of working within a demanding 

environment:  

I know that I avoided it [the RPMs] sometimes and yet I’d still go back because even though it 

brought up all those emotions I felt that it was a place where that’s what you are supposed to 

do (P11: Interview Extract).  

6.4.3. RPMs as a “Thinking Space” 

 _________________________________________ 

The RPMs were recognised by most participants as a thinking space that accommodated both 

personal thinking and collective thinking as a result this allowed deeper personal reflective processes 

to occur. They were also recognised as a space to hear and reflect on each other’s professional and 

emotional experiences. The RPMs offered opportunities for further reflection on particular themes 

and discussions that facilitated continuity of thoughts and ideas thereby enhancing understanding of 

personal and team working practices: 

I do sit and think because you go in each week and when we are not following on from the 

discussions the week before I will sit and think about what has happened following the 

meeting the previous week, what’s happened on the ward, what sort of things have affected 

me and so I sit and I reflect on that for a while. Someone else might say something and I’m 

like unconsciously listening but still reflecting on anything I want clarity about or anything I 

feel I want to discuss and it maybe that we’ve had the same experience and they may raise 

something and I’m thinking oh gosh yes I forgot about that ... (P7: Interview Extract). 

The RPMs were valued as an opportunity to reflect on different experiences, and even though this 

was regarded as difficult at times, the participant below indicates reflection is necessary to enable 

staff members to acknowledge alternative perspectives;   
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I think they [RPMs] really do encourage reflection and partly I think it’s that we are a team 

that is interested in each other’s point of view and so actually if you start to hear someone 

talking about something you hadn’t heard before you do want to listen to it although 

sometimes of course it can be quite painful so sometimes you don’t want to listen to it and 

then of course [Facilitator’s name] I think definitely encourages reflection by constantly 

moving the ground really so if we’re settling into discussing things in a particular direction he 

will constantly kind of say well that’s all very well but what about this way of thinking about 

it ... (P10: Interview Extract). 

Silences were also viewed as significant, and as a result required interpretation. For some 

participants silences were viewed as an indicator of the ward’s emotional temperature: 

…often what happens is that people do become silent at certain points in the meeting and 

that silence is a very difficult silence to interpret because either they have become worried 

and they are silent or they’ve become silent because they want space and time to think about 

that thing or it could be that they don’t really have anything to say at that particular moment 

in time and I think that silence can be quite difficult to work with but once again you can’t 

walk out of the meeting and come back 10 minutes later you have to work with that silence 

as well (P2: RL Extract). 

6.4.4. Summary of Key Points 

   ____________________________________ 

This section has provided a discussion that identified the way participants utilised the RPMs for 

different reasons. For example, some participants used the space to verbalise difficult feelings and 

their thoughts about dealing and caring for young people. Other participants highlighted that they 

utilised the space to ameliorate some of the tension of working in such a pressurised environment. 

The space was also utilised to detoxify individuals in a way that allowed them to recalibrate as a 

means of maintaining the element of using ‘self’ in the therapeutic work. Participants also utilised 

the RPMs as a thinking space that was punctuated in several ways, for example, the interpretation of 

silences and also simply being in a position to listen to what might have been troubling others.    

6.4.5. Chapter Summary  

_________________________ 

The chapter has discussed the themes that were derived from the data sources and has illustrated 

their connectedness as well as separateness. It has been argued that RPMs were employed in a 
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variety of ways and for different reasons. For example, RPMs enabled knowledge and information to 

be shared. They presented opportunities for participants to elaborate on particular cases under 

discussion and hear different perspectives about the way young people on The Unit behave. The 

RPMs also enabled participants to explore with others potential ‘cases’ to be admitted on The Unit. 

The RPMs enabled first-hand information to be shared across teams and departments and also acted 

as a hub for differing ideas to be articulated and for the members of the RPMs to learn and inform 

their practice and decisions. The thoughts and feelings of participants were offloaded during RPMs 

and there was scope to evaluate the emotional impact of the nature of caring for young people on 

The Unit.  

6.4.6. Superordinate Themes that form the Key Findings 

    _______________________________________________________________ 

Superordinate theme Superordinate theme 
derived from 

Examples 

Communication and 
information sharing 

“Nature of the caring task” 
“Keeping the show on the 
road” 
“Use of space” 

• Communicating verbally 
and non-verbally during 
meetings 

• Communicating by 
referring to written 
information on Records in 
Operation (RIO) 

• Sharing information about 
disturbed and disturbing 
young people 

• Sharing information about 
changes on The Unit 

• Sharing information about 
how RPMs were perceived 
and utilised 

Negotiating different value 
systems 

“Nature of the caring task” 
“Keeping the show on the 
road” 
“Use of space” 
 
 

• Values of young people 
• Values of staff on The Unit 
• Values of different 

professional disciplines 
• The Unit providing an 

intersection of different 
cultures and norms giving 
rise to differing values 

Power and reflections on 
Power 

“Nature of the caring task” 
“Keeping the show on the 
road” 
“Use of space” 

• Hierarchy of professional 
disciplines 

• Tensions between 
different organisational 
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Table 6.1: Superordinate Themes 
 ___________________________ 

 

The above table provides superordinate themes that form key findings of the research study. The 

superordinate themes were derived from the themes and subthemes discussed within this chapter. 

The superordinate themes are cross cutting in nature as they came about as a result of examining 

the findings of the study. For this reason, examples of how the superordinate themes emerged has 

been provided in order to offer insight into the processes occurring within RPMs.  

 

 

 

 

 

 

 

 

priorities and or other 
organisations 
 

Emotional offloading “Nature of the caring task” 
“Keeping the show on the 
road” 

• Dealing with difficult 
situations such as 
challenging young people 

• Sharing experiences of 
working on The Unit 

Personal and group 
reflection 

“Keeping the show on the 
road” 
“Use of space” 

• Reflection on 
commissioning 
arrangements 

• Reflections on keeping the 
show on the road 

• Reflections on nature of 
the caring task 

• Reflection on group 
dynamics (staff and young 
people) 
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7. CHAPTER 7: DISCUSSION AND 
CONCLUSION  

 

 Chapter Introduction 
 ___________________________________ 

This study examined participants’ views about Reflective Practice Meetings (RPMs) with the aim of 

gaining an in-depth understanding of the processes that occurred within them to establish how 

these meetings support, or not,  Interprofessional Education within a Forensic Mental Health setting 

(The Unit). The research was operationalized through two key research questions. 

Research question 1: What are the processes that occur when engaging with IPE within a reflective 

practice meetings context?  

a) How do professionals collaborate in sharing knowledge, skills and information about 

working with Young People? 

b) How do professionals react to each other in relation to information, knowledge sharing 

and learning during meetings? 

Research question 2: To what extent do the processes that occur during meetings encourage 

reflection individually and as a group? 

a) What approaches of interprofessional collaboration/interprofessional working do 

professionals adopt? 

b) What changes are made to clinical practices as a result? 

c) What are the perceived outcomes by professionals for service users, carers and significant 

others? 

After presenting the key findings of the study that were derived from an analysis of the themes (see 

Chapter 6), they are discussed in relation to previous studies and theories outlined in Chapters 2 and 

3 in order to answer the research questions. The findings offer empirical and practical contributions 

to knowledge. Examination of the findings also provides an opportunity to revisit the conceptual 

framework and a revised version that more closely reflects the findings of this study is presented.  

This revised model makes a contribution to theoretical knowledge and understanding of 
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Interprofessional Education. The chapter reviews and reflects upon the entire research study. 

Finally, the limitations of the study are discussed, along with suggestions for future research and a 

conclusion. 

 Communication and Sharing Information  
 ______________________________________________________________ 

During RPMs participants communicated feeling distressed at witnessing episodes of young people 

displaying disturbing behaviours and expressed their fear and anxiety about working with young 

people presenting extraordinary behaviours. They found these cases challenging and were unsure 

about what had taken place. During RPMs the reality of such intense clinical situations were brought 

to light, as well as the need to share the information with less experienced colleagues so that 

everyone could learn, with, from and about each other’s experiences (CAIPE, 2002). Communication 

in relation to the nature of the caring task with regard to prospective admissions focused on 

anticipating how participants would deal with highly disruptive, violent and aggressive young people. 

This spurred discussions that were punctuated by an inquisitorial approach such as questioning the 

need to admit the young persons and wanting more detailed information e.g. reasons for a young 

person’s detention within another facility or information about details of their offence. The RPMs 

were also used to seek other factual information and share details of clinical practice including the 

implications of these on care provision on The Unit. Preconceptions and perceptions about young 

people’s behaviours were also communicated and sharing this information generated a heightened 

awareness that the young people’s histories were significant in understanding the team’s response 

and approach to their care (Dimond and Chiweda, 2011). This co-creation of knowledge promoted 

improved practice in designing risk mitigation plans for these disturbed and disturbing young people 

(Mgusthini, 2010). Sharing this information also raised awareness amongst participants of how each 

individual could be emotionally affected in their role and enabled further reflection about the impact 

that dealing with disturbed young people can have on individuals, the team and other young people. 

Communication about relationships either with each other or the young people on The Unit were 

central to most discussions although they were generally articulated from an individual perspective. 

This seemed to have increased all the participants’ curiosity in trying to understand each other’s 

emotional experience in relation to what disturbed young people may have been communicating 

both verbally and through their behaviours. Importantly, communication is an aspect (Littlejohn and 

Foss, 2011) that is linked to the caring task and as part of the RPMs processes was highlighted in how 

individuals responded to each other as well as increasing their knowledge and appreciation of what 

may have been taking place in the young person’s mind e.g. effects of psychosis .  
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Whilst these discussions concerned the immediate issues of The Unit they took place in the context 

of the broader mental health service provision as well as the political, economic and policy context 

in which care for individuals (young people) experiencing mental health problems including those 

undergoing criminal proceedings is located. The concerns discussed in RPMs resonate with the 

Christopher Clunis case (Shepherd, 1996) outlined in Chapter 2. For example, the study findings 

illustrate the conflicted and polarised positions that participants adopted in some instances. 

Interestingly, these positions reflect the positionality of participants as some appeared to 

(re)present a more criminal justice position whereas others (re)presented a social justice 

perspective. For example, when participants discussed ways of responding to a young person who 

had used cannabis, this seemed to have an impact on relational aspects of care delivery where issues 

were contested. It lead to differing approaches to care interventions that were reported to have 

been implemented though these were not necessarily agreed and shared by all. These conflicted 

positions also provided richer opportunities for participants to discuss care interventions and in the 

process a shared understanding was gained with regard to what the team aimed to achieve as part 

of the caring task.  In doing so the communication between participants led to enhanced 

consistency, objectivity and balance in the team’s approach to care. The findings of Priest et al., 

(2008) and Mgutshini (2010) resonated with this study in relation to care-givers’ ability to navigate 

the complexities of working with patients presenting with complex needs. Also, a negotiated and 

shared understanding about the care of the YP even though the participants came from different 

perspectives about the use of e.g. cannabis was an important process regarding how the RPM 

enabled people to share information and communicate different points of view.  Efforts to keep 

patients out of hospital could be described as ‘constantly negotiating a tightrope walk’ (P9, RPM) 

due to a need to have balanced views about appropriate levels of risk taking against overly 

ambitious and risky recovery care planning models (Mgusthini, 2010). The process of navigating 

complexities was noted as a potential contributing factor to anxiety within some individuals as the 

young people often evoked different kinds of individual emotions within the participants. This 

sometimes was noted to be a source of divisions within the team as behaviours of young people 

impacted on other disciplines more than others. However, gaining information and knowledge about 

one’s emotional state as a result of the RPMs and subsequent reflection was noted as something 

that was useful a) for the individual as appropriate support mechanisms could be considered and 

discussed; and b) for the team, as this had potential to raise awareness about how particular young 

people could affect The Unit’s atmosphere. For this reason, the findings pointed out how 

participants had to explore the impact of splitting (Gabriel, 2004; Gabriel, 2015) as there was 

potential for it to be used as a defence mechanism against anxiety. This is consistent with other 
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literature sources e.g. Harlow and Shadow (2006) who suggested that defences are enacted to guard 

against fears of ‘contamination’ through physical, emotional and psychological involvement of 

working with disturbed and disturbing cases. 

