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Foreword
It was back in 1994 that I got my full degree in Physiotherapy from the University of Zaragoza, Spain. At that point, I was almost obsessed with every possible injury or disease and the perfect treatment that I could find or develop to start helping and curing others. How wrong I was with that approach. It is now, after nearly 30 years of a professional career in football, that I understand that treating just the injury only delays future problems. It does not allow you as a medical practitioner to make a difference in people's health and lives. The true difference is made by treating the human being and not the punctual injury or disease.
Under Stuart Porter's editorship, this new book has accumulated different angles and experts giving a clear message in different ways. Treating the injury instead of treating the individual becomes a medical gamble. On the other hand, treating the individual will allow us to affect patient behaviour and ultimately improve his or her well-being and health state for the future. Psychologically Informed Physiotherapy will inspire any reader to consider a holistic care and approach where psychological strategies will become essential in any treatment.
Something that becomes apparent after working with elite footballers at Premier League or international level is that the main difference between good and exceptional players is in their brain and mental focus on their bodies. The power of the brain is clearly very much unknown as to the full influence that it can have upon our general condition and health or body in general, which makes a bigger need to treat the person and understand the person before you can have a total effect against a disease or injury. Understanding the mental state, character and mood of the patient will give clear clues for the successful outcome of medical care.
Stuart and his team have found a powerful way to focus and question the psychological perspectives in every area of medical care; from holistic treatment to relating to the patient and understanding the person and social influences.
This book will inspire every reader to search for a holistic approach in medical care and consider using different ways to manage the patient depending on the patient's personality, mind set and moment in their lives in order to cure and make the treatment totally effective for the needs of the patient.
This book will allow any medical care practitioner to master their own method of work towards the patient.
Inspiring work.
Roberto Martinez     Belgium Head Coach


Preface
I have always liked quotes, and producing a new textbook has given me the opportunity to find some great ones. I therefore begin and end this preface with a quote. I trust that you will see its relevance to this book on psychologically informed physiotherapy.

‘It is far more important to know what person the disease has than what disease the person has.’
-Hippocrates
As this book was nearing its final stages, so was the life of my father Brian who passed away on 20th October 2015. In an ironic turn of fate my father was cared for on the ward on which I worked for many years as a senior orthopaedic physiotherapist. I take no pride in saying that I had begun to view health care rather cynically, as a production line with little time to acknowledge the importance of the whole patient. A plethora of recent health care scandals in the UK merely fuelled my beliefs and as scandals and other stories flooded the media with worrying regularity they always seemed to have their genesis in failures to acknow­ledge the patient's psychological needs and the need to treat people holistically. Furthermore, as a lecturer, although I always tagged holistic care on to every essay or book chapter that I have ever written and every lecture that I delivered, in reality I do not think that I ever gave it the attention that it truly deserved.
As I sat with my father and watched the staff care for him, many of whom I had taught as students it quickly became apparent that my cynicism had been massively misplaced and that the quality of his care was largely as a result of the physiotherapists' acknowledgement of my father as a human being and not a patient with cancer, similarly viewing his family as integral parts of the process. What made the physiotherapists outstanding was not their knowledge of anatomy, rather it was their understanding of my father as a man that truly made the difference to his care. As a positivist with a passion for science, astronomy, biology and other ‘hard data’ it is now time for me to cast the net wider to acknowledge the role of psychology within physiotherapy practice.
To this end a group of international experts and clinicians have come together to provide a thorough and innovative text on the importance of psychology within physiotherapy. I am truly grateful to all of my colleagues for their efforts on what has been a new challenge for us all.

‘If the only tool you have is a hammer, you tend to see every problem as a nail.’
Abraham Maslow 1908–1970
If this book gives the physiotherapist one more tool that they can use for the good of their patients then we have succeeded.
Stuart Porter, February 2016

