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ABSTRACT

It is a critical time in health care characterized by new models of service delivery,
complexity of care, diverse practice environments, and evolving regulatory and legislative
requirements. This is accompanied by recognition that the experiences and supports provided
by workplaces are critical for initially developing the knowledge required for work and also
for lifelong learning. In occupational therapy, there is relatively little understanding of how
beginning occupational therapists learn to practice and how they resituate knowledge learned
in the context of school, to the context of work. The objective of this research was to
understand how beginning occupational therapy practitioners learn in the practice context,
how clients mediate practitioners’ learning, and the factors which shape practitioners’
participation and learning through work.

This qualitative study used an ethnographic approach to understand the situated
practices, interactions and actions of occupational therapists in an acute care hospital context.
Data collection consisted of semi-structured interviews, observations of practice, participant
journal entries, researcher journal entries and meetings with the occupational therapy
manager, over a period of twelve months. The study participants comprised five occupational
therapists with less than two years of clinical experience. Activity theory provided an
integrative, conceptual framework to understand how knowledge is co-constructed and
distributed across a particular hospital system.

The findings of this research help us understand how workplace affordances and
constraints, and individuals’ agency shape beginning occupational therapists’ participation
and learning through work. There are complex relations and interactions among the
components of the activity system engaged in the object of patient care. A conceptual
framework, the Workplace Learning Model for Occupational Therapy, was developed to
understand how learning occurs in practice and the pedagogic means to support occupational
therapists’ engagement in work. The findings of this study contribute to the evidence in

workplace learning and participation.
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CHAPTER 1. INTRODUCTION

_ Current research about workplace learning and transition between educational
institutions and work contexts, (Billett, 2002a, 2003, 2004; Guile & Griffiths, 2003;
Hodkinson, 2005; Tennant, 1999; Tuomi-Grohn & Engestrom, 2003) identifies a need to
understand the complex relationships between individuals’ knowing and learning, and their
social world. Research exploring transition from student to new graduate in occupational
therapy has tended to focus on therapists’ expectations of practice, preparedness to practice,
perceptions of their first occupational therapy position, job satisfaction, and level of stress
(Adamson, Hunt, Harris, & Hummel, 1998; Atkinson & Steward, 1997; Hummell &
Koelmeyer, 1999; Rugg, 1996; Sutton & Griffin, 2000). While this has been useful in
identifying strategies to assist beginning therapists in overcoming the challenges of
transition, there is relatively little understanding of how health professionals learn in the
workplace and develop ways of doing practice (Middleton, 1998). I believe that this
knowledge must form the foundation for the development of work practices which support
learning. Without this basis, the learning that workplaces are able to provide may be
ineffective, and organizations and workers may become disillusioned with the quality of

learning in the work setting (Billett, 2001a).

There are three primary reasons for pursuing knowledge about the workplace
pedagogic practices which support newly graduated occupational therapists’ learning within
their professional culture. First, health care reform in Canada including new models of
patient care and service delivery, reorganization of management structures and cost
containment, have had an impact on the roles and responsibilities of health professionals

(Blau et al., 2002; Miller & Solomon, 2002; Walker, 2001). Increased involvement of the




private sector in health services (including provision of rehabilitation services by auto
insurers and workplace safety insurers), and reorganization of home care services are
examples of system changes that have changed the nature of occupational therapy practice in

Canada (Rappolt, Mitra and Murphy, 2002).

Regulatory and education requirements have also had a profound effect on the
occupational therapy profession (CAOT, 2004). Effective in 2008, a professional master’s
degree (non-thesis degree) in occupational therapy became the required credential to practice
in Canada (CAOT, 2008). The move from a bachelor’s degree to master’s degree was based
on the belief that advanced knowledge and skills are required for beginning practitioners in a
health care environment that is characterized by complexity, diversity, and rapid rates of
change. Occupational therapists as regulated health professionals are accountable to their
provincial regulatory body which protects the public interest by setting practice standards
and supporting the competency of practitioners (COTO, 2009). Occupational therapists must
demonstrate evidence of their lifelong learning and adherence to the standards of practice, in
order to meet the requirements of the quality assurance program administered by their
regulatory association (COTO, 2009). While there have been significant changes in health
care services, policies and education, research has not explored the ensuing shifts that are
occurring in the practice context among health professionals, such as the knowledge required
to work effectively within an evolving health care system and how that knowledge is
constructed (Oandasan, 2006). There has been little exploration of how health professionals
support each others learning embedded in the practice context. Similarly, the role of clients
in health professionals’ learning is an area requiring further study. Although researchers

acknowledge the need to study medicine from a collaborative, multi-site perspective, “there




is minimal awareness of the need to study how practitioners and patients cope with, shape

and create transformations in their work” (Engestrém, 2004, p. 158-159).

Second, over the past decade there has been increased interest in learning through
engagement in work practice and recognition that the experiences and support provided by
workplaces are critical for initially developing the skills required for work and also for
lifelong learning (Billett, 2002a; Fenwick, 2008b). Transfer of learning is a topic of debate
among researchers (Beach, 2003; Guile & Griffiths, 2003; Tennant, 1999; Tuomi-Grohn &
Engestrom, 2003). At the core, is the concept of transition between systems and the changing
relationships among individuals, activities, and artifacts. An individual’s ability to make
transitions between school and work, and between different client populations and practice
settings, “constitutes a very profound form of learning and development” (Griffiths, 2003, p.
3). Participation requires the resituation of knowledge and skills, and the construction of
meaning in a changed context. Research has failed to address how beginning practitioners
negotiate their learning through work experience and how they are supported in mediating
the relationship between school and work contexts. As well, there is limited research about
how to help beginning practitioners engage in activities of practice (Guile & Griffiths, 2003).
Studies which have focused on transition from graduate to new practitioner in occupational
therapy highlight the importance of participation in learning (Cusik, McIntosh, & Santiago,
2004; Mclnstry, 2005; Toal-Sullivan, 2003), and the provision of support and supervision
from colleagues to mediate the boundaries of school and work (Greensmith & Blumfield,
1989; Hummell & Koelmeyer, 1999; Parker, 1991; Rugg, 1996; Sutton & Griffin, 2000,
Tryssenaar, 1999; Tryssenaar & Perkins, 2001). However, research has not explored the

learning potential of participation in the day-to-day activities of the workplace community of




practice. An understanding of how to support learning “in and through work” (Fenwick,

2008b, p. 229) is needed in occupational therapy education and practice.

Third, I believe that learning to practice occupational therapy has unique challenges.
There is extreme diversity in practice settings, client populations, age groups, and types of
services and programs. Occupational therapy is a health profession that is rarely understood
or recognized by other health professionals and the public. In Canada, the model of
occupational therapy practice' provides the context for discourse on occupation, engagement,
and client-centred practice (Townsend, 1998). This is in contrast to the discourse of medicine
which concerns diagnosis and cure for disease, illness or injury (Wilding & Whiteford,
2007). This paradigmatic conflict influences the recognition and power of occupational
therapy in client care. Finally, although clinical fieldwork experiences are woven throughout
the educational curriculum, students continue to feel they lack the knowledge and skills for

practice.

Purpose of the Study
The purpose of this qualitative study was to understand how beginning occupational

therapy practitioners learn in the workplace and develop ways of doing practice. A situated
perspective of learning was needed to inform the development of pedagogic strategies which
support knowing and doing in a community of work practice. The study participants
comprised five occupational therapists with less than two years of clinical experience, who
were employed in a large acute care hospital in Canada. Data collection consisted of five
strategies: 1) observation, 2) semi-structured interviews, 3) participant journal entries, 4)

meetings with the Discipline-Specific Leader for Occupational Therapy DSL (OT), and 5) a

! Canadian Model of Occupational Performance and Engagement (CMOP-E)




researcher journal. The study was conducted at 2 hospital sites over a period of 12 months

from October 2007 to September 2008.

This study of learning through participation in practice is conceptualized from a
sociocultural paradigm, in which learning is understood as the construction of knowledge
and skills which are socially mediated and embedded in context. Activity theory (Engestrom,
1993) allowed me to gain insight into the relationship among workplace affordances,
constraints and the occupational therapists’ agency in learning. The processes and patterns of
collaboration in the workplace were explored to understand how health professionals and
clients contribute to beginning practitioners’ learning. The workplace provided a space for
learning “distributed among activities, continuous interactions and relationships of people”
within the activity system (Fenwick, 2008b, p. 228). The daily routines of professional
practice enabled me to understand the nature of the community of practice and how

occupational therapists develop ways of knowing.

Research Questions

This study sought to answer the following questions:

1. How do beginning occupational therapy practitioners learn in the practice context?

2. What are the workplace pedagogic practices which support the construction of

knowledge among beginning occupational therapy practitioners?
3. How do clients mediate occupational therapists’ learning?

4. How do workplace affordances and constraints, and individuals’ agency shape beginning

occupational therapists’ participation and learning through work?




Terminology

To foreshadow the use of the different discourses of ‘client’ and ‘patient’ for the
reader, I will use the term ‘patient’ when discussing the study site and the nature of activities
in the acute care hospital context such as patient care, patient care plans, patient chart, patient
safety and patient priorities. ‘Patient’ will be used in the Literature Review if this was the
term used in the articles or books discussed. ‘Patient’ will be used primarily in the
Methodology and Description of Findings chapters of this thesis. I will use the term ‘client’
throughout the remainder of the thesis because this discourse reflects my philosophy and

values as an occupational therapist, and my belief in client-centred practice.




GLOSSARY OF TERMS

Activities of Daily Living (ADL)

Self-care (toileting, dressing, bathing, grooming, eating), mobility (transfers, ambulation),
communication, home management (shopping, meal preparation, household activities),
community living (driving, shopping). In some classifications, instrumental activities of daily
living (I-ADL) are used to describe activities that require more complex environmental
actions and skills and would include community living and home management (Pedretti &
Early, 2001).

Assistive devices

Medical equipment or a product that enables people to participate in daily life activities. The
technology may compensate for limited function such as a wheelchair or cane for mobility;
or may maintain independence and quality of life (e.g. adapted driving aids, medical alert
system, self-care equipment). Home safety products are another category of assistive devices
(e.g. bathroom grab-bars, ramps, non-slip flooring, motion sensors).

Canadian Model of Occupational Performance and Engagement (CMOP-E)

A conceptual model which describes the interaction between person, environment and
occupation, and involves clients doing or participating in occupations (Townsend &
Polatajko, 2007).

Client and Patient

The patient is the recipient of health care services. I will use the term ‘patient” when
discussing the study site and the nature of activities in the acute care hospital context such as
patient care, patient chart, patient care plans, patient safety and patient priorities. ‘Patient’
will be used in the Literature Review if this was the term used in the articles or books
discussed. ‘Patient’ will be used primarily in the Methodology and Description of Findings
chapters of this thesis. I will use the term ‘client’ throughout the remainder of the thesis
because this discourse reflects my philosophy and values as an occupational therapist, and
my belief in client-centred practice.

Client-centred practice

“Collaborative and partnership approaches used in enabling occupation with clients who may
be individuals, groups, agencies, governments, corporations or others; client-centred
occupational therapists demonstrate respect for client’s needs, and otherwise recognize
clients’ experience and knowledge” (CAOT, 1997, p. 180).

Clinical reasoning

Critical thinking and decision-making processes involved in clinical practice; “it enables
practitioners to take ‘wise’ action, meaning taking the best judged action in a specific
context” (Higgs & Jones, 2008, p. 4). It is “the process used by practitioners to plan, direct,
perform and reflect on client care” (Schell & Schell, 2008, p. 5).




Collaboration

“Interdependence of thinkers in the co-construction of knowledge-among partners and in
small groups” (John-Steiner, 2000, p. 3). Collaboration involves mutual learning, dialogue
and co-construction of knowledge.

Grand Rounds

A format meeting of health professionals, at which physicians present a clinical problem,
case or treatment. “Grand rounds originated as part of residency training wherein new
information was taught and clinical reasoning skills were enhanced. Grand rounds today are
an integral component of medical education”
http://www.medterms.com/script/main/art.asp?articlekey=40370

Kardex

A method of medical documentation providing a quick reference to patient care information
such as medications, contacts, treatment goals and discharge plans. The information is
recorded on a file card (Kardex ™). (Mosby, 2009).

Occupation

The activities people engage in throughout their daily lives to give their life purpose and
meaning, develop their identities and express themselves (Christiansen, 1999).

Occupational change

Adapting, adding or removing occupations because of transitions, losses, and/or changes in
health and well-being occurring throughout one’s life (Townsend & Polatajko, 2007).

Occupational performance

The ability to engage in occupations within a particular social, cultural, physical and
institutional environment (Baum & Law, 1997; CAOT, 1997).

Occupational therapy

“Occupational therapy is a profession concerned with promoting health and well being
through occupation. The primary goal of occupational therapy is to enable people to
participate in the activities of everyday life. Occupational therapists achieve this outcome by
enabling people to do things that will enhance their ability to participate or by modifying the
environment to better support participation” (World Federation of Occupational Therapists,
2004, p. 3).

Occupational therapist (OT)

Occupational therapists are regulated health professionals “who help people learn or re-learn
to manage the every day activities that are important to them, including caring for themselves
or others, caring for their home, participating in paid and unpaid work and leisure activities.
The people occupational therapists work with may be having difficulties because of an
accident, disability, disease, emotional or developmental problem or change related to the
normal aging process” (College of Occupational Therapists of Ontario, 2010).



http://www.medtenns.com/script/main/art.asp?articlekev==40370

Occupational therapy assistant (OTA)

Personnel who support the occupational therapist in providing occupational therapy services.
In some contexts, the term support personnel is used instead of occupational therapy
assistant. An occupational therapist supervises an OTA and assigns components of
occupational therapy services to them. As a regulated health professional, the occupational
therapist is responsible and accountable for occupational therapy practice (CAOT, 2007).

Scope of practice

“The procedures, actions and processes that a registered individual may perform. A
professional scope of practice describes the full range of activity open to the profession as a
whole” (College of Occupational Therapists of Ontario, 2009, p. 2).

Senior therapist

An occupational therapist with minimum of 6 years of practice experience, with advanced
competencies, demonstrated professional development and best practice, and ability to
provide leadership.

Team meeting

A multidisciplinary meeting in which members of the team responsible for patient care
review patients’ progress and share information regarding their care trajectory.

Therapeutic communication

An interpersonal interaction between a health care provider (practitioner) and a client in
which the health provider communicates respect, understanding, and empathy and focuses on
the client’s needs (Davis, 2006).

Thoracic
Related to a person’s chest.

Transfer

To move a patient or assist a patient in moving from one surface or position to another such
as from a bed to a wheelchair, or from standing outside the bathtub to sitting in the bathtub.
Transfer may also be used to signify when a patient changes systems such as transfers from a
hospital to a long-term care facility.

Unit
A floor(s) of the hospital designated to a particular patient population or specialty area such
as medicine, orthopedics, surgery, or rehabilitation.




CHAPTER 2. LITERATURE REVIEW

The interest in workplace learning research and practice has expanded in the past
decade (Bratton, Mills, Pyrch & Sawchuk, 2003). Political, economic and social changes
such as a revolution in information technology, increased casual and contract work,
globalization and privatization have resulted in a greater emphasis on learning in the
workplace (Fenwick, 2001; Tennant, 1999). As an interdisciplinary field of study, workplace
learning draws upon a diverse theoretical foundation including adult learning, sociological,

and organizational theories (Bratton, Mills, Pyrch & Sawchuk, 2003).

Fenwick (2008b) conducted an analysis of the literature focusing on individual and
collective learning in the workplace, published in journals reflecting diverse perspectives of
inquiry. Two perspectives of the learning context emerged. Learning was conceived “as a
web of relations or as a container” (p. 239). Context viewed as a web of relations reflects
notions of learning as participation, embedded in practice, distributed among a community,
and mediated by tools, symbolic systems and people. These themes are congruent with a
sociocultural paradigm which is the worldview I adopted for this present study. In this
chapter I have chosen to discuss topics that are consistent with workplace learning conceived
as a relational process (Fenwick, 2001). I will discuss the situated perspective of learning
through engagement in work, the role of patients in health professionals’ learning, the
contemporary health care context, affordances and constraints, transition between the

contexts of school and work, and curricula frameworks.
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Workplaces as Learning Environments

There has been an increased focus in educational research on workplace iearning
(Fenwick, 2001), including debate concerning how learning is conceptualized in workplaces
and educational institutions. Part of the discourse in workplace learning concerns the
formalism of practices situated in academic and work contexts (Billett, 2002a). Billett (2001,
2002a, 2004), Eraut (2004a), and Hodkinson (2005) have discussed informal and formal
attributes of learning. Eraut (2004a) proposes that workplace learning is informal
characterized by a greater scope and flexibility for learners than formal training found in
academic settings. He proposes a continuum ranging from informal learning characterized by
implicit, unstructured learning, without a teacher, and formal learning characterized by
deliberative, planned learning opportunities, with a teacher or coach. Hodkinson (2005)
argues that learning cannot be clearly separated into two distinct entities, rather elements of
“formality and informality in learning coexist” in education institutions and workplaces (p.
524). Billett (2001) believes that these contexts represent different kinds of practices that are
socially, culturally and historically situated, and learning is a product of engagement in the
activities of a particular practice. Describing workplaces in terms of formality does not
promote an understanding about the characteristics of workplaces as learning environments
or learning spaces (Billett, 2004). This conceptualization also erroneously supports the
assumption that in the absence of an educational institution, teacher, or formal curriculum,
learning is either not occurring, or if it is, this learning is inferior or weaker compared to that
which occurs in educational settings (Billett, 2004). Furthermore, characterizing learning
environments as informal or formal does not account for people's own agency in engagement
in work practices and knowledge construction. A broader perspective of learning is needed

which considers participation as the primary focus of a workplace pedagogy (Billett, 2002a).

1



This is salient because in the contemporary workplace individuals are responsible for their
professional dgvelopment and lifelong learning. The knowledge required for effective
participation in work, is constructed, in part, in the workplace, therefore it is critical to
understand the activity systems, the ways in which a person interacts with the systems, and

how these influence learning (Billett, 2001a; 2002b; Greeno, 1997).