Communication and sharing information within the RPMs appeared to reflect the emerging 

theorization about collaboration in healthcare in which the desire for stability has been replaced by 

the recognition of a permanent state of fluidity that often results in complex situations that carry 

high levels of uncertainty and challenges (Bleakley, 2013). For example, group membership varied 

from one meeting to another and this lack of stability contributed to the fluidity and discontinuity of 

discussions that ensued. The RPMs provided a platform within this complex context that enabled a 

cross pollination of divergent and convergent viewpoints and ideas including understanding the 

concept of ‘self’, as individuals expressed emotions and thoughts about the teams’ approach to care 

(Johns, 2013). Even though the membership of the RPMs varied from one meeting to the next they 

nevertheless provided some stability within the ever-changing and fluid nature of working in The 

Unit. Furthermore, due to the nature of the RPMs interactions were more dynamic in nature, largely 

suggestive of the notion of interaction and dialogue (Huxham and Vangen, 2010). Therefore, RPMs 

acted as a transmission zone for staff to engage with the different narratives about how the team 

encountered young people in varied contexts and settings. As a result, these narratives enabled a 

construction of a shared grand narrative informed by the different discipline-centric viewpoints that 

gave rise to a fuller understanding of particular young people’s clinical and social needs. Iedema 

(2007: 217) described “this as a shift in emphasis in work practices from doing work to talking work, 

where opportunities for negotiation are possible as traditional hierarchies give way to collaborative 

practices.” Importantly, “in routine teamwork things simply get done without the need for dialogue 

and interaction, whilst in more complex work, the need for communication exchange increases” as 

exemplified by the study’s findings (Iedema, 2007: 219). This increase in communication enabled 

professionals to exercise moral courage to deliver care in a consistent and compassionate manner 

(Bleakley, 2013).  

 Negotiation of Different Value Systems 
 ____________________________________________________________ 

The processes that occurred within the RPMs involved unpacking the values that underpin the 

decision making process for example, values of choice, preference, expectation, ethics, service 

delivery, partnership etc. The discussions within the RPMs highlighted the role of values within the 

caring task and heightened participants’ awareness that a singular position did not define the 
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collective community or society’s position about values (Thistlethwaite, 2012). However, the clash of 

values between the different systems was central to the RPMs process and its utility as a space that 

allowed staff to explore their competing values. As Woodbridge and Fulford (2004) postulated, 

reflection is a process by which professionals negotiate a framework for shared values. This is 

exemplified in the findings chapter by the controversial cases that were discussed within the RPMs, 

for example, the discussion of the young person who was described as “rolling like a snake” (P, 17 

RPM). An important observation in this study was about a shift in use of information and knowledge 

in formulating and understanding young people’s presentations within RPMs. Notably, the impact of 

adopting approaches that were informed by less empirically grounded models for example, using 

witchcraft as part of understanding certain presentations by young people was unknown. However, 

it was acknowledged that these diverse and sometimes puzzling viewpoints impacted on the way 

The Unit operated. Dimond and Chiweda (2011) noted that professionals working within forensic 

settings do have to express opinions that are uncomfortable and sometimes controversial e.g. the 

notion of witchcraft and how this created unease amongst participants in this study. The conflicting 

positions adopted by participants are connected to their values and beliefs in terms of personal and 

professional identity when engaging with the caring task (Fulford and Woodbridge, 2004). This 

appeared to be made more complex in an environment that is laden with the competing values 

systems and priorities of each discipline for example, criminal justice (restorative versus punitive), 

education, health and social care. At times, participants struggled to grapple with, and negotiate the 

differing systems and values that underpin service provision and delivery in such a complex 

environment such as The Unit. However, the stories about the disturbing episodes told from a range 

of perspectives in the RPMs facilitated participants to (re)imagine and re-construct the events from 

different perspectives and enabled participants to come to terms with the competing values present 

in an RPM. The construction of narratives about blame and responsibility offered some complicated 

and controversial insights into the operations of The Unit. Therefore, the conversations about the 

strange episode acted as a catalyst for a fuller understanding and appreciation of the diverse 

viewpoints that often shaped and influenced care practice within The Unit. The study’s findings are 

comparable with other literature sources e.g. Woodbridge and Fulford’s (2004:79) four dimensions 

and ten pointers of good values-based practice such as being aware of the values in a given situation 

(see Chapter 2).   

From observations and conversations that ensued within the RPMs, it is possible to identify the 

processes that occurred in relation to knowledge sharing, developing a shared sense/interpretation 

of work activities, and negotiating responsibilities through a values-based perspective. For example, 



 
 

   179 
 
 

participants had differing opinions about the young people with some regarding them as a source of 

threat, whilst others thought they were vulnerable so participants discussed whether values of 

threatening others could be respected. The process led to an attempt to reconcile the values of the 

young people and those of the staff group in order to reach a shared consensus that was aimed at 

addressing service needs. This facilitated exploration of patient’s values that may have led them to 

act in ways that threaten to damage others, and questioning how, if professionals express that 

honestly when this happens, can a patient’s point of view in relation to threatening behaviours still 

be respected (Adshead, 2009). The findings offer insights in relation to contested values such as 

some participants giving the young people room by saying, ‘Well, you can feel that way, but you 

cannot act that way’. This led to contested positions as some participants argued that when working 

within The Unit, this needed to be negotiated, as at some level there is lack of acceptance of a young 

person’s values or perspective as different but equal to those of professionals. This process of 

negotiating values illustrated that for some participants they would have wanted a young person to 

change his world view to fit with theirs (Adshead, 2009). Furthermore, literature sources e.g. 

Adshead (2009) argue that this does not fit with either values-based practice or collaborative helping 

practice. Values-based literature e.g. Fulford and colleagues (2011) emphasised the role of reflection 

on and discussion of the different value perspectives of different agents involved in a patient’s care. 

The emphasis is on good process rather than pre-set right outcomes, as a result, the aim is to 

achieve balanced decision-making (Woodbridge and Fulford, 2004). This accommodates varied 

narratives. A narrative approach also suggests that each ‘voice’ may be saying something important 

about the patient’s experience (Adshead, 2009). This description could equally apply to the 

discussion relating to staff experiences of the young people within this study. This is particularly true 

when working with (young) people with mental illnesses and (emerging) personality disorders, 

whose inner sense of self is fragmented and where their point of view may change from day to day 

(Adshead, 2009). Of importance, is recognising that a group dynamic perspective also has an 

inherent values-based practice approach because it assumes that each voice has equal importance 

and that it is clinically unwise to ignore dissenting voices (Woodbridge and Fulford, 2004; Adshead, 

2009). This is a key finding as articulating a diversity of thoughts and opinions was noted to be 

central to the way consensus was reached as part of conflict identification, management and 

resolution. The co-construction of the narrative that was created through listening and responding 

achieved a shared sense of purpose which occurred by negotiating the values landscape.  

Values and ethical views, e.g. to deliver care with reduced funding and staff, were noted to be 

influenced by both internal and external factors such as government policy, laws, attitudes, 
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economic wealth and the knowledge base (Adshead, 2009) of those on The Unit at that time. This 

required some negotiation as exemplified within the findings chapter in particular the discussion in 

relation to the nature of consequences and how this needed to be understood so as to have a 

shared sense of the nature of the caring task. Trust as a value is an essential ingredient that 

influenced the nature of discussions. This idea is extended and reinforced by Huxham and Vangen 

(2010) and Covello (2011) who posited that when trust is established, consensus building, resilience 

and dialogue can be achieved. Due to the importance of trust in effective communication, risk 

formulation and mitigation as located in risk communication literature, it became imperative that 

the nature of risk be understood and that there be a shared understanding of risk in the staff group. 

This was thought to benefit the young peoples’ outcomes as robust risk assessment strategies were 

implemented. This position seemed to be an outcome resulting from understanding and negotiating 

different value system that influenced  how participants used the RPMs thus developing techniques 

for utility in clinical practice.  

An example illustrated by the findings relates to knowledge sharing, developing a shared sense or 

interpretation of work activities, including negotiating responsibilities. “Keeping the show on the 

road” (P, 10 RPM) is about getting the staff to understand the reasons for certain decisions e.g. 

consequences could be understood within a context of placing particular responsibilities in relation 

to the emotional-cognitive regulation process with a view for young people to self-regulate by 

utilisation of internal methods rather than being reliant on overt external (punitive) methods. A 

conflict may exist between articulation of consequences e.g. use of cannabis by a young person and 

a concrete consequence being implemented as a result. The conflict occurs in relation to how a 

particular stance may be viewed as unhelpful to the young person for example, those in favour of 

more concrete methods of punishment (viewed as a consequence) and those who view that 

approach as unhelpful due to its perceived lack of effectiveness in externalising the problem rather 

than help an individual to regulate unhelpful behaviours from within by using themselves as a 

resource for change. The conflict may be about a contradiction in stance of what is perceived as 

consistency, caring, and kind as cases require an individually tailored approach and this acts as a 

source of tension between the staff and young people.   

The varied viewpoints articulated during RPMs provided a better understanding of professional 

frames of knowledge that were linked to cultural perspectives of individuals and of The Unit. This 

finding provides new insights into the aspects of RPMs as a space that facilitated an avenue to learn 

with, from and about each other in relation to understanding cultural and organisational values and 

how these influence clinical practice (Barr, 2002). The kind of information that emerged as a result 
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could be utilised by team members in order to be better informed about the intersection between 

values-based practice and evidence based practice (Woodbridge and Fulford, 2004). In this way, 

information that may appear irrelevant, puzzling and sometimes a minority viewpoint could become 

visible to all and inform the discussion. Such perspectives could then be considered against the more 

dominant viewpoints and enable a better understanding of different perspectives and value systems 

and how these affect participants’ when working with disturbed and disturbing young people.  

 Power Relations and Reflections On Power 
  _________________________________________________________________ 

Processes that occurred within the RPMs included internal power relations and distancing/ 

legitimacy of participation and external relations characterised by frustration and negotiation. 

Professionals did then engage in courageous conversations, an attribute that allows an identity shift 

to occur, where, for example, as Bleakley (2006) postulated, a nurse who is lower on the traditional 

hierarchy can become an interprofessional team player with an equal say in patient safety. Some 

contributors, including Bhabha (1994) as cited by Bleakley (2006) noted that this offers a more 

productive style of interprofessional working than common indirect tactics of resistance such as “sly 

civility”, where those lower on the hierarchy are outwardly civil to their “superiors” but inwardly 

disgruntled and mocking. For Iedema and Scheeres (2003: 317): 

 the new complex work order, including moves to flatten hierarchies and intentionally 

collaborate within and across teams, demands that professionals engage in [interaction and 

dialogue] about their work, with others with whom they would not normally negotiate the 

details of their work.  

This effectively means that one crosses previous and strongly held hierarchical, occupational, 

professional, and organizational boundaries (Bleakley, 2013). Furthermore, many contributors 

including, Varpio and colleagues (2008); Reeves and colleagues (2010) postulated that negotiated 

collaboration is then an activity-led response to challenges. Findings indicate that participants 

engaged in conversations so as to respond to the challenges that faced them. For some, the 

challenge was negotiation of power relations by being aware of overly influencing the discussion 

should they choose to bring up their issues. The interview data indicates that often reflections on 

power occurred in RPMs e.g. around power differences, power games, power plays and power 

struggles (Huxham and Vangen, 2010). The participants at times reported discomfort and frustration 

over perceived issues of inequality of power in collaborations. Perhaps a preferred position would 

have been visualising power as dynamic as this could lead to more creative thinking about ways in 
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which all participants could have some of the power some of the time. For example, a participant 

expressed “I feel unappreciated and lonely” (P, 11 RPM) and thought they were powerless due to 

being isolated as the only person representing their professional discipline in an environment that 

was constantly changing.  

