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ABSTRACT
Integrative behaviours in professional medical practice are those actions taken by
a physician to better coordinate practice with other physicians to ensure that the most
appropriate care is offered to patients. It has long been argued that the nature of
differentiation measured between collaborating physicians affects such integrative
activities and integrative success. This research employs professional identity as a basis
for describing the nature of differentiation between members of two medical specialists –
general surgeons and anesthesiologists – and then examines the impact of such
differentiation on integrative behaviours in medical practice. A qualitative approach,
employing an embedded case design, was used to observe the practice of
anesthesiologists, general surgeons, and their respective residents over a period of eight
months.
A model of identity-in-use comprising three co-mingled and overlapping
identities (professional, role, personal) is developed, and then used to describe the
implications for Integrative practice. The demands of medical practice experienced by
the general surgeons and anesthesiologists are powerful, almost factory-like in the value
placed on speed of action and efficiency of patient throughput. These demands shaped
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and increased the strength of the contribution role identity made to each participants’
identity-in-use.
Personal identity appears to play an important role in blunting the harshness of
role demands in at least some of the participants. Personal identity also appears to draw
out elements of the professional identity in some individuals, fed by curiousity, empathy,
and the ability to be self-reflective.
Despite observing little successful integrative behaviour, there are indications
that differences in identity are associated with participants’ willingness to collaborate
and possession of the skills necessary to collaborate. Potential implications for both the
training and development of medical practitioners and the design of hospital work are
outlined.
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Chapter One: Introduction
The examination of organizational failures often reveals that individual decision
makers fail to heed information and advice flowing from differentiated work units, or fail
to properly integrate various perspectives or ‘pieces of the puzzle’ into a single cohesive
view of problems. Snook (2000) described the shooting down of two U.S. Army Black
Hawk helicopters, where it was subsequently determined that U.S. Army and Air Force
activities were so poorly integrated that radio call signals were not shared, nor were
routine plans of action. One study that examined the congressional hearings following
the 1986 Challenger space shuttle disaster (Vaughan, 1996) reported a failure to integrate
vital information flowing from manufacturing and engineering sources into the flight
readiness decision process. The study of tragic disasters is seductive in its promise of
identifying and correcting the problems that lead to such terrible outcomes. However, the
failings of the participants in these disasters were largely the failings of everyday
activities carried out by individuals.
This dissertation addresses similarly routine activities, the day-to-day practice of
members of the surgery and anesthesiology professions. In the practice of medicine, all
providers will suggest that they act in the best interests of the patient, but when it comes
to working together inter-professionally, it is difficult to decide whose view of the best
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interests of the patient should hold. I argue here that the problems lie on both sides of the
boundary, involving both inter-professional differences and the constraints of intraprofessional consistency.
Between the boundaries lies contested terrain. Thinking of this contested terrain
in one way, the boundaries define a gap between two adjacent professions. Alternatively,
the contested terrain may be an overlap. Either way, the terrain is described in terms of
contours of specialized knowledge, responsibility for action, and the routine activities of
professional practice. The boundaries are no doubt defined by professional norms and
expectations, but they are respected, challenged, or transgressed by individuals.
Social identity theory suggests that overlaps are resolved by virtue of one or both
groups moving away from the other. Members of the groups do this through
embellishment of positive group attributes and diminishment of the other’s. A gap or
inter-group distance is the expected product of this inter-group distinction making.
However, in healthcare, a gap must be bridged quickly because of the risk of inaction. I
will argue that these gaps are solved by individuals who linger at the boundary, like good
neighbours chatting across a fence. And, those who linger at the fence know where the
gates are, and use them on occasion to cross through. Robert Frost wrote that fences
make good neighbours; I think they provide the same order and structure for adjacent
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professions. Regardless, there are times when circumstances require that neighbours find
and use the gate.
Lawrence and Lorsch (1967) were among the first organizational researchers to
identify the importance of the nature of differentiation to integrative success. Previous
efforts had tended to treat differentiation in terms of its presence or absence, or as a
variable that simply varies from low to high. The nature of differentiation arose in the 911 hearings, focusing on the problems that flowed from labeling the al Qaeda threat as a
national security rather than a law enforcement issue and before that by the very failure
to differentiate the al Qaeda threat from other more generalized terrorist threats.
The nature of differentiation amongst professional healthcare providers provides
the focus for this research. The questions I will address examine the role played by the
nature of differentiation between professions as their members make efforts to integrate
their practices towards the goal of improved care and health outcomes for their patients.
In its most general form, the research question I pose is:
“Why are some attempts at integrative practice more successful while others
simply fail?”
Five research questions were posed to examine this broad question, addressing the
elements of professional identity, variation in professional identity across medical
specialties, and the effect of professional identity variation on integrative practices.
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These questions are developed in detail in Chapter Four, though the nature of the data
gathered during fieldwork made direct testing impossible. However, the discussion
chapter provides a general response to the matters raised.
Given the complexity of today’s health care system, and with evidence of the
challenges noted above, one could expect the integration of efforts from the
differentiated segments of the health care system to be difficult. Critics have suggested
that most hospitals function in a barely controlled state of chaos much of the time and
that true teamwork exists more in the rhetoric of the administration than on the floor of
the wards. With that being said, the lessons above suggest that the integration solution is
linked first to an appropriate understanding of the nature of differentiation, followed by
appropriate integrative efforts.
But why integrate? There is some evidence to suggest that integrating the efforts
of differentiated professional services works well to improve patient outcomes in areas
where the focus of work is narrow and the disease conditions complex. Gawande (2002)
argues that the best outcomes occur in specialized care centers, in which services are
provided by a range of physician specialists. Examples of such specialized care centres
have addressed cardiac surgery and bone marrow transplants (Herzlinger, 1997) and
stroke care (Riopelle et al., 2001).
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However, negative consequences arise in these specialized multi-professional and
thus differentiated settings. An example of such consequences arose during a recent
interview with an author of the Riopelle et al. (2001) study regarding the development
and implementation of a protocol governing stroke victim care. She discussed a
breakdown in the stroke protocol that had occurred in the emergency room. The stroke
protocol was designed in part around the timely delivery of ‘clot busting’ drugs to
eligible patients. Eligibility to receive the drug is determined by neurosurgeons. In this
particular case, the neurosurgeon saw the patient first, rather than an emergency care
physician; by default the neurosurgeon became the ‘most responsible’ physician on the
case. The neurosurgeon came into the emergency room, examined the patient and
determined that in fact the patient had NOT suffered a stroke. The neurosurgeon
specialist consulted, concluded he was not needed, and departed the area. He did not see
himself as an emergency room physician, since there was no one in the room needing
neurological care. The emergency care physician stayed away because they thought the
patient was in the care of a specialist. The patient needed care, but not neurosurgical
care. In other words, the gap between the two professions meant that there was contested
terrain but no one to start the contest.
The impact of the profession of medicine on the organization, structure, and
delivery of healthcare in North America has been extensively examined (e.g., Abbott,
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1981; Freidson, 1970; Scott, 2001; Shortell, Gillies, Anderson, Erickson, & Mitchell,
2000; Stevens, 1998). Through the late 1800s and arguably up to the last quarter of the
1900s, one of the most powerful influences within medicine was the growth of
specialization (Stevens, 1998). When some of the earliest medical schools appeared in
the 11th century in France and Italy, the field was populated by physicians, barber
surgeons, apothecaries, and a range of quacks and cultists (Abbott, 1981). Today, the
American Medical Association (AMA) recognizes approximately eighty specialties and
sub-specialties; the Royal College of Surgeons and Physicians of Canada list over fifty.
This segmentation of the profession and the attendant differentiation between
specialties has been blamed for driving up healthcare costs, perpetuating the shortage of
physician resources, and contributing to chaotic organization in most North American
hospitals. In addition to grappling with the cost impact from the current structure and
organization of healthcare, there is an increasing concern for patient safety. The report of
the Institute of Medicine in the United States, “To Err is Human”, argues that as many as
98,000 people per year in the United States die from medical errors (Kohn, Corrigan, &
Donaldson, 2000).
Recommendations stemming from that report were aimed in part at addressing
the lack of coordination and integration of effort between the multitudes of medical
specialists that often are drawn together in the care of a single patient. The authors drew
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on work by Perrow (1999) to describe the healthcare industry as being sufficiently
complex and tightly coupled as to be considered accident-prone. While Perrow studied
“Normal Accident” sites in power generation, air transportation, and the petrochemical
industry, the analogy is apt; the threat of accidents in hospitals is constant and the
consequences of such accidents significant (Perrow, 1999). Perrow’s prescription for
systems that are complex and tightly coupled is simplification, standardization, and the
development of extensive reporting systems. Weick (1987) suggested that “dense
communication” is necessary between players in the various segmented parts of the
system in order that they can respond and adapt to changing circumstances as the system
operates. A similar concept, relational coordination, has been identified as a key factor in
other complex settings, such as airline operations (Gittell, 2000) and post-operative
surgical care (Gittell et al., 2000).

Communication
In their final list of recommendations, the authors of “To Err is Human”
speculated that communication skills and changes in the culture around coordination and
the reporting of errors would have to reach back to the education and residency phases of
specialty development, suggesting that the barriers to such improvement were as rooted
in the professions as in the organizations (Kohn et al., 2000).

7

Much of the data is derived from communications within and between
specialized groups of medical professionals. The challenges to successful
communication in such differentiated work settings are many. They range from the
absence of a shared vocabulary to support communication to more problematic issues
such as the lack of motivation to communicate. This lack of motivation is linked to
distrust of communication partners and a reluctance to attribute sufficient value on the
input of potential communication partners. This research examines the roots of these
constraints on communication, particularly with respect to different professional
membership, training, values and beliefs. I have examined situations where such
constraints blocked communication, and others where communications were successful
and lead to better coordination across professional boundaries.

Professions
The literature on the professions and professionalization (e.g. Abbott, 1981;
Freidson, 1970; Scott, 2001) generally points to four key factors that distinguish
professions from non-professions. First, a profession possesses a unique body of
knowledge, and is typically responsible for the generation and re-generation of that
knowledge. The second and third are closely related. The scope of practice for the
profession is protected by regulation, typically self-regulation. In exchange, members of
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a profession agree to be bound by a code of ethics governing their behaviour and their
balancing of personal and public interests. Members expect to be held to account for
their actions by both their peers and the public. The fourth factor is the predominance in
professional members of a service orientation, predisposition to work in the service of
others.
The body of knowledge applied in a profession’s practice is developed over time,
starting with extensive and exclusive education, followed by training alongside more
experienced members of the profession. The ‘sunk cost’ effect of this extensive
preparatory period suggests that members welcome regulatory protection as a protective
barrier that ensures that the benefits related to their training investment are not likely to
be diluted prematurely by the incursion of others. In practical terms, the extensive
preparatory period is necessary in professions such as medicine to allow individuals to
sufficiently master the body of knowledge before being granted access to work. The
rewards of access to work include relatively high status and remuneration. The burdens
of access include responsibility to one’s patients and to one’s peers to uphold the
principles, values, and expectations of the profession.
My examination extends beyond the title attached to various professions,
although such labeling is by itself important. Being publicly labeled as a professional
places one apart from non-professionals. Within a healthcare setting, the labeling of
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professions sends a powerful signal about who your peers are and the type of work you
are entitled to carry out. However, I argue that the labels oversimplify the nature of the
differentiation within a professionalized workforce. Beneath (or behind) this label is an
individual’s professional identity, shaped by the extent to which the individual perceives
of themselves as being aligned with the values and beliefs of the profession (Scott,
2001). Members of a profession use the profession to categorize themselves (Tajfel &
Turner, 1979), and respond favorably to information that reinforces their identity and
places them in a more favorable light socially (Tyler, 1999). The development of internal
values consistent with those of the profession leads to voluntary behaviours entirely in
keeping with the profession’s expectations. Social identity theory suggests that an
individual’s beliefs and behaviours will become more like their group’s collective
behaviour, and that strengthening group consistency will lead to greater bias being
exhibited towards other groups.
However, at least two other factors are at play in the evolution of an individual’s
professional identity. First, as already noted, the profession of medicine has become
differentiated by specialization. It may be the case that members of this profession
identify with the broader profession when comparing themselves to individuals outside
the healthcare sector, or when comparing themselves to members of non-medical
professions within the hospital. However, within the profession of medicine, members
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are more likely to align themselves with a sub-professional group such as a specialty
(Scott, 2001). This partitioning of the profession adds a certain level of complexity to the
formation and representation of one’s professional identity.
The second factor is the question of individual distinctiveness. Group
membership allows an individual to enjoy social benefits in accord with those granted
the group, but in turn the member suffers some degree of depersonalization. Although
not given the consideration social identity theory attracts in the literature, there is some
evidence, mainly under experimental conditions, that individuals strive to attain a duality
that allows them to balance the social legitimacy of group membership with their own
individual profile (Brewer, 1991; Snyder & Fromkin, 1980). Of interest, but not directly
addressed in this research is the question of sufficiency. Does specialization within the
profession of medicine grant an individual sufficient distinctiveness, or will they
continue to seek opportunities to distinguish themselves from their peers no matter the
degree to which they become specialized within medicine?
Using an institutional lens, professions are seen to exert strong normative forces
on government and on organizations (DiMaggio & Powell, 1983). They do so through
the creation and use in the workplace of unique knowledge, and through the
establishment of normative practices for solving abstract problems through the
application of this knowledge. Members of professions act collectively, not so much
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through group action, but by espousing views consistent with the profession, by acting in
generally consistent ways when confronted with similar problems, and by essentially
banding together to protect their right to practice in exclusive areas. The boundaries
between professions thus delineate the edges of the contested terrain that lies between
adjacent professions.
Scott (2001) identifies professional identity as an important factor in the
relational systems of a profession. The identity of professional members is influenced by
the knowledge their profession holds and develops, and also by the perspective or
interpretive lens they bring to bear on that knowledge and how it affects their practice.
The cognitive process of matching personal and professional values and beliefs leads to
the sharing of scripts and routines, the enactment of knowledge in practice, and presents
a cognitive barrier to interaction with others who are perceived not to share this common
base of knowledge. This argument lends itself to understanding why professionals and
non-professionals are constrained in attempting to undertake cooperative activity. Even
amongst professionals, problems may occur if one or other simply lacks the special
knowledge to undertake, for example, acute pain management. But, in the situations
examined in this research, both professions possess the basic knowledge to act, and
neither could tolerate a refusal to cooperate simply on motivational grounds. My
arguments suggest that there are constraints on such cooperative activity from each
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profession, acting in conjunction with differences borne of the cognitive ‘distance’
between the professions.
The distinction made between medical professionals and non-professionals, or
even between medical professionals and professional healthcare administrators is
typically made on the basis of the relationship with one’s clients (Beckman, 1990;
Freidson, 1970), or the presence of a professional versus bureaucratic orientation
(Bunderson & Sutcliffe, 2002; Glouberman & Mintzberg, 2001a, b). However, even
amongst various healthcare professionals, there are differences in value and belief
systems. Nurses tend to focus on patient versus professional autonomy and overall
patient well-being; physicians focus on patient survival and avoidance of harm
(Grunstem-Amado, 1992).
Despite the common educational grounding provided by their four-year
undergraduate medical degree, it is generally acknowledged that there are differences
amongst the medical specialties, at least on the basis of hierarchy. Abbott (1981)
described the hierarchical ranking as placing specialists over generalists, with surgeons
topping the list of specialists. He argued that there are a variety of dimensions that
contribute to each profession’s rank position, from income and client status to degree of
substantive difficulty, impact of error, and non-routineness involved in practice. This
latter dimension is corroborated by others, who have found that the highest ranking
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professionals are those who deal in essentially pure technical matters, devoid of ‘lay’
terminology and the subjectivity of emotion (Abbott, 1981; Freidson, 1970).
In this study, I have focused on the interactions and integrative efforts of
members of two specialties that often interact in the care of patients: surgeons and
anesthesiologists. Despite their position at the top of the hierarchical ranking, surgeons
are highly reliant on the work of the anesthesiologists, particularly during surgery. This
reliance extends to the post-operative period when surgeons consult anesthesiologists on
questions of acute pain management.
The inter-professional relationship between surgeons and anesthesiologists has a
long history, one that suggests that the two specialties have been negotiating and
disputing their shared boundary for some time. Anesthesiologists had low jurisdictional
control until the 1960s (Halpern, 1992), given that their role was formerly exercised by
the surgeons themselves. Even when the specialty of anesthesiology emerged from the
specialty of surgery in the early 1900s, practitioners were reliant on surgeons to refer
work to them. The shift in autonomy of anesthesiology emerged in part by their taking
on roles outside the operation room, which was previously the sole purview of surgeons
(Searle, 1984) and in part by the recognition of the role that anesthetic errors played in
overall success of surgical interventions (Kohn et al., 2000).
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The relationship between surgeon and anesthesiologist within the operating room
is interesting, given that there seems to be little room in a hierarchical power structure
for two specialists (Bunker, 1972). Control over the patient’s well-being shifts back and
forth between the anesthesiologist responsible for the patient’s breathing, sedation and
pain control and the surgeon who actually conducts the intervention. Despite being
requested to provide acute pain consultation for surgery patients, anesthesiologists on
acute pain management rounds report rarely seeing the surgeons, who prefer to have
their residents conduct normal ‘rounds’. Much of the communication involved in their
‘consultation’ occurs through telephone conversations and notations made in patient
records.
Much of what these professionals do in the conduct of their practice occurs in
isolation of the practice of other professionals. There is interaction during surgery and to
a lesser extent in post-operative care. Much of the practice of any one profession consists
of repetitive activities and interactions that characterize the daily routine of the social
setting in which the professional works from day to day (Barley, 1990). Practice is
situated, reflects the negotiated order in terms of scope of activity, and is thought to
generally respect the boundaries that delineate the bodies of knowledge unique to each of
the professions found in the work setting (Carlile, 2002). The practice of professionals
requires that they confront situations, and proceed by applying their experience and their

15

own abstract body of knowledge to that situation (Ashmore, Deaux, & McLaughlinVolpe, 2004).

Communicating Across Boundaries
Barley (1990) argues that changes in practice on one side of a boundary must be
traced back to some level of dyadic interaction within the network of social contacts that
each professional is located within. Adaptation may be the result of initiatives taken
within the profession, but professional norms and a desire to offset risk by following
routines and protocols makes this unlikely. External influences can induce adaptation,
such as when new technology is introduced to the workplace (Barley, 1990), or when
clients present new product development challenges (Carlile, 2002; Dougherty, 2001).
In a dyad that consists of a member from two professions, differing specialist
knowledge is evidence of a boundary between the two individuals (Carlile, 2002). Given
the argument that all members of a profession generally share similar beliefs and values,
it stands to reason that similarly constructed dyads with different participants will
experience similar boundary constraints when interacting. Social identity theory argues
that the relative distance between the professions (across the boundary) will affect their
willingness to collaborate, assuming that relative knowledge differences do not constrain
their ability. Professions at close proximity will tend to move away from the boundary,
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increasing the distance to preserve or enhance social distinctiveness. It is less clear how
large inter-professional distances affect members. Some may respond in the absence of
threat, while others might simply ignore or avoid interaction, assuming that the
knowledge differences are too great.
Variation in identity within the group on one side of the boundary may influence
the nature of the boundary, in addition to the influence of distance noted above.
Members of groups that are homogeneous in identity terms will experience strong
constraining influences, given the relatively uniform set of beliefs, values, and views of
their professional world. On the other hand, individuals may chafe under those
conformity influences, suggesting that specific individuals may venture willingly across
a boundary regardless of the distance. Heterogeneity in identity terms suggests that
individuals are loosely constrained, but when they venture across boundaries, they may
be viewed by their dyadic partners as inconsistent in their approach to knowledge
deployment and decision making.
Carlile (2002) identified three types of boundaries over which the sharing of
knowledge might be difficult: syntactic, semantic, and pragmatic. Syntactic boundaries
are those where barriers to communication exist, including common language. Semantic
boundaries are present where interpretive differences exist respecting otherwise
understood knowledge. Both of these boundaries suggest that they are influenced by

17

some measure of distance between the professions. Infrequent interaction prevents the
development of common language, and differing perspectives, values and training can
influence interpretive frames or the cognitive schema that individuals bring to bear in
practice. Pragmatic boundaries are more complex, in that participants on either side of
the boundary may have the ability but not the motivation to share. This perspective on
barriers recognizes that the knowledge that is built up on either side of a boundary is
“hard won” (Carlile, 2002), and protected by those who participated in its development
and understand the consequences of its application (Brown & Duguid, 1991; Orr, 1996).
Carlile argued that the nature of knowledge differences across the boundary
affect the nature of the boundary and thus the type of boundary-spanning behaviours that
can be successfully deployed to support knowledge sharing. I am arguing that identity is
an appropriate and effective basis for assessing the nature of the differences between
individuals on one side of any boundary and across a boundary separating professions
and unique knowledge. Having assessed the nature of the differentiation, this research
then turns to an examination of the influence that identity variation has on perceptions of
the boundary and on the nature of successful integrative activities across such
boundaries.
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Contributions from the study
A variety of personal, institutional and organizational factors affect the successful
integration of effort across healthcare professions, in pursuit of more effective and
efficient patient care. The study contributes to the understanding of the factors affecting
integration of professional effort, through a rich qualitative examination of professional
practice via field observation in a hospital setting. Secondly, this study examines the
impact of co-mingled identities on the behaviours of professional healthcare providers.
The study suggests that there are contextual and personal factors under which role
identity, professional identity, and personal identity affect providers’ will to integrate, or
are associated with varying levels of the skills associated with integrative behaviours. In
other cases, variations in this ‘identity in use’ are associated with success at overcoming
broad system barriers to integrative success.
This study also addresses the need to elaborate identity theories in field settings,
to augment the understanding developed through extensive theorizing and laboratory
experiments. Lastly, this study points to the need for organizations and managers to exert
additional effort to facilitate the coordination and integration of effort amongst
professionals in highly professionalized work settings.
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Organization of the Dissertation
The dissertation focuses on the joint activities of members of two medical
specialties: surgeons and anesthesiologists. I have examined the nature of differentiation
between the two professions, and also amongst members of each specialty. I have argued
that the constraint on integrative success, the challenge of overcoming the contested
terrain, is related to both intra- and inter-professional differences. To do this, I will first
present a literature review of differentiation and integration. The review of the
differentiation literature starts from an historical perspective, considers the work of
Lawrence and Lorsch (1967), and then turns to social identity theory and its
contributions to the understanding of inter-group conflict.
The third chapter consists of a review of the integration literature. I start with a
review of early efforts to control and coordinate individuals and then eventually large
organizations. I examine the issues surrounding coordination in a knowledge-intensive
and professionalized workplace. Previous literature has dealt with external mechanisms
for control and coordination, the use of structures such as teams and groups, and efforts
to nurture creativity and innovation as a means to achieve coordination and
collaboration. I close with a review of the consequences of enhanced coordination and
integration of effort across professions and functions.
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In the fourth chapter, I present a conceptual model that is used to provide focus
and shape to the fieldwork. The model depicts a relationship where the nature of
differentiation influences the prevalence of integrative behaviours, mediated through
perceptions of the type of boundary that such inter-professional interaction is spanning. I
close the fourth chapter by outlining the research questions that provided initial focus to
the data collection. In the fifth chapter, I outline the case study approach employed to
gather data. The study findings, in the form of a series of narratives, are presented in
chapter six. Finally, chapter seven is a discussion of the findings, including limitations of
the study and implications for future research and professional practice.
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Chapter Two: Differentiation
Two physicians in a tertiary care teaching hospital engaged in a dispute regarding
appropriate care of a patient for whom they were both responsible. The topic of their
argument was, not surprisingly, pain. One said that pain was an excellent diagnostic
marker, and thus it was helpful that their patient was experiencing pain. The other argued
passionately that pain was a sign of failure to treat the patient effectively. The former
was an orthopedic surgeon, the latter an anesthesiologist specializing in the management
of acute pain. Physicians are known to be independent, protective of their right to
autonomous practice, and perhaps unwilling to take the advice of others, so it is not
surprising that such disputes occur.
With such a basic point of disagreement, it was not surprising that the orthopedic
surgeon took the first available opportunity to sever the acute pain specialist’s
involvement with the case, opting to manage the patient’s pain directly. Disputes and
premature cessation of collaborative practice highlight the difficulties faced by
healthcare planners and policymakers who advocate increased cooperation and
collaboration between the professions. In this contested terrain, the fact that an overlap
existed allowed one party to simply exert a rule and end the mutual effort. The
anesthesiologist was only involved because the surgeon had asked for his involvement,
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and so it remained totally within the purview of the surgeon to end the engagement. I
argue that resolution of this problem is linked to the participants understanding the
nature of the differences that underlie their conflict.
Conflict seems to be the default or expected condition. Participants to the conflict
expect a conflict. They start out with expectations that the other does not understand, will
not listen, or is not engaged in work as important as theirs. If no new information is
available, the conflict is encapsulated or cut off through administrative control or
exertion of power. New information related to the conflict forces participants away from
their conditioned response, if only temporarily. Professionals ignore compelling facts at
their peril. A fresh understanding of conflict may position individuals at the point where
one or the other gives ground (I can’t believe we’re fighting over this) or starts to take on
the other’s perspective (I didn’t know that was your concern).
Individuals become aware of differences via the process of differentiation
wherein participants or observers note differences between two or more entities, on some
chosen basis (Tversky, 1977). The bases of differentiation employed in the literature are
broad, such as pay, task responsibilities and hierarchical reporting relationships (Van
Maanen & Barley, 1984), expertise (Hinings, Hickson, Pennings & Schneck, 1974),
degree of control over resources (Pfeffer & Salancik, 2003) and goals, time, and
interpersonal relations (Lawrence & Lorsch, 1967). Lawrence and Lorsch (1967) defined
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differentiation as “the difference in cognitive and emotional understandings among
managers in different functional departments” (p. 11).
The process of differentiation separates and distinguishes. Thus, it allows
participants or observers to distinguish entities and roles, as well as understand the nature
of the differences (Jetten, Spears, & Manstead, 1998). This understanding is driven in
part by the degree of, as much as the presence of, differentiation. The degree of
differentiation is a measure of the number of dimensions on which comparisons are
made, coupled with a measure of the separation or strength of the difference along the
contrasted dimensions (Jetten et al., 1998). For example, if the basis of differentiation is
gender, one expects the degree of differentiation amongst a group of males to be nil, and
absolute between male and female. However, if the basis for differentiation is a
continuous measure such as age, the degree of differentiation is best understood in
relative terms. Using age, a four- and a ten-year old person are differentiated by six
years, as are sixty- and sixty-six year old persons. However, the six years is clearly a
more significant factor in the first compared to the second person. Age and other
continuous bases for differentiation may be more useful within a group that has already
been set apart on the basis of some similarity measure, such as those who are ‘old’ or
‘young’. Tversky (1977) argued that similarity and contrast ought to be considered
together in an assessment of comparability of objects. He went further in suggesting that
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such comparisons were best accomplished using sets of features, rather than single
measures.
The role of this chapter is to review the literature on differentiation, highlighting
such issues as its role, and the relative simplicity or complexity of its structure. I start the
chapter with a historical overview, followed by a discussion of conventional approaches
to differentiation at the level of organizational functions. The fundamental differences
that lie at the root of the dispute between the two physicians above are enduring evidence
of differentiation that I argue stem all the way back to the beginnings of their
development as professionals. I review literature on differentiation within groups,
including professionals, and the value of using identity-based differentiation to capture
the belief and value-based differences inherent in inter-professional work. To do this, I
will consider both the professional as individual member of a profession and as current
incumbent in a professional role. I next discuss the benefits that are likely to accrue to
individuals and groups through differentiation, followed by identification of costs and
consequences of differentiation. I then close the chapter with a discussion of the
challenges and consequences involved with integration of differentiated parts of an
organization, such as occurs when surgeons and anesthesiologists attempt to practice
together.
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Historic Overview
Differentiation was in practice in social groups and organizations long before the
appearance of such prominent contributions as F.W. Taylor’s (1911) treatise on
Scientific Management and the division of labor, or Lawrence and Lorsch’s (1967)
examination of differentiation and integration. Accounts of early human development
indicate a division of labor on the basis of gender (Stoczkowski, 2002), often
coordinated by a group’s elite members (Arnold, 1995). Women could gather or collect
foodstuffs, but did not participate in hunting. Inuit women participated in fishing activity
alongside men, but were restricted from using such implements as harpoons or hooks
(Stoczkowski, 2002). Similarly, while guns have been used by Inuit to support hunting
activity for over a hundred years, it is only in the last ten years that young Inuit women
have had access to instruction in their use. Hunter/gatherer communities eventually gave
way to collector societies using more planned and structured approaches to subsistence
(Stoczkowski, 2002), and ultimately to an agrarian society where most life needs were
met through the care and tending of food crops. Early craftsmen were those individuals
who became alienated from their land base, or were forced to use sub-standard land, and
thus needed to augment their living by making and selling the implements of agriculture
to those better off than themselves.
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The lens of differentiation is also useful in examining history over time, as the
role and responsibility of the church, the aristocracy, and eventually the state became
articulated and separate. In The Wealth of Nations, Adam Smith (1776) linked division
of labor and specialization to expansion of the market. Smith did not differentiate
between the craftsman, the merchant class, or the aristocrats, opting instead to study
factors that benefit entire nations. However, various roles fare differently in market
conditions. Craftsmen and suppliers of raw goods are beholden to the shippers to get
their goods to market, and the merchants dictate where goods will be bought and when
(Arnold, 1995).
As the influence of the Industrial Revolution persisted, organizations became
larger, often subsuming entire classes of once independent craftsmen, creating
employees where once most were independent entrepreneurs. From these new large
organizations emerged the theories of scientific management (Taylor, 1911), supported
by a stark differentiation of worker and manager. Workers were assigned to and
completed tasks; managers planned and monitored the conduct of work. The success of
this approach hinged on the implicit assumption of complete obedience and compliance
of managerial edict by workers. The division of labor and responsibility expanded as
organizations grew, eventually driving the development of employees with specialized
expertise as managers and the modern bureaucracy as a formal organizational structure
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(Weber, 1947). Increased organizational size and geographic reach lead to further
differentiation, on the basis of layers of hierarchy, space, occupation, and eventually
function (Blau, 1970; Child, 1973; Kabanoff, 1988).
Although critics of the rationalist approach to organizing abound (e.g., Barnard,
1938; Roethlisberger & Dickson, 1939; Bendix, 1974), the persistence of hierarchy and
organizations at least partially organized by function and geographic locale suggests that
these critics operate largely to adjust rather than remake the basic scheme of structural
differentiation. Barnard (1936) acknowledged the value of differentiating between
workers and managers, but argued that much of an organization’s authority actually rests
with the workers and their acceptance of managerial edict. Simon (1957) organized his
criticism around decision-making, differentiating between decision-making and decision
execution roles.
Contingency theorists have focused on the importance of environmental factors
such as complexity and uncertainty, suggesting that there is no single organizational
design solution (Lewis & Harvey, 2001; Lawrence & Lorsch, 1967). The manufacturing
and research and development (R&D) organizations studied by Lawrence and Lorsch
(1967) employed people with particular skills as a planned response to environmental
demands, and then assigned them to functions and unique administrative functions on the
basis of similarity of task and technical background. The study of the nature of
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differentiation arose from a realization that organizations faced great difficulty in
integrating the efforts of those various functional units.