In activity theory, the contexts for learning are activity systems comprising the subject,
object and mediational means in a holistic manner (Engestrom, 1993). Activity theory
considers that individuals’ development is shaped by their participation in the social
practices of their community (Daniels, 2004). This provides a valuable perspective to explore
how learning is “structured by and distributed across social practices” (Billett, 2002c, p. 83)
and how the workplace affords or constrains opportunities for learning. A situated
perspective of learning conceptualizes knowing as changing participation in a community of
work practice including the development of a vocational identity (Billett, 2002c). The
participation metaphor (Sfard, 1998) focuses on the bonds between the individual and others,
and underlies how learning is embedded in the activities, tools, and interactions in the
workplace. Wenger (1998) proposes that learning is a “process of becoming”™ and of
transforming “who we are and what we can do” (p. 215). In this perspective, learning
involves constructing knowledge in a particular context which offers a space for participation
and the formation and transformation of identity. Identity may be defined as “an image, a
symbolic code, representing something the subject desires to belong to or identify with”
(Fenwick as cited in Hokka, Rasku-Puttonen, & Etelédpelto, 2008. p. 54). Individuals’
engagement in sociocultural activity and the meaning they derive from this lived experience

contributes to the development of professional identity (Lave, 1993). Participation can be

12



conceptualized as the “process of appropriation of meanings and thus learning fo be” (Hung
& Chen, 2002, p. 248). This concept is different than learning ‘about’ which comprises the
factual knowledge or theories that belong to a particular community such as how health is
conceptualized and understood in a medical community. Therefore identity in a profession is
developed through enculturation within a community of practice in which individuals engage
in activities mediated by rules, artifacts, roles and interactions with others (Daley, 2002;
Hung & Chen, 2002). Communities of practice are practitioners who share a domain of
interest or endeavour (Wenger, 1998). They engage in joint activities and have a shared
repertoire of tools, stories, experiences, and ways of approaching and working on problems.
Wenger describes this collectivity as “a shared practice” (Wenger, 2006, p. 1). The concept
of communities of practice allows us to identify the norms, values and procedures of
workplaces, and explore how the division of labor and opportunities for participation are
distributed across the work context. Lave and Wenger’s (1991) situated learning perspective
emphasizes the relational nature of learning (Sebrant, 2008). Identity is constructed through
participation with others and the appropriation of ways of knowing within a community.
Workplace learning therefore requires an understanding of a person’s role and status in a
community, how they engage with workplace practices, and how they make sense of their

experiences (Hokka, Rasku-Puttonen, & Eteldpelto, 2008).

Eraut (2004a) proposes that the workplace context is “rarely structured with learning in
mind” (p. 247). Therefore, the learning that occurs through participation in work is often
unrecognized by workers and employers. The amount of knowledge building that occurs in
the workplace is underestimated. Workplaces do not consciously think of their workers as

learning, rather, they are focused on the outcome of workers doing a good job (Millar, 2008).
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In contrast, Billett (2002a) proposes that work activity is intentionally organized to structure
workers' access to the knowledge needed to sustain a particular practice. This structuring is
described as the learning curriculum by Lave (1990), “a pathway of experiences that leads to
full participation in the social practice” (p. 314). The object, norms, practices and division of
labor in the workplace determine who engages in workplace activities and how they engage
(Billett, 2001b). The pathways of participation shape learning, beginning at the periphery and
enabling a means of accessing resources for understanding (Lave & Wenger, 1991). Support
from more experienced co-workers assists learners in developing ways of thinking and acting
to develop the capacities needed for work. Learners engage in goal-directed activities which
progress in complexity and lead to competence in practice. Participation and learning are
therefore regulated by the workplace in the same way that an educational institution has
norms, goals and practices to frame students’ engagement in learning activities. Billett
(2002c) emphasizes the need to “understand how the workplace invites workers to
participate in its activities and guidance, and how individuals elect to engage with what is
being afforded by the workplace” (p. 94). The pedagogical qualities of workplaces as
learning contexts are based on an understanding that knowledge is embedded in, and

distributed across social practices (Billett, 2002c; Cole & Engestrom, 1993).

Billett (2002c¢) identifies four interdependencies in workplace settings which can be
used to determine individuals’ participation and how knowledge is distributed in the
workplace. First, learning is a process shared with others. It is therefore important to identify
the historical and cultural structures associated with work which influence access to guidance
and participation. These structures may be formal such as a health care team that determines

the division of labor around the object of patient care, or informal such as a collaborative
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working relationship between an occupational therapist and an occupational therapy
assistant. Secondly, participation and support provided to workers is influenced by the
worker’s standing in the workplace such as whether they have full-time or part-time status,
perceived value of the work by others, their decision-making role within the organization,
and their physical location in relation to other workers. Thirdly, Billett (2002¢) proposes that
guidance may be more accessible when workers are engaged in similar activities than when
the learners are isolated from other workers. Lave’s (1990) study of tailor apprentices is an
example of learning from others in a community. The apprentices learned from tailors and
other apprentices the practice of making garments. They also developed social and cultural
knowledge such as learning about customers’ social status and about the value of the
tailoring trade. In this view, access to observation of others and to expertise provides an
opportunity to learn with, and alongside others. Through this participation, individuals
become full participants in the activities of practice. Finally, it is the interaction among
elements of the activity system comprising individuals, artifacts, and objects, which mediate

participation in work practice.

Role of Patients in Health Professionals' Learning
Patient Participation in Clinical Practice

In the health care context, patient care is the shared domain of interest for members of
the community of practice. In this collective view of learning, what is the role of patients in
health professionals’ knowledge construction and meaning-making? The literature on patient
participation reveals two foci of inquiry: 1) philosophical approaches to clinical practice
involving patients’ role in clinical decision-making, or 2) structured approaches to patients’
involvement in health professionals’ knowledge construction. These domains will now be

discussed.

15



The notion of patient participation in health care began with the World Health
Organization’s Charter on Health Promotion, which was launched at the First International
Conference on Health Promotion in 1986. This Charter defined health promotion as “the
process of enabling people to increase control over, and to improve their health” (World
Health Organization (WHO), 2009, p. 2). The adoption of a holistic approach to health
involving patient participation is attributed to WHO international policies and research
emanating over the past 30 years since the creation of the landmark Charter. Societal changes
including increased awareness of consumer knowledge and rights, the advent of self help
groups, and increasing health care costs and fiscal constraints have also contributed to the
emergence of patient participation in health care interactions (Cahill, 1998). Researchers
have proposed various models to describe the contributions of the patient and professional in
these interactions. Two of these conceptualizations, patient-centredness and client-
centredness will now be explored. I will use the term ‘patient’ to reflect the discussions in the

medical literature and client’ to reflect the discussions in the occupational therapy literature.

In medicine, the term ‘patient-centredness’ is “a widely used, but poorly understood
concept” (Stewart, 2001, p. 444). A common misconception is that patient-centredness
means sharing all knowledge and decisions between patients and doctors. However being
patient-centred means placing the person at the centre of the intervention, responding
appropriately to their desire for information, and “attempting to understand the patient’s
thoughts, feelings and expectations as well as his or her symptoms” (Sumsion, 2006, p. 5).
Levenstein, McCracken, McWhinney and Stewart (1986) present a patient-centred model in
family medicine which integrates the parallel agendas of physician and patient. The

physician’s objective is to determine the diagnosis through medical tests and procedures. The
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patient’s objective is to understand their illness through expressing their thoughts,
expectations and apprehensions regarding their situation. In a patient-centred approach, there
is an effort to find common ground and reach agreement on the patient’s problems, treatment
goals and the roles of the patient and physician in the care plan (Stewart, Belle Brown,
Weston, McWhinney, McWilliam & Freeman, 2003). This is facilitated by exploring both
the disease and the patient’s experience of illness, and by understanding the person within
their social and cultural context. An enhanced patient-doctor relationship is the foundation
for physician’s coming to know the patient and enabling them to improve their health

(Stewart et al., 2003).

In occupational therapy, the term ‘client-centredness’ describes an approach to practice
which focuses on the person, their strengths, their view of the problem, and their goals for
treatment (Law, Baptiste & Mills, 1995). In client-centred practice the therapist and client
work in partnership to achieve goals, with the therapist assuming the role of collaborator and
facilitator rather than directing the treatment process (Sumsion, 1993). There is a philosophy
of empathy, respect and support for individuals receiving occupational therapy services.
While there are some shared components of patient-centred and client-centred approaches,
the language reflects fundamental differences in the discourse of medicine and occupational
therapy. Physicians’ power and authority are “communicated by defining people as patients”
(Townsend, 1998, p. 46). A shift in power from dependence to partnership and
interdependence is communicated by using the term client (Townsend, 1998). In this
approach individuals have an active role in defining treatment goals and outcomes, and

making choices about the occupations that are important to them (Sumsion & Law, 2006).
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Cahill (1998) conducted a critical review of the literature on patient and professionals’
roles and perspectives of patient participation in health care practice. Cahill discusses
different conceptualizations of participation and identifies common elements among these
including patient involvement in identifying problems, setting treatment goals, sharing
information and making decisions about health. In understanding patients’ preferences for
participation in care, factors such as the individual’s age, culture, level of education, medical
condition and knowledge of their condition are important to consider. Some patients such as
older adults and those who are more acutely ill may not want to participate in decisions
regarding their care. For others, such as persons living with chronic disease, participation is
essential if they are to manage their health and avoid deterioration and progression of
symptoms. In the hospital setting, the voice of medicine “dominates and decontextualizes
events” to fit the institution’s routines and norms (Maseide, 2007, p. 613). This context, in
which services are structured according to a medical hierarchy, may be less oriented to
patient participation compared to an organization in which services are structured in a more
horizontal, collaborative fashion, such as a community clinic (Cahill, 1998). Therefore,
sociocultural and political factors influence patient and health professional perspectives
about the concept of participation and how it is enacted in practice. Most of the studies about
a participatory approach to health care have used quantitative methodologies and have not
observed what actually happens in practice (Cahill, 1998). The majority of the research has
also been conducted in the context of medicine and further studies are needed within the

context of other health professions.
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In an occupational therapy study, eight consumers in the Ontario mental health system
shared their perceptions of client-centred practice in two focus groups (Bibyk et al., 1999).
The groups were led by the clients’ occupational therapist however the influence of this
relationship on the data findings was not discussed. Participants believed that being client-
centred means that there is an equal, participatory, and respectful relationship between client
and therapist. The therapist is non-authoritarian and it is this “absence of a struggle for power
and control” that is one of the essential elements of being with a client-centred therapist (p.
12). Responsibility for setting treatment goals and working towards these rests with the
client. Participants in this study hoped that their insights and discussion would encourage
occupational therapists to recognize clients’ knowledge of their abilities, limitations, and
resources, and provide clients with choice regarding their health. Participation is
conceptualized as an integral part of practice in which the voice of the individual receiving
services is heard and respected. In a more current study exploring health consultations in
general practice, homeopathy, and psychoanalysis in Finland, Perikyld, Ruusuvuori &
Lindfors (2007) propose a similar conceptualization of participation. This approach
“involves the ways in which patients are given opportunities to contribute to the discussion
on what the health problem is and what should be done about it” (p. 122, emphasis in the
original). They caution that the nature and meaning of patient involvement depends on the
context, the goal of the health interaction, and the practice paradigm and related activities.
For example, while the enactment of psychoanalysis requires patient participation, general
practice may be less dependent on patient participation to arrive at a diagnosis and determine

a treatment direction.
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Exploring the extent to which patients desired a voice in health care consultations was
the focus of Thompson’s (2007) qualitative study. Data collection consisted of 48 semi-
structured interviews, 36 focus groups, and 12 workshops with the same 208 individuals.
Participants reflected differences in social class, age, health, gender, physical environment
(rural, suburban, inner cities) and experiences with the National Health Service in England.
The interviews and focus group discussions concentrated on individuals’ type of involvement
in health care consultations. Participation was understood as “involving patients in
discussions about their condition, providing them with relevant information, asking for their
opinion on possible treatments, and involving them in the decision-making process, should
they so wish” (p. 50). It was acknowledged that some people cannot be involved or choose
not to be involved because of their knowledge, attitudes or values, or because of their
medical condition such as a traumatic injury, or cognitive impairment. Thompson classified
patients’ perspectives of desired involvement into five levels; non-involvement,
“information-seeking, information-giving, shared decision-making, and autonomous
decision-making” (p. 58). These levels were contrasted with professionals’ perspectives of
patient involvement. In shared decision-making there is mutual respect, open
communication, and collaboration between the patient and professional. Dialogue and shared
power is the foundation for patient participation. Similar to Perdkyld, Ruusuvuori and
Lindfors (2007), Thompson proposes that patient participation is dynamic. It depends on the
type of illness, the patient’s knowledge and interest in participation, and the social, cultural
and political context. His taxonomy is a means to identify patient and professional

perspectives of involvement to promote effective communication.
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In summary, many researchers are advocating greater client participation in health care
encounters to achieve a more holistic view of the client, thgir disease and their illness
experience, and to enable clients’ autonomy in decision-making (Thompson, Ruusuvuori,
Britten & Collins, 2007). In addition, there is evidence that client-centred communication is
associated with patient compliance, satisfaction, and improved health outcomes (Stewart,
2001). Research also indicates that client participation in health care leads to shorter periods

of hospitalization (Lott, Blazer, & West, 1992).

Patient Participation in Clinical Education

Research on patient-centred approaches in medical education has tended to be
descriptive, focusing on enhancing doctor/patient relationships through health
communication skills, and strategies for teaching at the bedside (Bleakley & Bligh, 2008;
Kurtz, Silverman, & Draper, 2005; Ramani, 2003; Spencer, 2003). Research on health
communication concerns how to facilitate clients’ participation in physician-client
interactions. Studies indicate that physicians often restrict clients’ opportunity to share all of
their concerns and pursue a problem without knowing if this is the most important to the
client (Marvel, Epstein, Flowers, & Beckman, 1999, p. 286). This form of interaction is
likely based on time constraints and financial pressure to maintain high client caseloads
(Langewitz, 2002). Marvel et al. (1999) recorded the interviews of 264 client visits to 29
family physicians. The study was conducted in doctors’ offices in the United States and
Canada. Different aspects of the interviews were analyzed such as the physician’s statement
to begin the interaction “How can I help you?”, “What brings you in today?” (p. 284), the
client’s indication that they were completed expressing their concerns, and the physician’s
interruption of the client’s talk. They found that physicians allowed clients an average of 23

seconds to initially discuss their concerns before they take the lead in communication. It is
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important to note that this length of time is not the total time available for the clinical
interview, but refers to the initial portion in which the agenda for the visit is set. Marvel et al.
(1999) suggest that redirection of clients’ initial descriptions of their concerns may be
associated with “missed opportunities to gather potentially important patient data” (p. 283).
Similarly, Langewitz (2002) studied the uninterrupted talking time of 335 patients and 14
doctors at an outpatient hospital clinic in Switzerland. Physicians were asked to use a
stopwatch to record the length of time clients talked before they indicated that they wanted
the physician to assume the lead. The clients were unaware that they were being timed. The
results indicated that the clients talked for an average of 92 seconds. The majority of clients
completed the initial disclosure regarding their concerns in two minutes. While the time
factor in the above studies is interesting because it is very succinct, the relevancy of the
findings from a sociocultural perspective is found in the statement, “in all cases doctors felt
that the patients were giving important information and should not be interrupted”

(Langewitz, 2002, p. 682).

The first international conference, entitled Where’s the patient’s voice in health
professional education, explored clients’ teaching role within various academic initiatives
(Farrell, Towle, & Godolphin, 2006). The conference proceedings illustrated clients’
participation in the education of occupational therapists, physiotherapists, nurses, physicians,
social workers and other disciplines. Clients are involved in structured learning sessions for
health professional students such as lectures and laboratories, and in university curriculum
committees. As teachers, clients are part of standardized assessment and training in licensing

examinations for various health professionals. In these exercises, students’ skills in physical
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examination, observation, listening, and empathy are evaluated. Clients are also involved in

sharing stories of their medical condition and experiences with students in the classroom.

Doshi and Brown (2005) discuss methods of patient-based teaching for psychiatry
trainees in the UK. Medical students may be assigned a caseload in which they are
responsible for assessing and treating patients under the guidance of their supervisor. Patients
are carefully selected so that their health is not adversely affected by participating in teaching
and to ensure that the identified learning objectives will be fulfilled. Learners share their
findings and impressions with the medical team and with their supervisor. Shadowing an
experienced clinician’s interactions with patients is another form of patient-based teaching.
In these approaches, a curriculum is clearly defined with learning outcomes based on the
physician’s professionalism and performance of tasks (Doshi & Brown, 2005). In medicine,
patient-based teaching, or bedside teaching as it is sometimes termed, is structured to enable
students to develop medical knowledge and professional skills including decision-making,
communication, empathy and clinical reasoning (Spencer, 2003). Researchers note, however,
that opportunities for this form of teaching is decreasing because of fewer patients (patients
are too sick to participate, faster patient discharges), reliance on technology, limited
supervisory resources, and conflicting demands of providing patient care and teaching
students (Doshi & Brown, 2005; Ramani, 2003; Spencer, 2003). In occupational therapy,
similar structured approaches to learning in the clinical environment can be found in
fieldwork experience. Fieldwork enables students to apply theory to practice, learn and
practice assessment skills and treatment methods, and know the real-world of occupational
therapy through interaction with patients and team members (Missiuna, Polatajko & Ernest-

Conibear, 1992; Tompson & Ryan, 1996b).
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Bleakley and Bligh challenge the conventional model of medical education in which
the dialogue between doctor (as teacher) and student is the primary means of knowledge
production. The researchers propose a patient-centred model involving patients, different
health professionals and students. The patient “assumes an active role as educator” and the
student collaborates with patients, health professionals and other students in their learning
(Bleakley & Bligh, 2008, p. 95). This shifts the power in learning from doctor as the source
of knowledge, skills, and attitudes, to shared power between student and patient who co-
construct knowledge. In a patient-centred model, the medical student’s clinical expertise is
based on their ability to listen to the patient’s voice (what is said, what is not said, the
silences and inconsistencies), and to tolerate uncertainty. This is radically different than
trying to fit the patient into a defined medicalized script or a general case study which is
enacted in rational, problem-based learning. Dialogue between student and patient allows for
the construction of new knowledge and the “interpretation of the symptoms of this specific
person in this specific context” (Bleakley & Bligh, 2008, p. 104). This patient-based
approach to learning in medicine is consistent with activity theory in which students and
patients’ participation is mediated by health professionals, language and other artifacts in a

community of practice.