Additionally, the RPMs were viewed as an incredibly frustrating space by some. This sense of 

frustration was marked by a desire to have a more structured approach to the meetings and 

suggestions were made that this needed to be in a format of case discussions (case discussions being 

a dedicated space to talk about specific issues relating to patient’s condition and  care). The data 

suggests that power relations are at play as participants reported a sense of needing to change 

things though not entirely sure how to, due to their (real or perceived) standing within the hierarchy 

on The Unit. However, Huxham and Vangen (2010:185) posited that ‘at any time there is not just 

one ‘power button’ that may be passed around but a multitude of batons that are not all made of 

the same material’. Interestingly, other staff members viewed RPMs as different to other meetings 

and referred to them as a space where one was allowed to talk freely about feelings whilst also 

recognising the power relations at play. Other participants referred to the meetings as a community 

meeting without young people indicating their perception that power relations were not integral to 

the RPMs. How professionals viewed the space was informed by differing personal -professional 

backgrounds. For example, individuals noted varied experiences of engaging with Reflective Practice 

Meetings, as a result this influenced how they thought the space could be utilised and made more 

effective by taking into account the power relations e.g. a Nurse or Healthcare Assistant compared 

to a Consultant Psychiatrist. There was a general acknowledgement of the importance of the 

meetings by most participants. For this reason, participants viewed the RPMs as a space to talk 

about how staff related with each other in relation to feelings and emotions, and about the thoughts 

that young people evoked in different individuals within the team.  

As an example, among many participants there was a general acknowledgment about the usefulness 

of the RPMs in relation to reflections on power and power relations e.g. during the RPMs 

participants occupied different roles and this may have shaped how they positioned themselves in 

relation to the caring task (Johns, 2013). For example, psychiatrists expressed being unable to 

express their issues in the RPM and resorted to filtering their thoughts and emotions e.g. a 

participant indicated that “I do not think I am allowed emotions in there” (P13, Interview). This got 

managed within the RPM as part of whose voices were heard and whose were dismissed as all 

participants were encouraged to express their views and emotions (though some did not view this as 

the case as they asserted that they were meant to contain their emotions and not let this come in 
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the way of the meetings). As a result, there was also a process of filtering what was said in relation 

to these roles as some individuals pointed out that there were times when one would speak as an 

individual consulting the group and other times they would speak as how they would approach an 

issue as practitioner in their respective discipline, effectively this presented different lines of inquiry 

for individuals when they engaged with the RPMs – this was attributed to power relations.  

A close inspection of how participants positioned themselves within the group discussion can be 

attributed to the role of power differentials within the group. As a result of an acknowledgement of 

power differentials, participants viewed this as either an enabling or hindering factor to the kind of 

discussions that occurred within the RPMs. This was viewed by many as shaping a collaborative 

advantage or for some a collaborative inertia agenda within the team’s approach to care (Huxham 

and Vangen, 2010). For Huxham and Vangen (2010), a trust building loop is an important ingredient 

that helps foster collaboration; however they recognise the role of power differentials as an 

influencing attribute to building trust in teams. Further, Huxham and Vangen (2010) posited that the 

difficulty relates not only to judging who has the ability to influence and enact the agenda but with 

how to interpret different events and actions of the other.  

Participants were aware of the emotionally charged nature (Lees, 2013) of the caring task. The 

findings indicate that participants also developed their experience of RPMs and their involvement 

with others supported an increased sense of consistency and stronger group identity through 

legitimacy of participation. For example, participants reported their involvement with therapeutic 

practice and shared their experience with others in RPMs e.g:  

…it’s really important information about the patients I think isn’t it that there is the kind of 

impact that they can have on some people because often it’s not, well almost always we 

don’t have the same experience of a person, they kind of share that out don’t they, staff just 

experience different parts of them so it’s really important I think, really helpful to know the 

kind of impact that they have on different people… (P10: Interview). 

The participants reported feeling that their involvement in the RPMs had enabled a deeper 

understanding to develop between them and others about their experience in practice, they also felt 

more able to articulate and more willing to share their experience with others. This seemed to be a 

step that bridged the power gap between professional disciplines (Barr et al., 2011). As well as 

facilitating transitions from pre-qualification training and eventual settlement in a particular 

discipline e.g. nursing or teaching. This is consistent with the notions of CoPs as RPMs appeared to 

enhance a sense of community cohesion (Lave and Wenger, 1991).    
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There were diverse professionals however, it is important to note that not everyone involved within 

the RPMs had a formally recognised professional discipline identity, one example being healthcare 

assistants. However, the socialisation aspects of professional disciplines are applicable to this study 

as part of the RPM processes. Bandura (1977) articulated the socialisation process that occurs when 

individuals engage with professional education, which results in each discipline having its own 

‘cognitive map’ (Bleakley, 2013) as described within chapter 3. For example, when one finishes 

professional education, as a new member of that profession one gains similar jargon/language or 

approaches to solving problems that includes how one embraces shared professional values 

(Bleakley, 2013; Kinnair et al., 2014). The research study findings indicate that participants 

developed a greater ability to articulate and share their experiences with professionals from other 

disciplines, but also to express concerns regarding poor practice. It seems participants were 

increasingly able to take others’ experiences seriously and were able to articulate them e.g. noticing 

effects of young people on them. This helped bridge the boundaries that arise between professions, 

and challenging to cross (Huxham and Vangen, 2010). Indeed, the historical evolution of the 

professions can contribute to suspicion and distrust between professions (Hall, 2005; Baker et al., 

2011; and Barr et al., 2011). To illustrate this, Petrie (1976: 35) stated “quite literally, two 

disciplinarians can look at the same thing and not see the same thing.” He proposed “idea 

dominance” (working towards a common idea as opposed to focusing on professional disciplines) as 

a necessary vehicle for effective collaboration (Bleakley, 2013). Making the construct of ‘idea 

dominance’ relevant to this current study, RPMs can be thought about as potentially influencing 

individuals to think within a framework of “what do ‘I’ do and what do ‘we’ do” (P9, Interview) in 

order to capitalise on the benefits of shared learning processes e.g. as outlined in chapter 2 and 3. 

Ultimately, the focus is not so much on the professional disciplines per se and their inherent power 

relations but rather about capitalising on the benefits of sharing different knowledge structures with 

the aim of enhancing care practice. Butts, Rich and Fawcett (2012); Disch (2013) discuss that roles 

and responsibilities in interprofessional practice require that each discipline come to the table with 

the ability to articulate the knowledge base of their discipline. Some literature sources for example, 

Fawcett (2014) advocate for a stronger positionality stating; for nurses to be recognised during 

clinical discussions they need to have the ability to contribute effectively by sharing their discipline 

specific knowledge, as well as their knowledge of treatments and medical procedures. This was 

somewhat different to the kind of information that was offered by the nurses, in this study, as 

diverse viewpoints about what was informing people’s positions were absent at times whereas at 

other times the views posited contributed to the process of considering less empirically grounded 

viewpoints for e.g:  
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people have said this patient is scary for those reasons, but for some other reasons I think 

what’s actually being discussed here, which is quite difficult to discuss, is different models of 

how you account, up to and including witchcraft or possession or whatever it may be, 

different models of how you account of what’s going on [with the young person] (P9, RPM).  

This episode within the RPMs is linked to power relations as the more dominant and empirically 

grounded viewpoints were presented and noted to be more informative over the less empirically 

grounded viewpoints that were often regarded as the minority view. 

Further, Reeves and Lewin (2004) from their empirical study of complex interactions between 

professionals in a fast-paced acute care hospital setting, pointed out that coordination, let alone 

collaboration, between practitioners is hard to achieve. They noted that this was partly because 

practitioners held differing ideas of what “collaboration” meant, for example, for doctors it is mere 

coordination of tasks, whereas for nurses it is building social capital (Hean et al., 2013a) through 

explicit collaboration (Reeves and Lewin, 2004; Bleakley, 2013). Key findings from this research study 

were that participants were able to move beyond the chance encounter to what Huxham and 

Vangen (2010) referred to as “collaborative advantage” this concerns conscious efforts as a basis to 

improvisation. It has to be acknowledged that stability is still required, including, cohesion and 

common identity to build social capital (Fonseca et al., 2019). For this reason, Individuals from 

differing health, education and social care professions utilising collaborative approaches need to 

appreciate both dialogue and interaction (Bleakley, 2013). Importantly, this process needs to be 

rooted in education that promotes individuals to be tolerant of uncertainty and ambiguous health 

care settings, that are key characteristics of the findings of this research study. For some e.g. 

Davidson and colleagues (2008); Bleakley and colleagues (2013) tolerance is a quality that allows 

people to be able to collaborate well with others, both intra and interprofessionally.  

Managing contact with difficult clinical encounters was also subject to discussion and this influenced 

the power dynamics within The Unit amongst professionals. For example, discussions centered on 

how participants could bear to know about the state of mental health care and stay enthusiastic 

about, "keeping the show on the road”. This was considered within a context of bearing to know 

about a young person’s risk and not be affected or terrified about it. The discussions within the 

RPMs e.g. relating to the changes in the funding arrangements and staff reduction in an 

environment whereby the admission rate had increased to offset the financial budget deficit 

occurred. Participants highlighted an aspiration of trying to deliver the same level of standard of care 

even with reduced resources. Often conversations about a patient’s history of trauma took centre 
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stage and many participants did not appear to be overly overwhelmed about it. However, for some, 

questions were asked about how they make emotional contact with a terrified and anxious young 

person and still be able to, “keep the show on the road?”  Recognising the difficulty of the task of 

caring and the impact on staff and young people helped, not only to find answers but to bear 

knowing about how participants may have felt pushed and pulled by young people, colleagues and 

the wider systems given the power differential between staff and young people. The participants 

faced a particular problem in needing to face the unpredictable and at times volatile nature of their 

work with very ill young people whilst being aware of their own (limited) knowledge and experience 

as there appeared to be a hierarchy of power. This situation created a dilemma as to how 

participants managed their work (and themselves) in the absence of their own experience and at 

times in the absence of experienced others. Findings indicate the idea of reflection and the opening 

up of situations to develop a broader understanding through greater curiosity of the power 

dynamics within The Unit. A small number of participants found this way of approaching their work 

more difficult, understandably it could provoke some anxiety as to their ability to use power and in 

bringing their work, views and experiences for discussion. This reinforced a need to remain open and 

mindful (and curious) for the young people and their families especially when they are struggling to 

adjust to an unfamiliar environment. The process of coming to a decision is important for example, 

hearing multi-verse perspectives, dealing with power dynamics, the law, and commissioning 

arrangements. These are some of the factors that required consideration and were thought to have 

been reflected upon. This process pointed towards a need to constantly have to resist the ‘demand’ 

for easy answers i.e. to “stop the behaviour” (P, 12 RPM) of a YP – the idea of responding with 

consequences (correctional instruction- more rules), rather a preferred option is one that is 

informed by ‘behavioural regime’ approaches that are underpinned by consistency. Thus, RPMs 

presented opportunities for reflection on power dynamics and many facets of the care process such 

that these were contested, as well as for many to recognize that quick solutions could become the 

problem especially within The Unit.    

Findings illustrate that the cases that participants chose to bring and discuss within the RPMs may 

have been influenced by who was present or absent. This highlight the idea that ‘look at where you 

have put me’ approach in particular, when some participants pressed for information in relation to a 

particular issue under discussion. The capacity for some participants to freely express their feelings 

and thoughts may also have been inhibited by the presence of those perceived to be powerful given 

that they were the ones who were in a position to make significant decisions. This was equally true 
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that for some, as they found it easier to express their views, perhaps as this was an opportunity for 

them to share details of their work with individuals that they did not routinely engage with.   

 Emotional Offloading 
____________________________________ 

Due to the nature of the young people cared for on The Unit key issues that arose included the 

assessment of risk and the complexity of the caring task was an aspect that was explored in RPMs. 