Functional Differentiation
As organizations grow in size and complexity, the division of labor becomes
more pronounced and the divisions themselves increasingly specialized (Weber, 1947;
Hickson, Hinings, McMillan & Schwitter, 1974; Blau, Falbe, McKinley & Tracy, 1976).
Such specialization tends to occur outside production areas as well, to the extent that
organizations form separate accounting, planning, personnel, and marketing departments.
The trend to increased functional specialization as the organization grows spurs the need
for increased coordination of activities, made more difficult by the tendency in
departments to execute the tasks assigned to them in accordance with their own
standards (Weber, 1947; Thompson, 1967). Some departments perceive themselves to be
in favored positions, or perhaps hold significant power in the organization compared to
other functional or departmental areas, on the strength of their relationship with
important stakeholders or because they have successfully managed past environmental
uncertainties for the organization (Pfeffer & Salancik, 2003).
Studies of functional or horizontal differentiation (El Louadi, 1998) have
addressed sub-units in global enterprises (Ghoshal & Gratton, 2002), marketing and
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R&D divisions (Carlile, 2002; Leenders & Wierenga, 2002), and differences between
marketing, manufacturing, and quality functions (Calantone, Droge, & Vickery, 2002;
Song, Montoya-Weiss & Schmidt, 1997). These studies identify the functional basis for
differentiation, but do not delve into the nature of the differences between functions.
Exceptions include the work of Lawrence and Lorsch (1967) and Calantone et al.,
(2002).
Lawrence and Lorsch (1967) proposed that the likelihood of integration success
could be predicted by examining differentiation amongst functional managers, on the
basis of various beliefs and attitudes. They reasoned that functional managers traced
their roots to the functions they were now leading, and that prolonged immersion in work
of a unique nature, coupled with any required training or education, would generate
important differences in attitude and beliefs. They identified three such orientations: to
goals, to temporal matters such as deadlines, and to interpersonal relations.
Literature addressing the nature of differentiation within, as well as between
functional areas can be found in the organizational development literature on groups and
group function, and the social psychology literature on identity as it relates to intra- and
inter-group relations and conflict. The study of differentiation as it relates to groups and
their functioning is a natural extension from functional differentiation. Increased
functional specialization leads to increased routinization, deskilling, and bureaucratic
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approaches to controlling and coordinating the functions. However, when increased
functional specialization is coupled with high environmental uncertainty, task
uncertainty increases and coordination is best accomplished using less structured
approaches (Brown & Eisenhardt, 1997) or through the formation of cross-functional
groups or teams, such as are found in the product innovation sector (Dougherty, 1997).

Groups
Groups are differentiated on the basis of within- or between-group measures, but
the former is the focus of the group development literature. Within-group measures
describe differentiation between group members, where high heterogeneity indicates the
prevalence of member-to-member differentiation. Explicit measures such as citizenship,
race, sex, previous degree, previous job function and age have been employed (Polzer,
Milton & Swann, 2002). Less explicit measures have also been employed, such as the
basis of power (Woike, 1994), perspective on task-related problems (Dougherty, 2001)
and alignment with either the majority or minority within the group (Nemeth, 1985).
Harrison, Price, Gavin and Floreyal. (2002) has taken a slightly different tack, assessing
what they term aspects of deep-level differentiation. Examples include personality traits
such as power need and integrated vocational consciousness (Hill & Collins-Eaglin,
1985).
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As has been discussed, individuals may be categorized using a broad array of
elements, ranging from gender and race to profession and occupation. Beyond explicit
categorization, Lawrence and Lorsch (1967) argued that differentiation could be
described in terms of various beliefs and attitudes, which developed as a result of their
task assignments and to a lesser extent their educational background. Identity theory
provides a useful extension to this work.

Identity-Related Differentiation
Identity refers to the various meanings that an individual attaches to their self,
influenced by personal and character traits as well as influences from their social roles
(Ashforth & Mael, 1989). Identity is shaped and reinforced through interaction with
others and through a continuous comparative process (Tajfel & Turner, 1979). From an
organization’s perspective, identity represents those aspects of the organization that best
reflect the qualities organizational members believe to be distinctive and enduring over
time (Albert & Whetten, 1985).
Beyond the labels of differentiation discussed previously, social identity theory
describes the manner in which various categorizations shape an individual’s self-concept
or cognitive representation of self (Turner, 1985). Individuals routinely categorize
various stimuli in their environment in order to systematize and simplify the world
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around them (Tajfel, 1978); the influence of this process on one’s self-concept is a
consequence of these actions.
Social identity theory, as applied to individuals, argues that individuals form their
self-concept with some set of essential characteristics, and that over time they engage in
practices and interpretations intended to affirm their self-concept (Rindova & Schultz,
1998). One’s identity is used not only to classify self, but also to define one as a member
of one group and not another. In that regard, it serves as a useful conceptual bridge
between individual and group levels of analysis (Ashforth & Mael, 1996). Identity serves
as a filter against disconfirming signals from others watching you and your actions.
Given its affirming and dissonance reduction tendencies, identity has been argued to
predict and restrain actions (Gioia, 1998; Rindova &Schultz, 1998). This argument is
important in the sense that the presence of a boundary becomes salient to members. It is
not simply membership that is at stake here, but distinction from unlike others.
Social identity theory has been used to examine the nature of an individual’s
‘belonging’ to a group (Tajfel, 1978; Tajfel & Turner, 1979). This theory and its
derivate, self categorization theory, assist in explaining the degree of homogeneity in
groups, but it is equally relevant that the process of identifying similar others forces one
to make distinctions about who is different as well. Social identity theory is therefore
used to explain inter-group behaviour, including bias, as well as in-group behavioural
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dynamics. Groups of people tend to focus on their distinctiveness, and use that
distinctiveness to increase the contrast between their group and some other group of
interest (Tajfel & Turner, 1979; Gioia, 1998). Thus, the separation between related
groups has both a presence and a dimension; the contested terrain becomes salient to
members in terms of various characteristics, including breadth.
As an extension of social identity theory, self-categorization theory (Tajfel, 1978;
Turner, 1985) focuses on how cognitions and group interactions affect the formation and
use of social categories. Its cognitive focus on the process of category formation and
selection sets it apart from social identity theory and its focus on the effect that
belonging to a group has on individuals and between group conflicts. Sets of related
stimuli are organized or categorized to both reject dissonant stimuli and simplify the set
of inputs. The included set of stimuli is typically conceptualized as a prototype: a loosely
constructed entity representative of a member of the category.
The set of categories used to establish identity may be drawn from broader
sources than are normally associated with the expected or taken for granted social
identity of an individual’s group. This is more likely to occur if an individual’s social
referent set is broader than the group (Snyder & Fromkin, 1980; Ashforth, 2001). Social
referents are those an individual turns to for social information to support evaluation of
options and outcomes. The influence created by comparison with social referents
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constrains actions by linking group membership to an acceptance of the link between a
range of accepted actions and expected outcomes (Snyder & Fromkin, 1980). These
arguments form an important part of the differentiation / integration picture, as they
clearly establish that individuals engaged in cross-boundary work are constrained in
terms of what they can do in their practice, whether that practice be within the group or
between groups. In addition to the inter-group relations viewpoint, it makes sense to
examine the strength of the constraining influence on individuals within a group, and the
likelihood that individuals experience those constraints differently. Group interaction is
influenced at times by the collection of individual identities, and at other times by the
more harmonious shared social identity of the group (Hogg, Terry & White, 1995). This
is predicted by the degree of perceived harmony between the focal group member and
the group’s prototypical member, measured in terms of sets of salient stimuli. If identity
can be used as a bridge between the individual and group levels of analysis (Ashforth &
Mael, 1996), then identification can be considered an expression of the strength of that
bridge. Members of a group or profession can all perceive themselves to be similar to the
prototypical member of a group, but the strength of similarity to that prototype can vary.
This strength of attraction is considered here as identification.
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Identification
Identification involves an individual coming to see another individual or group as
being definitive of one’s own self (Pratt, 1998), an expression of value congruence, or a
cognitive connection (Dutton, 1992). It is usually spoken of in terms of an individual
having identification with, or identifying with an organization or other social entity
(Gioia, 1998), or, in other words, a ‘oneness’ with an organization (Ashforth & Mael,
1989).
In terms of identification with social groups, social identity theory (Hogg et al.,
1995; Tajfel, 1982) suggests that identification is driven by needs for self-enhancement
and affiliation. Organizations or other social entities that have identities perceived to be
attractive by an individual will be likely targets of identification (Dutton, Dukerich, &
Harquail, 1994). Individuals who identify with a group or organization are likely to act in
ways that are congruent with the higher order entity’s identity (Aronson, 1992; Dutton et
al., 1994). Strong identification is more likely to occur when the higher order social
entity is distinctive in its own right (Ashforth & Mael, 1989), and less likely when there
is intra-organizational competition (Mael & Ashforth, 1992).
A potential application for identity and identification in differentiation studies
occurs where differentiation is on the basis of professional membership. I refer here to
membership in a regulated profession such as medicine, nursing, law, or education. In
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these cases, professions represent the higher order social entity noted above.
Differentiation by function is typically examined within a relatively pure work context,
with an implicit assumption being made that the context captures all influences acting on
the group and its members. This is not the case with a professional workforce,
particularly where professional members trace their development back to extensive
specialized education, regulated entry to the profession, and employment directly linked
to membership in a professional association. However, despite the powerful
homogenizing effects borne of membership in a regulated profession, a cautionary caveat
lingers: one should not assume homogeneity within the profession.

Differentiation by Profession
The examination of differentiation in highly professionalized work settings
requires the combination of explicit as well as social psychological approaches. A
workforce populated by regulated professions is differentiated explicitly by job title,
profession, and perhaps by area of specialization, such as tax law versus criminal law.
Segregated education, use of unique and complex language, and in-profession training
after completion of education all serve to “pre-socialize” members to their profession
long before they join a particular organization (Tolbert, 1988). The concept of identity
captures the extent to which individuals see themselves purely or partially as a member
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of the profession, and strength of identification with profession and organization
indicates the extent to which individuals align themselves in terms of values and beliefs.
Professional identity is a key relational carrier of any professional institution
(Scott, 2001). Members of a profession draw extensively on their profession in shaping
their identity. This process starts early, as noted above, with specialized education. The
content of that education is controlled by the profession, and extends beyond the
classroom to ‘on the job’ training side by side with full-fledged members of the
profession. The process of training extends beyond schooling into various forms of work
exposure with increasing responsibility during their socialization into the full-time work
force (Schein, 1978). Pratt, Rockmann, and Kaufmann (2006) have argued that much of
a medical professional’s identity is constructed during the residency training period,
providing a key link between the “doing and being” among professionals (p. 255).
Scott (2001) argued that institutions can be described by a framework consisting
of normative, regulative, and cultural-cognitive pillars. The structure of this framework
presents an opportunity for contrasting or differentiating adjacent professions.
Institutional theory has long recognized the normative influence of professions
(DiMaggio & Powell, 1983), and is a lens used often to describe the relative successes
and failures of competing professions (Halpern, 1992; Covaleski, Dirsmith, &
Rittenberg, 2003; Oliver, 1991). Differences in the normative framework of two
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professions reveal differences in the ‘taken for granted’ worldview of professional
members. Such differences manifest themselves in differing beliefs and value sets
(Dutton, 1992; Pant & Lachman, 1998), authority systems and work roles (Halpern,
1992). The normative effect of a profession may be more influential on identity
perceptions of a member of that profession than are influences from social interaction
with other members of the same profession. Hogg et al. (1995) have argued that personal
identity is a reliable predictor of beliefs and actions when dealing with what they term
‘chronic identities’, such as those that emerge from professional training.
Professions secure their institutional ‘wins’ through regulatory gains, often with
laws defending the scope and right to practice (Freidson, 1994). The regulative
framework within which any profession operates provides for the legal embrace of their
scope of practice, often with exclusivity. This right often co-exists with the requirement
to uphold and adhere to a code of ethical conduct (Covaleski et al., 2003; Rittenberg &
Covaleski, 2001).
One of the key arguments in the sociology of professions literature is that
development and control of an abstract system of knowledge is critical to the long-term
survival of any particular profession (Abbott, 1988; Freidson, 1994). Possession of a
unique body of knowledge, coupled with processes to continually regenerate knowledge,
is typically a distinguishing feature separating professions from semi-professions
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(Barley, 1996; Etzioni, 1969). Professional members with a unique knowledge base will
communicate using specialized terminology, and employ technology that they alone may
control (Roznowski & Hulin, 1985). Such differences should reveal themselves in stark
differences in identity between professions, if not in differences between members of a
profession. The link between awareness of the process of knowledge generation and the
development of beliefs and values as their professional identity emerges suggests that
identity can be linked to the schema professionals employ to solve problems. Differences
between professions are particularly affected if one or other’s perspective on knowledge
generation affects their understanding of the cause of problems and the effectiveness of
interventions. Refer back to comments about the role of pain in the healing and care
process. Recall that a member of one profession believed that pain was an accurate
marker of the patient’s condition, while a member of another profession has come to
believe that pain hinders healing. Gioia, Schultz and Corley (2000) sum the matter best,
in arguing that knowledge generation plays a paradoxical role, linked to both
intransigence to change and adaptability.

Differentiation in Healthcare
Healthcare organizations experience increased functional differentiation as they
grow in size (Moch, 1976). The trend towards specialization has made this a particularly

40

pertinent problem in hospitals today (Starr, 1982). Such specialization has led to a
decline in the power of such professional associations as the American Medical
Association, and the steady increase in associations related to specialties. Hospitals have
long been considered as ideal sites to examine issues related to professions (Scott, 2001),
including technology use, seen as a critical basis for differentiation in healthcare (Barley,
1986). However, other professionally dominated organizations experience similar
challenges in organizing members of professions such as law, accounting, architecture,
and engineering into functional and cross-functional arrangements (Abbott, 1988).
Inter-functional differentiation within hospital organizations appears to take three
possible directions, all involving overlapping or conflicting professional boundaries
(Abbott, 1988). The first, and most typical in the literature, examines differences
between members of the nursing and medical professions (e.g., Starr, 1982; Turk, 1963).
More generally, D’Aunno (2001) described the case of community hospitals, depicting
the four worlds of hospital trustees, physicians, nurses, and managers. Each has
distinctive and often conflicting priorities, organizing principles, and cultures.
A second area contrasts focal professions and their closest ancillary workers, who
are typically members of a semi-profession (Etzioni, 1969). Examples include
radiologists and radiology technicians, and clinical pathologists, contrasted with
laboratory technicians (Halpern, 1992; Barley, 1990; Barley, 1996).
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The third area, less intensively examined, involves differentiation between
specialty professions within the medical profession. This aspect of differentiation can
become relevant through the interaction between two different physicians, such as
between anesthesiologists and general surgeons or between related specialists such as
anesthesiologists and acute pain specialists (Gawande, 2002). The growth of specialties
has flattened somewhat, but differentiation in the healthcare sector is still an emerging
issue. In 1942 there were fifteen specialist boards in the United States, twenty in 1969,
and twenty-four in 2003 (Stevens, 1998; Taylor, 2003). However, the growth of subspecialties has been significant, with in excess of ninety sub-specialty certifications
recognized today. For example, the specialty of internal medicine has nine related
subspecialty certifications, including gastroenterology, infectious disease, medical
oncology, and nephrology. Each has a multi-year training program that occurs after
certification in internal medicine. This facet of inter-professional differentiation is
perhaps the least influenced by differential power, since specialization promotes the need
for collaborative or interdependent practice. However, this field is still marked by
volitional behaviour aimed more at turf protection and self interest than collaboration
(Rittenberg & Covaleski, 2001).
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Benefits of Differentiation
The nature and effect of differentiation in organizations need to be examined on
the basis of collective as well as individual behaviour (Weick, 1979), since behaviour of
individuals within the organization depends in part on the degree of differentiation of
those individuals, and on the extent to which members perceive themselves as belonging
to the collective entity. Differentiation is a deliberate outcome of efforts to respond to
environmental uncertainty (Lawrence & Lorsch, 1967) or to increase the repertoire of
responses that the organization can muster to respond to threats or opportunities (Ashby,
1960). In these situations, differentiation is either taken for granted or the benefit is the
intended acquisition and structuring of needed resources and expertise. With the
resources in place, an organization may then seek to differentiate itself from their
competition, in order to obtain a competitive advantage (Porter, 1980).
Differentiation on the basis of division of labor provides a legitimizing benefit
when the assignment is in accordance with local customs (Stoczkowski, 2002), or when
evidence is required that effort is being exerted in areas subject to regulatory scrutiny. A
clear delineation of practice between occupations makes clear who is to do what
(Galbraith, 1995), and generally increases productivity and worker satisfaction (Baker et
al., 1997).
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Social identity theory suggests that the salience of a specific social identity
predicts the likelihood that individuals will behave in concert with the norms and
stereotypes of the group associated with that identity. However, social identities are more
likely to be salient in inter-group contexts, such as when there is distinctive functional
differentiation (Hogg et al., 1995; Ashforth, 1998). Early on in their professional
education, individuals start to set themselves apart from members of other groups,
wearing distinctive uniforms such as lab coats, wearing equipment, and using newly
learned jargon (Gawande, 2002). Differentiated groups practice self-enhancement, a
process whereby a group attempts to positively enhance itself in contrast with a
comparison group (Turner, 1985; Jetten et al., 1998). This evokes strong identification
with the group and thus increases cohesion and decreases conflict (Jetten et al., 1998).
The appropriateness of differentiation is associated with certain benefits as well.
As organizational size increases, an organization must invoke a certain horizontal and
vertical differentiation in order to maintain reasonable spans of control (Lawrence &
Lorsch, 1967) and responsiveness from the leadership. Lawrence and Lorsch (1967)
concluded that horizontal differentiation was a more appropriate structure for control of
scientists. In a more recent study of medical technicians Barley (1996) drew a similar
conclusion. He argued that knowledge and advice flowed more freely when interactions
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were amongst peers who engage in their own self-coordination rather than in response to
direction from a superior.
Groups whose membership is highly differentiated can often contribute more
novel solutions (Nemeth & Kwan, 1985; Amabile, Conti, Coon, Lazenby & Herron,
Pitcher & Smith, 1996; Kanter, 1988; Pitcher & Smith, 2001) and outperform teams less
differentiated (Pitcher & Smith, 2001). The presence of a dissenting minority view
increases a group’s information processing, as well as detection of problems and
problem solving (Nemeth, 1985).
With the benefits of differentiation come certain trade-offs or costs. Most
experiments and field studies on groups found that while decisions rendered were of
higher quality and more novel (Jehn, 1995), they were arrived at after longer periods of
deliberation (Hackman, 1990; McGrath, 1984). Diverse groups experience a classic
quality/speed trade-off, with the extra time attributed to delays in working through
diverse perspectives (Jehn et al., 1999), developing a sufficiently shared language to
conduct group work (Uhl-Bien & Graen, 1998), and resolving conflict (Jehn et al., 1999;
Pelled, Eisenhardt & Xin, 1999).
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Cost of Differentiation
The trade-off that organizations using a differentiated workforce face is related to
the cost of integration of the differentiated outputs. Organizations experience suboptimal performance without some effort being expended on integration, simply because
each function only fulfills a portion of an overall process culminating in their produced
goods. Designers must, at a minimum, provide their completed designs to their
manufacturing counterparts. Manufacturing fabricates the product, but must also
communicate with marketing to advise the organization’s customer base.
Vertical differentiation and formalization create the potential for conflict between
the forces of control and autonomy within the supervised lower echelons (Lawrence &
Lorsch, 1967; Hill & Collins-Eaglin, 1985). Functions that are highly specialized are
likely lead by a manager whose experience matches other members of the function, but
at the next level of management such matching is more difficult to achieve. A second
level manager may have experience in one of the functions they are now charged with
coordinating, but not all. Directives that are dictatorial in nature run the risk of
diminishing effectiveness within the functions; functional behaviour that addresses
functional but not organizational goals will not prove to be effective for the organization.
The costs arise from the ongoing process of negotiating the balance between the two
(Barley, 1996). The costs of maintaining this balance increase in the presence of status or
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power differences that result from being located in a ‘line’ or ‘staff’ division or by
hierarchy (Purchase & Cotton, 1978; Grimes, Klein & Shull, 1972), or from the conflict
borne of perceived interdepartmental goal differences (Nauta & Sanders, 2001).
In situations where perceived differences are so fundamental as to be rooted in
differing value sets, distrust of the other party results, accompanied by increased
attentiveness to boundary maintenance (Turk, 1963). Distrust serves to discredit or
diminish the value or accuracy of information available from the other group. Boundary
maintenance activities shield the group’s activities from another, or prevent the sharing
of information. Social identity theory suggests a similar phenomenon: in inter-group
settings, a group’s social identity becomes more salient, and its members can be
expected to exhibit bias towards the out-group and its members.
The cost incurred as a result of functional differentiation is difficult to estimate
because the dynamic between groups is a function of the group members’ perceptions of
the other group. Differentiation between groups distant from each other may be
measured as significant, yet conflict is minimal because the inter-group relationship is
deemed irrelevant. Groups in close proximity may appear to be only minimally
differentiated; yet conflict is high and the potential for cooperation low as one or both
groups seek to enhance their relative distinctiveness.
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Personal identities are more likely than social identities to be evoked in intragroup contexts, so the basis of within group differentiation must reflect this.
Differentiation on the basis of external or explicit measures may be misleading (Hogg et
al., 1995; Ashforth, 1998). High within- group homogeneity exerts a strong conforming
influence on members, which may be resisted as individual members act to preserve
distinctiveness (Brewer, 1991; Brewer, 1993; Snyder & Fromkin, 1980). Brewer (1991)
proposed the theory of optimal distinctiveness as a means to explaining the instability of
cooperative arrangements among ethnic groups. She identified competing needs for
inclusion and differentiation. Inclusion brings with it the benefits of a social system of
roles, shared social norms and behaviours (Sherif, 1936), while the need for
differentiation addresses the negative thrust of assimilation and depersonalization.
The ambiguity of these intra- and inter-professional scenarios is carried over to
the field realities of professional practice. Outside of the structured confines of the
operating room, practice occurs as dyadic interaction, face-to-face or mediated by
telephone or patient chart. Practice is situated and involves reflection and
experimentation (Orr, 1996), and typically occurs between members of different
professions. Thus, differentiation within each dyad must be understood, either at an
interpersonal level, or on the basis of the groups to which the dyadic partners belong.
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Intra-group and inter-group differentiation combines to influence the distance between
dyadic partners, and thus the potential costs of supporting their interaction.

Consequences of Differentiation
Two opposing forces exert themselves on group members, regardless of initial
member differentiation. Groups exert a powerful influence on members to behave in
conforming ways (Asch, 1951), yet individuals seek to be distinctive as well. Some
studies of cross-functional work (e.g. Ancona & Caldwell, 1990) conceptualize team
functioning as a coherent whole, taking the view that intra-group activity is marked by
cohesion and harmony. Others (e.g. Dougherty, 1997; Carlile, 2002) acknowledge a
more fractious entity resulting from incomplete negotiations hindered, in part, by ‘home’
department loyalties, different worldviews, and consequently differing goals.
Groups with high member heterogeneity experience conflict, undermining social
interaction and diminishing group cohesion (Williams & O'Reilly, 1998; Chen &
Eastman, 1997). Such diversity is associated with high turnover rates if the basis for
differentiation is internal or deep level, such as associated with value or cultural
differences (Chatman & Flynn, 2001).
Differentiation within groups places members in tension. Homogeneity exerts a
conforming influence, yet induces members to enhance their distinctiveness. Brewer
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(1991) has argued that pursuit of distinctiveness can even lead to departure from the
group. Heterogeneous groups suffer from conflict and the conflict is often associated
with departure from the group. In professional settings, departure is an unlikely outcome,
since it would be tantamount to abandonment of one’s profession. Regardless, the
motivation to depart could manifest itself in withdrawal from activities, rejection of
group norms, and diminishment of professional identity.
Social identity theory employs two socio-cognitive processes to explain intergroup social phenomenon (Hogg et al., 1995), and can be used to explain how the
tension noted above can be resolved. The first is categorization, which tends to sharpen
the distinctiveness of each group’s boundaries. The second is self-enhancement, a
process whereby a group attempts to positively enhance itself in contrast with a
comparison group (Turner, 1985; Jetten et al., 1998). Strong identification with one’s
social group increases cohesion and decreases conflict (Jetten et al., 1998), likely
reducing the desire to leave the group or become distinctive from it. However, it can lead
to stereotyping and degrading of out-group members, leading to increased inter-group
differentiation and conflict (Tajfel, 1982).
A high degree of identification with an organization can lead to over-conformity
to organizational dictates, decreased creativity, and an increase in de-individuation
(Ashforth & Mael, 1996). The same argument applies to groups, where over-
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identification with the group can lead to de-individuation and a failure to address broader
inter-group interests, such as integrated provision of healthcare.
There must be bounds to this ‘over-identification’, given the naturally occurring
tension between belonging and being distinctive. These ‘naturally occurring’ bounds
have not been examined extensively in the literature, although social identity theory
operates with the assumption that a group will attempt to remain distinctive even if it is
strongly identified with a higher order social entity.
In general terms, groups engage in social comparison, and when the results of
such comparison threaten the social identity of the group, the group will strive to
enhance its distinctiveness from the comparison group. Tajfel (1978) argued that such
efforts to increase group to group distinctiveness will be stronger when the group itself is
homogeneous. This view conflicts with arguments that intra-group interaction is heavily
influenced by efforts of individuals to maintain their personal identity (Hogg et al., 1995)
in tension with the conforming effects of adhering to the salient group identity.
The concepts of intra-group homogeneity and inter-group distance may be
usefully applied to the study of differentiation in healthcare settings. Members of each
professional function and specialty are representatives of professions that are themselves
represented by potentially differing institutional frameworks. Members of a profession
are enabled and constrained in their practice in a manner that is predisposed to reinforce
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their own institution. At the same time, members of a single profession seek to protect
their own individual distinctiveness and autonomy of practice.

Implications for the Study of Integration
Researchers have consistently argued that differentiation affects integration effort
and integration quality, but in fact differentiation has been considered as a relatively inert
quality in the absence of integrative activity (Hinings et al., 1974; Dougherty, 2001; Van
Maanen & Barley, 1984). Differentiation is often a deliberate design response to
complex or uncertain environments and integrative efforts are intended to coordinate and
control activities and outputs of functional units (Ancona & Caldwell, 1990; Lawrence &
Lorsch, 1967). Differentiation can, however, be dynamic and exert an impact relatively
early on when individuals are brought together into groups and multi-group settings.
Identification causes people to perceive an affiliation with one group, and to perceive
themselves distinct from other individuals and groups. Individuals can experience a
tension between belonging to a group, and remaining distinctive within it. Any external
effort to integrate members into a more cohesive whole within a group can merely add to
the influences already at play.
Social identity theory implies that efforts to integrate inter-group work may alter
rather than overcome differentiation, but not necessarily in the intended direction.
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Integrative efforts may bring two groups together in collaborative effort, and in doing so
threaten one or other of the groups’ distinctiveness. Groups so threatened will undertake
actions to either augment their distinctiveness or diminish the threat.
The influence wrought on individual and group identity from professions is
powerful, and may be more powerful and enduring than influences exerted by
organizations attempting to change practices and increase integrated effort. On the other
hand, dyadic interaction in healthcare practice is situated in the practice setting and
therefore partially out of the reach of professional institutions but fully in the hands of
participating professional members.
In summary, individuals from two professions come first to the boundary set out
by their profession, but the contested terrain of integrative practice is made more
complicated by the argument that each individual is a unique representative of their
profession. The powerful institutional forces exerted on members create similarity within
the group, and a uniform set of permitted actions. This similarity shapes the stereotypical
view that their opposite number holds of them. Thus, the breadth of the contested terrain
is shaped by views from each profession that are both stereotypical and socially
reinforced. However, each individual experiences the ‘pull’ of those constraining forces
differently, and may have an ‘experienced’ view of the accuracy of the stereotype of
their opposite number.
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Chapter 3: Integration
In organizations employing different professionals, or in cases where tasks
require many skills, the division of human resources may be easier to accomplish than is
the challenge of integrating the results of their differentiated work (Lawrence & Lorsch,
1967; Heath & Staudenmayer, 2000). Heath and Staudenmayer (2000) coined the phrase
‘partition focus’ to describe the bias that managers often exhibit in their support for
development of specialized resources with little or no apparent concern for the need to
integrate the efforts of those specialists.
Such was the case involving the death by suicide of a young person in northern
Quebec. Both a social worker and a community nurse were caring for this individual,
though neither was aware of the other’s interventions. The ‘crack’ through which this
unfortunate person fell was only discovered at a coroner’s inquest. In testimony, the
social worker described a person in acute crisis, at risk of self-harm. The diagnosis:
referral to a psychiatric specialist. The dilemma was that such a referral was only
available in the community from a nurse. Fearing the reaction from her patient, the social
worker did not share her conclusions with him. The nurse recalled seeing the same
individual, on the same day. According to her testimony, the patient exhibited a positive
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outlook, was at low risk, and did not need professional counseling. The suicide occurred
twelve hours later.
While acknowledging that there was no simple link between the victim’s contact
with the healthcare system and their eventual suicide, the coroner somewhat helplessly
noted the lack of organized links between the providers. The nurse and the social worker
had not spoken, nor did they believe that such a conversation would have helped. Neither
was allowed to see the other’s case files. The most startling of the revelations was the
view expressed by the professionals involved, that there was little perceived value in the
integration that would have been achieved through interaction and knowledge sharing
between the professional practitioners involved. In this case, the patient entered ‘the
system’ already on contested terrain, and the boundaries between the professionals
clearly defined a gap.
In this chapter I address the literature on integration, starting with a review of
early efforts to control and coordinate individuals and then eventually large
organizations. I examine the issues surrounding coordination in a knowledge-intensive
and professionalized workplace. I then review literature dealing with external
mechanisms for control and coordination, the use of structures such as teams and groups,
and efforts to nurture creativity and innovation as a means to achieve coordination and
collaboration. I review the literature on accountability as a mechanism that may either
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stimulate or constrain inter-professional coordination and collaboration, and then close
with a review of the consequences of enhanced coordination and integration of effort
across professions and functions.