The mental health literature has explored the participation of consumers of mental
health services in the design of nursing curriculum and in changing stigmatizing attitudes
towards persons living with mental illness (Bennett & Baikie, 2003). Bennett and Baikie
discuss their collaboration in a mental health course in an undergraduate nursing program.
Bennett, a nurse educator, and Baikie, a client with schizophrenia, collaborated in the

development and presentation of education sessions in which Baikie shared stories of his
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mental illness and experience of recovery with nursing students. Students were later asked to
respond to an exam question which required them to reflect on their understanding of the
impact of mental illness on a person living with schizophrenia. Their responses indicated that
they developed knowledge about mental illness, awareness of their attitudes, and empathy
for the individual’s experience. For the client, the opportunity to share his story with students
allowed him to reflect on his illness and discover meaning in his illness experience. Bennett
discovered that through her collaboration with Baikie her own assumptions about mental
illness were challenged. Bennett and Baikie noted that a critical component of involving
clients in the education process was students’ enhanced understanding “about the nature of
lived experience, and personhood as it relates to the illness” (p. 110). They concluded that
involving clients in the education process has the potential to benefit students, educators and

clients.

In summary, while the research recognizes that clients have an important role in the
education of health professionals, the research focuses on structured approaches to client
participation and involvement in learning. A reconceptualization is needed in which clients

are viewed as an integral part of learning in a health care community of practice.

The Contemporary Health Care Context

The current health care context is characterized by social, political and economic
changes, as noted earlier (Fenwick, 2001; Tennant, 1999). These changes have contributed to
the belief that the key to survival in such a competitive environment is the development of
knowledgeable workers and innovative practices with workplaces as sites of “creative
communities of learning” (Fenwick, 2001, p. 5). However, this vision does not consider the

political dimensions of the workplace which shape participation and knowing. Power
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structures have resulted in an increase in privatization, a move from full-time to casual or
part-time work, and an increase in workplace stress (Fenwick, 2001). Governments are
limiting public spending and emphasizing value for money. Education and health-care
sectors in particular, are being scrutinized and evaluated (Barnett, 1999). In health care,
patterns of work, roles, systems and institutions have changed. Since the early 1990°s, health
care restructuring has had a profound impact on health care professionals’ identity and
practice (Lopopolo, 2002). The health care system has been reformed because of “a budget
crisis and political directives [which] called for large-scale decreases in care costs” (Sebrant,
2008, p. 196). A significant portion of these health care costs are related to health
professional services, therefore funding organizations such as insurance companies have
tried to assume greater control over health professional services (Rappolt, Mitra & Murphy,
2002). In an effort to achieve fiscal responsibility and managed resources, hospitals have
undergone major organizational change. The private sector has also become more involved
in health services (including provision of rehabilitation services by auto insurers and
workplace safety insurers), and home care services have been reformed (Rappolt, Mitra, &

Murphy, 2002).

In the past 10 to 15 years, a decentralization process has occurred in hospitals and other
institution-based health organizations to eliminate the traditional hierarchy of profession-
specific departments and directors, and achieve smaller, managed entities (Rappolt, Mitra, &
Murphy, 2002). Program management was introduced in which services are organized
according to diagnostic groups which are typically managed by nurses and other clinical and
financial administrators. This reform was supported by the Ministry of Health in Ontario

through funding initiatives based on a program structure (Baker, 1993). While the
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arrangement of individuals and work groups varies in hospitals across Canada, program
managers are usually responsible for decision-making, and human and fiscal resources
(Miller & Solomon, 2002). Baker (1993) highlights some of the advantages and
disadvantages of a program management structure. The traditional organizational design
encouraged “identification of professionals with their disciplinary colleagues,” and provided
supervision by a director from the same profession (Baker, 1993, p. 221). In program
management, many professionals fear the loss of their professional identity and standards
because they are no longer aligned with their discipline. Baker (1993) also notes that the
elimination of a departmental director makes career advancement more difficult. Conversely,
program management allows an organization to clearly define its role in patient care, the
resources required, and the outcome of services provided. The emphasis is on financial
control, achievement of workload demands within the program budget, and improved patient
care. These conditions influence the context of work and how individuals learn in

“workplace communities of practice” (Fenwick, 2001, p. 7).

Rappolt, Mitra and Murphy (2002) interviewed occupational therapists who worked in
the restructured health settings of program management, home care or private practice, to
examine their perceived capacity to engage in continuing education and evidence-based
practice. In the program management group, nineteen occupational therapists with an
average of 18 years of practice experience were interviewed. The participants worked in
mental health settings, rehabilitation centers, or chronic care facilities. The majority of the
participants had both clinical and administrative responsibilities. In their administrative role,
the participants did not have authority for management of occupational therapy services or a

budget for continuing education. They reported to managers who were not occupational
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therapists, which is the typical structure in program management. The study findings
suggested that these contextual factors reduced “the capacity of occupational therapists
practicing in program management to meet professional standards of accountability” (p.
298). The participants perceived that organizational support for continuing education was
inadequate and felt that they were unable to use research evidence to inform their clinical
practice. In all three restructured contexts, the occupational therapists experienced a sense of
isolation from their peers, loss of control of their work, and instability of job positions and
work settings. The study indicates that strategies are required to enable occupational
therapists to gather relevant research evidence, appraise it, and integrate research findings
into clinical practice. An understanding of individual and workplace factors that support the

utilization of evidence is needed to promote optimal services for clients.

Lopopolo (2002) surveyed 273 physiotherapists in the United States who worked in
hospitals that were involved in organizational restructuring for an average period of 4 years.
The purpose of the study was to identify the relationship between changes in professional
role behaviours and the outcomes of job satisfaction and commitment to the organization.
The influence of perceived stress and commitment to the physiotherapy profession in relation
to the two outcomes, were also explored. The majority of the participants in the study
provided direct patient care and were supervised by a physiotherapist. The participants
completed a questionnaire which examined role behaviors, role demands, job satisfaction,
and organizational commitment. Findings revealed that participants who had higher levels of
stress as measured by role conflict, role demand and role ambiguity had “lower levels of job
satisfaction” (p. 997) and less commitment to the organization. Professional role behaviours,

notably interactions and integration with other clinicians, had a positive influence on job
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satisfaction. Lopopolo (2002) proposed that these interactions may contribute to a sense of
individual competency and group cohesiveness, and may facilitate adaptation to changes in
the hospital environment. Commitment to the profession also had a positive influence on job
satisfaction and organizational commitment. Lopopolo recommended that workplaces
nurture professional behaviours and commitment to the profession as a means to mitigate the

negative effects of restructuring on productivity and effectiveness of care.

Miller and Solomon (2002) conducted a qualitative study of 29 physiotherapists to
learn how a change from a profession-specific departmental structure to a program
management structure, influenced their professional practice. The physiotherapists were
clinicians in a large teaching hospital and had practiced an average of 10 years. Five focus
groups were held with 3 to 7 physiotherapists per group, for a total of 25 participants.
Individual semi-structured interviews were conducted with another 4 physiotherapists. The
physiotherapists’ experience of professional practice following the move to program
management was captured in different themes including low morale, and a feeling of loss
related to their professional identity that was fostered in a cohesive, profession-specific
department. They missed the interactions, opportunities for emotional support, access to role
models, and friendships that were afforded to them in a departmental structure. Another
emergent theme was the loss of opportunities for professional development. Program funds
were designated for patient care and education funds were often not included in program
budgets. Some of the participants perceived that the change to program management
provided them with a greater recognition of physiotherapy’s role with an opportunity to
expand their scope of practice beyond direct patient care. However the majority of the

participants felt that program management had a negative effect on physiotherapy services.
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There was less time available for patient care because of additional administrative and
operational responsibilities inherent in a program structure. Miller and Solomon (2002)
recommended formal mentoring programs to support physiotherapists in a program
management environment. They propose that mentorship will foster socialization of new

employees, professional development, and promote professional attitudes and values.

Affordances and Constraints

Learning through work is shaped by engagement in everyday work activities, and
access to both direct guidance (supervision, interactions with co-workers, questioning) and
indirect guidance (artifacts, modeling, observing) (Billett, 2002a). According to Lave (1993)
“situated activity always involves changes in knowledge and action” and these changes are
“what we mean by learning” (p. 5). Participation is learning (Lave, 1993). Therefore how the
workplace affords opportunities for participation and access to support, and how individuals
choose to engage in social practices, will help us understand learning through work. Activity
theory assumes that individuals are active in their own development (Russell, 2002) but also
recognizes that individuals act in environments with others and with shared tools. Therefore
to understand learning at work it is necessary to consider the factors that shape participation
in the actions and interactions of the workplace (Billett, 2002¢). Learning through work
involves the negotiation between workplace affordances and constraints, and individuals’
agency (Billett, 2002a, 2004). Although workplace learning strategies such as observing,
asking questions, and practicing skills provide a basis for developing working knowledge,
what we do not know is how these are “afforded to and distributed among workers” (Billett,
2002c, p. 83). Although an occupation requires certain sociocultural skills, the requirements
for performance will vary according to situational factors which determine how activities are

enacted.
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Billett (2002a) investigated the work practices of four hairdressing salons and found
that although there were common activities, the characteristics of the practice varied
depending on situational factors such as the socioeconomic location of the salon, and clients’
age, circumstances, values and interests. The salons also differed in how they afforded
participation in hairdressing activities to apprentices. In a smaller salon, each hairdresser
participated in a range of tasks such as greeting clients, cleaning the salon, and cutting and
styling hair. This context provided a pathway of activities that enabled apprentices to gain
competence and allow them to work independently early on in their practice. In a larger
salon, the apprentices spent time initially learning about the hygiene and cleanliness of the
salon, and how to interact with clients. Through observing and listening, the apprentices
learn about each task in the hairdressing process. Their participation gradually becomes less
peripheral as they begin to perform components of hairdressing such as washing and cutting
hair. They continue their engagement in activities of practice until they become a full
participant and style hair independently. This study emphasizes the importance of situated
activity in learning and illustrates how a particular workplace determines how activities are
structured and the pathways for participation. The history of individuals, their disposition for
learning and their unique ways of knowing influences participation in work practices (Billett,

2003). In this perspective, individuals define and are defined by their social practice.

Power and control regulates workplace learning opportunities and participation,
consequently learning in the workplace is not informal, ad hoc or unstructured (Bierema,
2001; Billett, 2004; Solomon, 1999). The readiness of the workplace to afford opportunities
for participation and access to support depends on a number of factors including gender, age,

class, language, culture, employment status, and workplace affiliations (Billett, 2001a;
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Fenwick, 2001). Consequently, workplace affordances are not distributed evenly.
Individuals’ access to knowledge is complex and contested. Contestation is an important
characteristic of workplace communities in which “practices and rules of engagement are
constructed through the unequal interactions of those within it” (Hodkinson, 2005, p. 524).
Contestation arises when there is an imbalance between individuals’ knowing and the
expectations and demands of work, or the norms of the community of work practice (Billett,
2002c¢). Individuals’ agency will determine how they participate and learn within the

community and strive to overcome this dissonance.

The structure of the social practice, “its power relations and its conditions for
legitimacy” shapes the possibilities for learning (Lave & Wenger, 1995, p. 98). Contextual
factors such as the organization’s funding, legislation, procedures and resources influence
what participants do and the development of a workplace community. Fuller, Hodkinson,
Hodkinson, and Unwin (2005) explored learning among apprentices in three companies
associated with the steel industry in England. A case study approach was used to identify
workplace and individual factors in learning. The companies varied in the structure of their
apprenticeship program such as the amount of time the participants spent in college and in
the workplace, the degree of internal boundary-crossing (within the company) and external
boundary-crossing (within the community), and the methods of supervision. The company
that was more limited in scope of practice and access to participation beyond the workplace
was categorized as offering restrictive participation (Fuller & Unwin, 2003). Providing
access to learning opportunities for the apprentices was a low priority. In another company,
the goals of the apprenticeship and the supervision arrangements were unclear. The

apprentice had limited access to other communities of practice within the organization.
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During training the apprenticeship was relocated to another department based on the
company’s need. The worker had no control or choice over moving departments because of
the low status afforded to the position of apprentice. Finally, the company that allowed the
apprentice to spend time in both college and work contexts and provided the apprentice with
opportunities to experience different departments within the workplace enabled the learner’s
full participation. Fuller, Hodkinson, Hodkinson, and Unwin (2005) conclude that the issue
of power is relevant to understanding the process of learning at work. Those in control of
resources, exert power by creating or eliminating barriers to participation and therefore
learning. The researchers advocate for further case study research that explores power,
inequalities and the dynamic nature of communities of practice to inform our understanding

of how individuals learn at work (Fuller, Hodkinson, Hodkinson & Unwin, 2005).

Paradigmatic Conflict and Power Relations

The medical profession occupies the top position of the power hierarchy in health care
(Sebrant, 2008). However in the current health care climate, other professions such as
nursing have challenged the traditional power discourse with demands “to be able to act
independently and not merely as assistants” to the medical profession (Sebrant, 2008, p.
203). The profession of occupational therapy has had to fight for their influence as a
professional group in the discourse of acute care institutions. A lack of understanding by
clients, other health professionals and the public about the value of occupational therapy in
promoting health and preventing illness is a longstanding problem within the profession
(Wilding & Whiteford, 2007). A related problem is the ongoing debate about the domain of
the profession, a focus on enabling occupation, function or developing skills. This is
constrained by the confusing definitions of the constructs of occupation and activity which

are often used interchangeably (Golledge, 1998a; Toal-Sullivan & Henderson, 2004).
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Pedretti and Early (2001) identify that occupational performance is the domain of concern of
occupational therapists across practice contexts. Occupational therapists are the only health
professional who considers how a health problem impacts upon an individual’s life roles and
the occupations needed to support participation in these roles. Golledge (1998b) argues that
in order to survive in the current health care climate and maintain professional power,
occupational therapists need to clearly articulate the uniqueness of the profession if they are
to effectively promote their services to clients and to funding bodies such as insurance
companies. Walker (2001) proposes that the current health care environment creates an
opportunity for occupational therapists “to set the record straight about OT... explain, define,

and defend what we do and to identify functional gains from therapy” (p. 133).

In the acute care context, occupational therapists receive referrals that place the
medical condition at the forefront. This is at odds with the focus of the occupational therapy
profession which concerns clients’ ability to participate in occupations or the activities of
daily life that are meaningful to them. The occupational therapist is concerned with how the
medical condition interacts with other personal and environmental factors to enable or
constrain their everyday occupations. In an acute care setting, patients are often seen by the
therapist based on their diagnosis not on whether they have an occupational issue. Patients’
readiness for discharge is often determined by whether their medical condition is resolved or
stable, not whether they are able to manage at home, perform their daily activities or have the
required physical and/or emotional support in place. Wilding and Whiteford (2007)
conducted an action research project with 10 occupational therapists in an acute care setting
to explore how they articulated and justified their practice. The participants varied in terms

of their work experience. Four of the participants were new graduates, five of the participants
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had 3 to 10 years of experience and one had more than 10 years of experience. Interviews
were conducted on an individual basis with each participant. The study findings revealed that
the language used to describe practice was over inclusive and did not provide a clear
understanding of the occupational therapist’s role or domain of concern. This problematic
discourse was attributed to the notion that a “straightforward definition of occupational
therapy looked far too simple” (p. 189). The years of education, reflective practice, research,
and “the therapist’s consideration of this person, doing this occupation at this point in time
and space, are invisible to the outside world” (p. 191). Wilding and Whiteford (2007)
proposed that the philosophy, theory and language of occupational therapy are not consistent
with a medical paradigm leading to fundamental differences in how health is conceptualized.
While medical discourse concerns anatomy, diagnosis, surgery, and cure for disease or
injury, occupational therapy discourse concerns occupational performance, participation, and
engagement. In the next phase of that action research project, the participants chose to
explore new ways of talking about occupational therapy practice (Wilding & Whiteford,
2008). In this phase, 11 occupational therapists participated in individual interviews and five
group sessions. The group sessions involved discussion of patient cases and the clinical
reasoning process, how occupational therapy was explained to patients, families and other
members of the team in an acute care setting, and the impact of the research project on the
participants’ practice. The occupational therapists chose to change the language used to
describe their practice, replacing the word ‘function’ with ‘occupation’ and charting using
headings such as occupational performance and occupational history. The researchers believe
that ‘function’ is used by a range of professions and does not represent the unique philosophy
or core constructs of occupational therapy. Wilding and Whiteford (2008) advance the notion

that a change in language transformed the participants’ professional identity and
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representation in the hospital, from being unsure and vague about their role to being
confident and clear about occupational therapy’s valuable contribution to patient care. They
conclude that language has the power to improve knowledge about and portrayal of

occupational therapy in the workplace.

Walker (2001) conducted a qualitative study with 25 occupational therapists working
in a managed care environment. Through individual interviews, participants discussed how
reformed health care affected their practice and what educators should be teaching
occupational therapy students to enable them to function in this changed health context. The
participants’ views were grouped into three categories that reflected their experience of
practice. The first category, “pushing against it,” describes the occupational therapists’
challenge to adjust to a new practice process and the perceived negative effect on patients.
They experienced a dissonance between what was required clinically for the patient based on
their professional opinion and what was funded by the insurer based on cost-containment.
There was a sense of “loss of control over the occupational therapy process” (p. 132). The
second category, “going with it,” describes the therapists’ acceptance of changes in their
practice to remain competitive in, and meet the demands of managed care. The third
category, “making the best of it,” reflects the participants’ ability to adjust their practice
within the constraints of the system, by focusing on what they can effectively and efficiently
achieve with patients. The participants recommended that occupational therapy educators
instill in students a strong sense of their professional role including the ability to clearly
articulate the value of occupational therapy to others in different practice contexts. Students

also need to learn how to prioritize, and work efficiently and effectively with diverse
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populations. Knowledge of financial and business practice was also recommended to respond

to demands for cost-effective care (Walker, 2001).