Participants did this from a point of emotionally offloading the good and ‘toxic’ aspects of the care 

process (Obholzer and Roberts, 1994). The RPMs were reported to be a place where the ‘toxicity’ 

that was ‘induced’ during the caring task was talked about, thought through, and potential strategies 

for dealing with it explored. As such, individuals engaging with each other within the RPMs reported 

needing detoxification due to the nature of the caring task that was fraught with challenging 

relational difficulties. The role of the unconscious process of the individual that gave rise to the 

unconscious of the organisation was an aspect that was highlighted in RPMs. Effectively the 

unconscious was noted as being good at highlighting issues that were troubling it. Participants often 

raised discussions and their intention and purpose of the conversation was not initially obviously 

apparent. However, upon a closer introspection of the seemingly unfocused discussions, it was clear 

that these highlighted some issues that the staff team recognised as the source of their struggles for 

example, “…it’s important information about your colleagues and how they’re feeling and what the 

impact of the work might be and how people might need some attention to how awful it is for 

them…” (P, 10 Interview). Participants reported the process of emotional offloading and what may 

have influenced their perceptions and decisions during the RPMs. The pull towards action was 

noticed for young people who were in acute distress and also explored how there may have been a 

similar pull to action for staff in very anxiety provoking situations. This contact with young people 

was reported by participants as potentially toxic e.g. working with disturbed and disturbing young 

people. Findings illustrate that the relationship between anxiety and risk and how one could either 

inform or distort the other come to the fore, thus adding to the emotional turmoil participants may 

have felt (Trede et al., 2016). Some of the surprising findings included the view that individuals were 

effectively instruments that engaged with the caring task. This view of one being an instrument 

highlighted the need to reconceptualise the concept of ‘self’ as a ‘therapeutic tool’, as such there is 

need for maintenance (Johns, 2013). This is important as it locates oneself in a particular cognitive-

emotional space and which may require a different approach for consideration so as to effectively 

support staff in a space like an RPM. 
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Hochschild (1983) explained this as ‘contamination’ within a context of emotional labour and work. 

A distinction is made between emotional labour and emotional work or ‘face-work’ as Goffman 

(1967) put it. Considering the move between emotional labour and work can offer insights in 

relation to the kind of emotions that may have been displayed by participants during the RPMs. It 

could be that participants displayed emotions as part of emotional labour whereas others may have 

done so from an emotional work standpoint. Participants reported that the model utilised by the 

facilitator seemed to take into account the varied emotional responses that individuals presented, 

however, the emotions were understood by some participants as potentially contagious. According 

to Nicholson et al., (2011), emotional work is discussed as the effort that one puts to present and 

represent feelings as well as into feeling what ought to be felt. For example, they indicated that a 

person ought to feel happy at a wedding and sad at a funeral and if their emotions do not match 

these expectations then a person must perform emotional work to display the appropriate emotion. 

Further, Nicholson et al., (2011) noted that this is sometimes difficult as people struggle to disguise 

their true emotions and perform the socially acceptable emotion such that when a person’s 

emotions are appropriated and performed for commercial gain it is known as emotional work. 

Whereas, Hochschild (1983) cited by Nicolson et al., (2011) stated that though emotional labour can 

be noted to occur in many occupations she believed it to be more prevalent within the services 

industry. It is possible that this has become more relevant recently within some health, education 

and social care environments as previously emotions were something that previously did not sit well 

(were avoided) in particular within the caring sector (see Menzies-Lyth, 1988; 1992).     

The participants’ anxieties could be made accessible through discussions and the RPMs seemed to 

offer opportunities in alleviating them. The description about the contested positions e.g. 

discussions relating to anxieties about potential admissions, nature of consequences illustrates the 

management of emotions within an NHS Unit. Managing emotions within staff groups has been 

noted to lead to better patient care, greater patient satisfaction and a relaxed and professional 

organisational climate (Nicholson et al., 2011). The study findings indicate that participants utilised 

RPMs to offload and explore the impact of emotions on individuals. This process served as a basis for 

evaluating the emotional climate within The Unit. A key finding related to anxiety as an emotional 

response as enacted through interactions with others, including young people, significant others, 

staff etc. For example, participants expressed feeling anxious about some of their experiences with 

young people; this was also evident in their relationship with other colleagues. Inexperienced or new 

staff felt anxious about not knowing the modus operandi of The Unit and therefore felt inadequate 

at times about voicing their views. Explored was ‘anxiety’ as a communication about the young 
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person’s own experience and state of mind as well as the team dynamics. This process facilitated 

participants to learn to identify where the anxiety appeared to be held e.g. within a certain 

department or an individual. The process of articulating what the young people were communicating 

evoked some unsettling emotions in some individuals and these emotions were offloaded within the 

RPMs e.g. the case of a young person whose behavioural presentation was referred to as a “strange 

communication” (P, 9 RPM) prominently highlights this aspect. This consistent with observations by 

Eide (2000) who postulates that a typical response to challenging situations is a spontaneous 

discussion between workers. The observations by Eide (2000) indicate that the discussion between 

workers is not primarily a search for a technical solution to the problem rather it facilitates an 

exchange of feelings about a situation. This exchange thus attempts to define and where necessary 

transcends the boundaries of one's occupational role, and ultimately this paves the way for 

preservation of the identities of the individuals and groups involved (Boreham, 2000; Boreham, 

2007). Additionally, the challenges of a situation provide material for narratives or stories which are 

exchanged within the group; according to Eide, (2000) for this reason, the collective re-

interpretation of situations provide opportunities for sense-making in a group about what is 

happening. 

For this reason, viewpoints within the RPMs spoke for themselves in relation to divergences and 

convergences in relation to understanding the nature of the caring task. In particular, the researcher 

believes that the conversation that occurred within RPMs in relation to offloading emotions 

remained consistent with the idea that the theoretical premise informing participants’ positions was 

multifaceted, philosophically complex, and methodologically variant. Thus, different theoretical 

perspectives and their practical application in RPMs paved a way of evaluating the crossovers and 

fusions that were brought into light. Importantly, the ‘discovery’ of emotional intelligence (EI), 

despite on-going critique marked a turning point in contemporary organisational theories and 

approaches to reflection and learning because of the tradition that emotions represent a threat to 

rationality. Mayer and Salovey (1995) cited by Nicolson and colleagues (2011: 30), who conceived 

the idea of emotional intelligence, defined it “as the ability to manage and understand one’s own 

and other people’s emotions in a consistent way so as to reflectively promote emotional and 

intellectual growth.” These theoretical insights are useful to our understanding of the crossovers and 

fusions of the emotional and cognitive dimensions that became apparent within RPMs. Further, 

Goleman’s (1999) work popularised the concept of emotional intelligence and devised a set of 

competencies, these were redefined and restated by George (2000) as follows:  

 • The expression and appraisal of emotion 



 
 

   190 
 
 

 • Enhancing cognitive process and decision making 

 • Emotional knowledge  

• Managing emotions (Nicolson et al., 2011: 30) 

Issues linked to group dynamics and some of the tensions between individuals (at times 'conflict of 

personalities') played out within the RPMs and these presented some richer insights into particular 

positions held by individuals and reasons for doing so for example, a participant outlined how they 

felt when they started working on The Unit. This offered opportunity to understand the emotional 

space that someone may have occupied for example, a participant offered their thoughts and 

expressed feeling unappreciated within the team hoping for the team to get someone better as they 

felt that they did not belong within the team. Participants reported their ability to learn through 

issues of non-engagement, marginalisation, withdrawal and resentment. It is notable that 

participants reacted differently to the dynamics for example, some absented themselves from the 

meetings, whereas others utilised the meeting to point out absences; perhaps an approach is the 

one advocated by McQueen (2004: 103) who stated that “emotional labour calls upon and engages” 

emotional intelligence. For example, Nicolson and colleagues postulated that  

in order for patients to feel cared for, professionals have to constantly perform positive 

emotions and behaviours such as warmth, friendliness and consideration. [Whereas], when 

confronted with a ‘difficult’ patient, professionals may experience negative emotions such as 

frustration, irritation or anger (Nicolson et al., 2011: 31).  

Thus, “they must be emotionally intelligent enough to identify their emotions and then perform 

emotional labour to submerge the negative emotions in favour of more positive emotions” (Bolton 

2003 cited by Nicolson et al., 2011: 31). This is an area that attracted some considerable attention 

during RPMs as the study findings illustrate observations and conversations about some participants 

who displayed a range of emotions associated with their involvement with care practices needing to 

be taken into account. For example, participants expressed feeling affected adversely and other 

times positively during the course of caring for young people. Application of these insights to 

reflective practice within an IPE context particularly, paying attention to the professional learning 

and development element within a ‘safe-ish’ clinical environmental setting has demonstrated that 

collaboration between individuals and across disciplines is enhanced (Bleakley, 2013). 

Co-construction of narratives about working with disturbed and disturbing young people was 

created as a result of the dialogue within the RPMs (Gergen and Gergen, 2012). Findings illustrate 



 
 

   191 
 
 

that the impact of these young people on individual staff and on the whole team was a prominent 

feature of these conversations. The process of trying to untangle the young person’s presentations 

and the response by the staff often appeared to be a complex task, for example, exploring 

psychiatric diagnosis, procedures, and emotional responses, direct and indirect communication. The 

RPMs helped to increase awareness and acceptance by participants that disturbed young people 

could cause emotional disturbance in other young people, individual professionals, and teams. To 

understand this further, Goleman’s (2006) cited by Nicolson and colleagues (2011: 32) proposition 

offers insights in relation to the emotional aspects linked to the social connection of humans that is 

underpinned by rapport and supportive interactions as this potentially enhances productivity. 

Goleman listed the following qualities under the umbrella of ‘social intelligence’ and identified four 

dimensions;  

 • Synchronization – whereby matching moods led to a sense of rapport 

 • Attunement – listening fully 

 • Social cognition – understanding how people interact 

 • Social facility – finding it easy to interact with others 

These dimensions resonate well with this research study findings. For example, the four dimensions 

capture the spirit of the sentiments that paved the way to articulating that feeling anxious or 

helpless is not a sign of weakness but recognising that it is a fact of participants’ daily lives. As a 

result, this could potentially help participants understand the emotional realities of their work and of 

the others in The Unit. This acknowledgement may prevent situations where individuals avoid 

supporting someone who is feeling vulnerable and thereby improve the working environment and 

emotional temperature of The Unit. Findings illustrated a sense of participants sharing the emotional 

and psychological burden of caring for these young people within the RPMs and this process paved a 

way for an outcome of ‘containment’ of the anxieties that were outwardly expressed by some 

participants (Amendolair, 2003).  

The process of offloading emotions produced tensions for some in relation to positions that were 

held by different professionals about particular cases, illustrative of the process of a greater need to 

reach a shared understanding of the caring task. Some of the literature e.g. Bauman (2007) noted 

these tensions within a context of isolation and separation for example, from those socially inferior. 

To make this relevant to this study an example of managing boundaries is offered by Bauman 

(2007:76) in liquid times: living in an age of uncertainty as it is illustrated that the “ fence has two 
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sides [...] fences divide otherwise uniform space into an ‘inside and an outside’, but what is inside for 

those on one side of the fence is ‘outside’ for those on the other.” This offers some interesting 

insights for this study in that participants within The Unit upon reflection on young people that could 

potentially be admitted settled on the view not to admit some young people based on the premise 

of fencing themselves ‘out’ of the off-putting, discomforting and (vaguely) threatening (Bauman, 

2007) nature of the current and prospective young people. This illustrates the extent to which 

individuals, teams, organisations etc can go to in order to defend their position(s) – fencing all the 

others out of decent and secure places whose standards they are prepared to keep up and defend 

tooth and nail and into the ‘self-same’ space (Bauman, 2007). For some participants, it was 

understood that they tried, no expense spared to evade uncomfortable experiences of working with 

‘difficult patients’. Conclusions can be drawn in that responses can be two-fold a) seeing a problem 

and say a wall can be built so as to separate ‘selves’ from ‘them’ - that they are a problem and one 

responds by building a wall in order to guard the separation or alternatively; b) one would take a 

position in relation to acknowledging there is a problem and there is need to “get in there” and try 

and solve it. The RPMs were a space that valued feelings and this was recognised as an important 

attribute in that The Unit aspired to use emotions as part of its model of understanding, responding 

to others and delivering care to young people. Ginnett (1993: 88) described the feeling-state which 

Crew Resource Management tries to achieve as one in which the crew are ready to enact any of 

these four exchanges: ‘(1) I need to talk to you; (2) I listen to you; (3) I need you to talk to me; or 

even (4) I expect you to talk to me’. Thus, important in the development of RPMs as an example of 

IPE has been the recognition that this feeling-state must be shared across the barriers which 

separate the different categories of the employee (Ginnett, 1993). Evidence from the data sets 

reflects that emotions were necessary to how The Unit functioned in particular, it was necessary for 

professionals when carrying out their role and it was noted that if emotions were ignored this could 

impact on the nature and quality of the experiences of the young people. Essentially, emotions were 

part of the fabric of The Unit’s operational ethos and as such they performed a function. For this 

reason, the picture that emerged from the data sets suggested that whilst clinical information was 

sought and shared, RPMs occupied a central role in developing a sense of belonging to a community 

of practice that valued everyone’s input to inform the care plans. Emotions themselves constituted 

an important source of intelligence one that offered insights into the emotional temperature of The 

Unit. For some, emotions were used as a measure of The Unit’s atmosphere and its ability to 

respond (effectively) in the face of changes.  
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The current study suggests that these attributes are not uniformly experienced by all professionals. 