Historic Overview
Integration has been defined as the degree of cooperation and communication
between individuals, groups and teams (Millson & Wilemon, 2002). Lawrence and
Lorsch (1967) defined the ‘degree of integration’ as “the quality of the state of
collaboration that exists among departments that are required to achieve unity of effort
by the demands of the environment” (p.33). Integration of business processes requires
enforcement of common data definitions, identification of inter-connection points, and
the sharing of a common temporal frame (Lawrence & Lorsch, 1967). In organizational
terms, successful integration requires cooperation and communication that is timely,
understood, and useful.
Over time the role of integration and its relationship to differentiation has
evolved, largely as a function of the basis of differentiation. In early times, individuals
and groups were differentiated primarily by the aspect of work they had been assigned.
This division of labor was accomplished by age, gender, and place in the family group,
and integration of effort was primarily for purposes of assembly. Timing was influenced
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heavily by the success of gathering efforts, and communication was likely unnecessary
as a result of the routine nature of the assembly efforts.
Class distinction has been responsible for a certain amount of division of labor. In
a class system, responsibility for integration of the efforts of the working class falls to
the upper class or elites in society, cooperation is less of an issue, and communication is
simply necessary to communicate the desires of the ruling class (Taylor, 1911). The
division of labor became more complex as manufacturing processes became more
complex. Integrative responsibilities shifted then to meet the demands of the market, in
terms of location and timing of sales transactions, and valuation of the contributions
from various aspects of the production process. Where once integrative success was
defined as the simple assembly of a meal, or clear communication of demands from
upper to lower class, the market as integrative device placed more complex coordinating
demands on participants. Buyers and sellers alike needed access to the market, a shared
understanding of market location and timing, agreement on the currency in trade, and
means of delivering to and shipping from the market.
Individual craftsmen and producers gradually gave way to organizations, whose
responsibility was to not only get their products to market but to control and coordinate
the efforts of their own workers. Organizations selling into complex markets or making a
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broad range of products organized themselves into functional structures and multidivisional forms in order to better accomplish the integrative challenge.
Coordination and control is more difficult as geographic dispersal increases,
largely the result of timing delays and inadequate feedback systems. Cross-functional
teams were pegged by many (e.g. Lawrence & Lorsch, 1967; Ancona & Caldwell, 1990)
as an approach to assemble the views of many and achieve a consensus of approach.
Semi-structured organizing was another alternative proposed, wherein organizations
assign formal responsibility for outcomes, but leave process innovations to those
engaged in the work (Brown & Eisenhardt, 1997). Virtual teams have been touted as
alternative structures that use elements of cross-functional teams and new
communication technologies to span time and distance and overcome coordination and
communication challenges (Davenport & Prusak, 2000; Leenders & Wierenga, 2002).

Knowledge Intensity
Two related phenomena have exacerbated integrative challenges in the last
decades. Many researchers have noted the increasing knowledge intensity of work,
suggesting that organizing has become more difficult because tasks are more cognitive,
outcomes more implicit, and the knowledge supporting the organization’s outputs is
typically held in the heads of individual workers rather than in the warehouses or
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archives of the organization. The knowledge intensity of work has always been a
hallmark of professionals; in fact the ability to control, develop and deploy unique
knowledge sets professionals apart from non-professionals, and helps as well to
distinguish amongst professionals. However, what is relatively new is the presence of
professions, particularly regulated professions, inside organizations.
The service orientation of professionals means that they perceive their work to be
in service to their clients as opposed to their employer (Beckman, 1990), setting up
potential goal-related and process conflicts, and diminishing team results (Gerwin &
Moffat, 1997). Resolution of such conflicts between professionals, experts, and their
organization is often accomplished by the use of routines and protocols that standardize
and enforce existing patterns of interaction (Weick & Roberts, 1993). The deployment of
such integrative structures as routines, protocols, regulations, and procedures is in part a
natural extension of the process by which the institution of the profession defines, makes
legitimate, nurtures, and defends itself (Scott, 2001; Orlikowski, 1993). However, what
works to define and guide the actions of members of one profession can fail to support
cooperation and collaboration amongst members of multiple professions (Scott, 2001). In
other words, what works to define the gap can also constrain efforts to bridge it.
Research that studies the practice of multiple professionals holds promise in
predicting and achieving high levels of inter-professional integration. Cognition in
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practice is experienced differently by different professions (Lave, 2000), and what is
captured and written down in support of knowledge workers is often incomplete or
misleading compared to the knowledge brought to bear to solve problems (Orr, 1996).
Recent research points to the role of improvisation (Barrett, 1998; Weick, 1993)
in unlocking old routines, changing practice, and ultimately the way in which people
come to know things. Such ‘bottom-up’ activities involve construction of new identities
(Oliver, 1991), and threaten the legitimating logic of the status quo (Greenwood &
Hinings, 1996). These processes of change, however, can be threatening to participating
professionals. The legitimating logic of a profession’s institution is what sustains the
profession, and grants it unique status in the world. Such logic is durable over time, and
cannot be changed by one individual acting alone or interacting with another
professional. Professionals rely on their identity to ‘speak’ for them, granting them social
membership in a recognizable group and distinction from non-members.

Preserving Identity
Professionals have invested heavily to establish their professional identity and
with it their right to belong and to participate. After many years of education and
extensive post-graduation training, they are unlikely to subject themselves to the risks of
a new or less well defined identity. The lack of a proactive inclination to depart from an
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existing identity and all that it stands for in terms of legitimacy, recognition and social
acceptance of role can be understood in part through an understanding of professional
response to compulsion to change, as when new technologies are introduced to the
workplace (Barley, 1986; Orlikowski, 1993). Orlikowski (1993) studied the response of
systems development professionals in the wake of the introduction of new development
tools that dramatically altered the systems development process and the freedom and
creativity enjoyed by developers. Many professionals, confronted with those choices,
perceived the erosion of their expertise, status and marketability as unacceptable and left
their organization.
Barley (1986) observed the introduction of new scanning technologies into two
similar hospital settings, with a particular focus on the manner in which this technology
affected the practices of the dominant profession of radiologists and the lesser
occupation of radiology technicians. Radiologists ignored coverage of the new
technology in their own professional journals, and put off being educated in the use of
the CAT scanners until the equipment had been installed in their workplace. In one of the
settings he studied, Barley noted that radiologists took all steps necessary to ensure their
ongoing dominance, even as the role of the technologists changed with new equipment.
In the other setting, faced with the threat of a reversal of roles associated with a reversal
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in the possession of critical knowledge, the dominant radiologists essentially withdrew
from interaction in an attempt to preserve their identity.
An alternate characterization of a reluctance to innovate, adapt, or abandon a
current course of action, even in the face of evidence that the current course of action is
failing, is captured in the escalation of commitment literature (e.g., Brockner et al., 1986;
Simonson & Staw, 1992; Bazerman & Neale, 1992; Ross & Staw, 1986, 1993; Staw &
Hoang, 1995). In the case of medical professionals, the training phase alone can
represent significant expenditures of time and money, stretching over nearly a decade.
While the rational economic actor is expected to treat those expenditures as sunk costs,
in the past and irreversible, research suggests that the magnitude of past expenditures
predicts ‘stay the course’ decisions and behaviour consistent with past practice (Staw &
Hoang, 1995; Ross & Staw, 1986). Commitment to that course of action leads to
perceptual biases (Bazerman & Neal, 1992) and incomplete information processing
(Simonson & Staw, 1992; Ross & Staw, 1993), and performance feedback that threatens
one’s self identity can lead to even stronger commitment (Brockner et al., 1986).

Paradigms
There are three distinct paradigms evident in the literature examining integration.
The first treats differentiation as a fixed quality of an organization, resulting from
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deliberate organizational effort or, historically, the decisions of the privileged class or the
state. Integrative effort is seen as necessary to assemble the output from different parts
of the workforce, and such effort varies in degree depending on differentiation-related
constraints.
The second conceptualizes differentiation as a quality capable of manipulation;
one that can be altered by re-categorizing entities to diminish qualities that support
differentiation, or by re-imagining the purposes of work to remove differentiation.
The third approach is interactionist in nature, dealing with the challenges of
defining differentiation at the boundaries of adjacent or overlapping segments of an
organization. Integrative efforts focus on boundary spanning, placement of boundary
objects at shared boundaries to enable shared working, or structured alterations to
practice to break patterned routines and invite new forms of interaction.

Differentiation as a Stable Quality

If differentiation is viewed as a stable and enduring quality, the integrative
challenge is one of diagnosing the differentiation before achieving coordination and
control. Such divisions were once established by community norm or social taboo, such
as delineating the work by gender. The integrative effort was focused on distribution of
the full range of food available to the clan or community, and assembly into meal
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offerings. As markets evolved, they served as the coordinating device to allow suppliers
and buyers to meet and exchange goods for barter or money. Contingency theorists (e.g.,
Lawrence & Lorsch, 1967; Thompson, 1967) conceived of integrators and integrative
structures to support the organizational ‘market’, thus allowing the organization to
assemble outputs of its various parts to meet organizational objectives.
Lawrence and Lorsch (1967) identified differing orientations amongst the
managers of functions whose output was being coordinated by the organization. They
argued that differences in orientation towards time, goals, and interpersonal relations
affected the effort needed to integrate their work. Some managers worked best in a
regime with short term goals; researchers saw their work as sufficiently ambiguous so as
to need longer-term multi-year timeframes in which to operate. Some work suited a task
focus, as opposed to ones supporting interpersonal relation building. Professionals in
general favor socio-technical as opposed to bureaucratic coordination since it responds
better to their process related needs without inappropriately constraining professional
autonomy and the right to choose process methods (Van Maanen & Schein, 1979; Scott,
2001). Thompson (1967) identified the nature of interdependence between functional
units as a key element in understanding how best to achieve coordination of the relevant
outputs. Functions that were sequentially interdependent were ones with an upstream /
downstream relationship, one unit handing off their output to the next. Such transactions
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could be accomplished by agreement on standards or goals for the output. Timing was
controlled by the process itself, and there were minimal interactive opportunities for
relationships to develop. More complex forms of interdependence involved reciprocal
arrangements, where the outputs of one unit became the inputs of an adjacent unit and
vice versa. These units benefited from what Thompson called mutual adaptation, the
ability of each interacting group to both influence and accept influence in the ways of
operating and performing organizational tasks.
The challenge in applying Thompson’s argument to the contested terrain of
integrated practice in healthcare involves the shift from organization and managers as
prime motivators to professions as sources of constraint. There is a more compelling
argument for professions maintaining the status quo of the gap. In the professional
environment, it may fall to unique envoys on each side to accomplish the influencing and
acceptance of influence.

Amending Differentiation (closing the gap)
Differentiation between individuals is often perceived as a gap or space between
parties, with the integrative challenge conceptualized as one of bridging or ‘filling in’ the
gap. Barnard (1936) addressed the problem of coordination faced by managers
attempting to arrange the work of organizational members. He suggested that workers
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would relinquish authority over themselves so long as the relative benefits of cooperating
compared to the cost of giving up their individual autonomy allowed them to remain
within a ‘zone of indifference’. His focus was not so much on the difference between
workers as between the aims of the workers compared to the aims of the organization.
Researchers of groups and group development have addressed the difficulties
inherent in attempting to coordinate differentiated individuals within the context of a
work group or team. Groups evolve through a development process (Tuckman, 1965;
Gersick, 1988) that enables them to establish group norms governing such process
activities as communication, reporting, and work sharing (Hackman, 1990). The
establishment of team goals (Dovidio, Gaertner, & Validzic, 1998) is argued to bridge
intra-group differences, drawing members into a cohesive whole. High cohesion supports
group communication and increases personal identification with the group (McGrath,
1984). However, high cohesion can lead groups to falsely perceive of themselves as high
performing (Staw, 1975), and can create barriers to entry for new members (Barker,
1993).
Integration of effort has been linked to the growth of shared experiences and
development of a collective mind in groups such as NBA basketball teams, product
development teams, and aircraft carrier flight controllers (Berman, Down & Hill, 2002;
Pelled et al., 1999; Weick & Roberts, 1993). In these cases, the differentiation gap was
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not so much closed as bridged with the tacit knowledge that comes from knowing what
each other in the group will do in certain circumstances. Berman et al. (2002) concluded
that the positive impact of the tacit knowledge diminished over time, perhaps because
competitors caught on to and were able to counter the unique plays developed by higher
experience teams.
Social identity (e.g. Tajfel, 1982; Tajfel & Turner, 1979) and identity (e.g.,
Ashforth & Mael, 1989) theorists support the argument that the salience of a group’s
identity and high identification with that group lead members to act in reinforcement of
their group’s belief system. High levels of identification are linked to cohesion and
cooperation (Ashforth & Mael, 1989), but also to increased inter-group conflict,
including exhibition of bias, reinforcement of stereotyping, and reduced information
processing (Brewer, 1986).
Of particular concern are situations where the work groups are relatively diverse.
The entity with which individuals identify may be a social group from which they were
drawn when the group was formed, or, as noted above, it can be the central work group.
Integrative success is more likely when values, beliefs, and actions are consistent with
the central group; one can easily imagine the difficulty in achieving cooperation if
individuals attempt to work together on an interdependent task while being guided by
differing beliefs and action sets. Bridging the differentiation gap in these circumstances
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requires that individuals change the basis by which they categorize themselves, from
their group of origin to their group of assignment. The imposition of super-ordinate goals
creates a similar effect, causing a reorientation of affected individuals. Manipulation of
the salience of certain category attributes may cause non-members to be re-categorized
as members of a new and perhaps broader category.
For example, if professional designation is the salient attribute, physicians and
nurses will be considered members of two distinct categories. However, if an integrative
initiative caused the salience of professional membership to decline in favour of some
broader category, perceived differentiation might decline. Adler et al.’s (2003) study of
process improvements in seven children’s hospitals examined systemic organizational
changes needed to achieve inter-professional collaboration and thus suppress the salience
of professional membership. The model they proposed has five elements arranged in
terms of ease of attainment: skills, systems, structure, strategy, and culture (Adler et al.,
2003). Changes in the culture of an organization were aimed directly at the efforts of
hospitals to diminish the physician-centric high-autonomy environment in favour of a
more collaborative one. They described true collaboration as “…when a physician’s
orders are queried by a nurse who notices an unexplained deviation from the agreedupon treatment pathway, and a fruitful dialogue ensues” (p. 27). Not surprisingly, the
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highest performing hospital was reporting no better than 80% compliance after seven
years and 44 improvement projects.
Rather than focusing integrative efforts on attempts to diminish differentiation,
Dougherty (2001) concluded that integrative efforts were more likely to succeed if the
very basis of differentiation was ‘re-imagined’. She examined various teams in a product
innovation setting and concluded that teams that set aside professional distinctions and
imagined differentiation in terms of the portion of the customer’s problem that each
group could resolve were more successful than those where professional distinctions
remained constant over time. Dougherty’s attention to the various roles within new
product development teams is closely tied to the third paradigm to be discussed, wherein
integration responsibilities fall to the participants within differentiated units rather that
rest with their respective managers.

Interaction
The settings of interest in this paradigm are practice-oriented, where the
responsibility to achieve integration of effort falls mainly to the practicing members of
differentiated groups, such as is the case with professional practice. Social identity
theory suggests that members within one profession will hold strong perceptions of their
social identity; what draws members together and what sets them apart from other
groups. However, there is no mechanism for understanding the nature of the social
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identity of the other profession(s), other than a sense of the nature of the boundary that
separates the two professions. Orlikowski (2002) noted seven boundaries by which
organizations can describe partitions: temporal, geographic, social, cultural, historical,
technical, and political distinctions. Boundaries can be overlapped, such as the case
when two different professions jointly care for a patient, as occurred with the surgeon
and pain specialist. Similar overlaps occur in the legal profession when both legal and
paralegal professionals are permitted in law to oversee the same type of transaction.
Boundaries may be blurred, such as the case when one professional has clear
responsibility for prescribing drugs, and another has responsibility for dispensing the
drugs but also holds some degree of ethical responsibility for ensuring that the
prescribing orders were appropriate and likely to be effective.
Research in this area has focused on the development of boundary practices
(Wenger, 1998), engaging knowledge brokers that work to smooth the passage of
knowledge across boundaries (Brown & Duguid, 2002; Postrel, 2002; El Louadi, 1998),
and the use of boundary objects, such as drawings or models, to assist in the negotiation
of knowledge exchange and trans-boundary adaptation (Carlile, 2002). Beyond the
practical difficulties stemming from the lack of a shared language or interpretive errors,
variant values in groups at a shared boundary can create problems for knowledge
exchange. The challenge presented by differing values can be perceived as a threat to the
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identity of one or both parties, leading to the adoption of defensive tactics that increase
the gap between boundaries, or negate the efforts of boundary agents by creating the
perception that shared knowledge is untrustworthy (Turk, 1963). In fact, it may be
inappropriate to infer that there is a single shared boundary. It may be more accurate to
describe the boundary delineating the ‘edge’ of each profession. The two boundaries
then can be coincident, apart by some gap, or even overlapped.

Protecting differentiation-related benefits
Differentiation is associated with a variety of benefits that accrue to
organizations. The first is related to the deliberate acquisition of the necessary variety of
skills and abilities needed by the organization. Beyond meeting the raw need for
specified and varied knowledge, differentiation within groups leads to higher levels of
cognitive effort, greater creativity, and enhances information search and processing.
The literature identifies actions taken by organizations and individuals to sustain
and protect diversity, thus protecting the potential benefits derived from differentiation.
Organizations establish structures such as cross-functional teams (Gittell, 2000; UhlBien & Graen, 1998) or support the establishment of diverse communities of practice
(Brown & Duguid, 1991). Individuals develop the ability to span boundaries delineating
differentiated groups or identify a niche as a translator of knowledge unique to one or
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other interacting party (Lawrence & Lorsch, 1967). Personal and social identities are
exposed to conformity and distinctiveness influences when differentiated entities are
brought into close proximity through integrative effort. Homogeneous groups preserve
their distinctive social identity if they perceive a threat from another group during
integrative effort. Individuals work to preserve their identity in the face of such pressures
as well, either by strengthening their identification with a group when perceiving threats,
or by enhancing their own distinctiveness when perceiving overly strong conformity
effects from the group they most closely identify with.

Structures
Structures are implemented to aid communication and support and manage
dissent rather than allow for its elimination. Under conditions of uncertainty, team
structures and established team processes support relational interaction which in turn
aids cognitive work. A safe environment (Edmondson, Bohmer & Pisano, 2001)
minimizes perceived threats, thus preventing premature cessation of search activities or
the over-reliance on well-learned responses (Dutton, 1992). Cross cutting role
assignments within a team reduce the bias that individuals bring to the team from their
‘home’ department.
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The use of cross-functional teams has been extensively reported as an
intervention to achieve integration through enhanced (Song et al., 1997) and two-way
communication (Hauptman & Hirji, 1999) and for increased teamwork quality (Hoegl &
Gemuenden, 2001) in new product development and concurrent engineering teams
(Heath & Staudenmayer, 2000). Solving the ills of the silos of functional differentiation
was the aim of business process engineering (Hammer & Champy, 1993) that swept
across organizations in the 1980s. The mantra to “obliterate and rebuild” was meant to
step around past integrative efforts, such as the deployment of cross-functional teams,
focusing instead on process rather than functional lines (Silvestro & Westley, 2002).
Davenport and Stoddard (1994) have noted the destructive effect of reengineering and
corporate downsizing on the ranks of middle managers. It is quite likely that these
managers comprised key connective or integrative ‘tissue’ between functions and
departments, a role that could possibly only be appreciated once it had been removed.
Organizational structures such as the matrix model were proposed to balance
tensions between differentiation, autonomy, and central control (Purchase & Cotton,
1978; Grimes et al., 1972). This model was typically enacted with program staff serving
to ‘tie’ the matrix together by assisting in integration between various departments
(Purchase & Cotton, 1978).
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One type of structure that has received considerable attention recently is the
community of practice (Brown & Duguid, 1991), whose membership typically spans
functional and professional boundaries. Outside formal structures, a relatively broad
range of integrative possibilities have been discussed, including knowledge exchange
(Calantone et al., 2002), structured questioning (Okhuysen & Eisenhardt, 2002), and use
of boundary-spanning techniques and knowledge objects (Carlile, 2002).

Boundary Spanning
Boundary spanning between differentiated entities has been examined from a
variety of perspectives, including integrators (Lawrence & Lorsch, 1967), linking pins
(Likert, 1961), and negotiators (Carnevale, 1985). Lawrence and Lorsch (1967)
conceived of integrators as individuals with a unique insight into the inner workings of
differentiated functions but with access to the overall organizational ‘picture’. They were
capable of communicating using the technical language of functional groups, but could
explain the need for adaptation in terms of broad organizational impact.
Linking pins are roles played by individuals that typically bridge a hierarchical
boundary (Likert, 1961). Likert’s argument was that much of the communication
between a manager and the members of a supervised team took place between the
manager and one key individual within the team. This individual both represented the
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concerns and needs of the team, and conveyed the manager’s perspective and
expectations to the team.
A third role that enables the views and aspirations of (typically) two
differentiated groups to be aired and explored is that of the negotiator (Carnevale, 1985).
In such applications, a member of each interacting group is nominated and charged with
the responsibility of achieving certain goals on behalf of the group. Essentially, such
negotiations take the form of dyadic exchange, with each member of the dyadic pair
representing a different group. Success is dependent on issues such as resource control,
power distribution, and the willingness of each representative to agree to represent the
views of his or her constituent group.
Knowledge exchange across a differentiated boundary can be facilitated by
integrators using “trans-specialist expertise” (Postrel, 2002), or in a less structured
fashion involving all members of the groups at different times. An example of such
interaction is medical practice, wherein members of different professions interact from
time to time in the course of their own work. Barley (1986) observed the difficulties
experienced within a practice setting, where the measure of relative expertise often
affected knowledge exchange across professional boundaries. When the difference in
expertise between radiologists and their technicians was great, practice was hindered by
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an inability to communicate; if minimal, the higher status radiologists expressed
resentment and interaction ended in conflict.
Carlile (2002) identified three types of boundaries and their related characteristics
in his study of the impediments to knowledge exchange across boundaries. Syntactic
boundaries are those where the main impediment to exchange is the absence of a
common syntax with which to support communication and exchange. Differentiation as
conceived by Lawrence and Lorsch (1967) supports this view, with the integrative
challenge being one of measuring, understanding and bridging the gap. This approach is
favored by those studying knowledge management and the design of repositories for
knowledge soon to be exchanged (Davenport & Prusak, 2000). These boundaries may
also be characterized as forming a gap between the parties.
Semantic boundaries are a more subtle form of the first, where interpretive
differences about knowledge complicate its exchange even in the presence of a common
syntax or language. Carlile (2002) argues that knowledge translation is required for
exchange across such boundaries; such translation is borne of repeated exchange and
interaction. The community of practice literature supports this view, where the telling of
‘war’ stories (Orr, 1996) and repeated interaction (Brown & Duguid, 1991) support the
building of a rich and shared understanding between participants. In these cases, the
boundaries likely overlap but the parties understand the nature of the overlap differently.
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Pragmatic boundaries (Carlile, 2002) reflect the importance of the consequences
of the exchange of knowledge, both for the contributor and the receiver. Exchange across
these boundaries is in part a result of the nature of interdependence between the
exchanging parties, and its success is dependent on the ability of the parties to mutually
adapt to the new situation created by the consequences of exchange. Consideration of
this type of boundary recognizes the ‘hard fought’ nature of knowledge in possession,
and the risk or perceived threat that one might perceive sharing knowledge associated
with the distinctiveness of one’s identity (Bourdieu, 1990). The political or motivational
nature of the interaction across these boundaries suggests that a gap is more likely than
an overlap but the gap is narrow enough to attract the protective interests of one or both
parties.
Carlile (2002) examined boundary processes across the different types of
boundaries, and the role that boundary objects played in facilitating and supporting such
processes. For example, a useful boundary object at a syntactic boundary is a glossary of
terms or description of standard symbols and drawing conventions. Pragmatic
boundaries are best supported by objects that allow participants to take an innovation and
place it directly into their ‘situated reality’ to understand the potential impact of
exchange. The literature on diffusion of innovations (Rogers, 1995) addresses a similar
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concept, identifying trialability of an innovation as an important predictor of eventual
adoption.
A potentially useful measure of what is at stake in integrative exchanges across
pragmatic boundaries is the difference in identity between individuals and groups
situated on either side of the boundary. Boundaries can be blurred (Rushmer & Pallis,
2002), overlapping, or define a gap between groups, and attempts to exchange
knowledge and integrate activity across such boundaries will create responses by the
engaged groups and individuals in response to perceived threats and opportunities.

Identity Preservation
One challenge involved with work that brings members of different groups
together is the threat of identity loss, created in part by a blurred sense of responsibility
for successful outcomes. While lateral knowledge sharing has been linked to overall
organization effectiveness (Tsai, 2002), sharing can create problems for contributors if
their contribution diminishes the identity they drew from being the possessor of such
unique know-how. The “stickiness of knowledge” (Brown & Duguid, 2002) describes an
apparent inability to move knowledge. Lack of motivation given a perceived identity
threat is a realistic counter explanation.
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Such perceived threats stem from the fact that possession of unique knowledge is
directly linked to a professional’s unique identity. Professional identities are reinforced
by regulatory protection of practice, by participation in routines and practices reinforced
by general acceptance and use, and by the recognition of the role that use of unique
knowledge and knowledge creation serve play in creating inter-profession
distinctiveness.
A frequent finding of research on lateral or between-profession communication is
that communication is hindered by an inability of communication participants to take the
perspective of another (Heath & Staudenmayer, 2000; Parker & Axtell, 2001). A fear of
identity loss suggests that an unwillingness to take another perspective might be an
alternate explanation. Trans-boundary work carries the threat of reducing distinctiveness
in the cultural-cognitive aspect of professional identity. Tasks requiring the knowledge
of two or more professions are typical but leave task participants with the challenge of
integrating the knowledge needed to carry out the task (Postrel, 2002). Interaction may
be hindered if the circumstances appear threatening to participants, since responses to
such threats involve curtailed search and consideration of unfamiliar information.
Reactions are more likely to involve well-learned responses, making practice adaptation
unlikely (Dutton, 1992).
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Returning to the unfortunate situation that confronted the two health care
providers in northern Quebec, consider for a moment the range of issues that likely
confronted the nurse and the social worker, each caring in isolation for their patient.
Nurses deal primarily with physical ailments so the nurse was outside her normal
domain. However, social workers are considered by members of the medical professions
to be no more than semi-professionals (Etzioni, 1969); consultations with social worker
were fraught with risk and likely to yield non-credible information. The social worker
was not trained to incorporate physical health data into their treatment plans, and was
unlikely to recognize a conflicting opinion from a professional considered to be nonexpert in the field of mental health. Mental health expertise was a key element
delineating the boundary for the social worker compared to the nurse. So, in the end,
they both retreated from the contested terrain to what they knew best, and continued to
work in isolation.
Relational coordination between participants works better in the uncertain
circumstances brought on by cognitive challenges, such as the adoption of new
knowledge or the decision to adapt one’s practice to incorporate new knowledge (Gittell
et al., 2000; Young et al., 1998). Given a choice, people will select identity-consistent
feedback providers, fearing that if they don’t, identity-erosion feedback may be provided
(Robinson & Smith-Lovlin, 1992).
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The provision of negative feedback is still useful in supporting consideration of
unique or threatening information, but it may need to be received ‘off line’, perhaps via
electronic medium. The asynchronous nature of such exchanges can prevent recipients of
negative feedback from ‘shooting the messenger’ or perceiving an immediate threat to
their professional identity (Sussman & Sproull, 1999). Communication structures that
support participative interaction across professional boundaries may be useful in
accommodating integration, particularly where participants have an opportunity to ‘mull
over’ new information without threat (Clegg & Wall, 1984).
Integration typically concerns itself with coordination, adaptation, and
collaboration between two differentiated but internally homogeneous groups. The focus
is on the nature or degree of difference between groups, and the nature of the boundary
delineating the groups. However, there is some evidence that in-group homogeneity must
be managed as well during integrative effort. In laboratory studies of negotiation
involving representatives of two distinct groups, Pruitt (1981) found that the negotiating
pair was more integrative in searching for solutions and less extreme in their
representations if each of the members of the dyad was only weakly aligned with their
constituent group. This finding suggests that heterogeneity within groups may aid intergroup integration efforts.
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Managing Intra-group Heterogeneity
Integrative efforts place the balance between individual distinctiveness and group
homogeneity at risk. Identification with a group is predicted by the extent to which the
norms and practices of the group are consistent with the individual. Norms that are
deeply embedded and closely followed by members create a strong conforming effect,
but put individual distinctiveness at risk. Conversely, the strength of identification with a
group with weak norms and minimal conformance by members is likely to be low. These
opposing forces suggest that there is some moderate level of in-group homogeneity that
must be attained and maintained in order that inter-group interaction can be both
predictable and reliable.
An individual from group A may interact over time with many individuals from
group B. Such interactions are more likely to occur more frequently and with less
hesitation if individual A can predict with some accuracy the beliefs and behaviours of
various members of B. Such predictability is related to the strength and consistency of
member identification with the group. On the other hand, we can infer from Pruitt (1981)
that the A-B interaction will be strained if B relates too strongly to the other members of
their group (i.e., their strength of identification is high). Interaction between A and B
members may also be strained if members of B appear to behave unreliably or
inconsistently compared to other members of B. Weak identification may be the source
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of this, as already discussed; however such behaviour may also stem from individual
actions to protect or enhance their within-group distinctiveness (Brewer, 1991 ).
Theories of social identification and self-categorization (Turner, 1985) have been
used to explain conformity, group membership, and, in extreme cases, group switching.
However, the situation is special for members of professionals, and work settings that
draw together and require inter-professional interaction. Members of one profession
cannot switch professions easily, without foregoing the significant investment
represented by their years of training and education. Members of regulated professions
have undergone years of specialized education, often controlled or stipulated by the
profession itself. Common education, a shared language, and a distinctive social identity
all point to relatively high levels of homogeneity within the profession. Even though
there is strong similarity in the approach taken by different members of the same
profession, members cherish their autonomy of method and approach.
Professional settings should therefore provide ample opportunity to examine the
tensions between belonging and remaining distinctive from the group. In healthcare
settings, integrative effort has been focused at removing practice variation to make interprofessional care more reliable and consistent. Individual practice variation is an
expression of individual distinctiveness, yet makes the development of a consensus on
standardized approaches difficult to attain. One might expect that variation is sufficiently
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constrained from the perspective of professional norms and regulations, but there is clear
evidence that such constraints are insufficient for both policy makers and other
professionals (Rushmer & Pallis, 2002). Integrative initiatives that require one profession
to adapt its practice in favor of or to accommodate another run the risk of faltering due to
the propensity of members of each group to exhibit bias and distrust towards members of
the other.