Dedication
I dedicate this book to Angela Kay (1966–2015) who always saw the good in everyone and who I was proud to call my friend.
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Professionalism and the Psychology of Professional Identity in Health Care
Graham Copnell
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One cannot produce a book on psychologically informed physiotherapy without first exploring what it means to actually be a professional and how this affects our client contact. The aim of this chapter is to provide a critical overview of the theoretical and empirical literature charting contemporary interpretations of the work of health care professions. This chapter is divided into two sections. Section one introduces key themes and debates regarding the sociology of the professions, included professional identity and power. Building upon this, section two considers the effect of marketization on health care professionals' roles and boundaries and considers future challenges with regards to professionalism, professional identity and autonomy.
Researchers and public sector professionals are interested in and concerned about how changes in health care policy affect the working practices, roles and identities of public sector professionals. Changes in how professionals involved in the delivery of health care are trained and regulated, and how they structure their practice have contributed to these concerns (Department of Health, 2000b; 2000c).
An expansion of the concept of governance within the public sector has created a plurality of actors and organizations involved in the development, regulation and control of professional practice (Newman, 2006). Referring specifically to health care, there have also been changes to where health professionals deliver services with a move away from the traditional hospital provision to services being provided in a number of contexts. In addition to this, there has been an increase in the provision of NHS services by the voluntary and private sectors.
The view that changes in what professionals do, how they are regulated and how they are trained somehow affects their professional identity, roles and boundaries has been put forward by Hanlon (2000). What it means to be and act like a member of a specific profession is closely linked to the day-to-day activities an individual is involved in (Davis, 2002; Freidson, 1970; Hafferty and Light, 1995; Wenger, 1998), the language they use (Apker and Eggly, 2004; Lingard et al., 2002; Niemi and Paasivaara, 2007), their education and where they work (Baxter and Brumfitt, 2008). This final point is of particular interest when one considers the emphasis on services being delivered outside of the ‘traditional’ hospital setting, as this raises the question of context and its relationship to professional identity roles and boundaries.
[image: image]FIGURE 1.1 Blurred boundaries in health care. 

There is a growing body of literature focusing on how public sector professionals are responding to changes in their work and working practices. Considerable attention has been paid to teaching and social work. With regards to health care professionals, current research addressing the changes outlined – and more specifically the relationship of context to roles and boundaries – has almost exclusively focused on doctors and nurses. Although forming a significant proportion of the health workforce, there has been very little attention given to how the changes outlined are affecting allied health professionals with regards to their roles and boundaries and professional identities. Although sparse, research from the UK and Canada has generally focused on roles, boundaries and power relationships, whereas research originating from the United States has focused on organizational factors affecting professions (Adams, 2014).
Key Themes and Debates Regarding the Sociology of the Professions
Professions as a Distinct Group
Sociologists interested in the study of professions as a distinct aspect of the division of labour have focused on those occupations claiming to be professions, or those occupations perceived by researchers and academics to be professions (Bourdieu and Wacquant, 1992; Freidson, 1994). In contrast, the branch of sociology concerned with work and occupations focuses on the division of labour in the more general sense, for example incorporating concepts of social class and inequality (White, 2006). This is not to suggest that these concepts have not been addressed within the study of the professions, however, the literature exploring the role of professions as a distinct subset of occupations has adopted more varied and eclectic lines of enquiry. Analysis focusing on the relatively small subset of these occupations, the professions, has generated a far greater number of often conflicting interpretations, reflecting a number of different sociological paradigms. Professions have attracted a great deal of attention from sociologists mainly because of the higher rewards they receive and their apparent homogeneity with regards to empirical investigation (Bourdieu and Wacquant, 1992). However, viewing professions as a specific subset of occupational groups has tended to lead sociologists to either define the boundaries or factors indicative of that subset or outline the processes occupations move through in order to be classified within the subset (MacDonald, 1995). In addition to this, a focus on more macro theories of professions has contributed to the creation of a concept which is highly abstract, not easily lending itself to empirical research (Larson, 1990). The delineation of professions as an analytical subset of occupations can be extended when one considers the division between public sector and private sector professions (Buelens and Van den Broeck, 2007). Contrasts have been made between professionals working in the public and private sector leading to the suggestion that a difference in values and beliefs exists between the two. Professionals working in the public sector are less committed to their organization, displaying more allegiance to their profession (Anderson 2009; Franco et al., 2002). This final point is of importance when we consider the role of health care professionals within contemporary health care (Adams, 2014).
[image: image]FIGURE 1.2 Durkheims view of the role of a professional. 