However, it seemed for many, that there was “little difficulty meeting these criteria and mastering 

their social intelligence (Nicolson et al., 2011: 32).” For example, participants reported needing to be 

sensitive and selective of what was shared within the meeting and the timing of it. Most reported a 

sense of self-awareness as a requisite for healthy interactions such as highlighting that they knew 

they needed to offer others opportunities to talk e.g. those who found it not so easy to voice their 

views. Contrastingly, the literature indicates that others may not have the capacity to be attuned to 

social situations and others’ feelings, e.g. Goleman argued, they do not have the capacity for social 

intelligence. Thus it is proposed social intelligence be taken into consideration when building teams 

that can respond to young people’s needs. This illustrates the importance of social interaction and 

dialogue in facilitating learning processes that can potentially influence collaboration and effective 

care practices. “This model albeit individualistic has something to offer through extending the 

theoretical underpinnings of ‘people skills’ and emphasising the importance of taking followers and 

colleagues seriously in decision-making (Nicolson et al., 2011: 32).” E.g. separation of the role of the 

clinical director and their role on The Unit was differentiated. This demonstrated a distinction 

between roles and how this could easily have influenced the agenda of the RPMs. For some, they 

recognised the influencing factors as predicated on the role of emotions thereby needing to be 

offloaded as participants reported occupying different emotional spaces e.g. happy, frustrated, 

angry emotional space etc. Johns (2013) posited that there is an emotional cost to caring and this 

may influence practice responses when not enough attention is paid to the role of emotions in the 

caring task. The findings of this study offered a picture that is consistent with some of the above 

noted observations within the literature sources (Gergen and Gergen, 2012) e.g. needing to co-

produce care plans in order to reduce splitting through shared processes – the more staff who have 

a shared sense the more likely they would be able to execute a plan. Importantly,  

organisational climate and/or culture cannot be discussed without acknowledging that 

organisations are places where both the intellect and emotion are called into play in order to 

achieve organisational goals and as, [has been discussed], emotions are intrinsic to service 

delivery and leader-follower engagement in the NHS (Nicolson et al., 2011: 36). 

Furthermore, drawing on case formulation literature e.g. Rainforth and Laurenson (2014), it is 

interesting to consider its implications on strategies for understanding patient presentations. Within 

the observed and recorded RPMs participants shared some of the strategies for understanding 

young person’s behaviours i.e. consideration of verbal narratives to complement clinical written 

documentation and the particular interventions that could be offered as a result. To this end, Burke 
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et al., (2006) cited by Nicolson and colleagues (2011: 38) proposed that “working together and 

accepting or resisting influence comes not only with an observable set of behaviours and 

measurable emotions, but with unconscious and ‘secret’ ones too including dependency, envy, 

power, anger, authority and emotional contagion, which may be either conscious or unconscious but 

have important consequences for behaviours.” These observations within the literature are 

comparable with the process that occurred within the meetings. The formulation process presented 

opportunities for participants to emotionally offload emotions about particular challenging cases 

and this was understood as an aspect that prompted participants to think carefully about young 

people’s presentations. 

To conceptualise anxiety as experienced by participants within the research study it is possible to 

draw on relational theoretical perspectives e.g. Bion (1961); Gittell (2016) though particularly useful 

is the object relations theory, the branch of psychoanalysis in particular, the work of scholars who 

applied object relations to an understanding of groups (Bion, 1961) and organisations (Menzies-Lyth, 

1970 cited by Nicolson et al., 2011: 39). This has been prominently exemplified within the findings 

chapter in particular, by a case of a young person who was brought into the meeting(s) for 

discussion so as to consider admission or not. The case presented opportunities for participants to 

hear more about other’s experiences, concerns, gaps and strengths in their learning and 

understanding of practice issues. Whilst this is undoubtedly a helpful insight into the demands for 

some, of working with disturbed and disturbing patients, it also prompted questions about how this 

awareness maybe responded to by participants during the course of carrying out the caring task. 

Some participants indicated that distinctions could be made in relation to ‘good’ and ‘bad’. Kelly and 

May (1982) reinforced this view by suggesting that patients come to be defined as good or bad not 

because of anything inherent in them or in their behaviour, but as a consequence of the interaction 

between staff and other patients reminiscent of the constitutive view of communication (Littlejohn 

and Foss, 2011). Similarly, this pattern is mirrored by patients in clinical settings whereby patients 

routinely refer to a ‘good nurse’ and a ‘bad nurse’ and, almost identically, clinical staff refer to some 

patients as ‘a good patient’ and to others as ‘a bad patient’ (Kelly and May, 1982). This highlights the 

aspects linked to splitting. Splitting according to Klein (1975) cited by Nicolson and colleagues (2011: 

39) extends in the child’s own self – those aspects of him/herself that s/he cannot bear are projected 

outwards (“It is not I who is angry/fearful/envious; it is you”). This observed aspect formed part of 

discussions many times within the RPMs. This finding demonstrates that this was part of the caring 

task and that it required continued monitoring due to (perceived or realistic) implications of it on 

service provision for the staff group.  
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Furthermore, drawing on, Menzies-Lyth's (1991) important theoretical contributions that postulated 

that an organisation's own bureaucratic features, its rules and procedures, rotas, task-lists, 

paperwork, hierarchies and so on, in short ‘the system’, acts as a support for the defensive 

techniques (Nicolson et al., 2011). Notably, in some instances this process was noted to allow for 

'ritual task performance', such that relations (Nicolson et al., 2011) with the young people were 

depersonalised, by utilisation of organisational hierarchies and this was thought as an enabler for 

‘containment of the nurses’ anxieties. Drawing on Menzies-Lyth's theoretical positioning, 

conclusions can be drawn that organisational defences against anxiety are ultimately unsuccessful as 

the system makes little provision for confronting anxiety and working it through (Nicolson et al., 

2011). Consequently, a way in which a real increase in the capacity to cope with anxiety can be left 

to the individual and this requires personal maturation in order to cope with the demands of the 

caring task (Dimond and Chiweda, 2011). However, the study findings help provide evidence that 

there has been significant (contested) shifts in the way anxiety is dealt with in certain fields and NHS 

organisations and this is not just for nurses but across disciplines as spaces to share and explore 

experiences are availed. Given the above observations within the literature sources, the study 

findings have offered some insight into the kinds of defence mechanism against anxiety that 

differing members of the professional disciplines (health, education and social care) utilised to 

respond to difficult situations e.g. for some speaking out rather than acting out for others, distancing 

themselves psychologically or emotionally from potentially disturbing experiences.  

Further, findings illustrate the unconscious process at an institutional level whereby what was 

troubling The Unit was its relationship with managerial structures. Effectively, the discussion may 

have been about a particular individual however what was discussed was beyond a narrative of an 

individual as the focus was on the implications of how decisions are reached on The Unit and 

beyond. As a result, the decision making process highlights the unconscious process of the 

organisation and how these unconscious processes shape and reinforce organisational cultures.  

The institution and organisational analysis literature e.g. Obholzer and Robert (1994) offered an 

interesting perspective. Lees (2013) suggests that psychoanalytically informed consultancy models 

that aim to enhance utility of self as a therapeutic instrument in the caring task offer much potential 

to skills, sharing of information, knowledge creation and collaborative working. Notably, many of the 

implications discussed thus far, represent the provision of opportunities for emotional, physical, and 

psychological containment for professionals carrying out demanding roles within (Lees, 2013) high 

pressured environments which are punctuated by day-to-day stressful encounters of caring for 

young people with complex health, education and social care needs. For example, many participants 
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shared the view that “when people’s emotional reactions are contained or their personal stuff is 

contained within the reflective practice group that actually, the information does go on to inform 

practice” (P5, Interview). This is compounded by reduced financial and human resources. In a sense, 

RPMs represent a key function in leveraging the complex dynamics at play that may have emanated 

from the interventional point with young people in The Unit.   

   Personal and Group Reflection 
 __________________________________________________ 

Findings indicate that for some participants the RPMs provided opportunities for more in-depth 

personal reflection that led to a better understanding of themselves, their role and position within 

the organisation. For example, P5 Interview, stated that “I’m not being the psychologist who is 

talking about [others] thoughts and feelings, it’s a bit more about my thoughts and feelings and my 

emotions in reaction to staff members or in reaction to clients or what’s going on, it’s going to be a 

space where I’m able to think and reflect”. This is something that is firmly rooted in group relations 

theory that offers opportunities for reaching out across boundaries and being curious about what is 

happening in other silos and is a useful way of improving understanding and relationships amongst 

staff (The Tavistock Institute, n.d; Obholzer and Roberts, 1994). This view is consistent with this 

study’s findings, in particular, the widely held view by many participants acknowledged the 

relevance of RPMs due to their contribution in offering space for participants to be interested in 

each other’s position and what was informing that position. Findings resonate with The Tavistock 

Institute, (n.d.) and Obholzer and Robert’s (1994) observations within organisations, that when 

professionals become interested in each other’s position there is a potential for increased insight 

into irrational or unconscious processes that individuals get involved in within the RPMs  as they 

take up their roles in various groups. Thus, group relations theory could equally apply to the 

discussion relating to how ‘groups’ move in and out of focusing on their task and back and forth 

between a number of different defensive positions based on unarticulated ‘group’ desire and 

anxiety (The Tavistock Institute n.d.). Managing the boundary between the inside and outside world 

invited different levels of participation during the RPMs and thus developed space for participants to 

discuss and reflect on the public and private community e.g. some participants reflected on concerns 

at an individual level whereas others were more outward looking. As a result, this created a 

combined familiarity and excitement and a rhythm for a compassionate community caring ethos 

within The Unit and beyond, a viewpoint echoed by Reeves and Hean (2013) and Hean et al., 

(2013b). It is also notable that findings in managing the boundary indicated a conflict between the 
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inside and the outside worlds and impacted The Unit to function differently at other times, reflective 

of the notion of collaborative inertia (Huxham and Vangen, 2010). 

Group relations aims to help groups improve the focus on their tasks, improve performance, better 

utilise group members’ potentials and reduce the constraining effects of competing dynamics (The 

Tavistock Institute, n.d.) – a prominent view shared by many within the RPMs. Participants were able 

to reflect upon the impact of young people on each other and the staff group. The RPMs appeared 

to be effective in developing the professionals’ ability to reflect on their experiences and their work. 

Having a protected space in which others (in terms of both the facilitator and their colleagues) who 

showed an interested in what they said, saw and felt helped to stimulate their own interest and 

value of their experiences. Findings from this research study support the view that RPMs offered a 

range of opportunities for participants to share and understand implications of their practice, the 

space (re)presented opportunities for participants to think and reflect on diverse aspects of their 

work linked to the caring task and “Keeping the Show on the Road”.  