In communities of practice, the shift in power destabilizes practices and changes
participation and “the kinds of meaning that can be created in a certain context” (Wenger,
1998, p. 93). The restructuring of health care can be conceptualized as a contradiction or
tension within and between activity systems. External influences such as political directives
and funding constraints which drive health care change, create an imbalance between the
elements of the system. Conflicts emerge requiring renegotiation of relationships,
redefinition of the object or goal of the system and development or redefinition of artifacts,
rules, and norms to sustain the practice. The change to managed care is not a single event
that required a period of adjustment and implementation, rather, health care will continue to
change, “driven by competition, demographics, and above all, technology” (Lohman as cited
in Walker, 2001, p. 15). This situation affords and constrains access to resources, activities

and technologies needed for practice (Contu & Willmott, 2003).

Transition between the Contexts of School and Work

Transfer of learning or “how knowledge acquired in one situation applies (or fails to
apply) in other situations” (Tennant, 1999, p. 165) is a common concern for school and
workplace educators. However, this concept of transfer and acquisition is not consistent with
a sociocultural perspective of learning. Situated learning theorists do not believe that transfer
of knowledge exists because knowledge cannot be decontextualized (Tuomi-Gréhn,
Engestrom & Young, 2003). Knowledge is historically and culturally embedded and
developed within communities of practice. The ability to adapt to changes in work contexts

depends on the commensurability of participation and the learner’s ability to negotiate these
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different systems (Lave & Wenger, 1991). Therefore, when seeking to understand
individuals’ transition between communities such as school and work we need to consider
that this involves “the construction of knowledge and skills understood as transformation
rather than the mere application or use of something that has been acquired elsewhere”
(Tuomi-Grohn, Engestrom & Young, 2003, p. 3). Transition involves transformation of the
complex relationships among the individual, mediated action and the larger social
community or contexts in which learning occurs (Cole, 1996; Engestrém, 2001). In a
sociocultural perspective knowledge must be constructed and re-constructed across contexts.
The concepts of boundary-crossing and polycontextuality in activity theory recognize that
individuals are engaged in multiple communities of practice simultaneously with specific
forms of participation (Engestrém, Engestrom, & Karkkiinen, 1995). Griffiths (2003)
believes that “the development of the capacity to make transitions, to ‘cross boundaries’,
constitutes a very profound form of learning and development” (p. 3). Similarly, Billett
(2003) states that the learner’s response to variations in practice, an important objective of

rich learning, is the result of participation in those practices.

Activity theory has important implications for how we view learning when people
change or transition between contexts such as school and work. Knowledge does not transfer
from one context to another, “what moves from college to workplace is not the learning, but
the learner” (Hodkinson, 2005, p. 527). Students and beginning practitioners require help in
integrating and resituating knowledge learned in school, in workplace practice. Students have
learned how to participate in an academic community of practice (Hodkinson, 2005). This is
different from learning in a workplace community of practice with its inherent objectives,

rules, division of labor, relationships and artifacts. Hodkinson (2005) argues that research
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concerning the transfer of learning from the academic to the workplace context is based on a
vertical perspective in which education prepares an individual for work. In this view,
individuals progress through a hierarchy of knowledge (Guile & Griffiths, 2001). This
assumes that learning is a product to be acquired and “separates the product of learning from
the learning process, from the learner and from the context of learning” (Hodkinson, 2005, p.
527). While the vertical perspective of development is important, workplace activity often
involves new problems that cannot be solved by transferring knowledge and skills from
school (Tuomi-Gréhn, Engestrom, & Young, 2003). A horizontal and multi-dimensional
perspective of development recognizes that different contexts “demand and afford different,
complementary but also conflicting cognitive tools, rules and patterns of social interaction”
(Engestrom, Engestrom, & Kirkkainen, 1995, p. 319). Transition between school and work
requires the reconstruction, resituation and interpretation of knowledge and skills, and the
formation of artifacts to mediate the differences in context. Practitioners must seek
mediational means to combine theory and practice to engage in a workplace community of

practice.

Eraut (2004b) describes different forms of knowledge and the influence of context on
knowledge construction. Learning in the education setting comprises theoretical knowledge
derived from core disciplines such as sciences, an applied field such as health, and the
practice itself. Eraut’s typology applied to occupational therapy involves methodological
knowledge about the development and utilization of evidence in the work context. This
involves practical skills and techniques that are developed in laboratory sessions and clinical
fieldwork, and general knowledge about the profession including the domain of concern,

models of practice, norms, values, ethics and regulatory requirements. In contrast,
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knowledge in the workplace is socially situated and requires experience of working in the
clinical setting (Eraut, 2004b) to understand the relational, cultural and historical components
of a community of practice. Learning comprises codified knowledge including textual forms
and information specific to organizations such as the patient chart, patient information sheets

and prioritization guidelines.

Learning also involves the development of technical and interpersonal skills needed to
perform work-related activities and roles and uncodified knowledge constructed through
participation in activities with others in the work setting. This type of knowledge which is
tacit is often taken for granted and people may be unaware of its impact on their actions
(Eraut, 2004b). Schon (1987) describes an implicit knowledge that is revealed by how
professionals approach practice situations and perform tasks. This knowing-in-action is
“embedded in the socially and institutionally structured context shared by a community of
practitioners” (p. 33). This practice knowledge is derived from the professional’s body of
knowledge, experience, and reflection, and provides the basis for thinking and acting in the
workplace. In addition to codified and uncodified knowledge there is a need to recognize an
“individual situated (as well as a socially situated) concept of knowledge in the complex,
rapidly changing, post-modern world” (Eraut 2004b, p. 203). Fuller, Hodkinson, Hodkinson,
and Unwin (2005) propose that it is important to recognize what an individual brings to the
workplace community such as beliefs, values, attitudes, and knowledge. This “prior learning,
including education, has helped to construct the whole person who arrives” to the workplace
(p. 66). The cultural knowledge is unique to each person because of the experiences that they
have participated in and the meanings they have constructed. Dewey’s (1938) work in human

development underscores the connection between cognition and context. Dewey believed
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that the knowledge and skill developed in “one situation becomes an instrument of
understanding and dealing effectively with the situations which follow” (p. 44). Both
Vygotsky and Dewey emphasize the importance of not separating events and circumstances

from their contextual whole (Cole, 1996).

Transition in Occupational Therapy

In the occupational therapy literature, research has explored the perceived “gap
between theory and practice” that occurs between course work and fieldwork, academics and
clinicians, schools and departments (Steward, 1996, p. 264). This disjuncture tends to arise
from beliefs that knowledge that has been formalized in the classroom can be readily
transferred to clinical practice (Spouse, 1998). Evidence suggests that new graduates of
occupational therapy have particular problems making the transition from student to therapist
(Allen & Cruickshank, 1977; Hummell & Koelmeyer, 1999). These difficulties concern
issues of self-confidence, relationships with others, and uncertainty about their professional
identity and role. New practitioners feel inadequately prepared and suggest that not enough
emphasis is placed on the practical aspects of occupational therapy in university such as

- learning about equipment, applying theory, and planning treatment (Parker, 1991).

Parker (1991) sought to understand the transition process, identifying the areas in
which new occupational therapists needed support and supervision, and establishing methods
to meet these needs. Fifty-one therapists who had been working for 6 months participated in
the study. A questionnaire consisting of Likert scales and open-ended questions was used to
identify aspects of occupational therapists’ employment which created a sense of uneasiness
and aspects which inhibited job satisfaction. The participants were also asked to describe the

support and supervision they would have liked to receive when they began to practice.
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Findings revealed that “making decisions and the lack of practice experience created the
most apprehension” for therapists (p. 164-165). Limited recognition of occupational therapy
by other professionals was the most common factor impeding job satisfaction. Sixty-five
percent of the participants desired regular supervision, defined as “a source of direction,
guidance, instruction” to improve skills in performing professional responsibilities (p. 165).
Eight-two percent believed that time allocated to meet with an experienced occupational
therapist on a one-to-one basis to discuss aspects of practice would have helped to facilitate
the transition from school to work. A number of recommendations were proposed with the
recurrent theme of providing support to assist new therapists entering the profession. An
educational program in occupational therapy, The Robert Gordon Institute of Technology in
the United Kingdom, implemented one of the recommendations that involved a peer support
group. Students in the final year of their university program meet with recent graduates to
share “experiences, solutions to problems, positive and negative aspects of working” (p.
166). This helps students become aware of the real world of practice and provides an

opportunity for developing strategies to adjust to the workplace.

The phenomenon of transition from student to therapist was explored by Tryssenaar
and Perkins (2001). Three occupational therapists and three physical therapists maintained
reflective journals every 2 weeks during their last clinical fieldwork placement and their first
year of practice. The participants worked in different health care settings on a temporary or
contract basis. The researchers analyzed the journals to gain an understanding of the
experience of transition and to identify changes in behaviours and values to inform strategies
for supervision of students and new graduates. The journals revealed that participants felt

this period of transition consumed their energy and time, and they were both mentally and
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physically exhausted. Four consecutive stages described their experience in becoming a
therapist: 1) transition, 2) euphoria and angst, 3) reality of practice, and 4) adaptation.
Participants expected that clinical practice would be less stressful than university and were
surprised by the pace and demands of work, and were fearful of experiencing burnout. They
were challenged by the politics of the health care system and the organization, paperwork,
and the hierarchy among team members. Only one of the practitioners had access to
supervision, and Tryssenaar and Perkins (2001) propose that this lack of supervision may
hinder the transition from school to the workplace. Therefore, a key recommendation of this
study was the need for mentors to assist novice professionals through the transition process
and for educators to teach students how to find mentors. The researchers also emphasized the
importance of educating students about the transition process and what to expect in the real
world of practice, and assisting students in developing strategies to proactively cope with the

complexities of practice.

Hummell and Koelmeyer (1999) investigated 74 occupational therapists’ perception of
their first job 6 months following graduation. A self-administered questionnaire explored the
initial orientation and supervision they received in the workplace, their level of stress, and
job satisfaction. The participants were also asked about factors that supported, restricted, and
would have facilitated their transition from student to practitioner. The majority of the
respondents was between 20 and 24 years of age and worked in the public health sector
including hospitals and rehabilitation centers. While 89% of the participants found the
transition from student to practitioner stressful, they were also satisfied with their job. An
orientation program to the workplace that consisted of information regarding operational and

policy issues was deemed helpful. The study found that support and supervision from
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experienced occupational therapists assisted the new therapists in making a successful
transition from student to graduate. Factors that hindered the transition included lack of
supervision and support from occupational therapy colleagues, lack of practical knowledge
and skills, and lack of recognition of the value of occupational therapy and a resulting weak
professional identity. The participants believed that addressing these areas would have
assisted in their transition process. Hummell and Koelmeyer’s (1999) recommendations
included the need for support and supervision of new graduates and further research

regarding effective strategies to assist in the transition from school to the workplace.

In my Master research I explored the phenomenon of professional transition from
student to practitioner among six Canadian occupational therapists in the first year of their
career (Toal-Sullivan, 2003). An initial interview was conducted with each participant in
their third to fifth month of practice. The participants then maintained a journal for one
month. A second interview was held with each participant in their eighth to tenth month of
practice which explored the learning experiences documented in their journals and changes
in their knowledge and skills since beginning practice. The transitional experiences of the
occupational therapists revealed that they were challenged by their limited practical
experience, the responsibilities of client care, system issues, and role uncertainty. The
support of colleagues and peers was critical to their learning and eased their adjustment from
student to occupational therapist. The relationship with clients was particularly valuable to
the participants’ learning and professional identity. Recommended strategies to support
learning situated within the workplace context included case studies and small group
discussions with peers and experienced occupational therapists, clinical problem-solving

involving interprofessional collaboration, and academic curriculum development which




includes knowledge about health and social systems, team function and communication, and
administrative and management aspects of practice. Finally, mentoring was viewed as an
important aspect of socialization for the novice practitioner facilitating the development of

their professional identity (Toal-Sullivan, 2003).

Curricula Frameworks

Guile and Griffiths (2001) propose that new curriculum frameworks are required to
consider work as the basis for development of knowledge, skills and identity. They suggest
that most models of learning through work experience have not considered the influence of
context on learning, including the type and availability of support for students to negotiate
the change between education and work settings. Context has been conceptualized as an
object or a condition, rather than as a means “through which students can learn and develop”
(p- 117). Guile and Griffiths (2001) review five different models of learning through work
experience which may be conceptualized along a continuum of traditional, experiential,
generic, work process, and connective. In reviewing these models, the consideration of
context becomes more apparent as we move from a traditional to a connective model. In the
former, it is assumed that knowledge and skills can be taught independent of context or their
application. The focus is on skill acquisition in which academic education prepares students
for the world of work. This makes it difficult for students to relate their vertical development
(progression through academic subjects) to their horizontal development (links between
work experience and education). The connective model considers the influence of context on
learning and the relationship between education and work. Connectivity does not imply
connectedness (linking contexts or ways of learning), but refers to mediating the demands of
different contexts (Griffiths & Guile, 2003). Learning requires the ability to cross boundaries

of different activity systems and recontextualize and resituate knowledge. The concept of
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polycontextuality advanced by Engestrom, Engestr6m and Kérkkdinen (1995) refers to a
horizontal dimension of knowledge in which individuals participate in multiple tasks and
communities of practice. This perspective reflects the dynamic nature of knowledge
requiring practitioners to move “across boundaries to seek and give help, to find information

and tools” wherever they can (p. 332).

Learning to belong is a product of the particular workplace, how the social practice is
enacted and individuals’ agency in how they participate in the opportunities afforded by the
workplace. Learners require support to participate in the discourses associated with a
particular workplace community of practice (Griffiths & Guile, 2003). This expands the
concept of participation beyond apprenticeship in a community, to how knowledge is created
by both individuals and the systems in which they are a member (Edwards, 2005b). An ideal
workplace curriculum would be one in which the goals and interests of the workplace and the
worker are shared. This is likely to engage workers in “appropriating the kinds of learning
that are important both to themselves and the workplace” (Billett, 2006, p. 44). This
conceptualization of a workplace curriculum is needed to both acknowledge and legitimize
the critical role of workplaces as spaces for learning (Billett, 2006), and to develop strategies

and situated practices to develop the knowledge needed for work.

Summary

Learning conceptualized from an activity theory framework (which is discussed further
in Chapter 2), requires that we understand how knowledge is distributed among a system
comprising practitioners, artifacts and activities (Engestrom, 1993; 2004). Workplace
learning involves human development or change “that occurs primarily in activities and

contexts of work, however it is defined and located” (Fenwick, 2001, p. 4). While there is an
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extensive literature on organizational learning, there is a need for research that explores
learning processes and the relations between the individual and the collective in development
(Boreham & Morgan, 2004; Engestrom, 2001; Fenwick, 2008b). This includes studies which
explore how individuals interact with different forms of mediation in their work contexts to
enable participation, and how the collective activity system changes and develops when
individuals work together in a shared practice (Engestrom, 2004; Fenwick, 2008b). These
questions invite an understanding of workplace learning as a social, relational, and resituated
process (Hodkinson, 2005). Studies are needed that explore how collaborative activity is
organized in a health care setting, and the actions and interactions which allow occupational
therapists to work on problems embedded in practice. This knowledge would provide a
perspective to understand how beginning occupational therapists make meaning and learn
through participation in a community of practice with shared activities, “associated stories,

traditions and ways of working” (Tennant, 1999, p. 173).

It is a critical time in health care characterized by new models of health service
delivery, complexity of care, diverse practice environments, evolving regulatory and
legislative requirements, and an emphasis on evidence-based practice and lifelong learning
(CAQT, 2004). This is accompanied by the recognition that the experiences and supports
provided by workplaces are important for initially developing the knowledge required for
work and also for lifelong learning. Educators, clinicians, and employers need to understand
how to enable beginning practitioners to meet the demands of today’s rapidly changing
health environment. This information is required not only for the provision of quality patient
care but also for the retention of health professionals (Fooks & Lewis, 2002). In occupational

therapy, there is relatively little understanding of how beginning occupational therapists
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learn to practice and how they resituate knowledge learned in the context of school, to the

context of work.

Previous studies exploring transition to practice in occupational therapy indicate that
the early work experiences, availability of mentoring, support and supervision from
experienced colleagues, and congruence between academic and clinical learning are
important factors contributing to one’s identity as an occupational therapist and decision to
remain in the profession (Greensmith & Blumfield, 1989; Hummell & Koelmeyer, 1999;
Parker, 1991; Rugg, 1996; Sutton & Griffin, 2000, Tryssenaar, 1999; Tryssenaar & Perkins,
2001). However, what is missing is an understanding of how to assist beginning practitioners
in making the transition from school to work and how to support their learning to practice
(Doherty, Stagnitti, & Schoo, 2009). Activity theory provides the conceptual tools and
methodologies (Engestrom, 1993) to gain insight into how workplaces afford or deny
opportunities for learning and how individuals choose to engage with workplace activities.
These concepts are central to understanding workplaces as learning environments. With this
knowledge, pedagogic practices can be developed which support learning not only among
beginning practitioners but also therapists experiencing other forms of transition such as

returning to practice after a period of absence or changing their context of work.

The influence of historical, political and social factors on learning is critical to
understanding learning through engagement in work (Billett, 2002a; Fenwick, 2001;
Griffiths & Guile, 2003; Wertsch, 1991). Research is needed to explore how power relations
underpin beginning practitioners’ learning in the workplace. A community of practice
defines the division of labor, the hierarchy of employee roles and decision-making powers

concerning the object of the system and related activities. For example, knowledge may be
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reserved for particular health care professionals and this privileging can determine access to
participation and therefore, learning (Billett, 2001c). In the acute care context, the different

discourses and their relationship to power require further study.