Classifying Occupations as Professions
Classifying occupations as professions has generated a great deal of literature for both its support and its criticism. Often referred to as the trait model of professions, this line of enquiry has focused on identifying those qualities which mark out an occupational group as a profession (Carr-Saunders and Wilson, 1933). There has, and continues to be, a great deal of literature highlighting, but also questioning, the key attributes which occupations identified as professions possess (Davis, 2002). There also appears to be little agreement on exactly which traits should be included to account for all professions (Moloney, 1986).
The medical profession is often regarded as one of the prototypical professions possessing all of the desired attributes (Sullivan, 2000). Core characteristics such as practice autonomy, altruism, a defined body of knowledge and skills, control over how these are created (normally through prolonged education and eventual certification), defined ethics and scope of practice and control over access are often used to distinguish occupations as professions (Hoyle and John, 1995). Those professions allied, or seen as subsidiary to medicine (for example, physiotherapy), have been labelled as ‘semi-professional’ (Boyce, 1993; 2006; Etzioni, 1969), in that they fall short of the ideal (Burrage and Torstendahl, 1990). This has led a number of professions involved in the delivery of health care to attempt to emulate the professional ideal of medicine, often creating a tension between what they actually do when compared to what they (the profession) feel they should be doing (Mazhindu, 2003; Scholes, 2008).
[image: image]FIGURE 1.3 Are physiotherapists and other professionals emotionally detached, neutral and somehow apart from ‘ordinary people’? – discuss … 

Through its control of hospitals, the medical profession was, until relatively recently, able to structure and control the division of labour in health care. This meant in some cases controlling the knowledge base and activities of other professions (Ackroyd, 1996; Larkin, 1988; Miles-Tapping, 1985). The greater emphasis placed on primary as opposed to secondary care, in addition to challenges to medicine's control over how health services are delivered in the hospital setting, have led some authors to suggest that this once archetypal profession is also failing to live up to the ideal (Thistlethwaite and Spencer, 2008). As discussed in the second section of this chapter, changes in the delivery of health care have provided opportunities for the ‘semi-professions’ to expand and diversify their roles and provide services often only associated with medicine (Daker-White et al 1999; Dawson and Ghazi, 2004).
One of the key criticisms of the trait model as a means of structuring enquiry into the sociology of the professions is that the attributes identified and listed above are often seen as a given (MacDonald, 1995). To suggest that those occupations, either self-labelled or externally labelled as professions do not exhibit shared characteristics would be naïve. However, to suggest that such characteristics are the defining attributes of a profession would be to play into the hands of one social group to the detriment of another (Larson, 1990). This argument is supported by Larkin (1988), suggesting that medicine was (is) able to dominate paramedical professions, by the virtue of its position within society, a status reinforced to some degree by sociologists in the way they define medicine as the ideal profession. Taking this stance, a criticism of the trait model of professions is the potential for members of professions to use such explanations in order to justify, as opposed to explain, their role in society. Another criticism is that there seems to be very little agreement on exactly which traits should be present (Moloney, 1986). The latter unfortunately still appears to be the case within the literature concerning professions, with a number of authors listing a variety of traits which they feel applies to the professions they are investigating (Chaska, 1990; Moloney, 1986; Sparkes, 2002). With regards to the first criticism a defence can be found in the functionalist origins of the trait model. Johnson (1972, p. 23) has stated that within functionalist classifications of occupations as professions:

‘There is no attempt to present an exhaustive list of “traits”; rather the components of the model are limited to those elements which are said to have functional relevance for society as a whole or to the professional-client relationship.’
Durkheim (2002) viewed professions as a ‘buffer’, between the state and the general population.
[image: image]FIGURE 1.4 Jenkins (2004) and identity. 

The development of professions from a functionalist perspective therefore is regarded as an essential element in the development of industrialized societies. Professions serve society by acting as a medium between the laissez-faire ideologies of individualism and state collectivism (Johnson, 1972, p. 12). The traits associated with professions such as altruism and ethics give a sense of neutrality, setting professions apart from other occupations. Based on this, the status and perceived privileges associated with profession are justified. This explanation as to why industrial society needs professions and the roles they play within society has been criticized heavily over the past 40 years. Recently, Lunt (2008) has argued that the development of a litigation and blame orientated society has brought into question the neutrality of the professions, this being fuelled by a number of cases where professionals have been shown to be misusing their positions (Bolsin, 1998). Traits which were seen to be of importance to professional practice at the start of the twentieth century are being re-interpreted and restructured in order to fit within institutional and organizational expectations (Baxter, 2011). Empirically this is demonstrated in the work of Goode and Greatbatch (2005) who, when investigating nurses and call-centre workers in NHS direct, found that nurses no longer performed the role of buffer between the client and state, this role being adopted by the call-centre workers. Nurses, it appeared, had adopted the discourse of management and governance. This change in roles could be contributing to what Scholes (2008) has described as a crisis in the professional identity of nurses and has in part stimulated the current interest in professional identities, roles and boundaries discussed in the latter half of this chapter.
Although criticized by a number of authors (Evetts, 2011; Freidson, 1994; Hugman, 1991; MacDonald, 1995; Saks, 1996), functionalist theory still persists in the writings concerning professional development and the relationship between professions and external bodies such as the state or client (Foster and Wilding, 2000; Sparkes, 2002). Functionalist theory and trait classifications do offer useful explanations as to the relationship between pro­fessions and the state and provide insight into explaining how individual professionals may see themselves (Adams, 2014; Carmel, 2006; Evetts, 2011; Freidson, 1994; Mazhindu, 2003).
[image: image]FIGURE 1.5 Patient choice – here to stay and a driver for change in our profession? 