However, the group members and membership varied considerably in relation to the number of 

participants within a meeting and how they utilised the space. Membership attendance varied 

particularly for the nursing workforce due to the shift/rota arrangements whereas for other 

professional disciplines this was not so much the case due to the working contractual obligations 

(see Chapter 5, Table 5.2). This may have impacted the group’s reflective capacity to follow up and 

develop themes that may have been raised by individuals who found themselves unable to attend 

RPMs for varied reasons. For some participants, the RPMs were a welcomed opportunity to reflect 

on their experiences and to develop their curiosity to deepen or broaden consideration of situations 

they had experienced. Notably, there were a few participants who felt that  engaging  with others in 

RPMs was not a good use of their time as their view was that they were already informed and that 

there was little to be gained or understood by attending the RPMs. Additionally, the group facilitator 

contributed in the construction of a shared reality by offering a different lens or dimension to 

discussions within the RPMs by use of imagery in response to reactions about knowledge and 

information of individuals’ narratives within the meetings. For example, participants pointed out 

that sometimes there was “an elephant in the room” and the facilitator would extend this to 

“herding elephants is no easy task” (P, 9 Interview). This demonstrates that reflection occurred on a 

personal as well as within group context. Shared sentiments by many were that participants needed 

to be skilful when articulating their viewpoints due to the (sometimes) sensitive nature of the topics 

covered within RPMs.        
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 Reflections of the Researcher  
________________________________________________ 

This research study has been a difficulty journey but at the same time a rewarding one. The process 

of engaging with the study has enhanced the researcher’s abilities to deepen an understanding of 

RPMs as an example of IPE, an aspect cultivated throughout the research journey. In relation to 

research study, observations were that participants approached the RPMs in vastly different ways: 

trying terribly hard to understand, reaching with certainty for what they knew, quite bravely sharing 

their thoughts and experiences with their peers and (for some) embracing a new way of thinking. 

Participants approached the task of exploration with humour, frustration, determination and relief. 

The researcher thought that for some the RPMs were a real unknown space despite prior experience 

of being part of the wider tribe, at the beginning, and was aware of also being unknown to 

participants within a researcher’s and participant’s role. Despite this they allowed the researcher, 

and their colleagues, to have an insight into their experiences, thoughts and feelings regarding their 

work. At times the communication was held at a verbal level, at other points a more emotional 

communication e.g. silences after emotive subjects was noted. This was often characterised by 

briefly feeling completely overwhelmed at the impossibility of their role as participants. From 

previous engagement and observations of the RPMs the researcher’s thoughts were that this could 

be overcome. Participants were able to articulate their thoughts and also convey their feelings and 

emotions to group members. The participants were able to recover their thinking and their hope, 

gaining some resilience through a shared experience. Observations and thoughts were that 

participants valued the researcher’s interest in their work and their experience(s) – some expressing 

curiosity as to what would happen with the information gathered through the research process 

whereas others expressed a need to really understand the kind of notes that the researcher was 

taking during the meetings. The notes appeared to give them permission and a model of being more 

interested themselves, developing their sense of 'noticing' what took place, what it felt like, or what 

had come to mind. As discussed earlier in this chapter the researcher was also struck by the difficult 

task participants were faced with in developing both skills and a professional identity, in the context 

of The Unit and services that were over-stretched and under resourced. Whilst participants valued 

the RPMs model and its impact on them, they also felt they were going back into teams or services 

where this type of reflective space was very much needed but unavailable at times perhaps due to 

the constraints that had been put on them due to changes in staff -young people ratios within The 

Unit.  
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The research process also enabled the researcher to maintain two positions; an observer and a 

participant. It appeared to the researcher that participants within the study carried out skilled and 

complex work within complex systems that were at times highly demanding - physically, emotionally 

and intellectually. However, the complexity of clinical discussions, nuanced and emotionally charged 

nature (Lees, 2013) of RPMs have not previously been explored in a sufficient manner and there is a 

lack of appreciation of IPE within a context of adolescent forensic mental health care. However, 

there is a general acknowledgement of IPE within adult forensic mental health care. The processes 

that occur in the RPMs have been examined in detail and understood and therefore this is how the 

study adds /makes a contribution to knowledge. The research questions and how this study has 

answered them is discussed below.   

 Answering the Research Questions 
 _______________________________________________________ 

 A discussion of the research questions has been presented in chapter 2, to recap this study asked 

the following research guiding questions and associated sub questions; 

Research question 1: What are the processes that occur when engaging with Reflective Practice 

Meetings within an IPE context?  

The question was based on the premise that reflective practice has been conceived as potentially 

aiding practitioners to think and respond effectively to the demands of health and social care (Lees, 

2013; Barr et al., 2014). There is much evidence within the literature that reflective practice tended 

to occur within discipline specific contexts. The opportunities for individuals from different 

disciplines to be afforded time to reflect on working practices are extremely rare and this study 

utilised the opportunity to explore the processes that occurred in the RPMs that was situated within 

an IPE context. Examination of the themes in the findings chapter indicated that the processes 

occurring within the RPMs were integral aspects of them all. These process were identified as 

communication and information sharing, emotional offloading, Negotiation of different value 

systems, power relations and reflections on power, and personal reflection and group reflection and 

were discussed in some detail within the early part of this chapter.  

a) How do professionals collaborate in sharing knowledge, skills and information about working 

with Young People?  

Professionals collaborated by sharing information and details of their clinical practice as noted in the 

discussion above. They offered each other opportunities to talk, and respond to each other in 

relation to clinical discussions. This suggested that professionals had to “listen to ‘voices of other 



 
 

   200 
 
 

disciplines’, suggesting a team process that reflects a constructivist perspective” (Warelow, 

1996:36). Observations within the RPMs indicate that the collaboration process in relation to 

knowledge sharing, skills and information about working with young people occurred through 

inquisitional approaches so as to elicit further details of clinical cases. These discussions were 

cathartic at times e.g. when discussing a particular case or the changing context in which care was 

being delivered. 

b) How do professionals react to each other in relation to information, knowledge sharing and 

learning during meetings? 

Professionals reported reacting by attempting to learn mostly about other staff team members in 

relation to things/events that they were not quite as aware of e.g. others were relatively new and 

there are dynamics that they needed to know about and also understand the context of experiences 

in The Unit’s past that could have influenced the culture of the team. This gave new information 

about aspects linked to power relations on The Unit for example, some participants reported that 

they got to know about who was an ally with whom. For others they reacted by looking closely at an 

issue and responded by generating specific interventions for the young people e.g. concerns about 

the sexualised behaviour and people talking about it in terms of how they managed to deal with the 

behaviours and their emotional reaction to it. A reaction was to think about needing to do 

something about it to make the ward safer for example, support meetings were conducted and 

putting people in corridors. It was also noted that people’s emotional reactions were contained or 

the personal issues was contained within RPMs and that actually the information did go on to inform 

practice as issues were more explicitly spoken about in RPMs so as other clinical contexts. 

Research question 2: To what extent do the processes that occur during meetings encourage 

reflection individually and as a group? 

The processes occurring within the RPMs that encouraged reflection individually as well as a group 

were outlined within the findings chapter 6.  Some participants indicated that they may not be 

actively saying what’s going on or reflecting in a very obvious way, however during these quiet 

moments they were using the space to think about practice experiences. It was also apparent that 

depending on the person’s role, experience and position the processes that occurred within RPMs 

seemed to aid reflection for individuals to different degrees. Thus, it is the reflection in RPMs that 

enabled the outcomes of participants to utilise the space to reflect on clinical encounters with young 

people and others.  
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a) What approaches of interprofessional collaboration/interprofessional working do 

professionals adopt? 

Approaches of interprofessional collaboration that were adopted as result of the RPMs included 

reports of experiences being used as a measure of the emotional temperature within The Unit. The 

approach taken by some professionals were to utilise the opportunity to identify where more 

support was required both from a practical viewpoint e.g. running therapeutic groups, organising 

teaching materials and from an emotional support viewpoint e.g. listening and ‘being with’ someone 

distressed. This also provided an opportunity to evaluate e.g. the disconnect between the other 

teams’ standpoint versus the nursing team e.g. comparing MDT decisions made in other forums like 

ward rounds, CPAs against new/different information presented by those in RPMs. This ultimately 

influenced thoughts in relation to revising care plans for young people.  

b) What changes are made to clinical practice as a result? 

Changes to clinical practice were reported e.g. use of information shared in the RPMs provided 

responses that led to changes in the treatment programme. For example, the models of engaging 

with interventions seemed not to change however, the information gained in RPMs impacted on 

what participants had aimed to focus on in the therapy sessions of young people e.g. what they 

heard impacted on what they wanted to talk about with young people within the individual sessions. 

This allowed some participants to change their ‘game plan’ (Weick, 1995; Weick, 2007). For example, 

hearing in RPMs about a young person’s behaviour enabled professionals to talk about behaviours 

with the young person as they may not have necessarily shown that side of their personality to the 

professional concerned. Some of the changes to practice relate to heightened curiosity (about young 

people) in relation to what was said - this was cultivated by information made available to 

participants. The information and knowledge also informed the case formulation process of young 

people e.g. if there are certain splits in the team, thinking occurred as to reasons why some young 

people found it difficult to engage in therapeutic activities. This was noted to inform a richer case 

formulation of them and issues could be brought up with the individual in therapy sessions. 

c) What are the perceived outcomes by professionals for service users, carers and significant 

others? 

The RPMs were thought to impact on the young people’s outcomes in different ways e.g. it was 

important in an environment like The Unit that the team functions in communicating with each 

other and is psychologically healthy. Reflective practice impacted on the care of the young people in 
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relation to the team utilising a space together to think about the young people. This was noted as 

important as it was thought that this influenced the way professionals responded in delivering care 

interventions to young people. Discussing difficulties so that that these were spoken about rather 

than acted out in the process of engaging with young people was thought as a useful approach that 

could lead to a shared decision that could impact positively on young people’s outcomes. The RPMs 

were viewed as providing an opportunity to mitigate thoughts and behaviours of professionals that 

potentially could lead to bad practice, to preferred options of a healthier way of managing 

difficulties that led to healthier team working approaches. There is an acknowledged view that this 

was not always possible. The other indicator that the RPMs helped with meeting patient outcomes 

was an acknowledged view that the team knew what was going on with young people and this 

helped offer interventions from an informed position. 

The perceived service user outcomes were that RPMs informed the review process of group therapy 

input e.g. a direct example, was about the sexualised behaviour that got discussed in the RPMs. This 

led to a group about sex and healthy relationships to be facilitated to YP. Participants indicated that 

an outcome for service users was that their approach would have been informed more e.g. by 

psychological models however, the content at times and the focus of group therapy interventions 

they facilitated was shaped by RPM discussions. For example, some participants reported learning 

about what was going on, or, if there is difficulty around a particular boundary that was brought up 

in RPMs this in turn got explored with young people in therapy groups in terms of The Unit’s rules.  

Further perceived outcomes were that the RPMs may have led to a more consistent team approach 

and this was viewed as leading to better service user outcomes. Consistency was noted to be of 

paramount importance as it provided a sense of staff feeling more supported when they may have 

felt isolated e.g. by particular young people. The effect of this was noted to promote the idea of 

being mindful of the risk of isolation as this potentially affected one’s performance in their job role. 

The RPMs were then described as space whereby people’s feelings could be expressed in the 

meetings. For some the perceived outcomes were such that by hearing most of the nursing staff 

viewpoints (e.g. irritation), this influenced patient outcomes, for example, in relation to leave 

(escorted/unescorted) being prescribed or not for a young person made the team review leave  

decisions. The perceived outcomes were also about The Unit’s functioning e.g. monitoring staff 

turnover, level of untoward incidents, young people’s attendance at and engagement with the 

therapy programme including education, therapies, start of the day and support groups. The 

discussions in the RPMs were also perceived as shaping relationships with young people (and 
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significant others), and influenced decisions around discharge pathways e.g. strengthening 

relationships with placement areas in preparation for discharge of young people. 

 Research Theoretical and Practical Contributions to 
Knowledge   

   ____________________________________________________________________________ 

A conceptual model that reflects the findings of this study is presented below (Figure 7.1). The 

model makes a contribution to theoretical knowledge and understanding of Interprofessional 

Education (IPE). As might be expected evidence shows that professionals involved in RPMs engaged 

in dialogue and interaction when communicating and sharing information with each other on The 

Unit. It is notable as illustrated in Figure 7.1 that interaction and dialogue was constructive and a 

prominent feature of the process of communication that aided the reflective process to occur at an 

individual and community level. What is new in the findings is that interaction and dialogue occurred 

between people who did not usually talk to one another due to their role and status and this is an 

advantage of RPM processes. Findings of the study also illustrate that professionals engaged in the 

process of collaboration as they dealt with issues of collaborative advantage (for example, 

participants shared ideas on how to deliver care interventions) and inertia (for example, unhelpful 

attitudes that affected care) through exploration of clinical cases experienced on The Unit. The 

findings also highlight that, as professionals shared information and knowledge about working with 

each other on The Unit, they reflected on their own practice and that of others. The nature of 

interaction seemed to be a prominent aspect of RPMs that led to the development of the team’s 

culture and ethos of listening and responding to each other.  Although at times participants were 

less willing to respond and collaborative inertia was evident within the RPMs that influenced the 

nature direction of the discourse to those participants who were more vocal. Allowing the more 

powerful voices to be heard meant that, at times, both cultural positioning and power relations were 

still evident in the way people dealt with each other.  These differences in the differential power of 

professional disciplines and cultural positioning highlighted tensions within the team. Nevertheless 

reflection and interaction/ dialogue helped to alleviate cultural issues and power relations, and 

overall collaborative advantage of Communities of Practice seemed to be a predominant position 

maintained by participants within the RPMs.  