The processes and patterns of collaboration in the workplace are important to our
understanding of how health professionals and clients contribute to beginning practitioners’
learning. The joint activity of healing or helping involves shared tools, routines, words and
other forms of mediation which are part of the culture (Wenger, 1998). Therefore, learning
about, from and with clients is an inseparable part of practice. Studies have explored the role
of clients in teaching health professionals using formalized or structured learning approaches
in the classroom or clinical context (Bleakley & Bligh, 2008; Farrell, Towle, & Godolphin,
2006; Kurtz, Silverman, & Draper, 2005; Ramani, 2003; Spencer, 2003). I believe that
learning from clients embedded in the day-to-day activities of practice, is an area that has not

been explored in the research and warrants study.

Fenwick (2008b) recommended that researchers need to clarify their assumptions
about learning, and their reasons for studying learning. This will help to create a space for
dialogue among different research disciplines and “enrich approaches to understanding
individual” and collective learning in the workplace (p. 240). I have two assumptions about
learning; 1) learning involves participation in sociocultural and historical activities, and 2)
learning requires the contextualization of knowledge and skills which can be guided and
socially mediated. In the present study I conceptualize the workplace as a learning space, and
a weaving together of people, artifacts, and contexts within and across activity systems. The

concepts of boundary-crossing, collaboration and discourse are very relevant to
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understanding how beginning occupational therapists negotiate the transition from school to

work, and how they move between systems within the hospital context.

My primary reason for pursuing this area of research is my unwavering commitment to
occupational therapy students’ learning and my knowledge of their expressed need for
support in beginning practice. In activity theory, becoming a member of a community of
practice “allows participation, and therefore learning, to take place” (Fuller, Hodkinson,
Hodkinson & Unwin, 2005, p. 59). Learning is conceptualized as “expanding involvement”
within the workplace activity system (Jonassen & Rohrer-Murphy, 1999, p. 68). This
perspective highlights the learning potential of work experience, and is pivotal to our

understanding of how to support practitioners’ transition into the work context.
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CHAPTER 3. THEORETICAL FRAMEWORK

Sociocultural Theories of Learning

A sociocultural worldview which embraces the core concepts of culture, context and
mediated activity, is critical to advance our understanding of the experience of learning to
practice occupational therapy. The research of Russian theorist Lev Vygotsky has been
seminal in changing learning theory conceived as a process contained in the mind of the
learner, to learning as a process of engagement in activities and interactions, mediated by
language and other artifacts (John-Steiner & Mahn, 1996; Kozulin, 2003; Sfard, 1998). A
sociocultural theory of learning emphasizes the collaborative construction of knowledge in
specific social, cultural and historical contexts. This theory proposes that vocational practices
are the result of shared experiences, processes, norms and values within a particular culture
(Billett, 2003). The notion that the locus of knowledge is within the individual is rejected.
Rather, the relationships between individuals’ knowing and their social world are viewed as
inseparable (Billett, 2001a; Palincsar, 1998). Vygotsky’s conception of learning involves the
following foundational themes: the social origin of human development, the mediation of
human action by language and other artifacts, and the situated nature of learning (John-
Steiner & Mahn, 1996; Palinscar, 1998). Vygotsky’s work guides the thinking of
contemporary scholars concerned with culture, action and mediation such as Wertsch (1991,
1998), Cole (1995, 1996), Lave and Wenger (1991), Rogoff (1990, 1995) and Engestrém
(1999a, 2001) and places a renewed emphasis on Dewey’s (1938) perspective of education
as a dynamic and social process. The concepts of these sociocultural theorists will now be

discussed, building on Vygotsky’s foundation.
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A Social and Intrapsychological Approach to Development

A sociocultural approach to mind is based on the assumption that action is mediated
and “cannot be separated from the milieu in which it is carried out” (Wertsch, 1991, p. 18).
The specific values, knowledge, and skills of a community are mastered by participation in
context-specific activities which are mediated by people and artifacts (Cole, 1996; Guile &
Young, 2003; Kozulin, 2003; Lemke, 1995). Artifacts are the social practices, routines,
schemas, material tools or objects, and other cultural forms that are developed and
accumulated over time (Cole, 1996) and are “appropriated by an individual” to mediate their
learning (Stetsenko & Arievitch, 1997, p. 161). Language and other sign systems not only
mediate an activity but also lead to the development of activities that would not be otherwise
possible (Wertsch, 1979). In this perspective, artifacts mediate the construction of knowledge

and connect the social (external world) and the individual (internal world) (Cole, 1996).

For Vygotsky (1986) language plays a primary role in mediating human action.
Vygotsky believed that development proceeded from the social to the individual; speech
provides the means for regulating an individual’s behaviour “only after it has been developed
as a means of operating in the social realm” (Wertsch, 1979, p. 25). Vygotsky proposed that
any function in a child’s cultural development appears twice, first between people on an
interpsychological plane and then within the child on an intrapsychological plane. This
schema of development distinguishes between speech for oneself, inner speech, and speech
for others, external speech. Speech initially serves a social function, followed by an
intramental function in which knowledge is internalized (Wertsch, 1991). Social speech
represents the dialogue, a mediational tool used to understand the meanings of objects and
practices in an individual’s environment. This is evident when a student is learning the

language of their profession and practising the appropriate use of words or phrases to
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understand their meaning (Spouse, 1998). External speech requires learners to articulate their
knowledge and is the tool to frame the meaning of actions in their environment (Cope,
Cuthbertson & Stoddart, 2000). Vygotsky believed that speech for oneself was integral to a
child’s activity. Children speak while they act so that “their speech and action are part of one
and the same complex psychological function, directed toward a solution of the problem at
hand” (Vygotsky, 1978, p. 25). Inner speech enables the learner to internalize their thinking
and situate their learning within their overall framework of understanding (Samaras &
Gismondi, 1998). An example of intrapersonal speech can be found when a beginning
practitioner thinks aloud when proceeding through an initial patient evaluation. Inner speech
promotes higher mental functions such as logical thinking, judgment, memory and attention
(Wertsch, 1991). For Vygotsky, language and other cultural tools change not only the
performance of an activity but also mental processes (Edwards, 2005b). It is this

reconfiguration of the internal plane that allows learners to act on the world.

Situated Learning and Participation
Building on the work of Vygotsky, Lave and Wenger (1991) advance the position that

learning is embedded in context, and socially and culturally constituted (Lave & Wenger,
1991). Situated learning is based on assumptions that learning is an inherent part of
participation in practice and “knowing, thinking, and understanding are generated” through
this participation (Lave, 1997, p. 19). The term ‘knowing’ represents how a person interacts
with others in their environment and links learning with thinking and acting (Greeno, 1997).
For Schon (1987) knowing describes the dynamic nature of knowledge revealed in
performance of an activity illustrated for example, when a therapist makes a hand splint for a
patient. Knowing is revealed in the action. Edwards (2005b) proposes that learning is

“coming to know in different situations” (p. 59) and participation is the means to explain
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how knowledge is constructed in context. Participation is therefore an ongoing, social
process involving individuals’ engagement in their learning and in the shared practices of a
community (Lave, 1993; Rogoft, 1995; Wenger, 1998). Participation changes over time and
is fluid, similar to Levinson and Holland’s (1996) notion of culture as a continual process of

constructing meaning in social contexts.

An apprenticeship metaphor describes how “newcomers to a community of practice
advance their skill and understanding through participation with others in culturally
organized activities” (Rogoff, 1995, p. 143). In the beginning, newcomers to a culture may
be on the periphery, observing the actions and language of practitioners at various levels to
learn about their expertise and activities of work. This peripherality can be viewed as a space
for learning. Learners require support and guidance from others to move through their zone
of proximal development defined as “the distance between the actual developmental level as
determined by independent problem solving and the level of potential development as
determined through problem solving under adult guidance or in collaboration with more
capable peers” (Vygotsky, 1978, p. 86). Members of a community support or scaffold
learners’ initial performance of an activity that later will be performed without assistance
(Lave & Wenger, 1991). Spouse (2001) interprets the zone of proximal development (ZPD)
in nursing practice as the stages through which learners move from having theoretical
knowledge or “knowledge-in-waiting” (p. 515) to craft knowledge or “knowledge-in-use” (p.
515). In health care learners progress through their ZPD with the guidance of others,
expanding their understanding of clinical practice. In this sociocultural perspective,
“apprentices learn to think, argue, act, and interact in increasingly knowledgeable ways”

alongside others (Lave, 1990, p. 19). Through engagement in practice a newcomer moves
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from peripheral participation to more central participation (Rogoff, 1995). Participation,
however, is not restricted to the relationship between expert and beginper, but includes a
range of interactions in which people are engaged in the everyday activities of their
community. Members interact, learn from each other, and construct new meanings and in
this way share their knowledge (Wenger, 1998). Without this social interaction it is
impossible to develop an understanding of the activities, artifacts, members’ roles, and rules
of the community. Learning-in-practice embraces embodied knowledge and the relationship
between the person and the social world (Lave, 1997). This conceptualization allows us to
understand how “participants learn to be, forming an identity particular to that community”

(Hung & Chen, 2002, p. 247).

Learning in a Community of Practice

A community of practice is not synonymous with a group, team, network or social
category but is defined by participants’ mutual engagement in activities based on a common
purpose (Wenger, 1998). Practice may be defined as a continuing pattern of activity
(Boreham & Morgan, 2004). In health care, a professional practice is a community of health
providers with a joint purpose, shared experiences, procedures, stories and their own artifacts
and rules (John-Steiner, 2000; Schon, 1987; Wenger, 1998). Beginning practitioners are
immersed in a community in which they may hear and “use the terms that carry key concepts
(public meaning in the intermental plane), but not understand them” (Edwards, 2005b, p. 61).
Development continues with sense-making on the intramental plane and expanding
involvement in activities of practice. Similar to Dewey (1938) and Lemke (1995), Wenger
believes that shared activity is based in historical, cultural, social and institutional contexts
which give meaning to experience. The history of the community, including personal and

collective experiences and artifacts that are passed down to generations over time, are
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important components of learning (Wenger, 1998). Edwards (2005b) proposes that an
understanding of learning through participation requires that we explore the workplace
practices and what they afford and constrain. This highlights the notion that participation
does not imply cooperation (Wenger, 1998). Workplace communities of practice are sources
of contestation, or competition and disequilibrium (Billett, 2001). Conflicts arise between
roles, personal goals, and status within the different communities to which we belong. This

notion of conflict is explored in the literature review on workplace learning.

Mclnstry’s (2005) qualitative study of five newly graduated occupational therapists,
illustrates how learners can be supported in the transition from a peripheral to a central
member in a community of practice. Mclnstry followed the therapists as they completed their
final year at university and for eighteen months post-graduation. An initial focus group was
held with final year occupational therapy students and occupational therapy managers to
identify major issues facing new graduates. Semi-structured interviews were then conducted
with the occupational therapists at 6, 12 and 18 months following graduation. The results of
Mclnstry’s study indicate that newly graduated therapists valued support and guidance from
other health professionals including formal supervision and the opportunity to observe
experienced colleagues engage in the activities of practice. Participation in team meetings
and patient documentation introduced the new therapists to the discourse of their workplace
community. They were supported through their zone of proximal development as they
moved from performing simple to more complex activities of practice requiring more
advanced clinical reasoning skills. Learning was situated and was a fundamental aspect of

therapists’ engagement in the activities of practice.

56



Similarly, research on preparing nurses (Spouse, 2001) and physicians (Sheehan,
Wilkinson, & Billett, 2005) for clinical practice, identifies participation and apprenticeship in
which a more experienced clinician scaffolds and guides the beginning practitioner, as being
important for how new health professionals learn to practice. Participation allows
practitioners to integrate conceptual knowledge and problem-solving activity, with “guidance
or in collaboration with more capable peers” (Vygotsky, 1978, p. 86). This space provides
opportunities for mentors to assist new practitioners in their transition into the world of work.
Sheehan, Wilkinson and Billett (2005) found that among new physicians, the opportunity to
engage with the clinical team and participate in shared activities led to intersubjectivity or
shared understanding. The researchers suggest that ongoing dialogue about patient care,
opportunities to provide feedback, and a sense of collaboration in problem-solving can
increase interns’ participation, learning and confidence.

Activity Theory

Engestrom’s (1999a) research in cultural-historical activity theory builds on the notion
of learning as a social and mediated process. In activity theory, the context is the activity
system and the relations among subject, object, and mediational means including material
tools, and symbolic systems, and people (Daniels, 2004; Engestrom, 1993). The activity
system is the main unit of analysis and individual’s actions are understood “against the
background of entire activity systems” (Engestrdm, 2004, p. 149). Engestrém (2001)
suggests that activity theory has evolved through three generations of research. The first
generation initiated by Vygotsky proposes the concept of mediation of activities. For
Vygotsky, “social interaction mediated by cultural tools and symbols” is the source of human
development (Arievitch, 2008, p. 43). Language is the primary mediational tool involved in

the transformation from lower psychological functions to higher psychological processes,
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and between the individual and social domains. Wertsch (1991, 1998) builds on the work of
Vygotsky and emphasizes the important influence of historical, institutional and cultural
settings on mentai functioning. He argues that mediation provides the critical link between
action, the context in which action occurs, and the individual. The first generation of activity
theory advanced by Vygotsky (1978) depicts this dynamic, relationship expressed as a triad
of subject, object, and mediating artifact. The subject is the focus of analysis and is the
individual or group that engages in interactions within an environment, constructing
knowledge through doing. The object is the focus of activity or the “problem space” which is
acted upon and “transformed into outcomes” through mediating artifacts including tools and
signs (Engestrom, 1993, p. 67). These are culture-specific and shape people’s thoughts and
actions (Jonassen & Rohrer-Murphy, 1999). Tools change over time as people bring in new

tools or new ways of working together (Russell, 2002).

Engestrom depicts a second generation of activity theory (Figure 1), as an expansion of
Vygotsky’s mediational triangle to include community, rules, and division of labor; the
social relations needed to understand learning. The community comprises the individuals or
groups concerned with the same object. The division of labor refers to the horizontal division
of tasks and the vertical division of power and position, among members of the community
(University of Helsinki, 2009). Russell (2002) proposes that “new affordances and
constraints, arising at any of the other node, may change the division of labour” (p. 70). For
example, a change in how patient information is documented on the patient chart to include
multidisciplinary notes resulted in a new occupational therapy standard issued by the
provincial regulatory body. The standard stated that every entry on the medical record

needed to be signed by the author and not by anyone else (College of Occupational
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Therapists of Ontario, 2008). Finally, the last node in the activity system is the rules and

norms that regulate actions and interactions within system (Engestrém, 1993).

Figure 1. A Model of an Activity System in Health Caré’

Mediating artifacts: e.g., narratives,
tools. medical charts. case studies

Object (motive): (actions) or focus of
activity, objective, the shared purpose of
the activity system, e.g. client care or

Subject: individuals or group treatment

engaged in activity Sense
e.g. occupational therapists ) —» Outcome
Meaning
Norms, rules, methods: may be Community: people who Division of labor: actions among
explicit or tacit, these rules shape the share the same object community members, roles in the
interactions of subject and artifacts e.g. hospital staff, clients activity system, how labor is
with the object e.g. client caseload, divided. e.g. between health
hospital policy, clinical practice professionals and different
guidelines, regulatory requirements specialties, programs

The third generation of activity theory (Figure 2) was developed to understand multiple
voices and perspectives of interacting activity systems with a shared focus of activity or
object (Engestrom, 2001). In health care for example, there are a number of potential
interconnected activity systems such as the patient program or unit in a hospital, medical
team, health professional discipline, hospital site and community. The object which is patient
care, may be shared among these systems. This is an example of knotworking or
coordinating systems to contribute to the collaborative care of patients. Increasingly, the
work of health professionals and their discourse are “socio-spatially distributed” (Engestrom,

Engestrom & Kerosuo, 2003, p. 306) among multiple organizations and consist of

% From "Expansive learning at work: Toward an activity theoretical reconceptualization,” by Y. Engestrom,
2001, Journal of Education and Work, 14(1), p. 135. Copyright 2001 by Routledge. {Adapted] with permission.
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interconnected actions, because of the complexity of patient care. Patients may have multiple
medical problems or illnesses requiring input of many health professionals in different
settings. The third generation of activity theory provides a conceptual map of the distribution
of human cognition in activity systems (Cole & Engestrom, 1993). In this perspective,
learning involves both vertical and horizontal development. The vertical notion of
development involves mastering “stages or levels of knowledge and skill” (Engestrém,
Engestrom, & Karkkéinen, 1995, p. 319). While the vertical perspective is important,
Engestrom and colleagues have proposed a broader view of expertise, one that is horizontal
and multi-dimensional. This recognizes that people participate in a variety of tasks and
contexts at the same time, or numerous, parallel activity contexts (Tuomi-Grohn, Engestrom,
& Young, 2003). This ‘boundary-crossing’ may demand different artifacts, norms, rules, and
patterns of actions among community members, requiring new forms of participation and
new meanings (Guile & Young, 2003). The situatedness of social practices is consistent with
Vygotsky’s perspective. Development takes place through the use of cultural tools that are
available in the context of human action (Daniels, 2008). Development does not occur in a
“one-dimensional, even fashion” but involves complex processes of mediated activity
(Vygotsky, 1978, p. 29). In the present study, the horizontal view of development is relevant
to understanding learning as individuals negotiate the transition from the context of school to

work, and the change in activity systems within the workplace.
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Figure 2. The Third Generation of Activity Theory: Two Interacting Activity Systems3

Mediating Mec'ﬁating
artifacts Objects Objects artifacts
Objecty Objecty
Subject Subject
Rules Community Division I Division Community Rules
of labor of labor
Obiect3

Activity theory focuses on the interdependence between mind and social practice
(Jonassen & Rohrer-Murphy, 1999). Engestrom (2001) describes five principles of activity
theory; 1) the unit of analysis is the activity system in its entirety, 2) there are multiple
viewpoints and interests (multivoicedness) in an activity system which are carried in the
community’s artifacts, rules, and division of labor, 3) an activity system can only be
understood against its own history including the history of activity, tools, objects, and ideas,
4) contradictions (tensions within and between activity systems) contribute to change, and 5)
activity systems transform over time as a result of contradictions. Relationships in the system
change and new ways of doing activity evolve. There are multiple interactions that can be
analyzed within an activity system, with the goal of understanding human activity, learning
and doing within context. One means of analysis is to seek answers to the following
questions: who is learning, “why do they learn, what do they learn and how do they learn?”
(Engestrdm, 2001, p. 138). Answers to these questions predicated on the principles of
activity theory noted above, provide a framework to understand learning and development in

a community of practice. Engestrém used this approach to study the challenge of

> Note. From “Expansive learning at work: Toward an activity theoretical reconceptualization,” by Y.
Engestrom, 2001, Journal of Education and Work, 14(1), p. 136. Copyright 2001 by Routledge. Reprinted with
permission.
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coordinating hospitals and primary care centers in Helsinki, Finland that provide care for
children with multiple and chronic illnesses. An important political influence on these
systems was the high use of hospital services which were publicly funded and pressure to
increase the use of primary care services. Health professionals and management staff from
hospitals and primary care centers met for ten sessions and discussed a series of patient
cases. The cases were illustrative of difficulties resulting from a lack of communication
among different health care providers. The contradictions could not be solved by teaching
new skills and knowledge, rather learning needed “to occur in a changing mosaic of
interconnected activity systems” (p. 140) which included the child’s family. In particular,
ownership for the child’s path of care needed to be addressed. A care agreement was
developed which consisted of a treatment plan and the roles of different health professionals.
A horizontal dimension of patient care, responsibilities and interactions was created among
four interconnected systems which involved the child’s physician, the hospitals, primary care
centers, and the child’s family. The term ‘knotworking’ was used to describe this new pattern
of activity, “a “tying, untying and retying together of otherwise separate threads of activity”
(Engestrom, 2004, p. 153) resulting in collaboration. Engestrom (2001) concluded that

knotworking expanded the object of activity (patient care), and the relationships and

responsibilities among individuals involved.