Managing Inter-group Bias
Social identity theory suggests that when one group perceives that another is
encroaching on its identity, thus threatening its distinctive place in the social order, the
first group will either act to defend its boundary, its identity, or will in some way retreat
or move to redefine its distinctiveness. Redefinition of social role and identity may be
supportive of adaptation (Dougherty, 1997), but defensive actions will hinder inter-group
interaction. Groups whose role and social identity leave them far apart are more likely to
ignore or treat the other party as irrelevant or untrustworthy.
The use of facilitators (Lawrence & Lorsch, 1967), imposition of superordinate
goals (Brewer, 1996), recategorization of entities to refocus on a more inclusive set of
attributes (Brewer & Kramer, 1986; Turner, 1985; Gaertner, Mann, Murrell & Dovidio,
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1989; Jetten et al., 1998}, and re-imagination of differentiation (Dougherty, 2001) have
all been studied as means of diminishing the effects of inter-group bias.
Accountability theory (Tetlock, 1985) provides a useful explanation of a
mechanism underlying successful integrative effort in the face of inter-group bias.
Accountability is a critical rule and norm enforcement mechanism, providing the social
psychological link between interacting individuals and the broader social systems to
which they belong (Tetlock, 1985). Accountability within a group can be oppressive
(Janis, 1982), but in most settings one’s reputation hinges on both the ability and
willingness to justify one’s actions to peers and superiors (Fox & Staw, 1979). Tetlock
(1985) argues that accountability is an important way to capture the reality and the
complexity of field situations, especially when studying cognitive processes. In
normatively unambiguous settings without accountability, pre-existing belief structures
govern. Such situations are consistent with intra-group interaction where homogeneity is
relatively high. However, in normatively ambiguous settings, there was greater tolerance
for cognitive inconsistency and a greater recognition of the need to confront value tradeoffs (Tetlock, 1985). These findings were consistent with Pruitt’s (1981) findings that
negotiators were more integrative when they were less closely aligned with their
constituents. Alignment is more difficult to determine when the situations are ambiguous
with respect to the norms of the group and typical practice.
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Inter-professional interaction introduces greater complexity in the sense that
participants are accountable to their own constituent group, to some degree to their
interaction partner, and to a less defined degree to other stakeholders. Tetlock (1985)
found that when individuals perceive an accountability to unknown others, they tend to
behave much as they do in normatively ambiguous settings; that is, they use more
cognitively complex judgment, are less theory driven and more likely to be persuaded by
the data emanating from their practice (Nisbett & Ross, 1980).
The influence of accountability is only relevant, however, to the extent that
individuals believe they will be held to account for their actions, and to the extent that
they are concerned about how their actions, beliefs, or decisions are viewed by others
(Carnevale, 1985). The actions of regulated professional bodies, such as conducting
oversight and disciplinary hearings, likely provide the necessary reinforcement of the
need to be accountable within one’s profession. However, the greater challenge, and one
that organizations employing professionals must meet, is to cause those professionals to
be held accountable for support of inter-professional integrative activity (Carnevale,
1985; Nemeth, 1985).
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Consequences and correlates of integration
Integrative activity that successfully influences the beliefs and behaviours of two
otherwise differentiated groups should lead to an increased perception of shared goals,
development of shared identification between members of two or more groups (Ashforth
& Saks, 1995; Brown & Miller, 2000), shared (Hoopes & Postrel, 1999) and collective
(Okhuysen & Eisenhardt, 2002) knowledge, more collaborative behaviour, and
alterations in routines caused by an increase in cognitive effort and information
processing (Nemeth, 1985). Dependent upon the nature of initial differentiation, the
integrative process can be considered akin to the socialization process where newcomers
and novices learn about the beliefs, values, and the meanings employed by experts and
experienced insiders (Van Maanen & Schein, 1979).
In studies of new product development, successful integrative activity allows
products to come to market faster and with better market success (Dougherty, 2001;
Carlile, 2002; Millson & Wilemon, 2002). Functional integration also eased
communication (Calantone et al., 2002) and allowed members to arrive at an
understanding of the problem earlier (Carlile, 2002). In healthcare settings, integrative
effort has been linked to improvements in the quality of care, reduced duplication of
effort and fewer delays in the provision of care. Integrative effort aimed at reduction in
practice variation has been linked to cost savings, earlier discharge after surgery, and a
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reduction in error rates. The introduction of new scanning technology into hospital
settings created integrative pressures between physicians and technicians, which lead in
turn to changes in routines and scripts governing the interactions between members of
the two groups (Barley, 1986).
There is some evidence that integrative success can be fleeting unless secured by
contractual or otherwise legal constraint. Adler et al. (2003) reports a high degree of
inter-professional integrative success measured by the number of developed care
protocols. However, they go on to report that of the more than ninety protocols they
studied, fewer than thirty continue to be active. The implication is that sixty ceased to be
active, but it is plausible that some of that number were replaced by newer versions.
Regardless, the high attrition rate, and the fact that at even the best performing hospital,
non-compliance was as high as 20% suggest considerable tension. These protocols
constrain physician autonomy. They were not always initiated by physicians, nor was
their development always indicative of physician wants and needs. However, Adler et
al.’s (2003) findings suggest that the reasons for rejection are more varied than that. The
effort to coordinate development meetings was higher with multiple professions
participating. One key problem in a similar study by Riopelle et al. (2001) was that the
science underlying some of the care protocols changed more quickly than protocols
could be developed, leading some of the protocols to ‘drift’ out of date quickly. This was
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more likely to occur when the professionals followed the protocol in a symbolic rather
than a meaningful fashion, thus contributing to the protocol’s failure to evolve. This
occurred when physicians would appear to follow the protocol, but opt out part way
through because their case did not conform to the protocol parameters. Some
practitioners feared that increased routinization of their practice would blunt their
decision making skills, and thus devoted considerable effort to justifying the need to be
granted ‘exceptions’ to the relevant protocol (Adler et al., 2003).
Integration has been associated with clear status boundaries, presence of a
majority influence (Nemeth, 1985), and the presence of strong power bases (Tajfel,
1978). The apparent degree of cooperation may not be optimal, nor is it likely to be
democratic. Power and perceived economic imperative were thought to have driven the
business process re-engineering movement of the 1980s, with apparent success. It is only
after the fact that critics have begun to question the durability of these integrative efforts,
pointing to the destruction of informal networks within organizations (Dougherty &
Bowman, 1995), and increased operational complexity and duplication of functional
expertise (Silvestro & Westley, 2002).
The degree of professionalization in a work setting has been linked to
incremental rather than radical change in hospital settings (Cardinal, 2001; Kaluzny et
al., 1993). Incremental change in this case is restrained by the presence and salience of

89

professional norms that may operate to block more radical change. The structures of
legitimization may operate too slowly to validate more radical behaviour (Scott, 2000;
Orlikowski, 1993), or may be silent in other areas, implying that participants have a
relatively free hand to innovate.
In the course of integrative activity, individuals are likely to be exposed to
different languages and knowledge, values that differ from their own, and decision
processes foreign to their process. Professionals who perceive some latitude to do so may
wish to experiment with new approaches, and attempt to evaluate the results against
internal standards (Ibarra, 1999). Weick (1993) and Barrett (1998) argue that adaptation
is often the result of improvisation, deployment of tactics foreign to normal practice.
Improvisational changes in practice are likely to exist long before formal recognition,
adoption, and change in the legitimating logic of the profession (Greenwood & Hinings,
1996; Scott, 2001).
Integrative activity is often carried out in the presence of conflict, whether linked
to an emphasis on increased task structuring (Child, 1973), loss of autonomy associated
with a forced requirement to share knowledge and practice (Gerwin & Moffat, 1997), or
in the face of increased hierarchical oversight (Fulk & DeSanctis, 1995; Thompson,
1967). Conflict can play a useful role, as when the interventions of a dissenting minority
group cause a group to reconsider new information and change decisions (Nemeth,
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1985). Conversely, conflict may become a detracting force, if inappropriate conflict
management techniques are deployed by managers (Lawrence & Lorsch, 1967).
Lawrence and Lorsch (1967) identified three modes of conflict management: forcing,
smoothing, and direct confrontation. Task oriented conflict may be best confronted and
the source of conflict diagnosed. Relational conflict needs to be smoothed over more
rapidly lest the presence of conflict begin to erode relational coordination and generate
identity-threatening feedback (Robinson & Smith-Lovlin, 1992).

Chapter Summary
Past research on integration has generally examined the challenge of integrating
the efforts of two or more functions, and in doing so, the assumption has been made that
members of a function are interchangeable. However, consideration of differentiation
within a group is important, particularly on the basis of identity. Intra-group
considerations reveal the extent to which individual members are likely to act in a
consistent manner, the extent to which they are prone to either defend the status quo or
explore new information and new ways of practicing.
Members of groups may identify strongly with the group, and work to reinforce
the group’s distinctiveness compared to other groups, or they may feel overly
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constrained by strong conforming influences, and seek opportunities to enhance their
individual distinctiveness.
The nature of the differentiation within and between groups no doubt influences
the way in which members of these groups view the boundaries between them. Large
perceived distance between groups makes it unlikely that members perceive opportunity
or necessity to work together, citing lack of common values, beliefs, language, and skill.
On the other hand, groups that perceive a smaller gap or distance may also perceive a
threat to their own group’s distinctive identity. Such perceptions suggest that the
boundary between the groups will become highly politicized, or pragmatic, with each
group wary of giving the other critical knowledge that will reduce their own group’s
unique identity.
My review of the literature suggests that these boundary perceptions are also
likely to be influenced by intra-group differentiation. Individuals whose identification
with the group is weaker or diffused across a variety of groups are less constrained by
group norms, and more willing to explore and give credence to the interpretive
differences between groups. The boundary they perceive is more likely to be semantic in
nature.
Tetlock (1985) has argued that consideration of accountability is necessary if
findings from laboratory experiments are to be replicated in real-life work settings. That
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is important because the results from laboratory experimentation on identity-related
inter-group conflict, in-group identification, and individual distinctiveness are conflicted.
Consideration of accountability in integration studies helps unravel this conflict,
particularly considering the focal point for accountability. Accountability to peers is
likely to increase conformance to group rules and norms, diminish experimentation, and
limit information processing in favor of ‘tried and true’ actions, particularly in response
to routine problems. Accountability to unknown others increases the likelihood that
group members will consider more information, information from other than traditional
sources, and will engage in more complex decision making (Tetlock, 1985). Such
behaviour points to decisions and practice behaviours that are outside the norm where
the situation dictates, and may lead to behaviours that do not in and of themselves protect
and enshrine the status quo in terms of group identity.
This is an appropriate point to recapitulate my arguments and the focus of this
dissertation. The question I am addressing asks why inter-professional collaboration and
coordination efforts vary in terms of their success, and why they sometimes fail. My
focus is on the practice of surgeons and anesthesiologists, from the operating room
through to the patient wards. I have argued that the use of identity as a means to
describe the nature of differentiation between the two specialties will be useful in
understanding why members engage, defend, or perhaps attack the other in pursuit of
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their shared goal of helping their mutual patient. However, an oft-ignored concept within
the inter-group conflict literature is that in fact, members of any group are also
differentiated amongst themselves. These professionals work in a complex environment
wherein they are constrained by the normative order of their profession whilst striving to
maintain some degree of individual distinctiveness at the same time.
The level of coordination and cooperation needed to achieve more integrated
practice requires that these professionals communicate across the boundary separating
them. The boundary is evidence of differing knowledge, values sets, and decision rules. I
argue that the nature of differentiation within and between the two professions affects the
manner in which the boundary is approached and ultimately spanned if enhanced
integration is achieved. Affecting this relationship are accountability mechanisms. The
literature suggests that when members are held to account mainly to their own members,
the status quo will reign. However, if they are held to account to unknown others, it is
expected that they will exert more effort in their integrative task, will process more
information, and will generally be more adaptive in their practice.
From this point in my dissertation, I will introduce the research model that
illustrates the argument above, and that will inform subsequent investigation of the
research questions posed.
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Chapter 4: Conceptual Framework
As noted earlier, the medical profession has been marked by increased
differentiation through specialization. This phenomenon suggests that it may be
increasingly difficult to successfully integrate professional efforts towards common
goals such as improved quality of care and improved patient outcomes. This path of
specialization begins for medical students upon graduation from medical school, when
they enter post-graduate residency training. Specialty training is thought to produce a
divergence from the general medical professional identity that emerges from the
socialization process students experience during their attendance at medical school
(Becker, Geer, Hughes & Strauss, 2005; Conrad, 1988; Beagan, 2001). Students enter
medical school as lay persons and emerge with specific and unique knowledge that sets
them apart from the remainder of the populace (Beagan, 2001). They experience events
such as cadaver dissection (Shapiro, 1978) and an intense workload (Conrad, 1988) that
draws them together while it separates them from students in other faculties. They learn
how to present information to colleagues (Shapiro, 1978) and are influenced to consider
scientific and technical knowledge as superior to humanistic and social knowledge
(Beagan, 2003; Conrad, 1988).
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Pursuit of a medical specialty involves absorption of increasingly specialized
knowledge, and perhaps social contact with increasingly similar individuals. These steps
naturally lead to development of different attitudes and orientations, and increased
identification with a group that is clearly a subset of the broader physician population
from which all specialists emerge (Blackwell, Gutmann, & Jewell, 1984).
An inevitable outcome of specialization is interdependence between the
specialties (Thompson, 1967). Specialists are engaged in a deepening but narrowing field
of endeavor, and thus are obliged to collaborate with other specialists and generalists to
deliver comprehensive patient care. Such collaboration requires that interdependent
specialists maintain “a rich, dense talk” (Weick, 1987:115) in order that the combined
efforts maintain the requisite complexity.
Specialists representing different professions are constrained by the set of logics
for action that define and articulate the scripts, norms, and schemas of their practice
(DiMaggio, 1983). If specialists identify themselves as belonging to a group apart from
the individuals they interact with in practice, then it stands to reason that different logics
of action co-exist with these different identities. And if differing logics of action are
present, it suggests that there is an enduring cognitive gap that must be bridged if the
professions are to successfully integrate their efforts.
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The potential for these logics of action to vary is as great as the variation in the
overall field of medical specialties. For instance, residents training in the family
medicine specialty are taught to, and many expect to, involve themselves in their
patients’ lives over the course of many years. Residents in the sub-specialties of surgery
expect to rarely meet their patients, and are taught primarily to concern themselves with
a particular intervention, focused on a particular ailment (Taylor, 2003). Surgeons and
anesthesiologists are responsible for pain management, but the goals they seek on behalf
of their patients and the technology they employ are quite different. At the research site
hospital, patient-controlled morphine injection pumps were only available to
anesthesiologists, though surgeons could order morphine injections, and often did.
Anesthesiologists involved in the Acute Pain Management Service (APMS)
viewed their engagement with patients as peri-operative, covering a time period from
just prior to surgery until typically two to three days post-surgery. Other
anesthesiologists viewed their engagement as ending when the patient was wheeled from
the operating room. An interesting side effect of this role termination was that purely
operative anesthesiologists were not routinely exposed to feedback on patient recovery
post-operation. They were not involved in the patient’s care post-operatively, and there
were no routine feedback mechanisms that allowed anesthesiologists to review the
recovery pattern of various patients cared for during operations. One member of the
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APMS noted that these anesthesiologists often brought patients from the operating to the
recovery room sedated with quick acting but short-lived fentanyl. This mode of
treatment often ‘wore off’ before they could be seen by either the APS or surgical
service. These incidents were discussed both within the anesthesiology group and with
surgeons and nurses as well, though to my knowledge were never raised with the
‘offending’ anesthesiologist (membership in the APMS is discussed further in Chapter
Six).
Individuals adapt their logic of action within the reality that is socially
constructed by and for them (Scott, 2001). Common medical education creates a shared
reality within which undergraduate medical students gain their first exposure to their new
profession (Conrad, 1988; Shapiro, 1978). However, by the time most practitioners begin
practice they have become isolated within their own specialty. The structure of practice,
including workplace constraints such as team assignments and work schedules, all shape
an individual’s sense of reality and thus their logic for action. While many influences
shape the belief and knowledge sets within a profession, external forces tend to be most
influential in defining the boundaries for action between professions.
Rules governing professional practice, combined with locally developed rules
(such as which profession controls the use of new pain management equipment) are
examples of external forces. Few influences appear intended to create bridges over the
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contested terrain that lies between professions. The logic governing action of any
profession seems more intended to guide practice within the profession than assist in
interpreting across professions. Weick’s (1987) prescription for dense communication is
appealing in these situations. Talking may be the most effective approach members of
different professions can employ to negotiate the mutual adaptation (Thompson, 1967)
required to support integration of these interdependent players.
This chapter outlines the conceptual model that will organize my examination of
the interaction between members of these different professions (see Figure 1). The
structure of the model implies that the nature of differentiation will influence the degree
of integrative success attained, following on the arguments of Lawrence and Lorsch
(1967). Further, the model is structured to indicate that differentiation between two
interacting professionals influences each person’s perception of the boundary that lies
between them, through which they must interact, communicate, and exchange
information. The interaction between professions occurs as a normal part of professional
practice, the situated set of actions and reactions that members of each profession initiate
in pursuit of patient care. The nature of differentiation between members of a profession
and between a single member of a given profession and a member of another profession
has the potential to hinder cooperative and coordination efforts, or in this case the degree
of integrative success.
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Differentiation
o Identity Elements
o Within specialty
o Between specialties

Boundary Perceptions
o As filter (Syntactic, Semantic)
o As Barrier (Pragmatic)

Figure 1: Conceptual Model
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o
o
o
o

Integrative Practices
Two way communication
Asking questions
Knowledge sharing
Mutual adaptation

The model is based on the premise, formed through my observation of hospitalbased patient care, that practice is part individual action and part dyadic interaction with
members of one’s own and other professional groups. Individual action is constrained by
the set of perceived norms, beliefs, and values inherent in that individual’s profession.
However, dyadic interaction is hindered by the presence of a boundary between the
dyadic partners. Each member of the dyad forms perceptions of the boundary between
them, on the basis of professional identity, and identification with their profession.
Social identity theory suggests that boundary perceptions are also shaped by perceptions
of the other profession. Successful exchange of knowledge across the boundary is critical
to coordination and acceptance of adaptive influences necessary to achieve higher levels
of integrated practice (Carlile, 2002).
The focal actors in this study are physicians, who practice in the specialties of
anesthesiology and general surgery. There are several other groups of actors involved in
the conduct of healthcare delivery, including patients, nurses, technicians and
technologists, and administrators. Patients play a central role, given the circumstances.
So do nurses, particularly those in the operating room. Many of the physicians’
communications are directed at either patient or nurse, so to the extent that they are part
of the interaction, they become involved in the research.

Differentiation
The model employs social identity theory to describe and understand the nature
of the differentiation amongst and between these groups of physicians. Social identity
theory has been used to explain how individuals come to perceive of themselves as
belonging to a group and how they come to distinguish their group from others. The
principle argument made is two-fold. As the distinctiveness of a group’s values and
practices increase, the strength of identification experienced by members with the group
grows. Additionally, members will act to put their group in a positive light in contrast
with other groups, particularly groups whose activities and values are closely related to
the focal group (Haslam, Oakes, Turner & McGarty, 1986).

Between-Profession Differentiation
Inter-professional distance is a measure of the relative difference between two
professional groups on a set of important elements of professional identity. The elements
of professional identity that are implicated in perceived distance between professions are
those that members consider important to their group’s distinctiveness in work or
broader social contexts. In the current research setting, the importance of unique
knowledge held by one or other specialist group is expected to shape professional
identity and thus affect inter-profession differentiation. Other factors, such as relative
autonomy and control of important technologies are expected to be less relevant given
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that members of each specialist group are physicians and their access to technology is
largely determined by their specific roles.
Past research on conflicts linked to low inter-professional distance has generally
dealt with multi-profession teams, and that focus has lead to a preoccupation with socialpsychological factors such as good interpersonal relations (Skevington, 1980), ability to
work together (Sands, 1990), and the relationship between reduced conflict and
increased job satisfaction (Simborg, Starfield, & Horn, 1978). However, there have been
attempts to explore the processes of inter-group differentiation and in-group favoritism
described by Tajfel (1978). One study showed that professionals’ criticism of other
professionals increases the closer they get to their own professional domain (Fried &
Leatt, 1986). This finding is important because it suggests that individuals will respond
to the threat of a proximate group by taking steps, such as criticism, to increase the
distance and distinctiveness of their group from another. This is contrary to the
suggestion emanating from the social psychological literature that small differences
between individuals and groups will lead to better inter-personal relations.
Physicians notice different elements of their patients’ condition than do nurses,
and follow different courses of action as a result (Simborg et al., 1978). The same
phenomenon has been noticed within a single profession as well. Van Knippenberg and
van Oers (1984) found that differential importance was attached to various evaluative
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criteria by degree-prepared versus college-prepared nurses, though there was no
discernible difference in practical skills or patient relations. Nagi (1975) contrasted the
training and practices of two closely related professions, clinical psychologists and social
workers. Clinical psychologists embrace the scientific model of inquiry, relying heavily
on research and verification to determine appropriate courses of action. Social worker
training relies heavily on the uniqueness of each patient and the role of past practices and
services to guide their interventions. In both cases, the respective professional groups
were aware of the differences, but chose to defend - if not celebrate - them rather than
work to bridge or close the gaps between. While the focal point for identification and
subsequent in-group differentiation is often a single profession, the same effect has been
found at the institutional level (D’Aunno, Succi, & Alexander, 2000) where multiple
professions in two separate drug and alcohol treatment centres embraced and defended
different models and philosophies of intervention.
While findings regarding inter-professional conflict between closely related
professions are consistent, the issue of differentiation within each of the groups and its
effect on integration bears consideration. The inclusion of within-profession
differentiation allows me to confront the apparent assumption in past research that
groups involved in inter-group relations are homogeneous in terms of key facets of group
identity.
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Within-Profession Differentiation
Identity is shaped in part by peer recognition (Brown & Duguid, 2002) and is
sustained over time by adherence to the accepted set of scripts, norms, and schemas of
the profession. Legitimacy within the group is linked to such adherence. Individuals
subscribe to these accepted scripts, norms and schemas to a varying extent, and thus it
can be argued that their strength of identification to the target specialty varies in
accordance with their subscription. By extension their sense of legitimacy may also vary
similarly. The risk of over-identifying with the defining scripts, norms, and schemas of
the specialty is that an individual’s thought processes and behaviors may become
attributed to the specialty rather than to the individual themselves. The counter to that
situation - when an individual identifies weakly with the specialty - is that their actions
could be construed as illegitimate because they lack the legitimating authority of the
specialty.
Brewer (1991) and Snyder and Fromkin (1980) have proposed arguments in
support of an individual’s need to retain some degree of distinctiveness, even in the face
of high conformance pressure. They suggest that individuals desire both a distinct social
identity and an individual profile within that social setting. This implies that individuals
are aware of and will attempt to manage the balance between their social and individual
identities. Of course, some professional fields may exert greater constraints on their
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members than others, but regardless, members cannot risk engaging in behaviors
significantly out of step - or in conflict - with the set of accepted behaviors adopted by
their profession. They may endeavor to experiment or undertake activities outside the
realm of activities normally undertaken by the group. However, they may feel
considerable freedom to vary their behaviors from that of their group if they perceive a
high degree of variation in practice between individual members of their group. A
possible countering argument is that individuals earn credits with their peers, through
accumulation of a string of successes, through long years of experience, or peer
recognition of expert status. Such credits then allow an individual to deviate from group
norms without risk or fear of loss of legitimacy (Hollander, 1958). However, in the
medical field where the cost of errors is high and sometimes irreversible for patients,
deviant practice is probably more difficult to sustain.
The model reflects two key aspects of differentiation and its association with
successful integration of practice across specialty lines. While differentiation in this type
of setting is defined in terms of both intra- and inter-specialty factors, it is the
interactions across the boundaries separating two specialties that are necessary to enable
or accomplish practice integration. The more obvious argument reflected in the model is
the suggestion that boundary perceptions, and thus the nature of interaction across the
boundary, are shaped by inter-specialty differentiation, particularly inter-specialty
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distance. The model reflects my argument that intra-specialty considerations are
important as well. Individuals at the boundary can perceive different levels of constraint,
given the degree of identity variation within their own specialty.
Secondly, inter-specialty interaction and the decisions that flow from such
interaction need to be understood within the context of real practice. The demands of
practice should place limits on an individual’s distinctiveness striving or on the bias and
conflict displayed in inter-specialty interaction, if only because the needs and
expectations of patients should temper extreme behavior on the part of professional care
providers. That type of ‘field’ reality is linked in part to accountability mechanisms
(Tetlock, 1985). Tetlock argued that decision makers who perceive that they must
account for their actions behave differently in their decision making than if they are left
to be simply self-regulating. Healthcare professionals have traditionally been bound to
account to both their peers and their patients. In addition, increased oversight from
administrators (and perhaps by other professions involved in inter-professional care)
broadens the range of stakeholders demanding accountability.

Practice
Professional practice is a highly situated process; that is to say that practice
reflects a complex combination of professional, organizational, and situational influences
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in addition to individual differences between participants. I argue that practice must be
defined in terms of both content and boundary. First, professional practice ought to be
the practical manifestation of the values, beliefs, theories and norms that sustain
activities and relationships amongst members of a profession. One’s practice is a
reconstitution of what has been learned from others, applied to a current situation
(Barnes, 2001). For my purposes, I will define practice as being those set of activities
undertaken by specialists in direct pursuit of a patient’s care, with particular interest
being those practice-related activities that involve interaction between members of either
the same or different specialties. It is through observation of practice that one should be
able to detect both consistency and variation within a profession, and such observations
will lend weight to understanding the implication of ‘claimed’ distinctions between
professions.
I have placed this emphasis on practice variation because I expect that successful
integration across professional boundaries requires one or other members of a dyad to
adapt or vary their practice. If an adaptive demand for practice variation is rejected with
explanation, the change likely targets an area supported by the profession’s normative
order. Explanations are readily offered because the demand represents an opportunity to
educate or inform the dyadic partner. On the other hand, some demands may be met with
simple rejection or resistance. This may be a defensive reaction in response to a
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perceived threat, or may be confronting practice, which even the individual’s own
profession would consider illegitimate.
Conversely, there are situations where individuals opt to adapt their practice in
the face of an integrative demand. Some practice variation may be the result of mistakes
made, but there needs to be opportunity to consider situations where the deviation is the
product of careful consideration. Rouse (2001) has suggested that the concept of
normative constraints on practice is consistent with temporality of practice. This suggests
that the normative order constraining practice is malleable to take into account the fact
that the science of medicine is constantly shifting. Practitioners must therefore commit
to, or be accepting of, intended adaptations of their past practices in the face of new
knowledge, or demands not previously experienced.
Constraints on the scope of practice emanate from knowing what is at stake and
to whom the practices matter (Rouse, 2001). Pain management, sedation, and airway
maintenance are the sole responsibility of the anesthesiologist during surgery, but the
responsibility either shifts entirely to the surgical service post-operatively, or is shared in
the cases where the APMS is involved. So, the boundaries of practice of interest in this
research will encompass more than one profession’s activities, but exclude activities that
are not directly linked to pain management the management of symptoms related to pain
management, and the management of recovery from operative procedures.
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Boundaries in Practice
Having drawn a boundary around the concept of practice to be considered in this
study, I need to now turn attention to the boundaries that delineate different specialties,
particularly where the demands of practice require interaction across that very boundary.
Of all the possible types of interaction, it is fair to suggest that in practice individuals
from different specialties will be called upon to act in an entirely routine fashion. This
routineness stems from the close match between the reality of the situation as perceived,
and the adequacy of the logic for action in supporting responses to that reality.
However, some interactions present potential identity threats, or conversely,
opportunities. Interactions beyond the routine normally create an impetus for individuals
to act in a way that is inconsistent with their group’s ‘logic for action’. In threatening
situations, the focal individual may be incapable of the expected response or may
perceive that their contributions are being ‘squeezed out’ by the intervention of another.
The implication from a series of such interactions is that individuals feel that their
identity is threatened. Perceived individually, such threats challenge one’s sense of
‘belonging’ to a profession. Perceived on a broader group level, the perception may be
that a group’s rightful place in the work setting is being threatened.
The manner in which a pair of individuals negotiates these conflicts will affect
the quality of current and future interactions with a particular dyadic partner, and with
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other representatives of that partner’s specialty. It is important to note here that the
identities themselves are not in conflict. Rather, conflict may arise when one or both
parties perceive gaps, overlaps, and discrepancies between the values, beliefs and norms
that underlay each individual’s professional identity. Conflict is unlikely if the
differences are present but perceived to be non-threatening. Conflict is also unlikely if
the differences are present but not perceived at all.
Social identity theory outlines several elements that suggest that identity based
differentiation will influence the way in which these practice negotiations proceed. There
is ample evidence to suggest that members of social groups formed on the basis of
differing values, beliefs, and norms give higher weight to information and evidence that
confirms their group’s identity and their place within the group. Granting this higher
weight has the effect of discounting evidence or information emanating from another
group, particularly if that evidence would tend to disconfirm or diminish the focal
group’s identity. These effects may be more pronounced when the distance between the
groups is small, measured in terms of beliefs, values, and actions. The prospects for
meaningful negotiation between two individuals seem bleak in this regard. Individuals
from groups that are proximate in terms of values, beliefs and norms will be more likely
to reject each other’s entreaties. Individuals from groups that are relatively remote from
each other are more likely to simply disregard or fail to notice efforts to engage.
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If this is the case, then what set of circumstances supports effective collaboration
and integration of practice across professional boundaries? If identity theory seems to
make a stronger case for inter-group conflict than collaboration, Brewer et al.’s (1993)
arguments regarding optimal distinctiveness suggest that in-group conformity plays a
role in supporting individual collaboration. While identity theory suggests that low
variation of practice within a group makes group members impervious to change from
without, distinctiveness theory suggests that the counteracting tension to distinguish
oneself from the group provides an opportunity for exploration and experimentation.
The research model reflects Barley’s (1990) argument that changes in practice on
one side of a boundary should be traceable to dyadic interaction within a network of
social contacts that has crossed that boundary. Adaptive influences can emanate from
within a profession, but the focus of this research is on influences from members of other
specialties with whom a focal individual has occasion to interact at work. Thus, in
addition to the nature of the differences on either side of the boundary, the boundary
itself is of interest.
I have conceptualized boundaries as being of two types: filters and barriers.
Filters control or influence what passes through; barriers contain. Boundaries are like
fences. Good neighbours can build them jointly, or they can be built to contain one’s
vicious dog. You can see through and climb over some fences; others are topped with
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barbwire and too dangerous to be climbed. Some have gates, others none. A boundary
delineating individuals and groups who are motivated or at least willing to collaborate,
but cannot because of insufficient shared knowledge or meaning, can be seen as a filter
boundary. Successful passage of knowledge through the boundary may require extra
time or perhaps a re-design of the filter, but passage is possible. A barrier likely
separates groups who distrust each other or are sufficiently distant that they do not notice
each other. Examples to consider are psychologists interacting with psychiatrists
(Vinokur-Kaplan, 1995) and anesthesiologists with surgeons. Distrust can lead one or
other group to add height to the barrier, or move further from it.
Carlile’s (2002) typology of boundary types describes three boundaries that can
be characterized in the same way. He defined syntactic, semantic, and pragmatic
boundaries; the first two are filter-like, and the latter is clearly a barrier. Syntactic
boundaries as those boundaries that separate dyadic partners who lack a sufficiently rich
shared language to discuss or pursue practice adaptation (Carlile, 2002). The absence of
shared language generates a gap, pointing to different education and training
experiences, or engagement in practice that is highly specialized. Interaction across these
boundaries is therefore limited to routine tasks or the conveyance of directions unless the
gap can be closed. Regardless, the ‘contest’ is most likely benign, and more so as the gap
broadens.
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Semantic boundaries separate different belief sets and values, suggesting that
interaction across such boundaries is hindered by differing interpretations from shared
information. Resolution of differences requires extensive communication, with
synchronous exchange likely to be more productive. Semantic boundaries may also
‘masquerade’ as syntactic boundaries if there is a lack of motivation to engage in the
cognitively demanding task of debating different interpretations. Carlile (2002) likened
the interactions across a semantic boundary to interactions within communities of
practice (Brown & Duguid, 1991; Orr, 1996). This construct supports the notion of
purposive action, and the requirement of time for the community to grow and develop
the ability to achieve a mutual understanding. However, the analogy is limited in
application in professional practice because the necessities of practice are the prime
movers that bring people together, rather than similarity. The challenge in this research is
to determine the effect that shared purpose (serving the needs of the patient) has in
establishing the sustained and rich interaction often found in communities of practice
(Brown & Duguid, 1991).
Pragmatic boundaries are more complex, since they delineate differences in
motivation rather than cognition. In the case of knowledge that is ‘hard won’ (Carlile,
2002), the motivation might be to protect sole access to the knowledge and the power
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that such control provides. Differentiation may be perceived in intra- or inter-group
terms, or some combination, but all will influence the type of response encountered.
Differentiation based on the distance between professions affects the boundary
between dyadic partners. High distance affects the extent of shared language and
understanding present to support interaction. Low distance suggests motivational
challenges, where one or other partner concerns themselves with protection of the status
quo or exhibits bias against the other. Exceptions might occur. Professionals may be
separated by low distance because of friendship ties, and thus able to take advantage of
collaborative opportunities. Their friendship could be seen as the force that drew them
close enough to the barrier to find the gate.
Identity-based differentiation within a profession should predict the extent to
which individual members act in support of the status quo, or actively seek opportunities
to distinguish themselves from their peers. Members whose identity is consistent with
that of their group’s members are apt to perceive boundaries through a lens of status quo
maintenance. Outliers within a profession are less predictable interaction partners, and
may be more prone to perceive boundaries as opportunity sites rather than threats.
The nature of the boundary between dyadic partners, as perceived by each of the
partners, will influence strategies of interaction and affect the success of integrative
activities. Syntactic boundaries are reflective of situations where conflict is expected to