The conceptual design of the model is guided by practice observations and conclusions drawn from 

the IPE literature. It is argued that power relations in IPE activities such as RPMs can influence 

collaboration thus, collaboration can become an advantage or inertia. IPE is argued as a good thing 

that helps to ameliorate the challenges that face professionals in their clinical encounters in their 
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varied capacity. Collaborative advantage is defined by Huxham and Vangen (2010) as the bringing 

together of difference (resources and expertise) to provide the basis for getting advantage from 

collaborating. Whereas, they define inertia as the joint actions that require a resolution of the points 

at which different cultures intersect. Arrows within the outer region of the diagram illustrate the 

divergence from, or convergence toward a type of collaboration that may be reflected upon in 

RPMs. For example, an RPM discussion may converge to illustrate advantage or inertia or both to a 

degree thus, this can influence processes within the blue marked area e.g. reflection. Elements 

within the inner (blue) circle are viewed as IPE processes.  It may be possible to fully explore the 

connectedness of these IPE processes by examining the role of different perspectives on culture (e.g. 

personal, professional disciplinary, systems, ward, organisational etc) and notions of power relations 

(these are power; to, for and over) others in RPMs. Whilst, it is acknowledged that culture and power 

relations can shape social learning process in activities such as RPMs, this is not a straightforward 

process. For this reason, it is suggested that the elements (processes) that are connected by the 

black arrows may shape culture and power relations in IPE activities and vice-versa. Blue arrows 

within the blue circle illustrate the layers that can potentially be peeled or unravelled in RPMs whilst, 

the three black arrows indicate the dimensions and how these are connected to each other. The 

blue arrows may offer an opportunity to examine RPMs processes into which the researcher hopes 

to gain a greater insight. The dimensions are areas that may influence each other in IPE context e.g. 

micro (cognitive and social) and macro (CoP). The associated and interconnected processes could be 

influenced differently dependent on the kind of emphasis placed on the element(s) of the IPE 

process within RPMs.  

The model for RPMs below has been derived from the findings and makes a conceptual contribution 

to understanding the processes that occur within RPMs. The model could be employed and adapted 

in different circumstances where inter-disciplinary teams are either already involved in RPMs or 

considering them as a way to facilitate a better understanding of the dynamics of working in an 

interdisciplinary manner.   

There are particular processes within the RPMs identified in the data that link to specific elements of 

the work on Communities of Practice (Lave and Wenger, 1991). These are Legitimate Peripheral 

Participation (LPP), identity, and construction of meaning.  
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           Figure 7.1: Conceptual Model: RPMs as an example of IPE 

                 _________________________________________________________ 
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7.9.1. Legitimate Peripheral Participation (LPP) 

   ______________________________________________________ 

The process of interaction and dialogue (see section 6.2; 6.3; 6.4) was a prominent feature within 

the RPMs. For example, this relates to how participants verbalised their feelings of being a single 

individual representing their professional discipline illustrative of being on the periphery though 

legitimately so (see 6.2.3 section). Furthermore, aspects linked to Legitimate Peripheral Participation 

also related to participants joining The Unit in different capacities e.g. P2 (education) and P5 

(Psychology) or P2 (Volunteering) services (P2 changed roles from volunteering to an Education 

staff). As a result, reflection on the nature of the working relationships that had been developed on 

The Unit gave an opportunity for those new to, and those who had been working on The Unit to 

understand the group dynamics of staff (see section 6.4.1). This is illustrative of issues around 

legitimacy, peripherality and participation (LPP) (see section 6.3.3). For example, one of the 

participants reported reflecting on how they were perceived by others following being employed 

from being a volunteer on The Unit as an Education  Enrichment co-ordinator role. The participant 

expressed feelings linked to being perceived as lacking legitimacy as their role came to be 

questioned due to the group dynamics that had come to existence because some staff members 

attributed blame to this ‘new’ staff as an individual who had contributed to another staff member 

having their employment contract terminated. Whereas, another participant reflected upon his/her 

experience and expressed sadness and feeling very lonely on The Unit as s/he stated that s/he felt 

isolated and unappreciated (see section 6.2.3). This was within a context of the changing 

organisational care model whereby redundancies were made for OTs and this was compounded by 

an uneasy staff group dynamic on The Unit. For this reason, reflecting on the group dynamics 

provided insights into the difference between being lonely as the only one of a kind in comparison to 

being lonely as one of many. This also brings forth the discussion of professional identity versus 

group identity in clinical settings. The staff member articulated a sense of losing their professional 

identity as there were very few colleagues that s/he could engage with from her/his professional 

discipline (for further discussion see section 7.9.2). Reflecting on relationships (staff and staff, 

patient and staff) enables an understanding of LPP in relation to new staff feeling and thinking about 

their position within The Unit and this also applied to young people when they got first admitted as 

they were viewed to be on the periphery of the community before becoming fully fledged members 

of the therapeutic community. The processes explained above influenced the nature of culture and 

power relations in RPMs within The Unit. 
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7.9.2. Identity 

    _____________________ 

Identity in relation to personal- professional identity and group identity is highlighted by tensions 

that were expressed by a participant who pointed out the difficulties for example, other 

Occupational Therapists had experienced working on The Unit in the past and also expressed that 

his/her experience had not been any different (see section 6.2.3). This process of emotional 

offloading led to participants within the RPM to gain an insight into how lonely and isolating an 

experience it had been for others. This was reflective of an identity crisis from a personal and 

professional point of view. Thus, the participant expressed a wish for The Unit to appoint another 

Occupational Therapist who could potentially embrace the ethos of working in the manner 

colleagues wished. Furthermore, s/he articulated that s/he had found an unusual ally in education as 

historically there had been tensions between the two departments. This is illustrative of being 

territorial and protective of role and professional identity. However, a compromise seemed to have 

been negotiated in order for the differing positions of education staff and the Occupational 

Therapist (as an example) to provide joint interventions on The Unit. Thus enhancing both their 

professional and personal identities.   This also brings forth the discussion of professional identity 

versus group identity in clinical practice settings. To illustrate this, the staff member articulated a 

sense of losing their professional identity as there were very few colleagues that s/he could engage 

with from her/his professional discipline. Reflecting on relationships (staff and staff, patient and 

staff) also enabled an understanding of the nature of the caring task that was linked to personal-

professional identity issues as experienced by participants on The Unit.  

7.9.3. Construction of Meaning 

     _____________________________________ 

Collaboration occurred within the RPMs as exemplified by the way participants engaged in 

interaction and dialogue with each other in relation to building a clinical picture of a young person 

on The Unit or before their admission. Participants engaged with each other by sharing their 

experience of working with each other and with different young people on The Unit. This interactive 

process informed and contributed to the participants’ overall clinical input for the young people. 

These interactions enabled collaboration between colleagues that led to construction of meaning 

about a young person , for example; when articulating the difference between written forms of 

communication and how these forms were interpreted by staff (see section 6.2.1). As a 

consequence, additional information was provided during RPMs to offer a fuller and at times first-



 
 

   208 
 
 

hand information about the interaction that had occurred between the teller of the story and the 

young person. Thus, construction of meaning came to existence as participants used this opportunity 

to also ask questions about a particular event in order to gain a fuller understanding of the everyday 

realities of being on The Unit. This reinforces the need for information giving and information 

seeking in clinical collaborative enterprises so that teams can operate at an optimal level for the 

benefit of patients and staff. In addition, construction of meaning occurred in relation to a shared 

understanding of the different perspectives on presentations of young people and how these were 

constructed from a position of privileged and subjugated viewpoints. The meaning that was 

constructed was that there were different ways of understanding clinical presentations (an example 

given, is equating organic medicine on a par with witchcraft as an explanation of a clinical 

presentation of a young person that was described in one of the RPMs). Furthermore, stories were 

shared in relation to how best to approach a particular clinical case (see section 6.2.1). In this 

context, as an example, the facilitator made a distinction between his/her identity as a facilitator of 

the RPMs to that of a practitioner facilitating a psychotherapy session thus offering his/her view in 

how a particular case could be approached (the Practitioner versus RPM Facilitator role) (see section 

6.4.1). Construction of meaning also relates to the interaction and dialogue that occurred within the 

RPMs for example, discussions relating to prospective young people to be admitted on The Unit (see 

section 6.2.2). The uncertainty that this presented to different individuals on The Unit and how this 

led to questioning the approach that The Unit took in relation to application of the admission criteria 

for young people admitted on The Unit. This led to a process of self-introspection and 

acknowledgement of other’s positionality in relation to what the effects of admitting certain young 

people would be on other young people already admitted on The Unit and also the staff group. 

Findings of the research study provide emphasis on particular aspects of RPMs. The study has also 

made some contributions by drawing on the opportunities that were presented due to the kind of 

dialogue between individuals representing different professional backgrounds and disciplines when 

interacting with each other in a ‘safe-ish ‘RPM space. The study offers interesting insights into the 

contributions of health, education and social care about their working experiences on The Unit. The 

study contributes to knowledge in relation to an exploration and evaluation of personal and co-

constructed reflective processes. The processes provide richer insights in relation to negotiation of 

diverse viewpoints that were offered by representatives of diverse professional disciplines and third 

sector within RPMs. Many participants displayed an attitude to understand different voices that 

were intimately linked to deeper questions of, for example, identity, communication and 

information sharing, power relations, emotional offloading. A model for RPMs that provides a 
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conceptual contribution which links to Lave and Wenger’s CoP is offered to explain the connections 

of the above noted aspects. Below are theoretical and practice contributions of this research study. 

a) Theoretical  

• The reflective practice and interprofessional education literature is extended through 

the application of a theoretical framework, both to think about practice and to provide 

tools (Lees, 2013) to promote healthy individuals and teams 

• The study builds on the ontological debate about the nature of reflection as applied to 

IPE. Whilst reflection is well developed within the broader literature e.g. Schön (1999); 

(Johns, 2013) less attention has been afforded in its applicability within 

interprofessional education (IPE) literature 

• The unexpected findings concerning the importance of relational approaches and how 

this is linked to emotions builds on the work by Bion (1961). This development builds 

upon the existing literature and offers some insight into the field of emotional labour, 

emotional work, and how this is linked to emotional and social intelligence.  

• Builds on the knowledge of clinical communication e.g. roles of values based practice 

and how this is enhanced by the role of extended MDT communication  

• Communities of Practice has helped develop a better understanding of approaches 

that may be helpful and unhelpful within The Unit 

 

b) Clinical practice contributions 

The research study has made a number of clinical practice contributions to knowledge e.g. it: 

• Increases understanding about the nature of the caring task in particular the work carried 

out with young people within The Unit e.g. those who presented with a complex clinical 

picture that is often characterised by disturbed and disturbing behaviours 

• Contributes to clinical practice knowledge concerning the nature and context of information 

seeking and sharing, as well as the varied communication methods utilised by participants 

(including their understanding of how the young people communicate) within The Unit. 