As indicated, the use of such models as a guide to empirical research has been questioned. Of major concern is the fact that both the trait model of occupational classification and the functionalist explanations of the role of professionals within society fail to recognize the temporal and contextual nature of the concepts of professional and profession/s (Freidson, 1994).
[image: image]FIGURE 1.6 Patient centred care – fact or fiction? 


Professions as Processes
Taking a more interactionist perspective and mainly drawing on the work of the social theorist Max Weber (Turner, 2006), a number of authors have proposed models suggesting that the attributes described by the trait approach and rationalized through functionalist writings, act primarily as a means of maintaining and legitimising the work of professionals. The characteristics often associated with professions serve only to protect their roles and maintain monopolies over certain areas of the labour market. Concepts such as the professional project (Larson, 1977), jurisdiction and conflict (Abbott, 1988) and social/market closure (Witz, 2003) have been used to describe how professionals seek first to establish themselves in the labour market and then maintain their privileged position. These more critical approaches to the sociology of the professions introduce the concept of competition and rivalry between professions as they strive to maintain and control their work (Abbott, 1988). As indicated, these models of professionalization (a term emphasizing processes as opposed to functions) draw largely from an interactionist perspective and demonstrate a shift from what professions are to what they do; this is significant in that it introduces the concept of social action (Burrage et al., 1990). From an empirical perspective, viewing professions as professionalization, where emphasis is given to social processes, moves the focus of investigation towards a more exploratory as opposed to descriptive enterprise. In the professional project, Larson (1977), focusing on the medical profession, extended the early work of Freidson (1970) by suggesting that through the development of specialist knowledge professions are able to justify and control their position within society. Larson's proposition, drawing on the work of Weber, is that through the development of specialized knowledge and collective action, professions place themselves in a position in which they can control access to this knowledge or at least be in a position which allows them to bargain with their patrons (eg, the state, employer or client) regarding access. Larson on the whole comments from a macro perspective generally omitting the content of professional activities over their form. Taking this into consideration, however, a number of authors have used Larson's work as a means of structuring empirical research (Edmunds and Calnan, 2001; MacDonald, 1984; 1995).
[image: image]FIGURE 1.7 Patient centred care – have we gone too far? Is the tail now wagging the dog? 

MacDonald (1995) champions Larson's work suggesting that it offers ‘considerable analytical power’ (MacDonald 1995, p. 34). Adapting the work of Larson, MacDonald (1995) suggested an analytical framework incorporating the notions of the professional project, but placed more emphasis on the role of the state, or more precisely the political culture, a key point raised by Johnson (1972). The battle for, and maintenance (Witz, 2003) of, jurisdiction (Abbott, 1988) are also acknowledged by MacDonald. Finally, and of significance from both a theoretical and empirical view, is the importance placed on how individual professions see their roles. Extending Halliday's (1985) point that professions are not isolated groups with the sole aim of promoting their own agenda, consideration is given to the idea that professions and individual professionals have their client's interest at heart. It is made clear, however, that an emphasis on such traits as altruism and personal ethics is not a return to a trait model of identifying professional practice; rather such characteristics are essential in order for professions to persuade both their clients and their patrons of their unique place in society. MacDonald integrates the neo-Weberian perspectives developed by Larson and Abbott, but views them still as separate entities in his analysis; as a result he reinforces the concepts of closure, jurisdiction and the professional project without really advancing them. Again such a macro analytical perspective of professional work fails to acknowledge individuals and their often complex, contextually bound interrelationships. MacDonald clearly adds to the empirical foundations for investigating professionalization; however, his focus on the macro elements distracts from the local negotiations individual professionals are involved in, in their day-to-day work (Wenger, 1998).
[image: image]FIGURE 1.8 Juggling our professional commitments. 