Fuller, Hodkinson, Hodkinson and Unwin (2005) believe that a strength of
Engestrom’s approach is the notion of horizontal interaction and how workers can construct
new knowledge through collective problem-solving. This is consistent with John-Steiner’s
(2000) notion of collaboration, the “interdependence of thinkers in the co-construction of

knowledge-among partners and in small groups” (p. 3). Learning in organizations does not
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involve learning something well defined and stable, but learning new forms of activity that
are being created in the process of participation (Engestrom, 2001). Edwards (2005a)
advances the concept of relational agency to reflect a focus on community and collective
action. Relational agency is defined as the “capacity to align one’s thoughts and actions with
those of others in order to interpret problems of practice and to respond to those
interpretations” (p. 169-170). This requires the ability to seek support from others and offer
support to others (Edwards, 2005a). The activity system and the object that is worked on,
changes and expands as a result of different interpretations that individuals bring to work on
the object. The expanded object also reshapes other components of the system such as the
artifacts used, or the interactions among members of the community. Edwards and
MacKenzie (2005) propose that learner’s “ability to engage with the world is enhanced by
doing so alongside others” (as cited in Edwards, 2005a, p. 168). This is consistent with the
concepts of collaboration, expansive learning and knotworking, and is relevant to how

beginning occupational therapists learn to practice.

Language and Discourse

In the workplace, language is a powerful mediating resource for learning about social
practice, facilitating participation, and enabling understanding and problem-solving
(Griffiths & Guile, 2003). A social group’s language and how they construct their worldview
is based on a cultural system of beliefs, values, assumptions, interests and biases (Bakhtin,
1986; Lemke, 1995). There are many forms of language including languages of generations,
professions, trends, and political and social systems (Landay, 2004). Leadbetter (2004)
believes that the study of shared language is particularly important when different
professionals are talking and working jointly to achieve common objectives. The activity of

engaging in dialogue with others is a means to collaboratively reflect on situations and
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construct an understanding of events. In a hospital setting the dialogue of the health care
team allows them to explore the dilemmas of practice such as how to manage a difficult
patient case. In this perspective, a team provides a “discursive resource” (Middleton, 1998, p.

238) for patient care.

Discourse may be defined in different ways ranging from a focus on language, to a
broader view of the sociocultural practices of a community (Engestrom, 1999b). The
following are just a few of the conceptualizations of discourse that I discovered. Wells
(2000) defines discourse as “the situated, purposeful use of the phonological/graphological
and meaning potential of language” (p. 71). Discourse mediates participation and knowing in
practice. Mehan (1993) proposes that discourse culturally constructs objects and events, and
influences our actions and our understanding of the world. Discourse is a perspective or a
way of viewing the world (Bakhtin, 1986; Mehan, 1993). Similarly, Fenwick (2001)
proposes that discourse influences how people see themselves, their experiences, and others.
Fenwick defines discourse as “a system of norms, values, and symbols (images and words)
shaping particular beliefs and behaviors” (p. 9). Perez (as cited in Alfred, 2002) describes
discourse “as an ‘identity kit* that encompasses ways of acting, talking, writing, and
communicating a particular role that others recognize” (p. 9). Foucault views discourse as a
historically and culturally embedded system of knowledge and power, which is manifest in
patterns of action, every talk, and interactions among individuals and their community
(Holstein & Gubrium, 2005). Finally, Lemke (1995) conceptualizes discourse as the activity
of “making meanings with language and other symbolic systems in some particular kind of

situation or setting” (p. 6).
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I struggled with trying to determine my perspective of discourse. After considerable
reflection I integrated aspects of different definitions (Jaworski & Coupland, 1999) to arrive
at the following conceptualization: discourse refers to spoken and written language used to
make meaning in a community of practice. Discourse shapes individuals’ actions and
interactions and is socially, culturally and historically constituted. This reflects the complex
relational nature between persons acting and their social world. In an activity system,
discourse is revealed in the relationship between different nodes of the system such as
subject and object. For example, in my research study discourse may be an artifact found in
the text of a patient chart which mediates an occupational therapist’s (subject) understanding
of a patient (object of activity). The norms of the institution outlined in the hospital’s priority
guidelines for patient care, may be another form of discourse which influences participation
in practice. I believe that my conceptualization of discourse aligns closely with Fenwick’s
definition described above, which situates discourse in a system. My interpretation is a
functional one, in which discourse is analyzed in relation to what is done by people more
than “what is said (or written, or drawn, or pointed at) by them” (Jaworski & Coupland,
1999, p. 13). Discourse is embedded in the “social fabric” (Engestrom, 1999b, p. 169) of a

community of practice, linking language and practical activity.

Every community has its own forms of discourse, which are the ways in which
members perform actions that are meaningful in a particular culture (Lemke, 1998). In the
present study, I employed some of the theoretical tools proposed by Engestrém (1999b) to
understand the hospital’s discourse from an activity theory perspective, particularly the
concepts of coordination, cooperation, contradiction and social language. For example, the

concept of coordination directed my analysis to how the occupational therapists’ actions are
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regulated by a script such as the hospital’s priority guidelines for patient care, or expectations
regarding the therapist’s role. The concept of cooperation helped me to understand how
interactions with other team members and with patients, contributed to the occﬁpational
therapists’ learning. Some of the barriers to participation and learning in the workplace
involved contradiction or contestation. My observation of a different social language
between occupational therapy and the acute care setting, led me to read some of the literature
in this area by Townsend (1998) and Wilding and Whiteford (2007, 2008). Townsend
proposes that health professionals use language to “define the boundaries of their power”
illustrated in the texts and actions of their scope of practice (p. 46). Medicine is the dominant
profession in the hierarchy of health professions. Therefore to maintain a position of power
relative to medicine, health professions typically align their services in terms of diagnostic
categories and specialty areas organized by medical language such as cardiology and
orthopedics. However, Townsend argues that this language is inconsistent with occupational
therapy’s domain of concern. In Canada, the model of occupational therapy practice*
provides the context for a discourse of occupation, engagement, and client-centred practice.
A language of client-centredness respects people as active participants in their health,
working with them “rather than treating them as if professionals always know best”
(Townsend, 1998, p. 48). This shifts the power from dependence to interdependence between
people receiving health services and the professionals who provide these services. Townsend
suggests that health and health outcomes could be based on determinants of health which are
occupationally based, challenging the language of diagnostic categories in medicine. This

illustrates the potential of language in changing power. Discourse framed in the fundamental

* Canadian Model of Occupational Performance and Engagement (CMOP-E)
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concepts of occupational therapy, can express the potential of the profession and demonstrate

respect for clients.

In an earlier phase of their action research, Wilding and Whiteford (2007) found that
therapists had difficulty describing occupational therapy, which was attributed to different
epistemological foundations between occupational therapy and medicine. Similar to
Townsend’s (1998) reflections, Wilding and Whiteford (2007) propose that the philosophy,
theory and language of occupational therapy are not consistent with a medical model
paradigm which values the drama associated with medical and surgical interventions. In
contrast, occupational therapy is concerned with the everyday life activities of patients,
which is less dramatic. Wilding and Whiteford’s (2008) study describes the actions
undertaken by eleven occupational therapists to become more articulate in describing their
profession in an acute care context. The participants chose to replace the word ‘function’
with ‘occupation’ when talking about their practice. Their experiences were captured in a
series of group meetings held over a period of 5 months. The therapists found that describing
their practice as ‘enabling occupation” was more powerful than talking about function. The
term ‘function’ limits the scope of occupational therapy practice to more familiar concepts
such as activities of daily living. A focus on function undervalues the complexity of
occupations in a person’s life and the skills, abilities and environmental factors associated
with performance of occupations (Christiansen & Baum, 2005). The findings of Wilding and
Whiteford’s (2008) study revealed that the participants’ change in discourse enhanced their
awareness of their professional identity and their confidence in explaining their role in the
hospital. Wilding and Whiteford concluded that language is a powerful means to “transform

common understandings, professional identity and institutional representation” (p. 185).
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Maseide (2007) studied how discursive control was negotiated among different health
professionals working in a Norwegian hospital. Medical discourse was defined as
“interactional activities that accomplish medical problem-solving” (p. 613). Data were
collected from observations of a medical interview between a patient and a physician, and
from patient conferences conducted by the medical team on a thoracic ward. In the interview,
the physician and patient jointly constructed the patient’s history of their lung condition. The
physician directed their questions to fit the problems defined by thoracic medicine. While the
patient talked about problems that were not relevant to the institution's discourse, the
physician negotiated a balance in their interaction to elicit the required information. In the
thoracic conferences, various patient cases were presented and discussed by physicians. The
dialogue among physicians constructed a medical solution to the patients’ problems,
consistent with the institution’s discourse for managing thoracic conditions. Maseide
highlights how the team’s verbal exchange recognized the expertise distributed among
physicians and demonstrated both personal and professional respect. Talk, and the use of
artifacts such as x-rays, resulted in a direction for the team and a “collective medical action”
(p. 625). Maseide concludes that discourse, shaped by professions and institutions, is used to

regulate and solve complex problems in hospital medical work.

A study by Engestrom, Engestrom, & Kerosuo (2003) explored professional discourse
in the care of adult patients with chronic illnesses. Data comprised interviews with health
practitioners and with patients, observations of patients’ consultations with practitioners, and
review of patients’ medical records. Interviews and observations were videotaped. A new set
of videos were then created by the researchers using data which highlighted gaps in patients’

care. Health practitioners, patients and researchers met to review the video excerpts with the
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objective of determining the flow of patient information and the division of labor. Engestrom
et al. present findings from the case of a female patient with multiple chronic illnesses.
Different types of discoursé were identified in the medical consultation. The patient’s health
history was co-narrated by the physician and the patient. Although the patient responded to
the physician’s questions, she also initiated her own topics. The physician offered their
treatment decision and the patient was given the choice to revise the decision. In addition to
these co-narrating and joint decision-making discourses, the patient’s participation in the
meeting with health professionals was critically important to understanding the patient’s life.
The patient is usually a “silent co-producer” in health care interactions “whose agency, if
noticed at all, is noticed mainly after the fact” (p. 308) such as when there are issues of non-
compliance. In this study, the patient co-constructed their illness and treatment path.
Engestrom et al. describe this type of discourse as “gaining a voice” (p. 309). The
researchers conclude that research on the discourse of health professionals’ has largely
overlooked the object of their work, the patient. They recommend that studies of discourse
should embody the patient’s life experience, allowing the patient to gain a voice and co-

produce their illness and care narrative.

In summary, the perspectives of situated learning, communities of practice and activity
theory have important implications for workplace learning. Although there is an extensive
literature on organizational learning, there is a lack of evidence about the processes or
actions involved in the learning process (Boreham & Morgan, 2004; Engestrom, 2001). Lave
(1996) believes that we need to explore how relationships among members of a community
support, constrain, recontextualize and expand participation in practice. Similarly, Lave

(1996) and Rogoff (1995) identify the need for further research to explore how learning

69



occurs through participation in sociocultural activity. I am not aware of research that has
explored how occupational therapists learn, from a sociocultural world view. In the present
study, acti.vity theory provides a unique perspective to understand the complexity of patient
care, how work is organized in an acute care hospital context and the notion of participation
as learning to practice. The artifacts, norms, roles and division of labor within the activity
system mediate the learning of beginning practitioners. The workplace is conceptualized as a
learning space which is a weaving together of mind, artifacts and community. This is the
basis for a workplace learning curriculum, the Workplace Learning Model for Occupational

Therapy, which will be advanced in the chapter on Implications for Practice.
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CHAPTER 4. METHODOLOGY

I will first explain the process of collaboration with an occupational therapy colleague
to situate my research within the particular sociocultural and political context of the study
site. This collaboration and connectedness allowed a critical dialogue which enabled us to
bounce ideas off each other and share perspectives (John-Steiner, 2000), which enriched the
research experience for both of us. I will then discuss the qualitative methodology used, the
research site, and participant recruitment process. Data collection and analysis strategies will
then be presented. Finally, I will share the challenges of obtaining ethical approval for my

research, and introduce you to the occupational therapists that participated in this study.

Background Information
In June 2006, I met with a long-time colleague. This colleague is the Discipline-

Specific Leader for Occupational Therapy at an acute care hospital comprising three
different sites. We discussed my PhD study and she expressed support for the present study.
The hospital is structured according to a program management model of service delivery.
The occupational therapists report to a unit or clinical manager who is from another
discipline, most often nursing. Clinical managers are responsible for determining the need
for, and funding of, occupational therapy positions. While they must consult with the
Discipline-Specific Leader, Occupational Therapy, DSL (OT), prior to determining resource
requirements, they may choose to allocate resources to another health professional discipline.
My colleague reported that there is a lack of awareness of the need for occupational therapy
to provide treatment for different client populations. This concern is echoed in research that
explores the impact of health care restructuring on the practice of occupational therapists
(Rivard, Hollis, Darrah, Madill & Warren, 2005). Consequently there are limited

occupational therapy resources and high client caseloads throughout the hospital. In addition,

71



this situation is intensified by epistemological tensions between working in an acute care
setting with a biomedical focus, and the enabling occupation focus of occupational therapy
(Wilding & Whiteford, 2007). This means that the value of occupational therapy may not be
recognized or remunerated in the competitive acute health care climate (Wilding &
Whiteford, 2007). There appears to be little understanding of the role of occupational therapy

in enabling people to maintain or resume their meaningful daily life activities.

My colleague also reported that generally there is a lack of support for occupational
therapists’ learning and the development of their professional practice. She identified that
there is a different structure to occupational therapy services among the three hospital sites.
In one site, Hospital A, occupational therapists work as part of a team in which they have
access to other occupational therapists and health professionals, as well as resources for their
learning. Hospital B is more fragmented in which occupational therapists are often isolated
and not well-integrated into teams. They provide service to a wider variety of client
populations throughout the hospital. She also identified that the latter site has traditionally
been poorly staffed with a high rate of turnover. Hospital C is a remote site and provides
services through outpatient clinics. Occupational therapy is involved in an orthotics clinic
and in a joint replacement education clinic at this site. My initial plan was to conduct my
research at Hospital A, based on the guidance of the DSL (OT). She believed that Hospital A
would provide a rich context for exploring individuals’ agency in learning, the pedagogic
practices which support learning, and the organization’s culture and role in regulating
learning including the workplace affordances and constraints. However, the present study
was conducted at the three sites because of challenges in recruiting participants and the

actual location where beginning practitioners were working.
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Qualitative Methodology

A qualitative methodology was used to understand how beginning occupational
therapy practitioners learn through work. The strengths of qualitative research include the
ability to study complex phenomenon, provide insight into human experience and ground
data in context (Johnson & Onwuegbuzie, 2004). This qualitative study used an ethnographic
approach to understand how beginning occupational therapy practitioners’ resituate and
integrate knowledge from an education setting to a clinical practice setting, and how they

learn in the workplace context.

The focus of ethnography is on how members of a community make sense of their
social world and construct meaning based in the contexts studied (Holstein & Gubrium,
2005). Ethnography is oriented to a collective rather than an individual and examines how
members use artifacts, rules, and roles or division of labor to construct knowledge and
identity particular to a community (Hung & Chen, 2002). Knowledge, skill and competence
are distributed among a local community comprising practitioners, artifacts and activities
(Engestrom, 2004). The focus of analysis is the activity system and the relations among

individuals and their sociocultural and historical environments (Cole & Engestrom, 1993).

Ethnography enables a detailed study of professional practices and can therefore reveal
“how a professional practice is embedded in quite ordinary competences and also elaborate”
how it is unique to a particular activity system (ten Have, 2004, p. 17). Engestrom and
Middleton (1998) state that there has been little understanding of how collaborative activity
is organized in work environments and call for ethnographic studies of work practices and
interactions. This can advance our understanding of the notion of distributed knowledge, and

how people make meaning through participation in a community of practice with shared
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stories, traditions and ways of performing activities (Tennant, 1999). In the present study,

beginning occupational therapists relied on the ‘know-how’ grounded in the routine of every

day practice. Sarangi (2005) argues that “it is this ‘know-how’—in addition to the ‘know-
what’—that is in need of detailed description, comparison, and theorization” (p. 103). The
research questions of how do beginning occupational therapists learn in the workplace
context, and what are the workplace pedagogic practices which support the construction of
knowledge, seek to provide an understanding of social practice. In the present study, the
occupational therapists’ participation in the daily routines of practice, including interaction
with patients and members of the health care team formed the basis for understanding their

world (Middleton, 1998; ten Have, 2002).