• Offers contributions in relation to the process of bridging the knowledge and information 

gap within interprofessional teams e.g. complementing other information sources and 

systems like Records in Operation (RIO) as multi-voice perspectives were availed thus 

offering more details on clinical cases or practice 
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• Provides empirical evidence of emotional offloading and approaches that participants 

utilised as part of the emotional-cognitive governance process in dealing with challenging 

workloads 

• Provides guidance on practical approaches and stages to explore RPMs that could offer 

enhanced understanding of the required support mechanism for participants so as to cope 

with the challenges of practice   

  Implications for Research, Practice and Future 
Research 

________________________________________________________________________ 

Implications discussed thus far represent the provision of opportunities for the emotional 

containment for professionals carrying out demanding roles within stressful contexts defined by a 

lack of resource and understaffing. The development and use of platforms such as RPMs are 

advocated to help alleviate some of the pressures of working in such high pressured environments 

such as The Unit.  Findings suggest that this is not only effective but it is a least costly option in terms 

of investment (Lees, 2013), resourcing and human burn-out. It is important that emotional 

containment should not be limited to clinical supervision but rather extended for its provision in 

platforms such as RPMs. This exemplifies that support comes in different forms such as physical 

which is provision of material assistance, approval and validation, encouragement or comfort, as 

well as technical help which may occur in the absence of practical assistance (Lees, 2013; Johns, 

2013). 

However it is clear that much more collaborative research work needs to be done with practitioners, 

educators and clinicians in practice settings in order to more fully understand the competing value 

systems that underpin practice of varied professions. This research study began to make some 

inroads in relation to addressing the research gap. Notably, findings from this research study 

indicated that a new work order is emerging in which discursive activities are intertwined with 

practice and this has a potential to foster and realise the collaborative advantage ethos advocated 

by Huxham and Vangen (2010). 

  Limitations  
 ______________________ 

There is a limitation in relation to the case study methodology adopted for this research study as a 

broader approach could have been adopted if it had included other settings such as adults. As 
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outlined in chapter 3, the researcher utilised an eclectically informed theoretical framework. The 

research took place at a time of considerable change and turbulence in The Unit and as a result the 

findings may be atypical if compared to a more settled period. It is noticeable that transitional 

activities were occurring at a significant pace on The Unit. Whilst this is sometimes acknowledged as 

an attribute that can offer greater insights due to the kind of issues that may become more evident 

at such times, it is notable that this was an unprecedented time as illustrated in chapter 4 and 6. 

However, this may have contributed to richer discussions in RPMs.    

7.11.1. Recommendations for Practice/ Stakeholders  

   ___________________________________________________________ 

Below is a set of recommendations for practice/ stakeholders that were derived from the data of this 

research study. 

It is suggested that at pre-service level opportunities for students of different professional disciplines 

be afforded the space and time to engage with RPMs. The RPMs need to be embedded as part of 

education and clinical practice so that benefits can be realised in relation to building confidence 

about information sharing and knowledge exchange between each other. Thus, providing scope for 

students to create curiosity about each other’s contribution and build their ability to respond and 

bridge the communication gap in practice contexts. As a result, this has a potential to mirror the 

post-qualification clinical world contexts. 

Whilst this has not been the case for the established RPMs on The Unit, it would be prudent that as 

part of establishing and also once RPMs are established in an organisation, ground rules are enacted 

and revisited during each facilitated RPM so as to reinforce and refocus the idea of valuing all 

viewpoints. This is especially helpful when acknowledging that diverse perspectives on an issue are 

informing and that there is lessened focus on privileging one way of looking at particular clinical 

encounters or experiences at the expense of possible alternatives. An important attribute would be 

for practitioners to co-create a shared understanding of the overall nature of the caring task. 

The introduction of a model underpinned by communities of practice tenets that follows 

organisational group behaviour principles is recommended as a way to guide and inform RPMs. This 

is especially important as it presents opportunities for inter-team dynamics to be explored and  

potentially offers ways of supporting each other and understanding contributions made by reflecting 

on clinical encounters as experienced by participants involved in RPMs. 
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It is recommended that RPM spaces that provide an opportunity for individuals to share their 

experiences of caring for others are made available in order to mitigate the highly physically, 

emotionally and psychologically charged nature of working within environments such as The Unit. 

Consequently, this would provide a sanctuary for practitioners to help them to remain effective 

therapeutic instruments within an environment such as The Unit that often evokes strong emotional 

responses as part of the everyday realities of caring. 

It is suggested that an independent facilitator is identified when setting up and running RPMs. This is 

especially important given the complex and interrelated dynamics that come into existence within a 

group of different professionals working together, as an independent facilitator with a different 

perspective can offer richer insights into RPM processes. This enables the facilitator to ‘hold the 

space’ and allow differences of opinions to be shared by fostering a safe environment. 

It is recommended that from an academic perspective this is an opportunity to reinforce principles 

of learning with, from and about each other as a theoretical aspect of professional training whereby 

the expected outcome is to  develop future professionals who embrace an interprofessional ethos.  

It is also suggested that stakeholders such as Commissioners of e.g. NHS services provide funding to 

put structures and strategies in place such as RPMs in order to cater and respond to the 

psychological, emotional and physical welfare of staff providing care in demanding environments 

such as The Unit. Stakeholders could also draw up a policy/ set of guiding principles for RPMs that 

are based on the findings of this study. 

The implications of the recommendations described above would better prepare practitioners to 

enter into RPMs in interdisciplinary settings after their pre-service and early career education in 

order to improve their own self-care,  interaction with others and the quality of care for patients 

through knowledge sharing within an IPE context. 

  Concluding Remarks 
____________________________________ 

The findings of the study provide a key contribution in relation to understanding the processes that 

occurred when participants from diverse professional backgrounds utilised a reflective space that 

pursued ‘non agenda’ meetings. However, some were critical of the approach as they did not see 

much value in it. Interestingly, many had a shared sense of belonging that offered credibility to the 

structure of the RPMs as they acknowledged them as offering opportunities to co-create knowledge 

that in turn informed practice and their decision making processes on The Unit. An important 
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attribute noted was that the use of diverse perspectives on an issue that seemed to provide 

opportunities for tapping into discipline and professional specific knowledge repertoires. These 

knowledge repertoires had an influence on values that become operationalized as standards that 

guided care decisions on The Unit. This is consistent with observations made within the RPMs, the 

RL, and interviews as participants reported the way, The Unit functioned was due to the nature of 

contribution that each individual brought to RPMs. It was noticeable that some had more influence 

due to their professional status than others in relation to the way The Unit operated. However, there 

has to be an acknowledgement that the RPMs by their very nature of being a space to discuss varied 

aspects The Unit faced, they offered an ‘outlet’ for professional dialogue and this in turn brought 

collaborative interprofessional relationships in sharp focus. This was often indicated in participants’ 

perceptions of power imbalances within the disciplines and those representing them.  

Understanding the nature of the caring task; keeping the show on the road and use of space 

provided greater clarity in relation to the RPM processes discussed in chapter 6. This needed to be 

understood within a context of a desire for increase in staffing (across disciplines) or complete 

reduction in service provision. This is a difficult task and position to take in a context of a climate of 

economic restraint and funding cuts across the National Health Service.  

Conclusions can be drawn that RPMs encourage reflection through learning, sharing, and reacting to 

experiences, positions about care practice and interventions. This may enhance a shared 

understanding between professional colleagues and disciplines. Consequently, this could help 

reduce anxiety and defensiveness around working with young people within The Unit. It has been 

demonstrated that reflection can happen across all hierarchical levels within The Unit. The thesis has 

also highlighted that opportunities for interprofessional reflective space are a welcome innovation 

that has a potential to encourage and improve the use of a shared framework of values that is 

underpinned by diversity of thoughts and opinions. Clearly, as discussed within the previous 

chapters, there is a potential for reduced stress, anxiety and splitting to more collegiate ways of 

working. RPMs offer opportunities for a holistic representation of the different facets of care 

delivery that need consideration such as recognising a young person may be an aggressor as well as 

vulnerable. The purpose and function of the RPMs seemed to occupy a central role in relation to 

reflection, exploration of staff dynamics and the service provision agenda on The Unit. Participants 

were at various stages of developing in their career and clinical skills. Some had limited experience 

of working within a secure forensic environment let alone with young people experiencing mental 

health problems/illnesses whereas others viewed themselves as established professionals. For this 

reason, most identified the importance of learning from others in order to ‘hold the whole story’ 
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such that the benefits of different contributions were harnessed as the reflective space was 

occupied, not only by bringing stories but also engaging in discussions and exploration of ideas and 

each other’s experiences. There is also a sense of participants’ professional development by 

increasingly being able to take risks within the RPMs, sharing their experiences, sharing their 

understanding and also at times their sense of uncertainty and confusion using humour at times. An 

important observation that emerged from the research study illustrates how the intellectual journey 

of exploring the processes within RPMs as an example of IPE has so far largely neglected to explore 

the extent to which unconscious processes remain part of the emotional context of human social 

interaction (Nicolson et al., 2011). As such it is imperative that future studies pay particular attention 

to the unconscious process of individuals that in turn may give rise to the unconscious processes of 

the organisation.  

 



FLOWCHART FOR REFERRAL, ASSESSMENT AND ADMISSION TO 
SFMHSYP 

Referrer 
Referral of young person to the NSFMHSYP, from an approved clinician in the 
NHS, or elsewhere, or another relevant professional, in circumstances where 

it is considered that the referral of the young person meets the national 
referral criteria 

Weekly National Group 
The National Group discusses the referrals 

received 

YES 
The National Group considers that the 

referral does meet the national admission 
criteria and makes arrangements for an 

assessment visit 

NO 
The National Group 
does not consider 
the referral to meet 
the national criteria 
for assessment and 

admission. 

A lead clinician from 
the NSFMHSYP 

reports back to the 
referrer. 

Assessment Visit 
A NSFMHSYP clinician will visit the young 

person and report back to the National 
Group, their assessment of the case 

against the admission criteria. A decision 
will be reached on the suitability and priority 

of the young person for admission to the 
service. 

Priority for admission 
If the assessment concludes that the young 

person meets the criteria and is a priority 
for admission and there are beds available, 

arrangements will be made to admit. 

Not a priority for 
admission 

If the assessment 
concludes that the 

young person either 
does not meet the 

criteria for 
admission, or does 
meet the criteria but 
is not a priority for 

admission, the 
young person will 
not be admitted. 

In such cases, the 
assessing clinician 

will discuss the case 
with the referrer. 

ADMISSION TO THE NSFMHSYP 

Appendix 1a): Referral, Assessment and Admission
Flowchart
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Admission Criteria 

 The young person is under 18 years of age at the time of referral
AND 

 the young person could be detained under either Part II or Part III of The Mental Health Act
1983 (excluding the categories of mental impairment/severe mental impairment only)

AND EITHER 

 the young person presents a risk * to others of one or more of the following:
- Direct violence liable to result in injury to people,

- Sexually aggressive behaviour

- Destructive and potentially life threatening use of fire

OR 

 The young person is in custodial care and presents a serious risk of suicide and/or severe
self-harm

AND 

 The referrer can give evidence that serious consideration, and testing where appropriate, of
alternatives has already been tried prior to referral, indicating that the case has exceeded
the ability of available mental health services to meet the need.

 It is not necessary that the referred young person should be facing criminal charges for these
risk behaviours, but it is necessary that there should be reliable accounts available of such
behaviour

(National Specialist Commissioning Advisory Group, 2005) 

Appendix 1b): Admission Criteria
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Appendix 2: Ethics Application Supporting Letter
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Appendix 3: National Health Service 
Site Specific Information

218



219



220



221



222



223



224



225



226



227



Appendix 4: R&D Information Request Letter
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Appendix 5: R&D Approval Letter
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Appendix 6: Participant Information 
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Appendix 7a: Consent Form - Reflective Logs

234



Appendix 7b: Consent Form - Interview
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Appendix 7c: Consent Form - Reflective Practice Meeting
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Appendix 8: One to-one Semi-structured Interview Guiding Questions
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Appendix 9: Participant Observation an Example of an RPM 
seating arrangement
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Appendix 10: Field notes an example
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Appendix 11a: Reflective Log an Example
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Appendix 11b: Reflective Practice Meeting transcription an Example
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Appendix 11c: One-to-one semi-structured 
Interview transcription an Example
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Appendix 12: Participant and Job Title
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Appendix 13a: Codes from data sets - One-to-one semi-
structured Interviews
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Appendix 13b: Codes from data sets - Reflective Practice Meetings
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Appendix 13c: Codes from data sets - Reflective Logs 
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