115

be minimal but where the likelihood of practice adaptation is also minimal. These
boundaries present a low stakes-low gain situation. Integration may occur if sufficient
information is processed to allow for a common syntax to be negotiated.
Semantic boundaries present an increased cognitive challenge, as well as the
potential for misunderstanding if the potential for such misunderstanding is not known in
advance. Interaction across such boundaries will be impacted by the frequency and type
of communication, as well as by past interaction experiences between the partners.
Carlile identified translation and learning as two outcomes of successful integrative
effort across such boundaries, particularly where the expectation of novelty was present
on both sides of the boundary.
Carlile (2002) has argued that a key to integrative success at a pragmatic
boundary is the willingness to explore knowledge transformation. The knowledge held
by participants at such a boundary is closely held and apt to be defended. Acceptance of
one or another’s point of view is less likely than is a new or transformed view (Carlile,
2002). Boundary activities must, therefore, be seen as sufficiently neutral to support
successful interaction.
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Integrative Behaviors
Much has been written about the barriers to integration, with the most deliberate
and self-serving barriers being thrown up by those motivated to protect power and social
status (Scott, 2001; Abbott, 1981; Freidson, 1994). Social identity theory suggests a
more nuanced explanation for failed integrative efforts across professional boundaries,
describing the strong forces that drive individuals to protect and enhance the core
attributes that attracted them to their profession in the first place. On the other hand,
proponents of the individual distinctiveness argument suggest that these forces work in
opposition to the de-individuation influences associated with strong group identification
(Brewer, 1991; Snyder & Fromkin, 1980). Individuals motivated to enhance their own
role might therefore veer from the normative course chosen by the group.
In professional settings, where one’s professional identity signifies successful
attainment of membership in a profession, provides entry to work opportunities, and
defines the important sources of social influence, integrative success must be defined in
terms that allow for inter-professional collaboration and preservation of constituent
identities. Integration has been defined as the degree of cooperation and communication
between individuals (Millson & Wilemon, 2002). Similarly, Lawrence and Lorsch
(1967) defined the ‘degree of integration’ as the quality of the state of collaboration that
exists between individuals or departments. In healthcare settings, integrative effort has
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been linked to improvements in quality of care, reduced duplication of effort, and fewer
delays in the provision of care (Adler et al., 2003; Gittel, 2000; Riopelle et al., 2001).
The type of integrative behaviors that lead to strong cooperation, collaboration,
and integrated care must entail rich and continuous communication, the sharing of
relevant knowledge across boundaries (Carlile, 2002), and a willingness to explore and
eventually take another’s perspective (Heath & Staudenmayer, 2000; Parker & Axtell,
2001). The need to arrive at a commonly accepted set of definitions or alter routine and
scripts suggests that questioning across boundaries must be accepted, as participants
must be willing to offer explanations even in the absence of questions (Barley, 1986).
Studies of integrative bargaining suggest that positive framing improves the
likelihood of success and increases the payoff to both parties (Bottom & Studt, 1993;
Bazerman, Magliozzi & Neale, 1985). Such framing generates the perception that both
dyadic partners are engaged in pursuit of opportunity rather than risk mitigation. If either
of the partners enters the negotiation in a negative frame, these benefits are rarely
realized (Bazerman & Neale, 1992).
In this study, I have conceived of integrative behaviours as those practice-related
behaviours that connote a ‘giving of ground’ from one or another interacting
professionals, that were preceded by some form of communication indicating the
opportunity or need.
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Summary – Conceptual Framework
The general structure of the model indicates that the nature and degree of
differentiation affect integrative behaviors amongst pairs of individuals representing
different professions. Differentiation is represented as the combined effect of intraspecialty identity variation and inter-specialty distance. Inter-specialty distance is a more
typical predictor of successful interaction, but I have argued that intra-specialty
influences affect the degree of freedom that an individual brings to interaction and
integrative activity. I argue that individuals perceive the nature of the boundary between
themselves and their interaction partners on the basis of inter-professional distance and
intra-profession constraint level.
Integrative behaviors are ostensibly those that lead to integrated or adapted
practice across professional boundaries. The set of behaviors identified in the literature
review support rich and continuous communication, and include knowledge exchange,
the offering of explanations and proactive questioning. These behaviors should reveal,
over time, an inclination to adapt one’s practice and to participate in change advocacy.
The model depicts feedback between integrative behaviours and both
differentiation and boundary perceptions. Feedback serves the purpose of reflecting the
argument that adaptive practice will influence identity through a change in shared
understanding. Successful integrative practice ought to change the nature of boundary
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perceptions as well, either because of development of enhanced boundary-crossing
behaviours, or simply because boundary perceptions become more accurate over time
and with increased experience.

Research Questions
The premise of this research is that members of related specialties are
differentiated on the basis of professional identity and those differences constrain their
attempts to successfully integrate their practice across professional boundaries. In its
most general form, the research question I have posed is as follows:
Why are some attempts at integrative practice more successful while
others simply fail?
In the following sections, I address this question by posing a series of related questions
that address the research model and provide guidance for this research (summarized in
Table 1). I start by returning to the basic premise presented by Lawrence and Lorsch
(1967). They argued that the nature and degree of differentiation complicates and
constrains individuals engaged in integrative effort. Integrative effort is that which leads
to higher levels of coordination, collaborative effort, and ultimately to mutual adaptation
(Thompson, 1967), but it can be thwarted by differing beliefs, attitudes, and goals of
interdependent organizational members. However, in the case of regulated professions
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whose members work in such fields as health care or the law, the ties that bind
professionals to their profession are often stronger than those that bind them to their
employing department or organization (Gouldner, 1957; Scott, 2001). Those ties can be
expressed in terms of professional identity, which is grounded in values and beliefs
developed through periods of extensive education and training (Scott, 2001). There
appears to be a sound basis to adopt professional identity as a basis for differentiation.
However, its usefulness as a construct to determine both degree and nature of
differentiation will be enhanced if the constituent parts of professional identity can be
specified. Lawrence and Lorsch (1967) named three dimensions of differentiation in
their studies of differentiated departments: orientation to goals, interpersonal relations,
and time. The motivation for the first research question, therefore, is the need to stipulate
the equivalent dimensions of professional identity.
Foreman and Whetten (2002) have argued that identity consists of key elements
that simultaneously are central in their importance to identity, are perceived as enduring
over time, and are distinctive (as compared to adjacent but similar entities). The social
system within which members of a profession are educated and trained lends shape and
substance to those elements over time, inculcating in members the coincident demands to
be constrained by and to nurture them. The challenge to overcome in this analysis is that
this argument was developed at an organizational identity / organizational identification

121

Table 1: Research Questions and Relationship to Research Model
Model Element
Differentiation

Model Sub-elements
Identity Elements

Related Research Questions
RQ1: What are the elements that constitute professional identity?

Within specialty

RQ2: How does professional identity vary within one medical
specialty?

Between specialties
Boundary Perceptions

As a Filter
As a Barrier

Integrative Practices

•

Two way communication

•

Asking Questions

•

Knowledge sharing

•

Mutual Adaptation

•

Reflection

RQ3: How does professional identity vary between medical
specialties?
RQ4: How does professional identity affect perceptions of the
boundary between interacting specialties?
RQ5: How does identity-based differentiation affect integrative
behaviour?

level of analysis, yet I am applying it to a construct that is developed at a broad social
category level (profession) and identified with at an individual level. The concept of
professional identity cannot be relegated to a role identity (Ashforth, 2001) since it
represents a self-concept that matches a set of ideals, ideas, beliefs, and actions
possessed by members of broad social categories. It may be the case that the
identification process by which one recognizes oneself as a member of a profession
differs from identification with an organization. However, it may also turn out that
professional identity at an individual level is shaped by both self-categorization and
identification processes.
Professional identity has been closely linked to beliefs about knowledge, causal
relationships and decision processes (Barley, 1986). Elements reflecting the relevance of
possession of knowledge, knowledge in use (Weick, 1995) and knowledge regeneration
(Barley, 1996; Etzioni, 1969) satisfy the criteria of centrality and distinctiveness. As
well, strong normative influences within the profession suggest that there are penalties or
sanctions to be suffered in terms of loss of legitimacy if actions vary from institutional
norms. Therefore, one expects professional healthcare providers to experience a strong
constraint against inappropriate or unethical practice (Covaleski et al., 2003; Rittenberg
& Covaleski, 2001).

One’s professional identity shapes and effects perceptions of the environment,
guiding actions and reactions (Weick, 1995). Thus, by close observation of professionals
in their practice, it is expected that those facets of professional identity that are central,
distinctive, and enduring will emerge and be evident in practice. Therefore, I pose the
first research question as:
Research Question 1: What are the elements that constitute professional
identity?
Professionals experience strong normative influences with regard to acceptable
sources of knowledge, beliefs, and behaviours (Scott, 2001). The suggestion implied in
the literature is that such strong normative influences generate a high degree of
conformity to the normative order set out for each profession. With the strong link
between identity, interpretation of the environment, and logic of action (Weick, 1995),
one would expect relatively low variation in identity within any one profession.
The second research question is intended to address this expectation that there is
little or no variation in professional identity amongst members of a single profession, or
specialty in this case. Despite conformity pressures on all members of a specialty, it is
plausible that each element of identity contributes differently to overall identity. Similar
influences can generate dissimilar responses at the individual level. These differential
contributions may vary over time, in much the same way that self-categorization varies
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over time, depending on the salience and relevance of various available categories
(Turner, 1985). The cognitive processes that shape and sustain identity change over time
as an individual’s set of experiences change (Pratt et al., 2006; Weick, 2005). Individual
members’ experiences will not match in an exact way, nor will the set of crises endured
be identical. So, it is likely that various elements of one’s identity have been more
heavily tested or relied upon, suggesting that these elements may contribute more
strongly to one’s sense of identity than do other elements.
The institutional framework argument put forth by Scott (2001) suggests that
identity is a powerful and consistent carrier of institutional influence, even across
organizations and worksites. On the other hand, Gioia (1998) argued that professional
identity is not monolithic, nor should individual differences on the part of individual
professional members be ignored. Variation in perceived identity within a profession
may stem from variation in the perceived strength of normative influences emanating
from the profession or through differences in the experiences of individuals.
Individual differences in past practice, coupled with differences in perceived
institutional influence can contribute to identity differences. Tenure in the profession
may be a factor that works in opposition to increased variation within a profession.
However, the literature is somewhat unclear in terms of the effect of tenure. The
‘institutionalized member’ view of tenure suggests that individuals become more
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committed to the profession (Pfeffer, 1983; Salancik, 1977), more attuned to satisficing
behavior, and less principled in their reasoning (Pennino, 2002) as tenure increases.
Moreover, tenure within a group diminishes questioning as participants gather and use
less information to make decisions (Dearborn & Simon, 1958). Increased time in the
profession is associated with a growing awareness of the ‘sunk costs’ that have been
invested in one’s training and development, and this can give rise to an increasing
commitment to the tenets of the profession. An increased commitment to the profession
over time and a gradual homogenization of experience combine to shape the argument
that variation in identity will decline over time.
Research Question 2: How does professional identity vary within one
medical specialty?

The research model reflects a relationship between differentiation and the success
of integrative efforts; the third research question addresses one part of the nature of
differentiation, between specialties. As Conrad (1988) has argued, all residents emerging
from medical school, set to commence specialty training, possess a shared and
generalized medical professional identity. Pratt et al. (2006) have identified the
importance of the residency period to professional identity construction, so it stands to
reason that divergence in identity occurs as specialists train and then embark on their
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differentiated paths. Different training programs, specialized foci, different tools, and
different degrees of patient contact all point to a rationale for differences in professional
identity when comparing members of specialized branches of a profession. There is a
limited body of literature that has examined the differences when specialized professions
emerge from larger and more established ‘parent’ professions (see, e.g., Indyk, 1987).
Differences have been described as a fragmentation of values and interests between
professions (Adler et al., 2003; Halpern, 1992). Little is known about the nature of that
fragmentation. It is possible that professional identity varies between specialties such
that different elements or dimensions comprise the identity. Or, the same elements may
be relevant but contribute or combine differently in practice. To resolve and clarify this
matter, I have posed the third question as:

Research Question 3: How does professional identity vary between
medical specialties?
To summarize to this point, the intent of the first research question is to
determine the constituent elements of professional identity, to the extent that these are
evident in practice. The second question will focus the research on the extent to which
variation in identity within a specialty exists, and illuminate the nature of that variation.

127

The beliefs, values, and knowledge instilled in professionals from different
specialties throughout their training and into their practice years are sufficiently different
to expect that professional identity varies between specialties. The third research
question will focus on the nature of the expected differentiation. Of course, the focus of
this research is not so much on professional identity or the integration of identities as it is
on the potential role that differences in professional identity plays in constraining
integration of practice across professional boundaries. I suggest that the link between
identity variation (intra- and inter-professionally) and integrative behaviors is related to
practice and practice variation, since it is practice that brings one or other or both
participants to the boundary. Furthermore, boundaries are a manifestation of past
practices, and so they reflect inter-professional variation in practice, but likely not intraprofessional variation. I have characterized practice variation as both an effect of identity
variation and a stimulus to further variation. Practice variation is an indicator that an
individual practices with some latitude compared to the prototypical member of their
profession, and thus represents perhaps a lesser constrained dyadic partner than would an
individual whose practice varies to a lesser degree. To that end, if the variation in
practice is known and understood, it ought to affect perceptions of the boundary lying
between the two.
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The process by which a professional’s identity is shaped is one of gradual
inculcation of the values, beliefs, and unique bodies of knowledge of the profession
(Scott, 2001; Aronson, 1992). In situations where the degree of adoption of values and
beliefs is high, as is believed to be case in regulated professions, a strong system of
constraint exists to maintain conformity (Barker, 1993). However, such strong systems
of constraint can lead to over-conformity, decreased creativity, and loss of independent
self (Ashforth & Mael, 1996). Particularly in conditions where identity has a strong
cognitive base, and is subject to strong constraint systems, Gioia (1998) argued that
identity was a strong predictor of actions, and should also be a strong predictor of nonactions or actions that would never be contemplated. These arguments lend support for
the ‘boundary as barrier’ perception.
The identification argument suggests that strong identification with the values
and beliefs of a profession will be associated with high consistency of practice. The clear
implication is that strong constraint systems further reinforce consistency, which further
strengthens conformity to normative patterns. The institutional argument points to
conformity and legitimacy within the profession being linked. These arguments suggest
barrier-like perceptions at each boundary. However, Brewer and her colleagues (e.g.,
Brewer, 1993; Brewer & Kramer, 1986; Brewer et al., 1993) have demonstrated that
individuals pursue some moderate level of distinctiveness within their group. While her
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work was silent on the need for individuals to protect their sense of legitimacy within
their group, this desire to be distinctive within the social setting certainly operates at the
inter-group level, with groups engaging in various strategies to enhance their group’s
profile compared to adjacent or similar groups (Turner, 1985; Tajfel, 1982).
Previously, variation in professional identity was discussed in terms of
differences in experiences, crises resolved, and tenure in the profession. A more
deliberate or proactive mechanism can be operating to increase variation in practice
within the group. Distinctiveness striving could be simply a function of opportunistic
motivation, a desire to enhance one’s profile or control over key resources and
knowledge (Pfeffer & Salancik, 2003). Individuals may experience tension between an
idealized identity and therefore idealized practice and their perceived identity and
therefore actual practice. This tension may motivate distinctiveness striving, particularly
where one is both individually indistinguishable from professional peers and dissatisfied
with current constraints on their practice (Reger, Gustafson, Demarie, & Mullane, 1994;
Whetten, Cameron & Woods, 1992). Regardless of their motivation, it seems plausible
that such individuals sense porosity at the boundary, as opposed to barrier.
In situations where practice varies within a profession, one could argue that
identification with the ideals, values and beliefs of the profession is weaker amongst
members of the profession. Of course, one might also argue that members of the
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profession are not aware of the variations, or believe that the conditions of practice merit
such variation. In all but the case of ignorance, variation in practice carries at least a
threat of loss of legitimacy, but variation may increase to the point where the profession
cannot profess a unique hold on the knowledge surrounding the practice. The expected
responses to such a situation can vary from advocating for greater levels of consistency,
advocating for debate about appropriate practice, or sharing of explanations or rationales
supporting the variation.
An understanding of the relationship between professional identity and these
boundary perceptions is sought, via the fifth research question.

Research Question 4: How does professional identity affect perceptions
of the boundary between interacting specialties?

The last research question is intended to guide investigation of the relationship
between differentiation on the basis of professional identity and integrative practices. I
characterize integration of practice as the acceptance of practice innovations by one or
other parties to an inter-specialty dyad and argue that the acceptance of a practice
innovation is best understood by examining the ways in which the current practice is
either defended, rationalized, or, in effect, traded away. The proposed innovation must
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be understood, and interpreted in terms of the implications for current and future
practice, or perhaps in terms of earned future credits.
The presence of practice variations presents an interesting challenge for
researchers and policy makers. Adler and his colleagues (2003) concluded that the
development and implementation of collaborative care plans in various hospitals was
complicated by the presence of previously unknown practice variations, both within and
between the participating professions. Recent studies examining medical errors (Kohn et
al., 2000) have consistently found that practice patterns vary within hospitals and within
the ranks of a single sub-profession. The initial conclusion is that practice variation is at
the root of many medical errors and misadventures. On the other hand, the
characterization of practice integration used here suggests that while intra-profession
consistency is the expected norm (but may not exist at expected levels), variation in
practice is the practical expectation of integrative effort between professions.
Regardless of the link between identity and practice variation within a profession,
there are strong arguments suggesting that identity is a good predictor of the strategies
that will unfold during integrative activity between professions. The process by which
members classify themselves into social groups has been described as a process whereby
both intra-category similarity and inter-category differences are maximized (Hogg et al.,
1995). These differentiation processes proceed as a response to identity threats. Threats
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are perceived when one group’s beliefs and values impinge on another group’s,
particularly if such impingement affects the distinctiveness of a group’s identity and
practices (Oakes, Turner & Haslam, 1991). In response to such threats, individuals may
re-categorize themselves by choosing some basis for evaluation that removes the threat
(Elsbach & Kramer, 1996) or adjust their practice to increase identification with their
own group (Ashforth & Mael, 1989).
These arguments all lead to the suggestion that successful inter-specialty
integration hinges on some optimal level of identity-based distance between the two
specialties. Professions that are identified closely in terms of values and beliefs and
deployment of specialized knowledge will invest more effort in increasing the distance
and therefore distinctiveness, and less on integrative efforts that may further blur
distinctiveness. Professions that are at greater distance will invest little or no effort in
threat reduction, but might also be disinterested in collaborative engagements as well.
On the other hand, the pursuit of individual distinctiveness by members of either
profession acts in tension with the collective influence of identity within the profession.
In professions where the level of consistency of practice is high and strength of
identification is also high, outside threats may appear insufficiently worrisome or nonrisky. Further, individuals may chafe under the constraints of strong conformity and seek
out opportunities to enhance their personal profile.
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The final research question addresses this uncertainty.

Research Question 5: How does professional identity-based
differentiation affect integrative behaviour?

Chapter Summary
The conceptual model and research questions discussed in this chapter are
intended to lend significant structure and guidance to the fieldwork, even though the
nature of the fieldwork precludes quantitative testing of specific hypotheses. The model
reflects an extension of a long-standing argument offered by Lawrence and Lorsch
(1967). They argued that the nature of differentiation amongst organizational units
predicted the difficulty and ultimately the degree of integrative success. By extension,
the model reflects that differentiation affects perceptions of the boundary between two
interacting individuals and thus two groups. These boundary perceptions in turn ought to
affect the success of integrative efforts across that boundary.
The first research question probes the constituent elements of professional
identity, so that the nature and degree of differentiation between interacting professionals
can be understood. The next three questions address differentiation itself. First, attention
is given to inter-professional differentiation, akin to the work that Lawrence and Lorsch
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(1967) conducted. Then, the third and fourth questions examine the nature of differences
in identity between members of one profession.
The boundary defining each interacting specialty is important for a number of
reasons. I argue that the boundary is a manifestation of the professional identity of the
individuals on either side. I suggest that their perceptions of the boundary, shaped by
identity differentiation, may vary between barrier and filter. This is important because
successful integrative activity in professional practice requires that knowledge and action
pass across such boundaries. The fifth research question examines the perceived nature
of the boundary by interacting professionals.
Integrative success in healthcare has been less the work of managers, and more
the work of interacting professionals. Rather than managers possessing integrator skills
(Thompson, 1967), these integrative challenges are left to the individuals to manage in
the conduct of professional practice. The last research question examines the relationship
between professional identity-based differentiation and integrative behaviours.
In the day-to-day reality of medical practice, I argue that the nuances of identity
differentiation manifest themselves in practice and in practice variations. An action that
makes sense on one side of the boundary makes no sense on the other. Or, an action that
was accommodated between one pair of care providers is rebutted or considered
offensive with another pairing. Practice variation is relevant because it complicates and
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reveals the contested terrain; actions that are expected and predictable are more likely to
have been previously negotiated than are new or unpredictable actions. The case
approach to qualitative field research that I outline in the next chapter is appropriate to
capture the rich detail necessary to understand that day-to-day reality.
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Chapter 5: Research Methodology
My intent in this study was to develop a deep, rich understanding of the interplay
between professional identity and professional practice, with a specific interest in efforts
to achieve integrated or inter-professional practice. To that end, I employed a case study
methodology. The case study method is considered appropriate for intensive study of a
specific context for a specified time period (Yin, 1994), and is an appropriate approach
for the study of practice-related actions that are interrelated with professional identity.
The duality of the relationship between professional identity and practice (identity
shapes practice and practice shapes identity) requires that the two be studied together.
Practice cannot be studied out of context because context both constrains and is shaped
by the actions (practice) that individuals undertake on a day-to-day basis.

Case Method
An embedded case design was adopted (Eisenhardt, 1989; Yin, 1994; Lee, 1999).
Yin (1994) sets out criteria for designing an embedded case research study, suggesting
that such designs are appropriate when the study embraces multiple levels of analysis.
The study of professional practice involves individual action, dyadic interaction, and
team activity, or functions occurring at multiple levels. My observation and analysis
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involved a progressive abstraction from individual to individual within the specialty and
specialty within the milieu of the hospital wards and operating room.
Yin (1994) defines a case study as an empirical inquiry that investigates a
contemporary phenomenon within its real-life context, especially when the boundaries
between the phenomenon and context are not clearly evident (p. 13). The study of
professional identity might be accomplished through questionnaire means alone, but
practice cannot be removed from its context without losing the sense that identity is
embedded in practice and practice is embedded in identity, and both are deeply
embedded in the context of the hospital workplace. The embedded case design both
facilitated development of a rich understanding of the interplay between identity and
practice, and allowed for a ‘dense’ narrative to emerge to communicate this
understanding.

Research Setting
Scott (2001) argued that hospitals present ideal settings for the study of
professionals. I had the opportunity to observe members of a profession working
individually, interacting with peers, and with patients. The choice of an academic
teaching hospital, as opposed to a non-teaching hospital, was driven by several factors.
First, there is a higher proportion of specialty and sub-specialty physicians working in an
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academic teaching hospital compared to non-teaching hospitals. Secondly, physicians
who are affiliated with teaching institutions tend to be more classically professional
(Adler et al., 2003). Physicians working in teaching hospital settings are more likely to
conduct research in their own field, and often teach or at least train residents in their
chosen specialty, compared to their colleagues in non-teaching hospitals. Thirdly, in the
academic teaching hospital chosen, the specialist physicians are remunerated by salary as
opposed to a fee for service. The benefit from the perspective of this research is that
these specialists are not financially reliant on referrals from other specialists in the
hospital, thus diminishing the role of financial incentive as a competing explanation for
inter-professional cooperative behaviour.
As noted earlier, the research design is embedded, to the extent that the case
draws on data from multiple levels of analysis. The primary unit of analysis was each
dyad of interacting professionals. However, each dyad represents individuals who are
members of the medical profession, and also members of one of two specialty branches
of medicine. Each surgeon and surgery resident was a member of one of three general
surgery teams. Some of the anesthesiologists were members of the APMS in addition to
staffing the operating rooms.
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Interaction between participants occurred in the operating rooms, recovery units,
and various ‘service floors’ of the hospital, in addition to more casual settings such as the
change rooms or physicians’ lounge.

Participants
My intent was to study interaction between members of two specialty branches of
the same profession. The outcome of interest from that interaction was integration of
practice, a more complex notion than the simple receipt of directions or information. I
conceptualized integration of practice as one or other interacting professional ‘giving
ground’ to the other. I expected that a rigorous test of the research model would require
observing participants agreeing to accommodations in their practice to complement
another’s practice. Over the course of the research, I saw examples that ranged from the
mundane – sharing a light in the operating room, which necessitated pausing the surgical
procedure – to the complex – a debate about the primacy of threats to a patient’s
recovery.
I argued that such adaptation requires change in ways that might threaten one’s
identity and standing in the workplace. The evidence that such change does not occur
easily is suggested by Adler et al.’s (2003) revelation that the majority of care protocols
developed by interdisciplinary teams were either abandoned or at best are underutilized.
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Medical professionals are distrustful of inputs from other than their own profession, and
are apt to abandon or ignore innovations that they distrust or disagree with. Effective
integration of practice between two interacting professions requires more than
acquiescence. Participants in integrative initiatives are less likely to invest in the
thoughtful and reflective consideration of viewpoints and new knowledge needed to
cause enduring change if the change is driven by political power or the influence of
greater numbers (Nemeth & Staw, 1989).
As difficult as such integrative efforts must be, the increasing specialization of
hospital work settings drives the need for collaboration. As physicians become more
focused on specific techniques, systems within the body, and disease conditions, they
may become less capable of meeting all of their patients’ needs themselves.
One pairing of specialties that work together frequently are general surgery and
anesthesiology. Surgeons and anesthesiologists work together in the operating room,
which in itself signals a certain integrative success, given the unique surgeon-centric
power structure of the operating room (Bunker, 1972). Under certain conditions,
cooperative work extends to the recovery room and wards, when surgeons request the
ongoing involvement of the Acute Pain Management Service (APMS), offered by the
Anesthesiology department. This causes anesthesiologists to be involved in pain
management for an extended post-operative period. Without this arrangement,
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anesthesiologists are rarely consulted post-operatively and are not involved in day to day
care of patients on the patient floors.
An APMS, such as is found at Eastern Hospital, is an interdisciplinary team
focused on the management of post-operative pain (Goldstein, Van Den Kerkhof &
Blaine, 2004). These services are found in the majority of Canadian teaching hospitals.
Their role is to manage acute pain using a variety of techniques such as continuous and
patient-controlled analgesia infusion pumps, a regimen of co-analgesics, and a
transitional approach to pain medication as a patient heals. These teams are typically
placed in departments of Anesthesiology, and are staffed by anesthesiologists and nurse
practitioners that have taken specific training in acute pain management.
General surgery is just that. Its scope is defined by all that remains once the
surgical sub-specialties map out their turf. Thoracic (lungs), neurology (the brain),
orthopedic (the bones), cardiac (the heart), and vascular (main blood vessels) specialties
all take their focus from specific systems and organs. Over the course of my fieldwork,
general surgeons worked from head to toe (growths on the thyroid gland to removal of
infected ingrown toenails). A large number of cases I observed involved removal of
cancerous sections of bowel, breast lumps, and infected gall bladders and appendices.
None of the cases were considered traumas, though some, such as ruptured appendices,
were urgent. In cases where the anesthesiologists were involved in acute pain
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management post-operatively, they and the surgeons typically had several days of
interaction.
The two specialties have relatively common roots, as anesthesiology emerged as
a field of practice formerly conducted by surgeons. The impetus driving anesthesia’s
emergence as a specialty in the 1930s was the development of complex spinal,
intravenous and nerve block procedures for pain control and sedation (Sanders, 1945),
each of which required specialized training apart from that received by surgeons. In the
1940s, anesthesia-related deaths were reported as high as one in every 2,500 operations.
Focused efforts to improve the safety of anesthesia have resulted in rates dropping to as
low as one or two per 10,000 operations in the 1980s (Gawande, 2002). The success of
the profession in this regard has no doubt strengthened its hold on the claim of specialty
status.
In addition to the attending physicians from surgery and anesthesiology, twentythree residents participated. Residents undergo an extensive period of training after
graduation from medical school, usually associated with a specific medical specialty.
The common training of medical school is thought to produce a generalized medical
professional identity amongst graduates (Conrad, 1988), but the important transfer of
specific skills and the attendant increase in individual responsibility over the period of
residency training is associated with important identity formation (Pratt et al., 2006;
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Blackwell et al., 1984). The former period is almost purely academic; the latter is
personal, applied, and experiential. The residency period for each specialty is five years,
after which many graduates take additional more specialized training. The inclusion of
residents in the study was important given that the presence of a mix of attending
physicians and residents provided greater opportunity to detect variation in professional
identity.
To gain access to the site, I sought permission from the department heads at
Anesthesiology, General Surgery, and Peri-Operative Services. I met each, provided a
written summary of the planned research, and responded to questions. The heads of
General Surgery and Anesthesiology wrote to their respective members, introducing my
research and me. I presented my planned research at a regular monthly meeting of the
General Surgery division. Subsequently, the surgeons requested that I repeat the
presentation for all surgical residents. I was not offered such a meeting with the
Anesthesiology department, so the enrollment process unfolded solely by email
correspondence. Physicians were contacted through their offices, and two follow up
contacts were made. All twelve general surgeons agreed to participate, and
approximately half the anesthesiologists, or fourteen. Some of the anesthesiologists who
declined were focused on surgery services other than general; others offered no
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explanation other than they were disinterested in participating. Seventeen residents from
surgery participated, as did six anesthesiology residents.
I received an orientation and training session from Peri-Operative Services, prior
to the first session in the operating room. As part of that training, I was taken into several
operating rooms and briefed to ensure that I could conduct my observation without
interfering with process or maintenance of the sterile environment. It would be fair to say
that the staff also wanted to know that I would be able to ‘stay on my feet’ given the
smells, sights, and sounds of the operating room. I did, throughout, and joined in the
laughter each time a medical student began to weave on his or her feet. I wore surgical
scrubs identical to all operating room staff, complete with mask and cap. On my lucky
days, I sat in a padded chair; otherwise, I sat on a stainless steel stool.
Even though patients were not participants in the study, I was required to obtain
their consent. I was in their presence, and privy to personal and confidential information
yet was not involved in their care. I generally approached patients while they waited in
the admission centre, prior to their surgery. On some occasions, I sought consent in
patient rooms.
The arrangements for any session in the operating room proved more onerous
than expected. Given the nature of my intended observations, I could only enter the
operating room when both a participating surgeon and anesthesiologist had been
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assigned to work together. General surgery operates in one of eight operating rooms five
days per week. The surgery schedule was posted up to two months in advance. However,
the Anesthesiology department assigns anesthesiologists to each operating room just the
day prior. With fourteen of the thirty anesthesiologists participating, and
anesthesiologists being assigned to eight operating rooms at one hospital and four at an
adjacent facility, the matching process proved difficult. By the time I withdrew from the
field, nine months after receiving my OR orientation, I had observed ten of twelve
surgeons with nine of the fourteen anesthesiologists. In that time, I spent 120 hours
observing in the OR. On most days, I met the first patients in the admission centre at
0630, attended the operating room briefing session at 0715 and entered the operating
room by 0800.