Consistent with ethnography, I was immersed in the field for a prolonged period of

time, totaling nine months from the date of the initial interview to the final observation

session. While I was a member of the profession that I was studying, I was not familiar with

the community of practice in which I conducted the fieldwork. I had not practiced in a large

hospital setting or with an acute care population. Prior to my first day of observation with a

participant I wrote the following in my field notes:

Even though I have a lot of years of practice experience behind me, I am
being thrown into a context in which I am not at all comfortable. I have never
worked in acute care; ICU, trauma, and I do not know anything about ICU,
oxygen, and other related equipment in acute care. I am not concerned about
relating to the patients at all, or the blood or illness aspects. It is more the
equipment that concerns me, and what do occupational therapists do in this
setting? [Field notes, October 30, 2007].

This entry highlights that learning is part of social practice embedded in a historical,
political and cultural context (Lave & Wenger, 1991). The enactment of occupational

therapy depends on the particular activity system in which the practice is situated.
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As aresearcher, I acted as a participant or participant-observer focusing on the
occupational therapists’ day-to-day practice. My participation with them in the context of
their work allowed me to derive an understanding of how knowledge was distributed among
the systems in which they worked and the division of labor, rules, norms, and forms of
mediation (Engestrom, 2004). My own experience as an occupational therapist shaped my

understanding and interpretation of the participants’ experiences (Borland, 1991).

Research Site
This study was conducted at River Valley Medical Centre (pseudonym) a large acute

care hospital in Canada. The hospital is a provider of tertiary level patient care, health care
professional training, and research programs. The hospital has affiliations with universities,
community colleges, and research institutes. The organization has a staff of over 14,000,
with 80 occupational therapists, 3 rehabilitation assistants and 7 occupational therapy
assistants. The structure of the hospital is similar to other health care corporations in Canada
consisting of a number of sites within one organization. The hospital is structured according
to a program management model in which profession-based departments (e.g. occupational
therapy departments, nursing departments, dietary departments) have been eliminated and
services are organized according to patient populations (Miller & Solomon, 2002; Rappolt,
Mitra & Murphy, 2002). Occupational therapy services are decentralized to 12 clinical
programs at the 3 hospital sites. The DSL (OT) is one of 12 discipline leaders who form the
hospital Professional Advisory Committee. This Committee was introduced to address
professional practice issues affecting disciplines and programs. Similar professional practice
structures have been established in organizations across Canada to “address health care

professionals’ concerns regarding loss of professional identity” and the potential threat to
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their standards of practice within a program management model (Lankshear, Laschinger &

Kerr, 2007, p. 63).

Participants
Recruitment

This study involved a purposeful selection of participants based on a criterion strategy
and a convenience sample (Maxwell, 2006). The criterion for selection was beginning
occupational therapists defined as those with less than one year of practice experience.
Practitioners who were unfamiliar with the hospital context and/or with their assigned patient
population or those who felt that they needed support for their learning were also eligible to
participate in the study. The participants needed to be proficient in the English language. A
sample of five to seven participants was desired for the study. A convenience sample was
chosen because I had a connection with a colleague who provided entry to a hospital site that
employed a large number of occupational therapists working with a diverse patient
population. In this environment beginning practitioners had access to other occupational
therapists and health professionals, which was viewed as important for learning to practice

through participation in work.

In September 2007, I met with the DSL (OT) to discuss some possible methods to
recruit participants. We reviewed the sample of occupational therapists working in the
hospital that had less than one year of practice experience. There were only three possible
candidates who met this criterion. The DSL (OT) explained that she did not typically hire
those without previous clinical experience because she found that working in acute care as a
casual staff member, (which was the employment status for occupational therapists
beginning work at the hospital), was very challenging. She suggested expanding the study

criterion to therapists with less than two years of experience. She knew that she had a
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number of occupational therapists in this range. She then informed all occupational therapy

staff about the research study during a staff meeting.

An information session to discuss the background, research objectives, and the roles of
the researcher and the participants was planned at one hospital site in October 2007. The
DSL (OT) sent an email to all staff in which I invited occupational therapists that graduated
from 2005 or later to attend the information session. She thought we would have 7 attendees,
however only one person came to the session. This therapist was unable to participate in the
study due to a change in their job from clinical to administrative responsibilities. The DSL
(OT) offered that the poor attendance was because the target group were casual staff who
were “running from ward to ward, and do not have the time to attend a meeting”
[Observation, October 12, 2007]. She shared that since our meeting in September she was
considering hiring new graduates to expand the pool of potential candidates for positions at
the hospital, and there were two candidates being considered. I provided her with an
electronic copy of the recruitment text (Appendix A) which she emailed to therapists with
less than 2 years experience, inviting those who were interested to email me or telephone me.
From this email I recruited three participants to begin the study. I decided to proceed with an
amendment to the ethics boards to add a compensation for participants in an effort to recruit

additional practitioners.

The DSL (OT) subsequently hired two more staff, both of which joined the study, one
in December 2007 and one in January 2008. There were a total of five participants in this
study. The participants and I signed a consent form (Appendix B) including my commitment
to maintain confidentiality and anonymity and the practitioners’ right to withdraw from the

study at any time. In addition, a Patient Information Sheet (Appendix C) was signed by
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myself and the patients during the observation sessions. A Letter of Information for Hospital
Employees (Appendix D) was provided to employees who requested information about the
study.
Procedure and Time-Line

I used five strategies to gather data to answer my research questions: 1) observation, 2)
semi-structured interviews, 3) participant journal entries, 4) meetings with the DSL (OT),
and 5) a researcher journal. These methods of data collection will be elaborated below. The
study was conducted over a period of 12 months from October 2007 to September 2008. The
period of time for the data collection captured learning conceived as a change in participation
and expanding involvement of new practitioners with others in a community (Engestrém,
2001; Russell, 2002). Appendix E provides a month-by-month view of the data collection
methods and time frame. The study design began with an individual interview with each of
the five occupational therapists that participated in the study. This was followed by a period
of observation comprising six months with each participant. The beginning and end-date of
the observation sessions depended on when the participant joined the study. Three
participants joined the study in October 2007, one joined in December 2007 and one in
January 2008. A second interview was conducted with each of the participants a little over
halfway through the observation period. Journal entries were primarily collected at the end of
the observations. Meetings with the DSL (OT) were held periodically throughout the study
as noted in Appendix E. I began writing my researcher journal in September 2005 and
continued this during the writing of the dissertation. Observation was the primary source of
data comprising a total of 119.75 hours among the five participants. This strategy will be

discussed first, followed by the other methods.
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Observation

On-site observations were conducted with each participant and provided a way of
learning about the mediational artifacts, the norms and rules of the workplace, the roles of
community members and the learning experiences which facilitated or constrained learning
(Shechan, Wilkinson & Billett, 2005). Observations occurred over a period of eight months
from November 2007 until June 2008. These sessions began in November 2007 with 3
participants and in January 2008 with 2 participants. Minimal on-site observations were
conducted in December 2007 due to the holiday season and adverse winter weather
conditions. The observation sessions were an average of two hours in duration and occurred
at different hospital sites and units, times of the day and days of the week to capture the
diversity of work activities and interactions. I arranged to meet with each participant as their
schedule and my schedule allowed, striving for an average of 2-3 times per month where
possible with each therapist. As noted above, I completed approximately 120 hours of
participant observation between 3 hospital sites on the following units: medical-surgical,
general medicine, urology, orthopedic, rehabilitation, psychiatry, intensive care, trauma,
neurology, cardiac care, the joint replacement clinic, and the geriatric assessment unit.
Appendix G provides a detailed view of the participant, site and clinical service observed
during the study, and the breakdown of hours of observation per participant. Prior to ending
the observations I asked each participant if they were comfortable completing the

observations at that time and they all stated that they were.

I observed the participants in their day-to-day activities of practice with patients,
families, members of the health care team and community agencies. The physical space for
these interactions included patients’ rooms, hospital corridors, nurses’ stations, occupational

therapy staff offices, and equipment rooms. I observed occupational therapists® assessment
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and treatment sessions with their clients as well as their interactions with other occupational
therapists, occupational therapy assistants (OTAs), and health professionals, both informally
and in team rounds. Therapists’ dialogue with health professionals from other systems such
as home care case managers, community occupational therapists, and equipment vendors

were also observed.

On the first day of observation with a participant, I was nervous and did not know what
to expect. I needed to develop rapport and trust with each individual participant as well as
other “insiders in the field setting” (Bogdewic, 1999, p. 53) including members of the health
care team. I proposed that perhaps a reasonable approach to begin the observations would be
to create a discourse similar to that found in an occupational therapist-student relationship.
The participant would demonstrate and explain to me what she does in her workday, similar
to how an occupational therapist teaches a student on a clinical fieldwork placement. Initially
I was more of an observer than a participant. Within a few sessions, I was able to approach
each occupational therapist and ask if they were comfortable with me reflecting my
observations, asking questions, and discussing the experiences we shared together. They
were in agreement. My role evolved quickly to one of participant observer and I think this

was facilitated by my membership in the community in which I was studying.

I was a participant observer for the occupational therapists’ interactions with clients
and other health professionals. Participant observation was the primary data gathering
method. This was characterized by my prolonged period of engagement with the participants,

grounded in the daily activities of practice, in their milieu (Jorgensen, 1989).

I adopted the role of observer for team rounds and family meetings and did not

participate in these sessions. This was the appropriate role suited to the situation involving
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discussion of confidential client information. In the field notes from my first observation of

team rounds, I wrote:

I was amazed that when the Nurse Manager came into the room and took the
binder from the physio and then began to lead the meeting, that she looked at
me, but just continued on. Like there was an assumption that I belonged there;
perhaps because it is a teaching hospital and they are used to many different
students/professionals coming and going. Instantly, it was like I was not even
there so my observation was quite unobtrusive as I had so hoped for.
(November 6, 2007).

Field notes from observation sessions were recorded at the time of the observation
where possible (such as during team rounds), or while waiting for the occupational therapist
while she wrote notes on the medical record in between seeing patients. I would often sit
outside in the hall by the nurses’ station to write, or at the end of the day before leaving, I
would write notes in the hospital coffee shop. If I did not record my thoughts on site, then I
wrote within a few hours after returning home. I recorded observations using the Observation
Guide for Site Visits (Appendix H) as a framework for organizing my fieldwork. I also wrote
in a narrative format which was a more descriptive account of my observations (Bogdewic,
1999). After two months (January 2008), my observations became more focused and I began
ending my entries with a summary of themes. I returned to Engestrom’s (2001) activity
theory (Figure 1) as the framework to capture the different relationships, how these mediate
the participants’ participation and to understand learning within the particular system I was

observing.

Interviews

The initial study design involved 3 one-hour semi-structured interviews conducted on a
one-to-one basis with each of the participants. The interviews were to be held at the

beginning of the study, at the 3" month and at the 6™ month of the study. However, during
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implementation of the research the second interview was delayed and actually conducted at
the end of the 6™ month/or beginning of the 7™ month of the study. In the case of one
paﬁicipant, the second interview was held at the beginning of the 9" month of observations.
This change in the timing of the interviews was due to two factors; 1) scheduling challenges
because of the participants’ workload, varied agendas, assigned units and locations within
the hospital, and 2) extension of the study from six months to twelve months in order to

~ achieve approximately the same number of observation hours with each participant. I
decided not to conduct a third interview because I felt it would not provide me with new
information. I felt I had gained extensive data from the on-site observations and face-to-face
discussions with the participants. I discussed this with them and they were in agreement and

comfortable with the modification to the study design.

The first interview was held at the beginning of the study. Initial interviews were
conducted with 3 participants in October 2007 and with the 2 participants who later joined
the study, in December 2007 and in January 2008. The interview questions (Appendix I)
were based on themes prominent in the literature including the research of Billett (2000),
Engestrom (2001), Fuller and Unwin (2003), John-Steiner (2000), Guile and Griffiths
(2001), Hodkinson (2005), Mclnstry (2005), and Sheehan, Wilkinson and Billett (2005). The

results of my M.A. research also informed the development of the initial interview questions.

To prepare for the second interview I reviewed the transcriptions and initial categories
I developed from the first interview and the recorded field notes for each participant.
Interview questions were developed from review of these texts and were specific to each
occupational therapist. I also informed them that the second interview would be a means of

validation, to obtain their feedback on whether I have understood their reality as they
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construct it (Holstein & Gubrium, 2005). The interview questions for each participant
reflected their way of doing practice including how they learned and what they learned. The
participants’ engagement in activities and negotiation with the organization’s affordances
and constraints were also considered in the development of the second interview questions.
These varied according to the systems in which they worked, including the patient caseload,
team members, hospital units and sites. The interviews were held face-to-face in a quiet
room at the hospital such as the occupational therapy kitchen or treatment room.
Immediately following the interviews, notes were made on the ideas and concepts captured

during interviews, and my impressions. The interviews were tape recorded and transcribed.

Journals

Participants were asked to maintain a journal throughout the study to reflect on their
learning in practice. Two types of journals were proposed; an electronic journal in which
participants could dialogue with the researcher and share their learning experiences through
electronic mail, or, a journal in which participants maintained a record of their own stories
for personal reflection. The participants were asked to identify critical incidents in which
significant learning occurred and to “describe the event, the context, and the factors that
helped his or her learning and/or contributed to this becoming an effective learning event”
(Billett, 2000, p. 303). I realized after about two months, that journals were not a viable form
of data collection. I had received only two journal entries from one of the participants. When
I discussed this with each participant, it seemed that writing a journal at the end of the day
was ‘one more thing to do’ in addition to their required hospital documentation of statistics
and various patient records. One of the participants stated that she was writing notes of
learning in her agenda as she went throughout the day and may prefer to hand this in, rather

than write an e-journal, however this did not occur. There was limited access to computers in
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the occupational therapy staff office, and the computers at the nurses’ stations were not
private. Therefore this was a barrier to journaling in the workplace. I therefore began to focus
the end of my observation sessions by asking the participants what they felt they had learned

that day and the supports and constraints to their learning (Tompson & Ryan, 1996).

On the last observation day with participants, I asked them if they would be willing to
record some journal entries for a 4-week period, which would then complete the study.
Together we decided that perhaps a journal for the last month of the study would be a means
for them to reflect on their learning (Black & Halliwell, 2000) since they began working at
the hospital. The journal entries from each participant provided a personal reflection of the
change in their participation in the activities of practice. I emailed each participant the
directions to assist with journaling (Appendix J). Journal entries were received from the

participants in July and September 2008.

Meetings with the Discipline-Specific Leader of Occupational Therapy

A total of five face-to-face meetings were held, averaging approximately once per
month with the DSL (OT) in which we discussed occupational therapy practice within the
hospital system including scope, roles, and profile of the profession. I learned about the
norms, values, rules and organizational structure of the hospital that influenced the
interactions within this system. I maintained hand-written notes of my meetings with the
DSL (OT) at the time of our discussions. When I returned home after our meetings, I
transcribed these notes on the computer in the “field notes” file. These discussions were
critical in enabling my understanding of the complex hospital workplace, the interactions

within this system, and the affordances and constraints influencing occupational therapists’
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participation in practice. I also learned about the DSL (OT)’s vision for supporting the

professional practice of her staff.

Researcher Journal

In addition to the field notes from the observation sessions, I also maintained a journal.
I began this in September 2005 upon the advice of a professor in a qualitative research
course in which I was enrolled, and continued this journal throughout the writing of my

dissertation.

I have just read Billett’s (2006) article on workplace curriculum. I think I will
use this term instead of mentoring, I think. An advantage to using ‘workplace
curriculum’ is that it gives credibility and recognition to learning through
work and provides a conceptualization of what needs to be learned, how to
best support this learning, and the influence of social, cultural and historical
factors on learning...A brain wave! Can I use Activity Theory as the visual
representation for the learning curriculum or workplace curriculum? [Journal
entry, August 6, 2008].

The journal was a place to record my thoughts and reflections about articles I read and
discussions I had, revelations in which complex ideas or concepts became clear, and the
struggles and rewards of conducting my research study. Journal writing allowed me to reflect
on the data, record my insights and lessons learned, and document connections to the
literature (Lincoln & Guba, 2000). I became aware of my biases and how these shaped what
I saw in the field and the interpretations I made (Van Maanen, 2004). Journal writing was

therefore an important mediational activity for my learning over the past 5 years.

Data Analysis Strategies

The purpose of the data analysis was to understand how occupational therapists make
meaning and learn through participation in a community of practice. Gathering information
through observation sessions, interviews, journals and meetings with the DSL (OT), allowed

me to develop a portrait of the shared culture of beginning practitioners (Maxwell, 1998).
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An ethnographic approach to data analysis involves searching for cultural patterns in
the data (Wolcott, 1994). These patterns were initially described as themes. These themes
were then grouped into categories. The categories were theoretical and derived from the
literature and the researcher’s knowledge as an occupational therapist. The themes were
situationally constituted and arose from the relationships among the different aspects of the

activity system studied.

The data analysis was an iterative process that I initially approached according to the
time-line of the study. I began with an analysis of the first interviews, followed by an
analysis of my field notes from the observation sessions. This process allowed me to
construct a case narrative for each participant. The second interviews were then analyzed and
the individual narratives were further developed. Finally the journal entries and the meetings
with the DSL (OT) were examined. A qualitative software program, NVivo, was used as a
second phase of analysis for the interviews, field notes and meetings with the DSL (OT). As
I analyzed each form of data and spent more time reflecting on the texts I had gathered and
the narratives [ had written, my “understandings of the social world” of my participants were
reconstructed (Denzin & Lincoln, 2005, p. 184). I moved in “analysis circles” (Creswell,
1998, p. 142) involving reading, making notations, interpreting, coding, describing and re-
writing the case narratives. I read and re-read my journal notes to help me understand the
participants’ world as they constructed it (Holstein & Gubrium, 2005; Wolcott, 1994).
Different parts of the texts were checked against each other to elucidate the meanings of my
participants’ experiences (Odman & Kerdeman, 1997). Re-coding in NVivo enabled me to
further organize and refine my thoughts, as well as the categories I had developed. These

previous representations contributed to the analysis circle in which the phases of my writing
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built upon and influenced each other. Appendix K is a diagrammatic representation of my
data analysis process. I will now describe the data collection strategies and the phases of

analysis.