Although not acknowledging Larson's work, Abbott (1988) builds on her basic propositions with regards to the idea of professions positioning themselves in the market. A key aspect of Abbott's work is the importance he places on the exclusivity of professional work leading him to suggest that:

‘The central phenomenon of professional life is the link between a profession and its work, a link I shall call jurisdiction. To analyse professional development is to analyse how this link is created in work, how it is anchored in formal and informal social structure and how the interplay of jurisdictional links between the professions determines the history of the individual professions themselves.’
Abbott, 1988, p. 20
Empirically, Abbott attempted to move from a micro perspective of observing what professionals do in practice, to the formulation of theory in which he terms the system of the professions. In critiquing Abbott's work, MacDonald (1995) has argued that, although reflecting Weberian theory, Abbott fails to recognize this in his work. Although the move from micro to macro has been criticized (Freidson, 1994), this focus on individuals and their day-to-day actions has allowed researchers to move beyond the more dominant sociological theories and explore professional practice from a more ethnographic perspective.
With regards to allied health professions, the work of Richard Hugman (1991) offers some useful insight into the professionalization of the caring professions. Of importance in Hugman's analysis is the concept of care and its relationship to power. Due to the content of their work, Hugman distinguishes nursing, the allied health professions and social workers, as being fundamentally different from other professions, for example, the medical or legal professions. Hugman acknowledges that all professions care about their work and in doing so accepts, to a degree, elements of the functionalist interpretations of professions. Extending this, however, Hugman argues that in contrast to professionals in medicine, who are seen as defining their work through rational scientific impartiality, nursing, the allied health professions and social work define their work through their relationship to patients. In addition to caring about their work, nurses, allied health professions and social workers, care for their patients (Hugman, 1991, p. 11). In their work as caring professionals, nurses, allied health professionals and social workers adopt roles and carry out tasks which are more accessible to the general public and as a result are seen as less expert. The value placed on these tasks is thus diminished. In charting the professionalization of the semi-professions, Hugman argues that the development (or lack of) of nursing, the allied health professions and social work as professions is reflective of the power relations between professions and wider social processes of gender and race.
The notion of interprofessional competition and jurisdiction is one which has attracted considerable attention (Adams, 2004; 2014; Borthwick, 2000; Edmunds and Calnan, 2001). An example of this with regards to health care professionals can be found in the work of Adams (2004). Investigating the apparent conflict between dentists and dental hygienists in Canada, Adams (2004) draws on Larson's work in order to provide an empirical frame of reference for her analysis. Adams argues that, through aspects of governance and the ideology of marketization, professionals are losing their bargaining power with both the state and the public, an assertion which has been put forward by a number of authors (Ackroyd, 1996; Foster and Wilding, 2000; Scourfield, 2006). Focusing specifically on allied health professions (Podiatry) Borthwick (2000) utilized the concept of jurisdiction as a frame of reference in his research on the development of podiatric surgery in the UK. Adopting a qualitative methodology using primarily interviews, Borthwick describes the strategies employed by podiatrists in their attempts to gain jurisdiction over surgery in the foot and ankle and those used by orthopaedic surgeons in their attempt to retain their jurisdiction. Interestingly, Borthwick suggests that changes in the way health services are being commissioned and provided, with more emphasis on primary care, allowed podiatrists to encroach on the work of orthopaedic surgeons. The interrelationship between professions and the influence of changes in health care policy has also been highlighted by Edmunds and Calnan (2001). Focusing on the interactions between pharmacists and general practitioners (GPs), Edmunds and Calnan (2001) investigated the possible reasons for pharmacists wanting to expand their jurisdiction with regards to dispensing medications and the resistance provided by GPs. Using a telephone interview based qualitative approach, the authors suggested that, although the majority of pharmacists wished to extend their practice, they struggled with the concepts of entrepreneurialism and altruism, often seeing themselves as business people by the fact that they ‘ran a shop’. From this snapshot of the literature it seems apparent that the local negotiations regarding professional jurisdiction and boundaries vary according to the professions involved and the contexts in which they work, as well as the profession's perceived identity and status.
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