Table 2: Gender and role distribution of participants

Attending Surgeons
Surgery Residents
Attending
Anesthesiologists
Anesthesiology
Residents

Male
9
10
6

Female
1
7
3

3

3
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Arrangements to attend patient rounds were more easily accomplished. Either the
assigned APMS staff person or the senior resident in charge of any of the three surgical
teams organized rounds. Permission to attend was sought by email for each occasion. I
attended twenty-five days of patient rounds, spanning approximately 110 hours
Other professional and para-professional providers were in the various settings,
but their interactions and practices were not documented for this study. An operating
room is staffed by up to three OR nurses, supported by a team of practical nurses and
equipment technicians. Providers on the patient wards were either nurses or practical
nurses. A nurse practitioner worked with the APMS team. In all cases, I was introduced,
my security and access permissions were verified, and I proceeded.

Data
The day-to-day complexity of practice, coupled with the highly professionalized
setting, provided several challenges for data collection. Professionals by their nature are
aware of the exclusivity of their hold on unique knowledge and language. Laypersons are
considered to be from outside their world, and are not expected to be able to
communicate nor to understand the challenges they face in routine practice. A more
practical hindrance was the length of each workday and the amount of work that was
scheduled in each of those days. Participants generally appeared for work at 0630, unless
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they had been called back to the hospital during the night, and at least for the surgeons
there was no concept of a lunch break. For those reasons, my approach to data collection
was to listen and observe for extended periods of time before questions were asked. Even
then, most informal interviews took place on the walk between patient floors, or during a
brief coffee break in the physicians’ lounge.
Data were collected for this study by two primary methods. I wrote detailed notes
while directly observing practice in the OR, and made brief written notes during patient
rounds. These notes documented conversations, communications, key steps, voiced
thoughts, and also described workflow. From the twelve days in the operating room, my
field notes included such data as participant names, nature of the procedure, tasks
undertaken by each participant, length of procedure, dialogue between participants,
descriptive text about the environment, and the essence of operating room chatter after
each procedure wrapped up. Surgery residents were observed during fifteen days of
patient rounds. I joined the acute pain service team on ten different days. The data I
collected during patient rounds was dictated by the nature of questions physicians asked
patients, their response, orders discussed, and follow-up interaction with nursing staff
and family members. In all cases, I transcribed and elaborated the daily notes
immediately after each day’s observations.
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The second method involved abstraction of practice-related information from
fifty-two individual patient charts. In part, I used this data to verify and validate notes
taken during field observation. I extracted details of sedation and pain management
drugs administered during the operation, immediately post-surgery, and in the days
following surgery. I summarized physician progress notes (a section of the chart where
physicians register their planned and delivered activity, disagreements, and requests for
additional consultations). I summarized the operative records written by the surgeon and
anesthesiologist and the discharge summary written by Surgery as a patient left the
hospital.
I attended mortality and morbidity conferences, and kept detailed notes of the
nature of presentations, criticisms levied, and responses to those criticisms. I also
conducted several informal discussions with participants regarding emerging concepts in
the data, and documented those conversations.
The opportunity to conduct preliminary analysis of field data followed by
subsequent rounds of data collection permitted me the opportunity to observe similar
situations on repeated occasions, to pursue emergent concepts, and to validate
preliminary findings through informal dialogue with participants.
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Data Analysis
Analysis commenced with review and open coding of the data extracted from
field notes taken each day. In the early days of data collection, I was guided by a
preliminary set of codes developed from reviewing the literature on differentiation,
professional identity, accountability, inter-professional boundary perceptions, and
integrative behaviours. As fieldwork and analysis proceeded, an iterative process
emerged, wherein I moved back and forth between the data, an emergent coding
structure, and ongoing data collection activity (Miles & Huberman, 1994; Strauss &
Corbin, 1990). The coding of data was aided by use of NVIVO qualitative analysis
software, which supports direct coding of source material into standalone or free nodes,
and hierarchically related tree nodes. The iterative process of analysis occurred over
three relatively distinct phases.

Phase 1: Preliminary Coding Structure
Preliminary codes were developed and applied to the data contained in my field
notes. Based on the conceptual model developed earlier, the dimensions of
differentiation applied to participants were conceptualized using elements of professional
identity and by the differentiation dimensions developed by Lawrence and Lorsch
(1967).
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Social identity theory argues that the self-concept has two elements. The first,
one’s personal identity, encompasses idiosyncratic characteristics such as abilities and
interests. The second element is one’s social identity encompassing salient group
classifications (Tajfel & Turner, 1979). In general terms, individuals define a class
according to the prototypical characteristics perceived to be held by other members
(Turner, 1985). In the case of professional identity, the class is more or less prescribed,
as are the most general attributes (Van Maanen & Barley, 1984). However, professional
identity (as perceived by individuals) is surely contingent on personal identity, given the
strong role that values play in the construct . The literature suggests that professional
identity will be influenced by the role of knowledge in defining the work and the work
demands, by individual responsibility and autonomy of practice, and by an altruistic
service calling (Etzioni, 1969).
In the preliminary phase of coding, I used categories such as compassion,
formality, humility, immaturity, clinical pride, patient distance, precision and routineness
to sort and organize the data that I attributed to identity. I added differentiation-related
codes to reflect the Lawrence and Lorsch (1967) orientations to time, goals, and
interpersonal relations. Codes were created to capture these elements.
I established codes related to the three types of boundaries identified in Carlile’s
(2002) typology. Distinctions between syntactic, semantic, and pragmatic boundaries
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were inferred from the nature and content of communications between interacting dyadic
partners. Syntactic boundaries are those that separate professions whose members lack
sufficient common language to accomplish effective communication and thus integrated
activities. Semantic boundaries separate professionals whose beliefs and values are
sufficiently different that they hold varied world-views, and define knowledge and thus
interpret problems and responses in different terms. In specific cases, the knowledge held
by professions on one side or the other of a boundary is ‘hard-won’ and the advantages
that accrue to the knowledge holders are unlikely to be forsaken easily. Carlile (2002)
coined the term ‘pragmatic’ to describe these boundaries, since actions across them are
guided by practical considerations of effort and outcome rather than by the challenges
associated with defining or understanding the knowledge available for sharing across the
boundary.
Instances of integrative behaviour were coded as: knowledge exchange, the
offering of explanations, asking questions, helping, and acquiescence to requests.
Additional codes were developed for data that did not relate to the preliminary coding
structure. For instance, there was early evidence of practice variation for the
anesthesiologists in such areas as depth of sedation and hydration status. Surgeons
pursued their teaching obligations differently. Patients were sometimes more involved
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and sometimes less involved in the decision process surrounding their care, yet I had not
factored in the patient’s role in the preliminary structure.

Phase 2
During this phase of analysis, I examined all coded material to test for
consistency of application of the coding structure. A few preliminary codes were unused
and thus dropped (Formality, Gender), and several proved to be imprecise or incomplete.
These required further coding. For instance, there were elements of boundary conditions
related to physical constraint and deployment of strategies for problem solving that did
not lend themselves to the Carlile typology, so they were broken out and coded
separately. Use of humour had been included in a category labeled OR Demeanour in the
first round of coding. My analysis of the use of humour as a boundary strategy motivated
a new category for this data unconstrained by its physical context.
Intra-and inter-specialty comparisons were made to assess differences in the
codes related to all differentiation elements, practice patterns, and integrative behaviours.
The grouping of similar codes increased the level of abstraction, but not necessarily the
level of theorizing. An initial conceptualization emerged with several observations that
tended to group practitioners along belief and behaviour lines apart from their specialty.
These two emergent identities were labeled ‘Technician’ and ‘Artist’, and were used to
reconsolidate the initial coding structure. As I tested this structure further, and as data
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accumulated in the final stages of fieldwork, it became clear that the set of professional
identity elements and behaviours were not constant across participants or time. That is,
some participants exhibited strong ‘Artist’ behaviours at times, and other times exhibited
strong ‘Technician’ behaviours.

Phase 3
I then turned back to the initial conceptualization of professional identity as a
series of unrelated categories, and attempted different means of grouping them to attempt
to resolve this apparent temporal or contextual shift. The strong prototypical
characteristics espoused within a professional identity (Van Maanen & Barley, 1984)
would suggest that professional identity essentially fulfills the social identity element.
However, while the role of values in professional reasoning and acting is clear, there is
perhaps more to one’s social identity as a professional than a purely professional
identity. The shift in behaviours between Technician and Artist eventually led me to
conceptualize a third identity active during practice, related to the task-set or role being
fulfilled. Using these three categories, it became apparent that several elements could
arguably be placed into two categories. For instance, examples of consciousness of
medical ethics were placed solely in the professional identity category. Tactile and
diagnostic skill data elements were logically placed in both professional and role identity
categories. Similarly, examples of empathy towards patients could be placed in both the
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professional and personal identity categories. To reflect these shared elements, I modeled
the three categories as having overlapping sections per the most recent coding exercise
(see Figure 2).
I then focused on the elements of identity that I had placed in the overlap zones, to
address what appeared to be contextually or temporally variable identity, and practice
behaviours. In itself, the concept I developed offers no explanation for the degree of
overlap between any two of the circles, nor the presence of a zone where all circles
overlapped. I used this presentation of the data to sort through and attempt to develop an
understanding of the circumstances that contributed to a participant’s change in practice
across two situations that - from my perspective - appeared similar. How could a
physician shift from a rigid rule adherent in one circumstance to an advocate for
flexibility in the next? During the fieldwork component, I attempted to clarify some of
these instances but for the most part met with little success. Participants did not have the
time to engage in a discussion during the normal workday, and often did not recall the
nuances of the situations I raised with them days later.
I wrote the narratives in Chapter 6 to elaborate on the issues that appeared to be
significant contributors to these episodes of variable behaviour across individuals, so that
I could obtain feedback from participants without appearing to be keying in on their
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behaviours or experiences. The issues raised included the factory-like pace of the OR,
differences in patient contact, differences in terms of ‘hands on’ work between surgeons
and anesthesiologists, and the length of work day. Observations during teaching rounds
lead me to want to elaborate on the different teaching and learning styles between the
two specialties. Another matter that arose was the impact that physicians experienced
and spoke of when they encountered a patient who disagreed with their course of action,
or was able to articulate a better plan.
In writing the narratives, I protected participants’ identities, partly through the
use of pseudonyms, but mainly through my reliance on the coded data to ‘build’
composite characters and incidents. The combination of tactics allowed for the telling of
compelling and situated stories, and diffused obvious defensive reactions from
participants from whom I sought critique. With feedback from key participants, I
undertook two types of revision. In the first, I edited the narratives for clarity and
technical accuracy, where flaws had been pointed out. In the second, I reviewed
substantive challenges from the participants against the coded data, to test, verify, or
alter my interpretation of the data. In some cases, the feedback provided additional
contextual information that had been overlooked in my observations. In other cases, the
feedback was more of the form “I can’t believe that happened”, in which case I reviewed
my coded data to ensure my narrative reliably reported the data.

Upon reflection, I think the narrative form of writing has also allowed me to
capture and thus present more of the richness of setting and professional practice than
would have been possible in a tabular form of data presentation. They allowed me to
develop a richer understanding of each zone of overlap between two contributing
identities, and the nature of practice behaviours evident when such overlaps occurred.
They also allowed me to explore the connection between these practice behaviours and
related integrative initiatives affecting the practice of others. In the next chapter, I
present the six narratives and provide a sense of how they contribute to my response to
each of the research questions posed. The last chapter extends the discussion of the
emerging model of identity ‘in use’ and implications for integrative behaviours.
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Chapter Six: Findings
The data that unfold in the following sections were borne of my immersion in a
rich, complex world that is startlingly repetitious, peopled by learned professionals
working in a mostly routine fashion, structured to serve patients who mostly fade from
the consciousness of those serving them. The contents of the stories may bother some,
since the specifics of a healthcare professional’s job involves matters of the body, the
realities of which are often avoided by the squeamish. Each narrative tells a portion of
the story: of the participants and their work, and my efforts to capture the main themes
that emerged as the fieldwork unfolded. They were first written to obtain feedback and
confirmation of the validity of my observations, but they have taken on a prominent role
in reflecting the findings of this dissertation. I employed pseudonyms and otherwise
changed names to ensure that each participant’s anonymity was protected during the
review process, and have maintained that throughout each narrative. Surgeons are
labeled as Dr. S(A…) and anesthesiologists as Dr. A(A…), based on the order in which
they are first referenced in the text.
The first, “Getting It Done”, is intended to establish the context in which
physicians work. A hospital is neither office nor factory, but then again, it is both. The
noise, the routine, the technology, and the patient. Narrative 2 reflects the obvious
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distinctions and the similarities between members of the specialties of general surgery
and anesthesiology. The emergence of differences in each participant’s relationship with
patients underscores identity distinctions on both a professional and role basis. The third
story covers the elements of learning on the job, both by residents (in training), and
attending physicians who teach, and can never stop learning. Narratives 4 and 5 delve
into the role that patients play in challenging, going along with, and otherwise shaping
the work of physicians. “Who’s on First” (narrative 3) examines the efforts made (or
not) by members of the two specialties to ensure that patient care is coordinated and
collaborative.

Story 1: Getting It Done
Taking a Patient to the OR
There is no such thing as a completely normal day in the Peri-Operative Services
section of Eastern Hospital. Sometimes, normal is shattered by the mundane reality of
having too many staff call in sick, or by the contractors hired to renovate two of the older
operating rooms and build two new ones. On other occasions the ventilating system will
fail, or the vacuum pump used to create suction will shut down for indeterminable
reasons. More often, the rooms scheduled to receive patients for elective surgeries will
be in use as emergency surgeries from the night before spill over into the next day.
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By 6:30 a.m., patients scheduled for the first surgeries of the day begin to arrive
in the same-day-admission-centre, where they are ‘processed’. Being ‘processed’
involves a nurse reviewing the upcoming surgery with them, confirming that they have
adhered to their pre-operative restrictions on fluids and eating, and in some cases preoperative medications are administered. This was generally where I approached each
patient to discuss my research, and obtained their permission to observe their operation.
Soon, one of the anesthesiology residents, or on occasion the attending staff
anesthesiologist, would wander in to review their pre-operative assessment and discuss
the approach planned for both sedating them and managing their analgesic (pain relief)
needs during the operation. This brief session, lasting no more than three to five minutes,
was the first time patients met their anesthesiologist.
Meanwhile, the operating room staff (nurses, nursing aides, and technicians)
gather for ‘report’. Operating room assignments are updated, patient changes noted, and
then the room empties as people begin to ready their respective rooms for their first
patients. By 7:45, the anesthesiology resident is in the operating room filling syringes
with various sedative, paralytic, and analgesic drugs. They test their anesthesia machine,
connect leads, and ensure that their equipment cart has been re-stocked during the
previous night. The attending surgeon is changing from street clothes, and settles into a
chair in the surgeon’s lounge to review his notes for the upcoming surgery. His senior
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resident is four or five flights of stairs away from arrival, having been busy with the team
of junior residents visiting patients admitted to their surgical team.
Since this room is one of Eastern’s older operating theatres, it is rather
underwhelming. The room is quite empty, save for the operating table, the anesthesia
machine, and a number of metal carts laden with metal boxes holding surgery tools. The
most dominant feature is the lighting, two large round lights connected to articulating
arms mounted in the ceiling. As I came to understand, ‘he who has the light’ is in
control. But the patient cannot know that; they are fixated on the surprisingly small table
that they are expected to mount.
The room begins to shrink rapidly. The patient’s arms are placed on movable arm
rests and taken away from their sides, to permit access to their veins and arteries. The
anesthesia machine is pulled closer, and anesthesia gases are administered through a
large face mask. The patient’s body is draped in bright blue sterile sheets. The surgeon,
and his assistants draw closer, leaving room for the scrub nurse and her trays of sterile
instruments. A suction machine, electro-cautery panel, air warmer, IV pumps, Doppler
ultrasound screen, and fluid warmers fill the available space. Electrical wires are
everywhere.
One of the sterile sheets rises vertically from just below the patient’s chin, and is
clipped to IV poles on either side of their head. This sheet defines the vertical boundary
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between the surgery and the anesthesiology work spaces. One is sterile, the other not.
Three or four heads press together over the surgery site, with the only outlet being in the
direction of the scrub nurse and her instruments.
As the surgery proceeds, the room is constantly barraged by noise; movement is
continuous. Surgeons and their assistants shift to re-position themselves. The circulating
nurse moves in and out of the room, bringing in supplies and needed equipment, and
taking out specimens and equipment no longer needed. Anesthesiologists leave the room
to talk to other colleagues, and residents enter to speak to and receive guidance from
their attending staff. The phone rings frequently, typically answered by the circulating
nurse. People have lab results to report, important questions to answer regarding the care
of patients, anesthesiologists debate their scheduled assignments with administrators and
colleagues, and sometimes the more mundane reality of life outside the hospital intrudes.
Physicians are parents who need to pick up a child at school, and they are homeowners
needing a plumber.
As the surgery winds down, the attending surgeon steps back, peels off gloves,
and departs. The senior resident and others begin the process of closing and dressing the
wound. The anesthesiologists initiate the reversal process to bring the patient from their
paralyzed and sedated state. Equipment is packed away; a transport gurney is wheeled in.
Once the patient emerges from sedation and begins to breathe on their own, they are
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transferred to the gurney and wheeled out to the post-anesthetic care unit (PACU). The
cleaners wash down the room, change the sheets on the table, wheel in new equipment
trays, and exit. Everything is ready for the next surgery.
Patients leave the PACU when the anesthesiologist and recovery room nurses
conclude that their condition is stable. That stability is measured via vital signs such as
respiration rate, blood pressure, and heart rate. They also monitor the patient’s other
physiologic responses to the surgery. Pain and nausea are the main focus. Some patients
are placed in intensive care units for a period of time, where they receive one-on-one
nursing support. Others are admitted to step-down units or directly to a patient ward
where they receive post-operative care as ordered by their surgery team. Various
members of the team use the process of ‘rounding’ to visit patients, monitor their
progress, adjust their care and order tests and drug therapies, and ultimately decide the
timing of their discharge from hospital.

Post-Operative Care
‘Rounds’ are a daily event, practically a constant event. The start time depends
on the service. Surgery rounds generally start between 6 and 6:30 a.m., since most of the
surgery residents are obliged to be in clinic or the operating room by 8. Pain rounds
conducted by the Acute Pain Management Service (APMS) start at 8, in the recovery
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room. From the perspective of surgery residents, medicine rounds might start at 9, or 10,
or 11.
Each surgery team is headed by a chief resident, who rarely rounds with their
team. The day-to-day job is managed by the senior resident on each team, assisted by
one and sometimes two junior residents and a clerk. The clerk is typically a senior
medical student, working through a series of mandatory assignments to various medical
services. One member of the team starts the day in the basement at medical records,
where they obtain a sheet with the team’s roster of patients outlined.
The team meeting place is the chart room on the floor holding the greatest
number of surgery patients. The computerized patient information system, limited as it
is, provides updates on the latest lab results ordered on previous days. This enquiry work
can be shared amongst the team members. On-call duty is shared amongst all surgery
teams, so notes from the on-call resident are consulted to determine if any of their
patients have required support or intervention through the night. Each patient’s chart is
then lifted from its place behind the ward clerk’s station, and placed on a rolling cart.
The team pauses outside the door of each patient. Some participants spend time
re-acquainting themselves with the patient and the course of care they have been under,
others enter with barely a glance at the chart. At times, the nurse assigned to a particular
patient will be in the room and will offer comment. Otherwise, nursing notes are

165

available in a smaller clipboard kept at each bedside. The rooms contain one to four
patients, and are darkened at this time of the morning. The hallways bustle with the
‘rounding’ efforts of three surgical teams. The nursing staff is in the midst of a shift
change. Dietary staff wheel carts with patient meals to each room. From time to time, a
patient emerges on a gurney, on their way to surgery or to an appointment with one of
the diagnostic services.
As the team emerges from a patient’s room, the clerk will be furiously scribbling
a progress note. One of junior residents will head off to the ward desk to obtain a request
for a consult with another service. Another will write orders that cause adjustments to
drug therapies, or new tests to be undertaken. Usually, the progress notes also reflect
some brief thought about the planned course of events over the next day or so. The
senior resident sets the pace. To push the pace, parallel activity occurs in three separate
rooms, with the senior barking out notes for his notetakers at a rapid rate. At other times,
the pace of rounds is more leisurely, with the entire team discussing the patient’s care
before entering the room, and the next steps after exiting.
The team wraps up one floor, replaces the charts and heads to the next floor to
repeat the process. At times, they will need to send a member to the pediatric ward, or to
the intensive care unit. Once all patients have been seen for the first time, assignments
for the rest of the day are reviewed. Someone is left responsible for carrying out the
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work that has been identified that particular morning. Some head to clinics where they
will see patients being considered for surgery by the attending surgeons on their team.
Others will head down the stairs to the operating rooms, to assist in various surgeries
conducted by their attending surgeons.
The APMS team emerges from the PACU around 8 in the morning. Their roster
of patients has already been automatically updated to their PC-based tablets. One of the
attending anesthesiologists assigned to the APMS conducts rounds, supported by a nurse
practitioner. On occasion, anesthesiology residents join in, as do medical student clerks.
One of the anesthesiology residents has been on-call all night; their hand-off report is
consulted before rounds begin. This team has patients assigned to it from a variety of
surgical services, the course of their rounds to visit each patient takes them to most floors
in most wings of the hospital.
Patients whose pain management has been assigned to the APMS have typically
been given a patient-controlled morphine pump, which feeds analgesic doses either
intravenously or via a spinal epidural catheter placed during the surgery. The rounding
team reviews the patient’s pain level, presence of complicating side effects from
analgesia (itchiness, nausea), and the general state of their progress to recovery.
Adjustments are made in their pain medications. Each patient is eventually shifted to ‘by
mouth’ or oral medications, and ultimately discharged from the service. Four to five days
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of APMS coverage is considered a maximum limit for the majority of general surgery
patients.
And so it goes, day in, day out. There is a rhythm to this place, one that is rapid
and relentless much of the time, but one that can shift swiftly to the languorous or the
frenetic. I rarely witnessed the frenetic; that was reserved for emergencies. The slower
pace allowed for some discussion, some teaching, but for the most part the purpose
seemed centered on getting it done. There was a task to be done; in fact, each patient
represented several tasks that needed to be done. And, after all, this was work, which
makes the hospital setting seem like most others. People came on shift, left at the
appointed hour, and were pushed to get as much of the scheduled work done as possible
in between.

Commentary
It was the pace and the repetition of tasks that caused me to question my
assumption that this was all about ‘professional’ work and the calling to serve. This was
a job. Challenging, obviously requiring unique skills and knowledge, but nevertheless, a
job. Still, even in the face of these powerful work demands, there were signs of caring, of
caution, of frustration at not being able to do more. Some days, the pace allowed
everyone to slow down, to discuss issues, to fully document plans. Other days, the pace
was so high that there appeared to be little time to think, let alone discuss concerns.
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Patients were associated with the surgeon, and had a relatively fleeting
experience with the anesthesiologists. Much of the work of anesthesiologists is mediated
through technology; surgeons are quite ‘hands on’.

Story 2: No one held a gun to your head…
I started the fieldwork for this dissertation expecting to find differences between
anesthesiologists and surgeons. This expectation was the product of conversations with
friends and acquaintances from the health sector, and some preliminary research with
anesthesiologists several years ago. Surgeons liked to work with their hands,
anesthesiologists were too technical, surgeons thought everything could be cured by
cutting something out, anesthesiologists got a bit of a ‘rush’ from controlling a patient’s
fate during surgery. But which of these differences affected their ability to integrate their
efforts and practice collaboratively?
An obvious difference between surgeons and anesthesiologists emerged early on,
the extent of patient contact. Surgeons have significant contact with their patients, from
their first encounter in clinic through surgery to post-operative and follow-up care.
Anesthesiologists are less connected. Anesthesiology residents may see patients in a preoperative anesthesiology clinic, but rarely the attending physician. As the story goes,
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anesthesiologists rush to put their patients to sleep, work diligently to keep them asleep,
and then the moment the patients awake, they are gone to the next.
As is so often the case, the stereotype is overstated. The surgeon’s contact with
the patient is not so all encompassing; surgery residents conduct much of the pre- and
post-operative care. The anesthesiologist meets the patient, often for the first time, only
minutes before surgery. Patients are understandably distracted. The anesthesiologist is
typically the last person a patient is aware of as they become sedated and the first as they
re-emerge. Typically, the surgeon is not even in the operating room when the person
emerges from sedation, since restoration of ‘life’ is the anesthesiologist’s problem.
During the surgery, the differences are dramatic, as one would assume. Surgeons
cut into their patients’ bodies and manipulate and remove bits and parts.
Anesthesiologists introduce sharp needles into blood vessels, and in some cases,
introduce needles into a patient’s vertebral spaces surrounding their spinal column.
Surgeons create wounds that bleed so that either cauterization or suction is needed to
clear the site. Anesthesiologists puncture small veins such that a patch of gauze is
needed. Surgeons are sometimes buried to the elbow in a patient’s surgical wound.
Once the operation has started, anesthesiologists rarely touch a patient directly.
Drugs are administered through intravenous lines previously placed, or via adjustments
in the gas flow from the anesthesia machine. The differences were never so stark as the
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day that Dr. SB, the chief surgery resident that day, stood over her assistant as he placed
a catheter to drain urine during the operation. The catheter filled suddenly, spraying her
in the arm and chest. “Jeez, I’ve been puked on, shit on, now I’ve been pissed on, all in
one morning.” The smirk was barely noticeable on the face of the attending
anesthesiologist. “No one held a gun to your head forcing you to be a general surgeon.”
In contrast, anesthesiologists monitor but do not have such intimate contact with
a patient’s fluids. They track what goes in, in terms of bags of IV fluids, and what comes
out in terms of urine output and blood loss. For the most part, they manage to keep their
hands ‘clean’. The closest most come to the patient’s body fluids is associated with
withdrawal of the breathing tube after sedation reversal. Many patients awake with a
phlegm filled cough; nurses and anesthesiologists alike grimace at the smell when a
smoker awakes.
As William Nolen (1990) noted, patients rarely die on the operating table. Some
expire shortly after, but operative deaths are rare. Much of the improvement in this type
of result hangs on the work of the anesthesiologist. They are responsible to ensure that
the patient’s heart rate and blood pressure cope well with the stress of surgery, and that
their brain receives adequate oxygen throughout. Their machines breathe for the patient
for that period when the patient cannot. And, when the time comes to reverse these life
support processes and revive the patient, the responsibility rests almost fully on the
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anesthesiologist. Only one attending surgeon routinely stayed in the OR during the
reversal process. Typically, one of the junior surgery residents lingered by the foot of the
operating table. The attending surgeon had left the room, and the chief resident was busy
on the phone dictating the surgical note to the transcription service. It is a stark reminder
of the division of duties. It is as if surgeons hold the view “I may have cut into this
person’s belly, and removed part of their bowels, but you put them to sleep. You wake
them.”
The differences continue during post-operative care. Surgical procedures
generally disrupt a person’s digestive and waste evacuation processes. This problem is
more acute after procedures of the general surgery division, since they often work on the
intestines, liver, and the stomach. The effect of this is that surgical residents live and
breathe the patient’s nauseous moments and bowel movements.

How are you today, Mrs. Turner? [surgery resident]
I’ve been better.

[Mrs. Turner]

Any diarrhea yesterday? [surgery resident]
I could open a store with it! [Mrs. Turner]
Well, the nurses felt that it was just loose stool.
Yeah, well, let me tell you… [Mrs. Turner]
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[surgery resident]

Patients spend their first post-operative days sipping ice chips or clear fluids. As
the recovery process unfolds, the wound begins to heal and the digestive system begins
to function. At a certain point, the diet can be advanced to fluids and then to solid food.
Most patients are not discharged until their bowel movements have normalized, their
nutritional needs are being met with whole food, and their drug requirements fulfilled
using oral medicine.
Anesthesiologists play a role here too, but they are a bit more removed. The
opiate drugs administered by the APMS team to treat a patient’s pain can cause nausea
and itchiness, so attention is paid to managing those side effects. A patient’s nausea can
create discomfort and diminish nutrition intake; the actions of vomiting can disrupt oral
medications, and harm the surgical site. However, the APMS interventions are relatively
sterile. Questions are asked, adjustments are made to the pumps administering pain
drugs, and orders for medication changes are issued. They do not look at wounds, feel
bellies, examine the contents of the drains gathering urine and other bodily fluids, or
otherwise get too close the messiness of the patient’s recovery.
This relative distance from the realities of recovery was borne out one day, as the
phone rang in the OR one morning. It was the recovery room nurse, looking for Dr. AA,
the attending anesthesiologist.
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Dr. AA, your last patient just threw up all over me and the floor. Did you not
administer any anti-emetic (nausea medication)?

[recovery room nurse]

No, I didn’t. The evidence didn’t indicate its usefulness in this case.
[Dr. AA]
Well, why don’t you come over and see the evidence for yourself…[recovery
room nurse]
Matters on the floor can sometimes be as frustrating. Mr. Simpson had suffered
several broken ribs when a bus he was working on fell and crushed his chest. He was
receiving a heavy regimen of morphine to combat the pain, and had received anti-nausea
medication for the first day. The drug was not re-ordered, and in the middle of the night,
he was wracked by waves of nausea and then terrible pain from his broken ribs as he
vomited. Needless to say, both he and his nurse were in ‘raw’ form when the APMS
appeared the next morning, opened up the PC tablet to Mr. Simpson’s electronic form,
and asked the first question on the list.
So, Mr. Simpson, how’s that nausea you had the other day?

[APMS

resident]
There is an apparent downside to being too removed, whether from the patient’s
reality, or that of other workers. In this case, both the patient and his nurse ‘lost it’ in an
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angry outburst. If the encounter had been about the patient and not the checklist, the
anesthesiologist might have seen the bed sheets twisted in a knot, or the sweat pouring
from Mr. Simpson’s forehead. But that did not happen; the anesthesiologist was
essentially following a checklist.