Initial Interviews

All interview sessions were tape recorded and transcribed. Immediately following the
interviews, notes were made on the ideas and concepts captured during interviews, and my
impressions to try to capture the meaning of the participants’ responses (Stake, 1995). An
individual who did not have a background in health care or medical vocabulary transcribed
the initial interviews. This rendered portions of the transcriptions incomprehensible due to
errors or gaps in the text related to the use of medical terms by the participant or myself
during the interview. Consequently, I had to re-type portions of each interview. Data analysis
began with listening to each of the initial interviews and re-typing portions of these
recordings. I then made notes on the Microsoft (MS) Word file for each participant about my
ideas, impressions, topics and concepts. The file was then imported into NVivo and reviewed
again. This allowed me to develop initial patterns (themes) and to group some of these into
categories or nodes. These were based on the literature and on the significance of the
participants’ responses in order to capture their experience of learning to practice
occupational therapy. Themes which did not seem to fit into a category were allocated to a

file called “free nodes.”

Field Notes

[ initially recorded my observations using the Observation Guide for Site Visits
(Appendix H), which allowed me to categorize my observations of team rounds, therapist-
therapist interactions and client-therapist interactions using Engestrom’s activity theory.

After approximately two months, I began to write my observations in a narrative format that
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[ found gave me a greater sense of the interactions among the elements of the system I was
trying to understand. At the end of each field note entry, I identified some themes based on
the significant verbal and non-verbal behaviours of the participants, and some themes based

on the literature.

In analyzing the field notes, I first extracted these into a separate MS Word document
for each participant and documented my ideas and concepts. I then transferred the MS Word
documents to NVivo and reviewed the files again. This recoding in NVivo allowed me to
reflect on how I classified the themes and how I organized information into categories or
nodes. This allowed a deeper analysis of the data; I merged some nodes, developed new ones
and re-defined others to better capture what I had observed. From this, I began to write a case
narrative for each participant, rendering five stories. The participants’ stories created a
context for understanding their learning experiences which in turn became a basis for making
sense of their actions (Holstein & Gubrium, 2005). The narratives were embedded in the
culture of the participants’ work environment, and its historical and political context. I then
re-read the initial interviews and further developed the case narratives. Writing “the
interpretive text, telling the story” of each participant enabled me to make sense of and

understand what I had learned (Denzin, 2004, p. 450).

Often I discovered that a field note entry contained my personal reflections about my
experiences and discussions with the participants, members of the health care team, and
patients. I extracted these into a separate file entitled “Researcher Reflections.” This data

also contributed to the development of the case narratives.
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Second Interviews

In analyzing the second interviews, I read and re-read the transcripts of the interviews
and listened to the recordings. I followed the same process as for the initial interviews and
field notes. I made notes first on the MS Word document for each participant and then
transferred the MS Word documents to NVivo and recoded each file. Information from the

second interviews contributed further to the construction of the case narratives.

Journal Entries

The narrative accounts from each participant were read and re-read to try to understand
their perspective of how their participation and interactions changed over time. When 1
coded the journal entries in NVivo this lead to the creation of a new category, change in
ability to practice. Data from the journals contributed to the participants’ stories and the

study recommendations.

Meetings with the Discipline-Specific Leader for Occupational Therapy DSL
(0T7)

I followed the same process for analyzing the written entries I made from these
meetings as I did for analyzing the field notes. I recorded my impressions first in a MS Word
document and then recoding again in NVivo. These reflections contributed to my
interpretations and meaning of the texts (Stake, 2005). The historical dimension of activity
and the contextual knowledge gained from this source of data were integral to the

development of the findings and recommendations of this study.

Cross-case Analysis

Following the analysis of the five data sources and the construction of the individual
case narratives, a cross-case analysis was conducted to determine commonalities and
differences in the participants’ experience in learning to practice. While the individual case

narratives helps us to understand the unique experience of learning to practice occupational
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therapy, a social perspective focuses attention on knowledge construction, context, and the
range of cultural practices and artifacts that are resources for learning (Eraut, 2004). The
cross-case analysis revealed how the participants’ professional practice was embedded in
everyday participation in the historical, political, social, and institutional context of a multi-

site acute care hospital.

Quality Criteria
Authority

A text and its authority are based on the theoretical paradigm, experience and bias of
the writer, interpretive criteria chosen, and style of the text (Denzin, 2004). Smith and
Hodkinson (2005) propose that we are in an age of relativism requiring a change in the
metaphors of research “from those of discovery and finding to those of constructing and
making” (p. 921). Relativism contrasts with empiricism which defines truth as an accurate,
objective “representation of an independent existing reality” (Smith & Hodkinson, 2005, p.
916). In a social constructivist paradigm, a relativist ontology is adopted in which realities
are understood as multiple constructions which are locally situated and dependent on the
shared meanings of the cultural group studied (Guba & Lincoln, 1994). In this present study,
I sought to understand the voices of occupational therapists in their social, cultural,
institutional and historical context and what it means to be initiated into a community of
practice. This required a sensibility to the interaction among meaning, representation and
legitimation in story telling (Denzin, 2004). As an interpreter I was able to draw on my
experience as an occupational therapist in seeking an understanding of the social practice I
studied. Odman and Kerdeman (1997) argue that interpretation “is a function of situated
engagement: without a context of already interpreted meanings, understanding is impossible”

(p. 73). A local or emic interpretation shed light on the complexity of practice and allowed
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me to use words, concepts, and meanings in my story telling that exist in the field (Denzin,
2004). I attempted to provide a thick description of the participants’ practice with the goal of
understanding learning and doing within context. My experience and interpretation shaped
the narratives (Borland, 1991), yielding multi-voiced texts involving myself and the
participants.
Representation

Objective interpretation does not exist; the researcher’s bias is present in the text and
reflects gender, culture, experience and language (Denzin, 2004). Therefore reflexivity or
“knowing the self within the processes of research” (Lincoln & Guba, 2000, p. 183) is an
important issue, as I assumed both an inquirer and a participant role in my study. I made
several assumptions in my research which influenced how I interpreted and understood the
activity system I studied. The first assumption was that learning in university and learning in
the workplace are “fundamentally different phenomena” (Hodkinson, 2005, p. 521),
requiring beginning practitioners to learn new knowledge and skills in a different context. I
found however, that while the transition from university to practice is challenging, my
participants assumed responsibility for their learning and were able to re-situate and mediate
the demands of different contexts (Griffiths & Guile, 2003). The second assumption was that
learning involves collaborative relationships with others in the workplace including health
professionals and clients. I expected that beginning practitioners would learn about some of
the activities, artifacts, norms, rules, and division of labor from other members of the health
care team. I believed, however, that the participants would develop occupational therapy
knowledge, skills, attitudes and a sense of identity from members of the same profession.
This assumption was based on research findings (Hummell & Koelmeyer, 1999; Parker,

1991; Toal-Sullivan, 2003), my clinical experience and values. Another assumption was that
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the workplace may afford opportunities for learning, but may also constrain learning. I
adopted a broad perspective in exploring the factors involved in learners’ participation in

work practice. I also assumed that the participants may initiate and shape their own learning.

There were two important biases that emerged during the study. The first concerned
my belief that occupational therapists need to have a solid foundation in medical
terminology, pathology and the implications of disease and illness on an individual’s
function. My second bias was that I believed that participants needed to focus on obtaining
an occupational history and profile of their patients. I felt that the personal narrative of the
patients was often overlooked in the context of acute care practice. Occupational
performance and engagement, the core domain of occupational therapy, were not
emphasized. These assumptions and biases shaped what I saw in the field and the emerging

narratives (Van Maanen, 2004).

Validation
I have considered threats to the validity of my study including the credibility of my

interpretations, descriptions of participants’ experiences and explanations through the
following strategies (Maxwell, 2005). Triangulation of data included observations,
interviews with the participants, participant journal entries, meetings with the DSL (OT), and
a researcher journal. These strategies allowed me to gain an in-depth and holistic
understanding of how beginning occupational therapists learn in the practice context. The
study was conducted over a period of 12 months to capture learning as a change in
participation and expanding involvement in a community of practice (Engestrém, 2001;
Russell, 2002). This time period enabled me to learn about the social, cultural and political

contexts of the hospital. Establishment of trust with the participants, and my professional
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experience as a practicing occupational therapist contributed to the credibility of the data

(Creswell, 1998; Lincoln & Guba, 1985).

Knowledge about what human beings do and say “depends upon some background or
context of other meanings...understanding is interpretation all the way down” (Schwandt,
2000, p. 201). Therefore, a critical aspect of the narrative is to ensure that the researcher’s
understanding of the experience represents the participants’ intentions (Borland, 1991). My
initial interpretation of the data from the first interview and from the on-site observations
was checked with the participants. I sought their responses and views regarding my
impressions during the observation sessions and at the second interview. Following the
writing of the case narratives, I emailed each participant their story and asked them to
provide me with feedback on the completeness and correctness of my representations and
interpretations of their experiences, behaviours, feelings and words. Specifically I asked
them: Did the story reflect their experience of how they learned to practice occupational
therapy? What was missing from their story that they felt was important to convey to the
reader? What changes to the text was required to provide an accurate representation of their
“sense of self” (Borland, 1991, p. 71)? This allowed me to give a voice to the ‘other,” respect
the truth in the writing of the text, and reflect understandings that emerged between the
researcher and the participants (Denzin, 2004). I also compared my findings with the existing
literature and identified the differences and similarities to my study. These strategies helped
to ensure that my interpretation reflected the experiences of the participants and addressed

the validity threats to my research study (Maxwell, 2005).

93



An additional opportunity for validation came as a result of restructuring within
occupational therapy at the River Valley Medical Centre, in September 2009. The DSL (OT)
proposed a change to hospital management to allow greater emphasis on the professional
practice of occupational therapists. She expressed that our dialogue throughout the research
study, had reinforced for her the need to develop supports for beginning practitioners’
learning. In the new structure, the senior therapists continued to carry a clinical caseload, but
also assumed responsibilities for coordination of professional practice. This coordination
encompassed day-to-day operational issues such as staffing on the patient units, as well as
mentoring, quality assurance, student fieldwork placements, research, and orientation of new
staff. The DSL (OT) invited me to meet with her and two senior occupational therapists on
October 27, 2009 and December 2, 2009 to discuss the study findings and my thoughts
regarding the study’s implications for practice. The opportunity to talk with these colleagues
helped me understand where I needed to change or refine my interpretations, so that they
were reflective of occupational therapy practice within the unique sociocultural and historical
aspects of River Valley Medical Centre. The occupational therapists also shared some of
their ideas for strategies and resources to support occupational therapists’ learning, including
those that they were presently working on. This experience helped to inform the

development of my final implications for practice.

Ethics

The initial step in the process of obtaining ethics approval was to seek permission for
my study at the senior management level of the hospital. My colleague contacted her
supervisor who is a member of the executive and secured their support for the study. From

this point, I encountered a number of challenges to the ethics process which involved
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negotiating the different criteria of the Hospital Research Ethics Board (HREB) and the

University of Ottawa Research Ethics Board (UOREB).

This required coordinating similar aspects of documents, revising documents or
developing new ones, and then translating from English to French the many subtle changes

in the final 5 forms which I had:

I. Consent Form-English and French

2. Patient Information Sheet-English and French

3. Letter of Information for Hospital Employees —English and French
4. Recruitment Text-English and French

5. Electronic Journal Directions for Participants-English

The ethics approval process took 8 months. During this time I lived my theoretical paradigm
of activity theory. I learned about working with different activity systems, a university and a
hospital, and the related power structures and constraints to boundary-crossing (Tuomi-

Grohn & Engestrom, 2003). I received correspondence from the HREB July 26, 2007, which
acknowledged this situation; “Ethics approval is somewhat cumbersome in terms of crossing

Jjurisdictions.”

Approval from the UOREB was required before proceeding with the HREB. I
submitted my initial ethics application to the UOREB January 2, 2007. This included a letter
from the hospital granting permission for me to access the premises for my research. I
completed the revisions requested by the UOREB and submitted these on May 25, 2007. I
did not hear back from the UOREB until July 8, 2007 when I sent a follow-up email; they

did not realize that they had not responded to my revisions. More changes were requested
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which I completed and emailed July 16, 2007. Final approval for the study was obtained on

August 22, 2007 (Appendix F).

I applied to the HREB July 5, 2007. The response July 26, 2007 indicated that a
number of changes to the forms were required. In addition, the documents which I had
translated by a professional translator had to be sent to the HREB’s “own” translator for
review. Revisions to the original French documents were then required. In my researcher
notes I wrote about the frustration of dealing with two ethics boards “who somehow will

need to reconcile and agree on the final documents. It seems that they are waiting for each

other to provide me with approval.”

Final approval from the HREB was obtained on August 17, 2007. A subsequent
protocol amendment was submitted to both ethics boards at the end of October 2007 for
changes to the participant consent form. In an effort to assist in recruitment, compensation
was added which participants could use towards a professional development activity of their

choice. Ethical approval was received November 26, 2007.

Profile of the Participants
All participants had been hired since June 2007, so they were new to the River Valley

Medical Centre at the start of the data collection. The participants’ differed in their years of
education in occupational therapy, the type of degree obtained, and their clinical experience
prior to beginning work at the hospital (Appendix L). They were all relatively new graduates
and were hired as casual employees (or relief). They were hired with this status because there
were no new permanent positions at the hospital at that time. It takes on average three years
for a casual employee to become permanent and this typically occurs when a vacancy arises

such as when someone leaves the hospital. All casual employees can apply for a permanent
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occupational therapy position; however seniority (those with the most years of experience)
plays a critical role in obtaining a permanent position. Jennifer, one of the participants,

explained:

They don’t typically post positions either temporary or permanent positions
externally. So in order to apply for an internal position you already have to be
employed as a casual. So I was hired as a casual so basically I can tell Amélie
and Catherine when I am available and when I am not available and they give
me hours as needed. Now since I’m a casual and now an internal applicant or
whatever, any time a temporary or a permanent position is posted, I can apply
for that and then if I get an interview, I do the interview and then it is the same
you know, process of maybe I get the job, maybe I don’t. So I know a lot of it
does work on seniority but I can apply for jobs, for temporary or permanent
jobs now. [Initial interview].

As casual workers, the occupational therapists are assigned based on need, to different units
within a hospital site and between two of the three hospital sites. All of the participants in

this study worked an average of full time hours at 37.5 hours per week.

Amy
Amy graduated in 2006 from Queen’s University with a Master of Science in

Occupational Therapy. She obtained an Honours Bachelor of Physical Education from Brock
University in 2004. At the time of the initial interview Amy had been practicing as an
occupational therapist for 13 months. She had been employed in her current job at the
hospital for approximately 4.5 months. For the first S months of her career she worked for a
private rehabilitation company in which she counseled individuals who were off work due to
physical injury or mental health problems, and provided ergonomic evaluations, worksite
interventions, and home assessments. After this position she worked for another private
company providing similar vocational services. In both situations auto insurance companies
were the primary referral and funding sources for occupational therapy services. In the initial

interview on October 31, 2007, Amy expressed that she desired to work in a hospital when
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she graduated from university, however found that it was difficult to “get into hospitals” in
the city where she resided. She therefore worked in the auto insurance industry, knowing that
this was not where she desired to stay. She was hired at the River Valley Medical Centre in

June 2007.

Heather

Heather was the most recent graduate of occupational therapy among the five study
participants. She graduated in September 2007 from McMaster University with a Master of
Science in Occupational Therapy. In 2004 she obtained a Bachelor of Science in Human
Kinetics from the University of Ottawa. At the time of the initial interview on December 5,
2007 she had been practicing as an occupational therapist for 5 weeks and had the least
experience among the participants (Appendix L). She began her job at the River Valley

Medical Centre on October 31, 2007.

Jennifer
Jennifer graduated from Dalhousie University in May 2006 with a Bachelor of Science

in Occupational Therapy, comprising 4 years of occupational therapy education. At the time
of the initial interview, October 25, 2007, Jennifer had been practicing as an occupational
therapist for 17 months. She had been employed in her current job at the hospital for 4
months. Jennifer previously worked in home care, and in acute care and family medicine at a
regional hospital in other provinces. Jennifer perceived that an advantage of being a casual
worker was that it allowed her the opportunity to apply for a permanent position in the
hospital as an internal applicant. It also provided her with exposure to different units

throughout the hospital and the opportunity for staff to get to know her.
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Elizabeth
Elizabeth graduated in 2006 from the University of Western Ontario with a Master of

Science in Occupational Therapy. She obtained an Honours Bachelor of Science in Human
Kinetics from the University of Ottawa in 2004. At the time of the initial interview on
January 7, 2008, Elizabeth had been practicing as an occupational therapist for 16 months.
She had been employed in her current job at the hospital for 2 months. For the first 10
months of her career, Elizabeth worked for a private rehabilitation company providing
occupational therapy to adult clients in their homes, and to children in the school system.
Elizabeth then decided that she wanted to explore work in a hospital setting. The manager of
the rehabilitation company where she was employed allowed her a 3-month leave. This
enabled Elizabeth to work in an acute care hospital providing coverage over the summer
months. She then returned briefly to the rehabilitation company before being hired at the

River Valley Medical Centre at the end of October 2007.

Emma

Emma graduated from Queen’s University in 2006 with a Bachelor of Science in
Occupational Therapy, comprising 4 years of occupational therapy education. In 2007 she
completed a Clinical Master of Science degree in occupational therapy at the same
university. She chose to do a Masters degree because of the change in occupational therapy
education requirements in Canada that would be effective in 2008. At this time, the entry
credential to practice changed from a bachelor’s level to a professional master's degree. She
felt that by obtaining a graduate degree without delay, this would expand her opportunities
for practice given the profession’s new educational requirement: “I didn’t want it to be seen
as a hindrance for not having a Masters, so I went ahead and did it right away” [Initial

interview]. Emma has the greatest number of years of academic education in occupational
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therapy among the 5 study participants (Appendix L). At the time of the initial interview
October 30, 2007, Emma had been practicing as an occupational therapist for 4.5 months.
Her employment at this hospital is her first position as an occupational therapist after

graduation.
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