Commentary
The rigid attention to process that closed this story has been credited with making
anesthesiology safer but the approach seems to encourage a mechanistic approach to
practice. Getting the pain score, or checking off the questions appears to build ‘distance’
between anesthesiologist and patient. Perhaps that burden of caution drives some of the
primary differences in how surgeons and anesthesiologists see themselves. Surgeons
cure illness; anesthesiologists avoid killing the surgeon’s patients. Anesthesiologists use
protocols to guide their actions; surgeons gather evidence to shape what they will do
next. Perhaps that is why the APMS members uniformly described the chance to get out
of the OR as the greatest motivation for joining the APMS. For that one week every six,
they had a chance to be in on the cure, or at least to help mould the healing journey.
Adherence to these protocols affects the willingness of anesthesiologists to
engage in any adaptive practice, if such adaptation involves ‘short-cutting’ the protocols.
There do not appear to be any benefits for doing so successfully, and there are costs to
doing so and being wrong.
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If ‘getting it done’ reveals my motivation for Story One, Story Two is about the
difference in engagement of the person. Surgeons are closely connected to their patients,
more so than some prefer; anesthesiologists’ connections are mediated by the technology
and their safety-oriented protocols. In “Getting It Done”, my sense is that the activities of
healthcare are less “professional work” than “work done by professionals.” This suggests
that the way professionals see themselves cannot be dimensioned in purely professional
terms; the fact that it is also a job is germane.
If so, then, how that job matters becomes relevant. Surgeons may distance
themselves personally from what they do, but their professional and work roles seem
intermingled. They struggle to do what is best, and what is right, and they stay at it until
it is done. Anesthesiologists are professionally burdened to work within a tightly
controlled set of constraints aimed at making their risky work safer for patients. The
effect of this is to remove them from the direct connection with patients. “I did the right
thing” is the anesthesiologist’s mantra, to the surgeon’s “I achieved what I set out to do”.
The former is burdened by process, the latter by outcome.

Story 3: Learning on the Job
Eastern is a teaching hospital so it comes as no surprise that observation of
practice there involves being witness to many teaching moments. The conversation on
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both sides of (but never across) the sterile drape often sounds like an anatomy lesson, or
a course on resuscitation. For junior residents, the questions come in the form of :
“what’s this structure we’re looking at?” For senior residents, it tends to be more
procedure oriented: “where will your incision be, how much of a margin do you plan to
leave, how do you plan to access that ligament?”
The learning path can be difficult, as there are gaping holes into which residents
fall as well as low hanging branches to run headlong up against.
Dr. SE, how do you propose to free up the muscle adjacent to the rectum?
[Dr. SF]
After a long, detailed, and largely unintelligible (to me) response, SE looked up
hopefully, to which Dr. SF, the attending surgeon, replied:
That’s ridiculous, unless you want to leave this poor child incontinent for
the rest of his life!
There was a long animated discussion between the two (attending and chief
resident), after which Dr. SE retreated. He did not appear to be convinced, but had
clearly decided that he had not thought this procedure through as completely as needed.
Dr. SF began the surgery, SE assisting, and all appeared to have blown over. Their
conversation throughout was earnest, appeared to be congenial, and at the end, Dr. SE
offered that he had not been aware of the technique they had just followed.
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Dr. SE stepped back from the child’s side, moved around between the two
outstretched legs, and appeared ready to commence the work he needed to do via the
anus.
Ahhhhh, Dr. SE. You need to change gown and gloves to be sterile.
[circulating nurse]
Don’t be crazy. This is the bum! There’s no problem. [Dr. SE]
SE (by first name), back away and do as you’re told! [Dr. SF]
Dr. SE was immediately contrite. It was OK to debate surgical procedures with your
attending surgeon, even challenging their decisions. That was the way residents were
expected to learn. However, the first thing they were expected to learn was to never
upset the nurses, nor ignore their advice.
As the surgery residents become more comfortable with their developing skills,
they try them out first on each other, and then ultimately on their attending surgeons. Dr.
SG (a senior resident) cornered the chief resident, Dr. SH from team 5, requesting that he
have a look at a CT scan he had up on the screen.
Looks like an inflamed abdomen, from what I can see. [Dr.. SH]
Exactly! I told him that. [Dr. SG]
Ok, you’d better tell me what’s happening here. [Dr. SH]
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Well, Dr. SI (an attending) and I saw Mrs. Parker in Emerg last night.
Dr. SI wants to wait, he thinks it’s a case of diverticulitis.
I tried to argue with him that the way the pain was spreading from left to
centre was pointing to appendicitis. Look at the free air in the abdomen.
Look at the margins of the appendix. I can’t believe we’re waiting. [Dr.
SG]
Later that week, after Mrs. Parker’s severely inflamed appendix had been
removed, SG presented the case at teaching rounds. On the surface, Dr. SI was furious,
but unrepentant.
The patient had a history of diverticulitis. She was exquisitely tender, with
pain emanating from the centre as opposed to the left quadrant. She was
not a candidate for surgery. [Dr. SI]

Residents would make a ‘call’ on a diagnosis, or a prediction on a lab result that
had not been received yet. When they were right, or close to right, there was glee, high
fives, and a clear pride-taking in their clinical ability. The crafting of drug orders was
another learning ground for the surgical residents. The senior resident would signal if a
patient required antibiotics.
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Dr. SJ, this patient needs a round of antibiotics. What would you like to
order?
Ampicillin
Dose? [senior resident]
10 mg. subcu (subcutaneous), q4h (every four hours). Reasonable?
Yes, please proceed. [senior resident]
Or, the senior resident might ask:
Why are you only delivering 10 mg?
In contrast, the residents assigned to the APMS were far less venturous. They served as
scribes for their attending, and when the attendings called out a drug order, the question
back was always:
Dose?
Anesthesiology has been credited with making great strides in improving safety.
Deaths during surgical procedures occur far less frequently now than they did even
twenty years ago. The field has addressed the safety issues by becoming more rigid,
more formulaic in their approach. Dr. AD used language heard to describe the life of a
pilot, in explaining why he was losing interest:

Anesthesia is now 97% boredom, with 3% terror interspersed.
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Parallels to aviation safety are evident in a number of areas. Training of residents
in anesthesiology now includes simulator training, akin to the training of pilots. Learning
therefore takes on an air of jamming information into a long list, and recall is the process
of remembering, searching from a long list of possible answers. In contrast, the surgeons
struggle to make sense of a wide range of indicators, and search for plausible answers
amongst an indeterminate set of answers. I asked Dr. AB “why is it that surgery residents
often challenge their attendings, even in public, yet anesthesiology residents seemed
never to do so”?
We’re never wrong. [Dr. AB]
Our field just isn’t that ambiguous anymore. There is a way to do
something, and unless someone has made a mistake, we simply expect
them to learn those ways.
The problem is, that type of learning seems to squeeze out compassion and
creative thought in some of the players. Mrs. Simms was brought to the waiting room
that serves as the ‘on deck circle’ for the operating room at about 4:30 in the afternoon.
She had originally been scheduled for surgery at 8 in the morning, the first patient.
However, the planners had noted her antibiotic-resistant infection and decided that the
best way to protect other patients from the infection was to re-schedule Mrs. Simms to
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the end of the day. Her meal restrictions had gone into place right after dinner the
previous evening, so that she would be ready for an early morning surgery. She had also
been ‘bowel prepped’ the evening before, a process that results in the patient becoming
rather dehydrated.
The anesthesiologist came into the room to see her. Dr. AE was a recent
graduate, and had been called in for this last surgery given that the day had stretched so
long. The first anesthesiologist had departed on schedule at 3:30, when the day had been
scheduled to wrap up.
Mrs. Simms, I need to confirm that you haven’t had anything to eat today.
[Dr. AE]
No, not unless you want to count those three grapes I had at lunch. I was
starving! [Simms]
Oh no, who gave you the grapes? You weren’t supposed to eat anything.
[Dr. AE]
The risk is that a patient with food in their stomach can vomit under sedation, and
aspirate the vomit into their lungs. It was Dr. AE’s call. Dr. SK, the surgeon, was
furious. He was convinced it was not a problem and was equally convinced that the
anesthesiologist who had been there all day would not have been bothered by the
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situation. Dr. AE saw no ‘gray area’ in the call. She was accountable and the rules were
the rules. The surgery was cancelled; Mrs. Simms at least was able to eat.
In other cases, the effect was more subtle, but it seemed that the ‘nuances’ of the
teaching offered to the residents was lost in the black and white world of their recall.
Patients are routinely offered anti-nausea or anti-itchiness medication to combat two of
the known side effects of morphine used for pain management. The attending physicians
routinely asked about the presence of symptoms, and were quick to order the drugs. The
same questions, in the hands of a resident, come across with a much tougher standard:
Well, if the nausea becomes unbearable, we guess we can get you
something for that [Dr. AF, Anesthesiology resident]
Or, perversely, one patient was asked repeatedly if he needed any medication for his
itchiness. After all, that was a question on the list. It needed to be asked. The patient did
not care to answer; he had a crushed chest, several broken ribs, and a broken collarbone.
He needed relief from his pain.

Commentary
Surgery residents appear to be engaged in a richer learning process than are their
colleagues in Anesthesiology. Surgery residents conduct their work rounds without
backup from their attending surgeons, whereas Anesthesiology residents were routinely
accompanied by attending physicians on APMS rounds. Attending surgeons did visit
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patients, but generally on their own schedule. They would however accompany a surgery
resident to see a patient if requested. I observed Anesthesiology residents in surgery, and
on APMS rounds, and for the most part they worked closely with their attending
anesthesiologists. The senior anesthesiology residents were given relatively free rein in
the OR, but residents from the first three years have little practice autonomy.
Dr. SC pursued Mr. Simon’s problems with the leaking T-tubes (they do not
leak); Dr. SG challenged his attending surgeon regarding the appendix (that did not need
to be removed). They were both clear about what they knew, and tolerant of the risks of
pushing to resolve that which they did not know. At the same time, Dr. AF was treating
itchiness over pain, and Dr. AE was debating the meal-attributes of grapes. It would be
one thing if surgeons were aware of and responded to this perceived difference. It would
explain why the deltaparin was administered in Story 3; in the surgeon’s mind the
anesthesiologist was simply being obstinate or was incapable of distinguishing relative
priorities. But why did Dr. AB let the matter drop?
Members of both specialties displayed a tendency to seek the routine answers, to
follow the routine processes. They differed, however, when the routine proved to not fit
the situation. In these cases, the surgeons appeared more ready to depart from the
routine than did their colleagues in Anesthesiology.
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Story 4: Is there a patient in there?
Mrs. Ruddy looked me in the eye, closed hers, and shared a rare thought.
“Dr. SA is so humble, so caring. He held my hand, and he told me: your
body needs to do its part, I need to do mine, and God needs to do his.”
Mrs. Ruddy had come from an outlying hospital following what should have been a
minor procedure. She had been deep in septic shock, and near death at one point. The
surgical team at Eastern had worked hard to fight the infection, and at one point had
taken Ruddy to the OR to create a bypass for her bowels, to give her a chance to heal.
Now, they were taking her back to the OR to reverse that bypass and hopefully send her
on her way. She had walked into her local hospital for day surgery, and here it was 32
days later.
Unbeknownst to her, Dr. SA was in a rush. He had a train to catch. His wife’s
birthday was today, and she was four hours away. Ruddy drifted off to sleep with SA
holding her hand, she awoke after he had left the building. In the course of her recovery
from this third surgery, Mrs. Ruddy suffered through yet another infection and had to be
taken back to the OR for a fourth time to relieve and drain a hematoma. By all accounts,
this was an unfortunate but known complication, from which she eventually fully
recovered. SA returned the day after she left hospital.

Surgeries on the neck, especially of the thyroid, are done with the patient propped
up by a pillow between the shoulder blades. Arms are tightly bound at the side to allow
the surgeon to get as close to the neck as possible. The anesthesiologist must establish IV
lines at the wrists, place the blood oxygen saturation clip on a finger, and the blood
pressure cuff on one arm and do it well, because they lose access to these parts of the
patient’s body during the procedure. At several points early on in one such procedure,
Dr. AC noticed the blood pressure reading was acting erratically, jumping up, dropping,
and then stabilizing. Each time it happened, she would stand up, and move towards the
machine. By the time she reached the dials, things would settle down. It finally occurred
to her that the surgeon was leveraging himself up onto the table by placing a knee right
on top of his patient’s arm, and her pressure cuff. She mentioned it, and decided to leave
well enough alone.
It must have troubled her though, losing that source of reliable information
regarding her patient’s cardiac state. When the next patient was being prepped, she slid a
hard plastic sleeve over the one arm, protecting the pressure cuff. Then, she wrapped the
arm in a blanket, and wedged it in beside the patient’s torso. The surgeon came in, did
his positioning and started the procedure. Ten minutes in:
What the heck! What’s this? [Dr. SK]
It’s a sleeve, covering the pressure cuff. [Dr. AC]
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It’s causing a problem. [Dr. SK]
It’s actually solving a problem. [Dr. AC]
Get it the hell out of there. It’s coming between me and my patient. [Dr.
SK]
At times, the physicians combined the impersonal patter of scheduling with a
more poignant humanized effect. “Dr. Roberts, your knee is in bed 2”, or as Dr. SG put it
one night, “the colon is going at 6 tonight”. Earlier in the day, he had pleaded with the
OR crew to stay on a bit beyond their scheduled time.
Hey, I’m the one that will have to tell this person she’s been bowel prepped all day for
nothing. Don’t make me do that! [Dr. SG]
Dr. SL was busy with his dissection when he happened to look up, around, and
then announced: “Well, will you look at that? We’re finally all men in here.”
Surgery was male dominated, anesthesiology was fairly evenly split but nursing was
primarily a female profession, so the occasion must have seemed odd to him. Of course,
the truly odd note was that his dissection was of a lump in a woman’s breast!
His dissection ultimately took the form of a radical mastectomy, and finally, he
acknowledged the patient. “My god, there’s an awfully tiny woman in here, underneath
all this fat.”

He and his resident chatted about the time it normally took to remove a

breast, the size of the sample pail needed to hold each breast they removed, and each
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congratulated the other when they were done. They had managed a double mastectomy,
preserving critical nerves needed for pectoral muscle and arm function along the way, all
in under 50 minutes.
It was not until he slumped onto the stool that anyone had a glimpse of the stress
he was under.
What have we accomplished? That tumour was so far advanced, and her
breast so big to start with, she never had a chance to find it herself.
And the second breast. The patient had insisted on its removal for prophylactic reasons,
but it seemed to Dr. SL that she had not prevented much by her actions. He had been
denied a chance at curative surgery, forced into added disfiguring surgery by
understandable patient fears. There was not much to be proud of.

Commentary
Perhaps the most difficult challenge I faced in this research was resolving (in my
mind) the role of the patient. Years of butchering wild animals had prepared me for the
anatomical revelations of surgery, and surgery is for the most part bloodless these days,
except in the case of missteps or trauma. The literature is rife with stories of black
humour in the OR; I heard my share. In the end, the relationship between the patient and
their physicians formed the lens through which I saw the patients. After all, they were
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merely the ‘foil’ for me, drawing my participants into practice, so I could watch and
listen to them.
Admittedly, it was the initial sense of outrage that first drew my attention to this
matter. The attitude towards patients was a bit like a teacher who claimed to love
teaching; it was the kids she could not stand. But this was more complicated. Black
humour can relieve stress, and the “knee in bed 2” is a handy form of shorthand for busy
people. These seem to be examples at the thin edge of the wedge that physicians
maintain and force between their patients and themselves. The question was in part,
why? And why did it appear to be different for different physicians?
The wedge creates distance between patient and physician. Dr. SG pushed the
wedge in on Bethune, once Bethune’s family blocked further curative efforts. Dr. SL was
doing the same thing with his patient, when it became clear he would not be able to save
her from her cancer. Both had fulfilled their tasks, were professionally thwarted, and no
good could come from suffering personally. Recall though, in story 5, Dr. SJ was still
engaged in Bethune’s care. He was also on the team headed by SG. SJ was not wedged
away at all. He had met the daughters, and found Bethune to be a “neat old guy.” The
difference in distance presented a problem for the two physicians. Dr. SL stayed
engaged, but he was on task. With no curative goal, he was focused on the speed and

Page 189

accuracy of his dissection. The effect of the distance he had created was purely audible,
and so his team stayed with him.
Dr. SA pushed back to protect that aspect of his personal identity that was
husband. He did his job, could have been there professionally to honour the deep respect
that his patient held for him, but needed to be elsewhere to honour other commitments.
The operating room nurses had previously commented on the bruising that some
patients experience when their surgeon gets his elbow up on the body for leverage during
the operation. Perhaps Dr. SK was accustomed to a soft spot for his elbow, or perhaps
the plastic shield reminded him of the person beneath, when he needed to focus on the
tumour. Regardless, SK was a lot further from his patient than AC was to hers, even
though the patient was the same. It left AC’s concerns about blood pressure readings
trivial or insignificant in SK’s eyes.

Story 5: When Patients Have Other Ideas!
Mrs. Greene had been taken to surgery two days ago, for removal of a cancerous
lobe of her right lung. Her left lung had been removed approximately one year ago. As
Dr. SC entered her room, it appeared that Mrs. Greene was preparing to get out of bed.
Post-operative day two is a good day to target for the first tentative steps, good for the
bowels, good for the lungs, perhaps good for the spirits.
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Hang on there, Mrs. Greene. What do you want? [Dr. SC]
Oh, I’m heading downstairs for a smoke. [Greene]
You can’t do that. Your incision isn’t healed enough for that, I need you
to stay in bed. Tomorrow perhaps.

[Dr. SC]

That’s not good enough, doctor. I need a smoke right now! [Greene].
I can give you an order for the patch. That’ll help with your nicotine
urges.

[Dr. SC]

Ahhh, I don’t like the patch. I’ve tried them before and they make me sick.
[Greene]

The view espoused by surgery and APMS participants was that smokers were among the
most motivated patients when it comes to getting up and out of bed. Normally, that
motivation is aligned with a physician’s best intentions. Doctor SC sighed, and after
reinforcing her offer of help, exited the room.
“Home opiates” was the label Dr. AB attached to the problem faced by all APMS
staff, in his words “a pain in the ass.” This issue arose in Story 3 with Mr. Simms. He
was on such a high volume of pain medication for his chronic pain that APMS could not
determine what effect they were having in fighting his post-surgical pain. Mrs.
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Thompson came to hospital already taking high doses of painkillers. Typical of chronic
pain sufferers, she was on a high dose of morphine-derived drugs to help her fight the
pain during her two-year wait for her second hip replacement. Some had become
addicted, though Dr. AB hastened to add that addicts were fewer in number than the ill
informed assumed.
It’s hard to know if you’re making a difference, and they (meaning the
patients) know far too much about the drugs they’re taking. [Dr. AB]
Mrs. Thompson was a former nurse, and a chronic pain sufferer. She knew
exactly what she had been taking, its effect on her pain, and she understood the
alternatives that AB was offering. His typical approach was to get these ‘high users’ onto
pills as soon as possible, away from IV morphine. However, Mrs. Thompson knew how
hard she needed to fight to ensure that the nurses kept both her base and breakthrough
pain medications flowing, and she knew from her previous experience that it meant she
needed injections.
Dr. AB did not let go easily. He went to speak to the nursing staff. He sent the
nurse practitioner to reinforce the teaching regarding basal pain management and break
through pain management. In the end, he stepped back. He could not counter Mrs.
Thompson’s argument, and his preferences did not stack up well against the reality of
her pain, and the sometimes ‘too busy’ workload of the nursing staff.
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Mr. Bethune had come to the hospital for gall bladder surgery. He was in his late
70s, suffering specific abdominal pains, but otherwise was still an alert, active
individual. In the course of his recovery from surgery, he suffered a heart attack and for a
time lapsed into a coma. As Dr. SG paused outside the door one morning, he looked
around at his team members for comments.

What are we doing waiting? We should be moving on something. [Dr. SG]
We’re not sure, I think the family is starting to wonder if there’s no hope.
Last night, he had a major crash, I thought he was gone. After we got him
back stable, I pulled him off everything he had running [Dr. SJ].
So, what happened? [Dr. SG]
He bounced back, he seemed better last night than I’ve seen him in over a
week. [Dr. SJ]
I’ve seen that happen before. But we’re not doing anything for his
kidneys, nothing for his nutritional state… I’m going to go in and talk to
him. [SG].
Hi, Mr. Bethune. How’re we doing today?
I want to go home. I don’t know why I’m still in bed! [Bethune]
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Well, Mr. Bethune, I’m going to ask you some crazy questions, don’t be
mad at me if they sound kind of dumb. [Dr. SG]
Dr. SG proceeded to test Bethune’s mental awareness. After which, he emerged from the
room and seemed quite energized.
I think we need to get started again. I want a consult for dialysis, and one
from Dietary for nutrition as well. Restart his antibiotics, and get him
back on his blood thinners. [Dr. SG]
What about the family? [Dr. SJ]
Fine, call them, but don’t come back unless you get a definitive answer
[Dr. SG]

Later in the day, SJ reported that he had talked to both daughters, and they
wanted all care withdrawn except that needed for comfort. SG looked at him, looked
down, and walked away. The next day at rounds, SG pulled the cart past Bethune’s room
and down the hallway.
Wait a minute! We need to see Mr. Bethune. [SJ]
Why? [SG]
I’ve got antibiotics running, I need to check on him. [SJ]
Why bother? [SG]
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Dr. SG had been taken ‘out of the game’ and it obviously did not rest well at all.

Commentary
Providers of services want their customers to be happy, pleased with the service,
and willing to return for more. Patients are barely customers, and certainly rarely do they
anticipate returning for more. However, they are capable of being pleased with the
service they receive, almost without exception deeply grateful, and are generally docile.
Poor behaviour is easily dismissed as stemming from the unfortunate circumstances they
find themselves in. The nurses bear the brunt of that poor behaviour, so when the head
nurse meets the surgery residents at the door on any given morning, and the first question
on her mind is “when is Mr. Stone being discharged”, it is a safe bet that their patience
has been exhausted.
While ‘acting out’ tends to diminish the nurses’ enthusiasm for patient care, and
disrupts a physician’s plan of action, more vexing for the physicians is the presence of a
plan not of their own making. Physicians work continuously to develop, adopt, and
execute plans. Their communications are fraught with: what is the plan, we need a plan,
and where are we at with the plan. While hearing that a patient likes their plan may be
irrelevant, they appear ill prepared when a patient rejects one. More frustrating still is
when the patient has a plan of their own.
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Dr. Robert Marion (2001; 1991) authored two books describing the tortuous path
that medical school graduates take along the way to licensure as practicing physicians.
These two books stand apart from the general tone of books on this topic (e.g., Becker et
al., 2005; Gawande, 2001; Klass, 1987; Konner, 1988) in that each describes the process
whereby residents come to hate their patients. Those patients were the ones that suffered
crisis after crisis, or presented challenges that overcame the physician’s skill set. Worst
of all were the patients whose illness defied the physician’s best and most appropriate
efforts.
Nothing in story 5 comes close to revealing such strong emotions, but I could
sense the resentment regardless. These reactions reveal just how personal work gets;
nothing in schooling or on-the-job training seems to prepare physicians for patients who
are other than unrelentingly thankful. Dr. AB was faced with a patient who thought their
plan was superior to the one offered by the APMS. Dr. SG was sidelined by a patient’s
family, who had made the decision that a cure was no longer in the picture for their
father. Dr. SC had a patient whose plan had nothing to do with her recovery. She was
looking after her immediate needs; she needed a smoke.
The passion and the commitment evident much of the time suggests that while
this is about work and a job, it is not just a job. And, it is hard to prevent matters from
becoming personal. Physicians need to make a difference. I think a key element of their
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identity stems from making that difference. When they are not sure of the difference, or
they sense that they cannot continue to pursue positive impact, they seem to become less
engaged. The practitioner that they see themselves as ceases to be present in those
situations. It is perhaps unsurprising then, that on occasion their patient ceases to be the
central figure.

Story 6: Who’s on First?
Mr. Zanelli came to Eastern Hospital for a double knee arthroplasty (replacement
of the knee joints on both legs). Such surgery is recognized as being remarkably painful,
so the APMS is routinely involved in the patient’s post-operative care. Joint replacement
surgery carries with it the risk of blood clotting, or Deep Vein Thrombosis (DVT). Clots
that come loose from their point of formation can move through the body and create
grave illness or death. For this reason, surgeons prescribe heparin for their patients, a
blood thinner and clot preventer. Recent advancements in this field have lead to the use
of low molecular weight heparin, which further reduces the likelihood of DVT
formation. As part of Mr. Zanelli’s post-operative care, he received a once-per-day dose
of the low molecular weight heparin (i.e., deltaparin).
Anesthesiologists place spinal epidurals in many such patients. The introduction
of opiate drugs directly into the space surrounding the spinal column is known to
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improve pain management and shorten the post-operative recovery period. One known
side effect and downside risk of an epidural is the formation of an epidural hematoma.
This is a collection of blood below the surface of the skin, usually from hemorrhage or
bleeding. Hematomas in this area can lead to injury to the spinal cord and paralysis. To
minimize the formation of a hematoma, the APMS require that a patient’s heparin
injection be withheld for twelve hours prior to the epidural catheter being withdrawn.
Another risk related to epidurals is the formation of an epidural site abscess. The risk of
this occurring is mitigated by removing the epidural after a maximum of five days of use.
Mr. Zanelli had an epidural, and the APMS came to remove it on post-op day 4.
Dr. AB was aghast.
I can’t believe they did that. They should have called. Maybe once per
day is going to be OK, but they should have called.

His concern seems understandable. The risk of epidural hematoma is 1:50,000 normally,
but increases to 1:3000 involved with low molecular weight heparin.

And the crazy thing is, I don’t normally use epidurals for knees. But I was
concerned about this guy’s pain with two being done at once. [AB]
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Post-surgical clots or embolisms are a surgeon’s problem, epidural hematoma is the
anesthesiologist’s problem. So, with a deep intake of air, Dr. AB pulled the epidural
catheter.
I’m going to have to write a letter! [AB]
This situation ended a bit like a tree falling in a forest, with no one standing
nearby. There was no noise. The patient was ignorant of the debate, AB’s mute rage was
just that, and the numbers worked in the patient’s favour this time. A classic overlap
problem would involve two powerful players exerting their right to act in the patient’s
best interest (variously defined). The failure(s) to act in the case noted above creates an
underlap problem; the only conflict is perhaps going on in the patient’s body chemistry.
In identity terms, this failure to engage implies large as opposed to minor differences.
The surgeon surely knew of the hospital’s protocols, but also surely saw them as having
diminished value. The protocol espoused the views and the evidence of anesthesiology,
and therefore was of minor concern. But, what to make of the anesthesiologist’s
reaction? Having been beaten to the punch (the offending drug was already in the
patient’s body), why did Dr. AB let it drop, or resort to the bureaucratic stab of an angry
letter?
Mr. Simon was an elderly man admitted to the hospital after arriving at the
emergency room suffering from severe abdominal pain. He had been seen before for
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chronic gall bladder problems, and at one point three years before had a portion of his
stomach removed. During the course of his care, his surgeon decided to take him back to
the operating room to explore his common bile duct, remove some stones from there, and
remove his gall bladder as well. A drainage tube, known as a ‘T tube’, was placed in his
common bile duct and brought to the surface to permit drainage.
Mr. Simon wanted to go home. The surgical team wanted to discharge him.
Neither the APMS nor the surgery resident could believe how much pain he was
suffering, given the amount of pain medication APMS has ordered for him. Dr. SC from
the surgery team commented:
You’re getting everything under the sun. I don’t know what else I can give
you.
On the same day, Dr. AC from the APMS observed:
It must be the chronic pain he’s in. Home opiates are a real bugger. You
never know what they’re on, and how tolerant they are.
The next day, Dr. AA noted in his APMS charts:
Patient unclear on pain scores, need to re-educate.
By day five, Mr. Simon still wanted to go home, but he didn’t really look like he
could go home. He was sleeping more, was quite groggy when he was awake, but was no
longer complaining of pain. The APMS was discharged from the case, so responsibility
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for pain management shifted to the surgery team. But now, Dr. SC was concerned. As
senior resident, he was responsible for Mr. Simon and, with his attending surgeon away
at a conference, he was feeling a bit exposed. More troubling was a comment Simon’s
nurse had offered that morning. She thought the T-tube was leaking.
Dr. SC presented the case at teaching rounds that Thursday. Most of the
comments he heard in response tended to question why the surgery was done in the first
place. That wasn’t much help for the puzzle unfolding in front of him. Dr. SD offered to
come and see Simon with him, but cautioned that the last thing they wanted to do was
‘pull the tube’.
These things settle in, heal up, they’ll work OK. [Dr. SD]
Over the weekend, things seemed to get worse for Mr. Simon. He was not getting
out of bed, his wound didn’t seem to be healing well, and his white blood cell count was
up, indicating an infection.
Dr. SC ordered a consult with interventional radiology. Something was amiss,
despite the assurances to the contrary. And, the nurse was still telling her that the tube
was leaking. The images that came back from radiology were odd. There was a plume of
fluid, obviously bile, but it appeared to be emanating from the midpoint of the tube, as it
rose from the bile duct towards Mr. Simon’s skin covering his abdomen. The leak was
repaired the next day, and within five days Mr. Simon was back where he wanted to be.
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The answer that emerges over time is that “who’s on first?” doesn’t matter very
often. They are not on our team, or I don’t recognize them, or perhaps they are not even
one of the players. In this case, the nurse was on first; she knew the tube was leaking.
But that presented two problems. Nursing was not a source of evidence typically
consulted, and secondly, if she was right, surgery had a problem of their own making.
The APMS was faced with one of their more complicated problems, a patient suffering
chronic pain and thus taking high levels of pain medicine prior to arriving in hospital.
For both specialties, the professional challenge to resolve the puzzle in front of them was
conflicting with the task challenge; diagnose, treat, and move them out.
For Dr. SC, the puzzle won out. One could argue that his status as a resident left
him more open to advice from nursing, or perhaps everything was still so new in his
career that exceptions were less likely to be shadowed by routine expectations. His first
efforts to solve the problem took a typical path, pulling the problem fully into the realm
of general surgery teaching rounds. However, when that did not advance efforts to a
solution, he persisted, ultimately seeking outside advice. In a way of speaking, he knew
the answer did not lie within his own yard, so he went outside the fence. The fact that he
did not cross into the APMS yard was interesting, since they had been part of Simon’s
care team. But then again, pain had not really been part of his puzzle.
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Commentary
In a perfect world, this story wouldn’t be here for the telling. Given the
professionalized nature of the healthcare sector, convention dictates that the professional
members work out the general role assignments amongst themselves, neither seeking nor
welcoming the input from managers whose traditional role is one of coordination. If
permitted, managers would solve such complex task coordination problems by
identifying minute task details, assigning responsibility, and adopting formal statements
or specifications to guide future instances of the same problem. However, in this
environment, where the physicians are not directly employed by the hospital, task control
rests with each professional group.
It is interesting to observe what has been done with that responsibility. My
conclusions to date suggest that the risky situations present in the form of gaps in
responsibility as opposed to overlaps. Overlapping, the creation of redundancy, is a
typical response in high risk situations (Perrow, 1999; Weick, 1987). This type of
strategy creates a planned response and a back-up in the event the first response fails, or
the first respondent fails to act. However, in the medical world, overlap implies multiple
responsibility; this in a world where ‘most responsible’ is the hallmark of accountability.
The ‘buck’ stops in one place in the hospital. In fact, avoidance of overlap is well
planned and normally executed successfully.
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For example, the protocol governing the involvement of the APMS prohibits any
physician service from ordering any drugs from a broad range of analgesic, anti-emetic,
anti-pruritic, and cardiac offerings, so long as the APMS is involved and prescribing to
manage a patient’s analgesic requirements. It is understandably deemed too risky to have
multiple physicians prescribing pain medication to the same patient. That protocol does
not appear to stop physicians from other services from ordering such drugs, but the
actual administration of the offending drugs is blocked by an administrative device. Drug
ordering involves many steps. The physicians order the drugs, but the ward clerk
transcribes the orders before nurses can administer any drug. The ward clerk knows of
the prohibition; it is her job to write the prohibition into every Medication
Administration Record (MAR) for every patient enrolled on the pain service. She simply
does not transcribe the offending order.
Such administrative maneuverings are a cure for overlap problems, but problems
with gaps remain. I have defined a gap problem as one occurring when participants on
either side of a boundary can fulfill their role or complete their task and yet leave the net
result on behalf of the patient and the participants unmanaged and left to chance. The gap
between these under-lapping boundaries presents an opportunity for initiative taking, an
opportunity that was taken up some of the time.
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Chapter Summary
These six stories reflect the rich but messy environment in which data collection
for this dissertation occurred. Story 1 introduced the operating room and patient ward
settings in which surgeons, anesthesiologists, and their residents ply their trade. It
became clear that, like any job, there is a lot of routine and a bit of excitement. Story 2
revealed some of the clear differences in the nature of work carried out by each of the
specialties. Summed up, surgeons are on a team, burdened with patient care and cure.
Anesthesiologists work a shift, and focus their efforts to avoid killing the patient. APMS
members perceive that they are part of the cure, though not of a team.
Story 3 discussed issues that arise from specialists and their residents who work
together, but learn apart. Stories 4 and 5 presented the patient, in roles that range from
antagonist to anonymous entity. Although physicians argue that every patient is unique,
they treat them for the most part in consistent, unvarying, almost routine ways. Patients
whose disease or recovery presents an interesting problem receive plenty of attention.
However, if the patients take control of their path of recovery in some fashion, well, that
is a problem that is anything but interesting. Physicians appear to respond as individuals
to these affronts, more so than they do as surgeons/anesthesiologists or professionals in
general. The physician as person emerges more clearly in Story 5. They have lives
beyond their patients and beyond the job, they lose interest, they get angry, and

Page 205

sometimes they forget their patients are individuals too. Story 6 describes the challenges
of attempting to coordinate practice across specialty boundaries. An important issue that
arose was the presence of underlaps in responsibility, gaps as opposed to duplication of
responsibility. The underlaps, coupled with the strong demands of the tasks assigned to
each specialty, created a sense of isolation as opposed to overt conflict between the
participants, bridged at times with administrative rather than professional mechanisms.
The next chapter presents a discussion of the findings that underlay the six
narratives, drawing on the data to describe identity patterns, and implications for
removing constraints to integrative practice.
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Chapter Seven: Discussion
My original interest was to determine why some attempts at integrative practice
were successful, while others simply fail. My motivation to study this began when I held
a senior managerial role in a government organization that was attempting to build
integrated community service teams in a remote part of Canada. The membership of
these teams was already determined. They were the social workers and advanced
practice nurses who already worked in each community, but for different departments.
Their isolation extended from their office space, their client / patient files, to the
supervisory and administrative support that each received from afar. Our early efforts to
achieve some degree of cooperation and mutual support were failures. At around the
same time, in a neighbouring northern jurisdiction, news emerged of the tragic suicide of
a young Inuit woman. While suicide was an all too common outcome for young people
in the North, the distinguishing feature here was the fact that this person was in the
active care of two professionals working in her community. One was gravely concerned
about the woman’s mental health prospects; the other had declared her fit and discharged
her from care. They had never spoken to each other, and to this day do not believe that
such collaboration would have changed the woman’s outcome. These two were members
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of the same professions that we were attempting to integrate into a single team in the
communities of our jurisdiction.
I know that most integrative failures in professional practice do not lead to such a
tragic outcome as this. However, it remains clear that healthcare professionals of
different stripes experience great difficulty achieving success when their work causes
them to work in close proximity and together.
The conceptual model developed in Chapter 4 proposed that the nature of identity
differences amongst professionals attempting integrative practices would affect
perceptions of the boundaries that were to be crossed to achieve such integrative
practice. Further, these boundary perceptions were thought to affect the type of
integrative behaviours initiated. During the course of the study, it became apparent that
the ‘identity in use’ did vary between participants, though the concept of professional
identity initially proposed was less complex and dynamic than the data suggests is the
case. The work that participants were engaged in was largely routine, but the pace was
rapid, the environment noisy, but strangely silent given the lack of verbal communication
between participants. “Rich, dense communication” (Weick, 1987) was predicted but not
prevalent. The relative paucity of integrative behaviours further limited testing of
hypotheses such that there was no formal testing of these hypotheses.
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The pattern of practice behaviours that emerged in the data suggests that the
characteristics or parameters of identity underpinning actions shifted across situations.
The data suggested that attributes of identity were at times professional, role centric, or
personal. Given the nature of the work examined, it is equally plausible from the data
that these behaviours reflect a tension between two or more of these competing
identities. Even though participants pursued few opportunities to collaborate, these
identity tensions appeared to have an effect on integrative behaviours. I characterized
these effects under the headings of Will, Skill, and Hills. Will pertains to matters of
motivation. At the moment when an integrative opportunity arose, did each participant
have the will to make the effort? Skill, from the standpoint of the data, dealt with the
ability to accomplish the integrative challenge. These instances varied from
communication skill to opportunity recognition. Hills are an organic version of an
organization’s functional silos. Members of each specialty are arrayed on adjacent hills.
They can observe, but communication is difficult. Interaction requires one or other
member to climb down, and across. The ease by which the hills can be managed speaks
to structures such as shift schedules, wait lists, access to information, protocols, and
physical arrangements.
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Identity In Use
All participants were physicians. Some were just emerging from medical school
as first-year residents in either general surgery or anesthesiology. Others were nearing
the end of their five-year residency training period, prepared to challenge the
examinations of the governing college representing their respective specialized branch of
medicine. The remainder of the participants were the attending physicians, crossappointed to the university such that they taught medical students, trained residents, and
conducted a specialty practice. Many of the participants also engaged in research
relevant to their specialty.

Professional Identity
The predominant social identity to which these physicians compared and selfcategorized themselves was a professional identity. Pratt et al. (2006) argue that the
professional identity to which medical school graduates align themselves is a generalized
medical identity (Conrad, 1988; Knight, 1973) and that this is built upon over time,
particularly over the duration of the residency period (Becker et al., 1961; Marion, 1991;
2001). As outlined by Scott (2001), professionals work with and nurture a unique body
of knowledge, are guided by a code of ethics that outlines their commitment to uphold
the public interest, and are generally motivated by an orientation to serve. These factors
shape the generalized medical identity. The knowledge gained through extensive medical
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education shapes what one knows and what one believes. Pratt et al. (2006) illuminated
the key role that the work of medical residents plays in building on this generalized
identity. Several narratives written by physicians (e.g., Gawande, 2001; Nolen, 1990)
reflect the same important impact of work tasks. The drudgery, the volume, and the raw
physical strain endured all play a part in skill development and identity construction.
For a specialist physician, this identity construction occurs over a long period.
The first level of specialist training is represented by up to five years of post-graduate
residency. Many specialists pursue additional training; all specialists at academic or
teaching hospitals possess a sub-specialty designation that has taken them over fourteen
years of training to attain. So, a specialist sees himself as a skilled technician,
knowledgeable in his craft. He is confident that any procedure he is about to start is
needed, and appropriate. He knows, as a teacher, that his job is to both do good work and
guide his residents as they learn their own craft.
Data elements attributed to professional identity were coded to categories such as
knowledgeability, adherence to professional code of ethics, sense of personal autonomy,
and ability to function in a rational evidence-based manner. These are the cognitive
elements (Wrzesniewski & Dutton, 2001) that give structure and a sense of order to the
skills and abilities professionals accumulate as their role expands.
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The anatomy lessons that ensued in the OR were real-world reinforcement of
book-learned knowledge. Residents knew the drugs, and their role. They lacked the
judgment to know how much and when, but they knew the first steps. They had accepted
the burden of responsibility for patient safety when they started the flow of sedative
drugs, and they had begun to contemplate the weight of the expectation society placed on
them to ‘do no harm’. They were not yet prepared for patients to refuse their treatment,
and probably had not contemplated the fact that patients would argue with them and have
‘better’ ideas.
One of the consequences of immersion in this world of medical knowledge,
patient responsibility, and acceptance of the rational model of scientific reasoning is that
medical students feel that their individuality and sense of person are pushed away. In
part, this is a consequence of the depersonalization effect of becoming aligned with the
prototypical medical professional (Terry & Hogg, 1996). However, many medical
schools are today testing approaches to increase the humanistic element of physician
development (e.g., Mao, 2002; Kearney, 2005) to prevent or diminish an overly
mechanistic approach. The reproach one senior resident offered to a junior, “give
yourself a hug and get going” was a stark reminder that physicians are expected to set
aside their emotions and personal beliefs in favour of application of their knowledge. On
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the other hand, the data suggest that most residents and attending physicians found ways
to alter their practice in ways that were purely personal.
Social identity theory has provided for of personal identity, although Stets and
Burke (2000) argue that neither social identity nor identity theorists have reconciled its
import. The self-concept has two elements. The first, one’s personal identity,
encompasses idiosyncratic characteristics such as abilities and interests, while the second
encompasses the attributes and categories of a social identity.

Personal Identity
Data elements that I associated with personal identity were coded into categories
labeled as Compassion, Expressiveness, Curiousity, and Empathy. Despite strong
similarities in terms of beliefs, mannerisms, and values, physicians exhibit individual
traits that affect their practice uniquely. They care more, or less, about the patient’s
plight, their fears, and their aspirations. They vary in their ability to respect a patient’s
right to make decisions, and vary in the amount of information they share with their
patients. Some had experienced death in their own families; one resident had
experienced the struggles of a relative with Alzheimer’s disease. Some expressed more
curiousity. One surgeon made a point of touching each of his patients; he wanted to
remind himself of the human element of his pursuits. Some of the residents were
married, with young families. At one point, I heard that a resident’s family had left for
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holidays. The explanation: they knew that Dad and husband was on a week’s worth of
night shift. He would not really be there anyway. Attending physicians were married, or
divorced. Those without mates tended to socialize together, and this life ‘outside’
affected their network and their friendships inside. Participants cut short discussions
because their babysitter was on the phone, or because they were receiving a call back
from the plumber.
I contemplated the implications of these intrusions from a role conflict
perspective, but the intrusion itself never seemed to be the issue. It was not that their role
as Dad needed to be renegotiated, so much as it was that the aspects of person created
different opportunities for interaction with similar others, regardless of specialty.
Residents who had kids had a different level of empathy for young patients. One surgeon
commented on the need for all attendings to understand the nuances of the lecture they
were receiving on breast cancer diagnosis. In his words, “we all have wives who are in
this age range”.

Role Identity
The more difficult challenge came in interpreting the intrusions of work on
practice. Practice is work, and the work of healthcare is professional practice. However,
there were times when it seemed that participants could not do what they felt they should
be doing, because the exigencies of work got in the way. Work has been described as
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being a vital part of the process of identity construction (Pratt et al., 2006), causing
residents to grow as physicians, and to develop a rich understanding of how they
changed as individuals and professionals throughout their training (Marion, 1991; 2001).
The obvious pride expressed when a surgery resident mastered a new
laparoscopic technique was part of his growing sense of skill mastery. Dr. SC’s dogged
pursuit of a solution to Mr. Simon’s infection was an expression of her sense of
professional responsibility. Similarly, anesthesiology residents would be filled with pride
the first time they accomplished a difficult intubation, or the first time they ‘flew solo’
on the placement of a spinal epidural.
The variation in behaviours that suggested the intrusion of work on practice were
such as when participants varied in the degree of empathy expressed towards a patient’s
plight, or when they were less reflective of their performance in surgery. They seemed
driven by the clock on occasion, and reveled in their efficiency. On other occasions, they
could ignore the time pressure and finish a task in a manner that suited them. Rounds
were either done almost languorously, or at such a fast pace that one could be run over
by the chart cart. These were the intrusions of the factory on professionals and their
practice.
These individuals were acting in roles that were constructed by their respective
professions, by society at large, and by their employing organization. Junior residents
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likely perceived their role as being relatively rigidly defined, with a clear set of
behavioural expectations attached. More experienced residents and attending physicians
likely perceive the expectations associated with their role to be more fluid, or at least
subject to a negotiated understanding (Ashforth, 2001). A role occupant’s role identity is
shaped by the goals, values, beliefs, norms and constraints perceived to be associated
with the role, and they act in a deliberate fashion to ensure that they preserve and
represent the attributes of their role (Stets & Burke, 2000).

Interplay of Identities
There is a sense amongst some identity theorists (e.g., Deaux, 1992; Thoits,
1983; Stets & Burke, 2000) that personal, social, and role identities intermingle, though
are difficult to separate analytically or empirically. There is some support in the literature
for a multi-faceted or complex work identity (Wrzesniewski & Dutton, 2001) or
characterized in terms of a set of sub-identities (Hall, 1972; 1971; Miller, 1963). At the
same time, one’s work identity is shaped by what one either expects to do or not do in
the conduct of their work (Pratt et al., 2006).
Role overlap has been extensively studied, through the use of such constructs as
role conflict and ambiguity (e.g., Frone, 1990; Greene, 1978; Kahn et al., 1964), role
salience (Proudford & Smith, 2003; Randel, 2002; Allen, Wilder, & Atkinson, 1983),
role primacy (Ibarra, 1997; Pratt & Rafaeli, 1997), and role transitions (Ashforth, 2001).
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Role conflict, experienced when the expectations placed on a focal person are different
or in opposition, is a phenomenon ‘to be dealt with’. It is more likely to be suffered by
those in the higher echelons of an organization (Kahn et al., 1964), can be coped with,
compartmentalized such that conflicts are minimized, or lead to stress and burnout (Kahn
et al., 1964). Role ambiguity stems from an inability to makes sense of or understand the
threshold of success. High levels of role ambiguity can suppress performance and lead to
anxiety and turnover (Kahn et al., 1964). A common organizational response to role
conflict and ambiguity is increased formalization, the making and writing of rules,
standards, and expectations. However, formalization has also been associated with
alienation in professional settings (Podsakoff et al., 1986; Greene, 1978).
The use of identity theory to explain the implications of competing values and
beliefs is more recent. Relevant examples include the contrasting of organizational with
professional values to test the effect on prescribing behaviours (Wiggins & Wedding,
2004), enrollment with a health organization (Dukerich et al., 2002) and collaboration in
interdisciplinary teams (Garman et al., 2006).
Identity theorists have employed an approach wherein the factors under which
one or other identity rises above the others and becomes influential. Managerial
responses to role conflict and ambiguity take a similar tack; identify the source of the
conflict and eliminate it, or identify the source of confusion or ambiguity and clarify it.
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The isolation of source of influence has been conceived of using multi-layered identities
(Pratt & Rafaeli, 1997) where individuals can perceive of themselves in one sense (e.g.,
rehabilitation nurses) until some key change takes place, in which case their perceived
identity shifts. Groups can behave in a certain fashion, until some ‘priming’ event occurs
to cause the group members to perceive of themselves differently and thus behave
differently (Proudford & Smith, 2003; Randel, 2002).
Variant behaviour by an individual in a group setting has been explained or
attributed to the presence of multiple identities, each shaped by unique values and
beliefs. Variation in participant behaviour arose through a change in the salience of one
or other identity (Proudford & Smith, 2003; Allen, Wilder & Atkinson, 1983). Proudford
and Smith (2003) explained the change in behaviour of an individual in a small group in
terms of a shift in gender- or race-identity salience. For example, if a new member joined
a gender- or race-balanced group such that gender or race became unbalanced, a gender
or race-based identity could become more salient. An extension of this type of finding to
this study seems plausible, if the identity salience triggers can be isolated and associated
with variable behaviours.
The conceptualization of ‘identity in use’ has several burdens to cope with. First,
there is the concern with respect to level of analysis. Much of the literature pertains to
organizational identity, or group identity. In this case, a participant’s professional
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identity is supra-organizational, and the identity itself is not subject to deliberate
negotiation or re-interpretation. On the other hand, the non-skill elements of professional
identity, such as adherence to a code of ethics, adoption of a rational approach to
scientific knowledge, and maintenance of an expert body of knowledge are relatively
abstract and prone to interpretation on an individual basis.
Role identity theorists suggest that role identities are subject to constant
negotiation, as the role occupant works in a context filled with other roles (Stets &
Burke, 2000; Ashforth, 2001). However, in this case, the data suggest that the
negotiations are less about other roles, and more about maintenance of an idealized or
preferred professional identity.
Lastly, the concept of personal identity and its presence intermingled with a
social or role identity has been contemplated, but there is scant evidence of research
examining these overlap effects. Lastly, my conceptualization is hindered by the data. I
was not able to determine if the behaviours I was observing were the effect of a single
identity, or a multiplicity. My conclusion is that none of the intermingled identities
(professional, role, personal) were ever irrelevant, though the data did suggest that the
importance of contribution of one or other identity did shift across situations, and across
experiences. These identity overlap zones can therefore reflect zones of either conflict or
adaptation, blue and a yellow overlapping to form green.
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Even though this data does not allow for a direct testing of hypotheses related to
identity variation, boundary perceptions, or the implications of identity variation on
integrative behaviours, there were patterns of behaviours that emerged to suggest that the
interplay of identities does have such an effect. In the following sections, I discuss
possible effects of intermingled and overlapping identities, by examining the possible
pairings or overlaps. The overlaps occur where it appeared that an element of identity
was relevant to and likely formed part of each identity. For example, issues of skill,
efficiency, knowledgeability, and humility are apt to be shared by both professional and
role identities, yet play different parts depending on the prevalence of each of the
identities to the situation at hand. Then, I elaborate on the manner in which these
tensions affect the will, the skill, or the hills in which participants are located.

Role / Professional Identity Overlap
Professional identity is the framework to which individuals attach and organize
their deep-seated beliefs, their sense of professional ethics, and their sense of the
entitlements and burdens of membership in their chosen profession. Professional identity
is about seeing oneself in the abstract: I know things, I look after or treat people, I have a
duty to the public, and to my fellow professionals.
Conversely, one’s role identity is about seeing the specific. I know what I can do,
and I know what I have attempted but not mastered. I am the one who must look a
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patient in the eye and tell them my plan of care. One’s role identity is also about time, or
at least the time it takes to get the things done that I know how to do. It is about
efficiency and productivity.
Much of the face-to-face dialogue between attending and resident physicians
occurs in the operating room. The discussion is inevitably technique oriented, and so the
work that follows expands the suite of ‘hard’ or tactile skills.. I came to see these actions
in terms of ‘how’, accomplishing the technical steps of carrying out a decision. Later, the
challenge of ‘how fast’ became apparent; one can be skilled, but in today’s hospital
settings one must also be quick.
The more cognitive challenge of accepting responsibility to act is shaped and
guided by one’s perceived confidence in their ability to determine the ‘what’ and the
‘when’. I argue that these aspects of knowledge application comprise an important facet
of one’s professional identity. The capacity to possess knowledge, to perceive one’s self
as being knowledgeable amongst one’s peers, and the ability to draw on that knowledge
in order to act all appear to be elements of professional identity. Developing the capacity
to remain rational and be guided by the science whilst addressing the delicate questions
of appropriateness, risk and timing are the ‘stuff’ of professional identity growth over, I
suspect, a career. Residents perceive of themselves in their role to be capable; the
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counterbalance of their professional identity dictates when they should consider
themselves willing.
One tension that emerged was indicated by behaviours supported by a sense of
practice independence. Based on the data, I attributed this to evidence that individuals
were aware of their current set of skills, professional competence and acceptance of the
responsibility to act, and sought an appropriate match between their work and those
skills. If they were underutilized, they saw themselves in a more technical, non-critical
role. At other times, individuals experienced the strain of needing to do something they
felt ill-equipped for. It was apparent that some anesthesiologists chafed at the highly
routinized protocol-driven approach to OR anesthesia. One was quitting; another
expressed the need to find a look after more critically ill patients than general surgery
typically dealt with. For Dr. AB, the APMS was an avenue to greater variety, less
rigidity, and the chance to think on his feet.
Other area of interplay dealt with the way in which people learned, or were
taught. I observed tactile skill development to be a process rewarded by dogged
determination, supported by the patient ‘coaching’ of attending physicians. On the other
hand, development of diagnostic skills demanded more of the ‘student’, with less support
offered by the attendings. Often, this process seemed to entail a question, followed by a
frantic search to recall some bit of stored knowledge. However, some individuals were
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better able to control the process. They asked their own questions, and began a structured
process of assembling their answer. Initially, I perceived two types of respondents: ‘deer
in the headlights’ and ‘recipe followers’. One was simply caught up in the adrenaline
rush of the moment, and either grabbed an answer successfully, or accepted their defeat.
The second seemed to follow a memorized structured path, until they got to the end and
shared their conclusion. However, I came to an appreciation that some members of the
latter group seemed to have accumulated their bits of knowledge and stored them away
with some context. This context was shaped by the circumstances of the case they had
been on or was a result of questions they had asked along the way. These individuals
were engaged in the same iterative process of knowledge accumulation and skill
development, but they seemed to be aided by a sense of curiousity that I have earlier
attributed to personal identity. This ability to shape and search in a thoughtful manner
distinguishes learners from accumulators, a distinction that shaped my earlier distinction
of artists from technicians. This capacity for contextualized learning and recall suggests
an ability to be resilient and persistent when engaged in a cross-boundary search for a
compromise or a solution to a difficult problem.
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Professional / Personal Identity Overlap
The tension at this interface was by nature personal. Pulling in the one direction
is an element of professional identity, the sense of professional duty of care to one’s
patients. Pulling the other way were comments such as:
“I have a life, you know”
“I turn my pager off at 5, otherwise I’d never get home”
that speak to a personal identity formed and maintained outside the hospital. Residents
learn to play god (Marion, 2001), but resist when pressed to foresee the future. “I’m not
god, you know” was a common response to questions about the amount of ‘time I have
left’.
The application of a vast knowledge base in practice is a hallmark of professional
practice; possession of such knowledge provides a key element of one’s professional
identity. Applied in the rapid-fire world of practice, the knowledge is recalled, tested for
applicability and then either rejected or applied to the formation of one’s plan. On
occasion that process takes a different path, spurred on by curiousity. The data suggests
that participants differed in their curiousity, but those who expressed their curiousity in a
constructive fashion were often rewarded with new and useful information. I observed
this with medical students serving as clerks, with residents investigating antibiotics to
fight a patient’s infection, and with anesthesiologists querying lab results while on pain
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rounds. Those questioned must have sensed the questioner’s motivation to know
something different, especially in regards to knowledge already held. The responses
seemed qualitatively different compared to questions that were simply seeking preexisting bits of knowledge. “What do you think would happen?” often kicked off intense
discussion, if the questioner was ready for the immediate comeback, “What do YOU
think would happen?”
In a similar manner as with curiousity, the honesty of one’s self-assessment of
competence seemed to affect interactions aimed at knowledge accumulation. If one was
able to admit to a mistake, or in the words of one attending surgeon, “claim all the credit
due to you”, it reflected well on your honesty. Such strong reflection surely reinforces
one’s sense that they are honest. False modesty was met with impatience and false
bravado was crushed. “Learning by embarrassment” was a phrase uttered by several
chagrined residents, though it was generally linked not so much to ignorance of a
particular subject but to false representation of one’s ignorance.
Physicians maintain their ‘distance’ from patients in part by leaning heavily on
the science and evidence, as they know it. This rational approach is not of their choosing:
they are expected to let the science dictate their actions, thus suppressing a more
emotional approach. An element of personal-identity seemed to work in opposition to
this rational shield, the extent to which physicians empathized with their patient’s plight.
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Strong empathy typically surfaced in conversation, such as “Isn’t it awful what’s
happening to Mrs. … She was so close to going home”, or in actions such as
demonstrated by Dr. SC one day. She walked into a room occupied by two older women,
one suffering from Alzheimer’s disease and the other from hearing loss. They had each
been operated on for bowel cancer, and their recovery in that regard was going well. It
was their daily coping that was suffering, but both were ‘game’ to help the other. Dr. SC
was in a rush that day; she had been literally running from room to room to get her
rounds done. However, she sat down, smiled at each of them, and began to work through
their daily challenges. A good deal of the conversation was carried out loudly, and much
was repeated. As she emerged, she indicated that her aunt had been an Alzheimer’s
sufferer.
It appears that empathy works in tension with rationality to influence the
‘professional distance’ that exists between patient and physician. Weak empathy did not
appear to enhance rationality; it was what it was. However, in situations where there was
little or no empathetic response from physicians, their approach to their patient was
impersonal, blunt, and clinical. I considered the professional distance to be great in these
situations. Strong empathy seemed to diminish professional distance; the patient
experienced a more nuanced type of conversation with their physicians. Physicians
working at a lesser distance appeared to make an effort to listen to concerns, offer more
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reasoned answers to questions, and frequently used phrases such as “if it were me” to
explain their reaction to various care options.
The attending physicians possess extensive knowledge and skill, fulfill an
important role in the repairing of illness, and accept their absolute obligation to act in the
face of daunting circumstances. This should all combine to form a tough veneer of
confidence. Some would argue that confidence is often accompanied by a crushing
arrogance, making collaborative work difficult if not impossible. When asked about the
seeming overabundance of confidence amongst residents, and the manner in which they
challenged their attendings’ decisions, many of the attendings would laugh, and indicate
that their sense of humility came from the memories of their worst mistakes. This
phenomenon is described in Charles Bosk’s “Forgive and Remember” (2003).
Practitioners learn by practicing, and once they begin to practice alone, they sometimes
make grievous mistakes. The key, argues Bosk, is that mistakes need to be forgiven, but
not forgotten. It seems that the quality of the remembering is critical as well. From my
observations, the influence on the quality of the remembering comes from both the
practitioner and his attendings, his teachers. A failure to attribute the appropriate portion
of one’s own actions to the bad outcome can lead one to avoid the real lesson. “It’s not
my fault” is anathema for a physician. On the other hand, over-attribution can lead to
what March (2006) describes as the “hot stove effect” wherein people overestimate the
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impact of their actions, and risk becoming mistake intolerant. The challenge that falls to
the attendings is to ensure that the remembering is painful, but not so painful that it leads
to such a state of apprehension that decisive action becomes impossible.
The fact that residents seemed to be more brash and confident earlier in their
five-year training period than did their peers situated later in the process was
understandable, given the arguments in the literature and the explanations offered by
participants. However, there were differences noted amongst attending physicians that I
attributed to differing levels of humility. In the face of surgery on extremely fragile
patients, some anesthesiologists would still remain in their chair, waiting for alarms to
ring. Others would hover, had necessary drugs immediately at hand to administer if
necessary, had blood products available, or rehearsed recovery steps with their residents.
It appeared that the less humble remained confident in their ability to respond to any
threats. Those engaged in greater preparation seemed less willing to allocate so much
respect to their own skills and response under fire. Those that appeared to be more
humble in regards to their own role seemed to be accepting of their own fallibility. They
did not appear to be bound up with self-doubting, but left available the option that they
might have contributed to some problem. As problems occurred, they were less inclined
to blame, and more inclined to get the work done.
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Role / Personal Identity Overlap
This overlap zone appeared less contested than the two previously discussed. It is
possible that elements of role identity are so intricately linked to the work itself, and to
the professional identity that permits participation, that there is little direct implication of
personal identity. Certainly, there was no apparent intrusion of role on personal identity
in a way that created conflict or tension for the self. The rules prescribing shift work, the
length of the workday, and the ‘call schedule’ provided the limits against intrusion for
that part of self that exists beyond work.
The demands of productivity squeezed the compassionate or sympathetic
tendencies of newer residents to the point where this conflict seemed not to exist with
anyone past the first year of residency. “That poor dear”, or “I think she’s lonely” were
met with abrupt comments such as “give yourself a hug and get going” or “forget it, it’s
her way of demanding attention”. Residents learned to counter questions such as “have
you seen pictures of my grandchildren?” with “have you had a bowel movement yet,
Mrs. ...?”
It is unsurprising that personal identity is somewhat swamped under the crushing
work demands, and needs of patients. There were examples where particularly residents
attempted to push back on the demands of their role. They adopted minimalist notetaking and charting practices, withdrew to the point where they barely knew they were
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treating patients, and made sure they learned to shut their pager off the minute they were
‘off call’. These tactics may be examples of attempts to ‘craft’ their practice
(Wrzesniewski & Dutton, 2001).
Each of the zones of overlap gave rise to an indication of the likelihood that
integrative behaviours could be pursued, successfully or otherwise. In the next section, I
discuss examples of each.

Having the Will
The extent of the match between know-how and the challenges presented by
daily work affected the will of participants to collaborate. Participants who felt underutilized or bored appeared more ready to cross specialty boundaries to assist, to observe,
or to adapt their practice to assist. The tension at this interface is between the perceived
ability to practice (role) and the perceived willingness to practice (profession). Surgeons
perceived of themselves as being in a proactive stance, seeking a cure. The surgeon’s
proactivity was expressed in terms of attempting to solve the dilemma of choosing the
‘right’ thing to do. Surgeons were relentless in their development of a plan, and its
existence was central to their communications with colleagues and patients. The plan
was both an expression of their ability to apply their knowledge and their confidence that
they had the skills to execute the plan. Anesthesiologists were more defensive and
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reactive, defending the airway, blood pressure, and the patient’s core body temperature.
The anesthesiologists were as confident in their skills, but pursued a protocol rather than
a plan. The correct choices seemed often to have been made already. Therefore, plans
were more static, and less creative.
Anesthesiologists who were so inclined to help signaled that to surgeons by
attempting to anticipate needs. They would advise the nursing staff of preferred OR table
set-ups, or would attempt to initiate the sedation reversal process to minimize down time
after the procedure was complete. It may have an attempt to ward off boredom, or it may
have been an attempt to re-define their role as being more interdependently linked to that
of the surgeon, but regardless, such initiatives were undertaken consistently by three of
the attending anesthesiologists and two residents. Surgeons rarely asked for help, and
rarely offered it either.
All surgeons would stop if asked to do so by an anesthesiologist, which occurred
if the patient began to show signs of distress. Some surgeons were aware of the increase
in activity on the other side of the sterile drape, and would pause the very second the
anesthesiologist looked over. In fact, one surgeon was so cued to the anesthesia field that
a merely curious peering over the drape by an unaware anesthesiologist could halt
progress.
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Surgeons who were cued to the anesthesia field would pause and move the sterile
OR light to illuminate the darkened anesthesia area, if, for example, an IV line had been
pulled out or a new one was being started. Anesthesiologists who were closely cued to
the progress of surgery had the benefit of more constant and fulsome progress reports
through the course of the surgery.
These efforts challenged the notion that anesthesiologists needed to defend the
patient against the efforts of the surgeon, or that the anesthesiologist’s chief aim was to
slow the pace of work. It seemed an effective strategy to achieve mutual effort in noncrisis moments. In moments of crisis, such cooperation was commonplace, but non-crisis
moments were more commonplace.
Surgeons were interested in throughput of patients in the OR; anesthesiologists
worked a shift. Efficiency was valued amongst the surgeons, and they applied that
measure to the anesthesiologists as well. However, most anesthesiologists were not
overly cued to efficiency. Interestingly, the most proactive intervention anesthesiologists
could apply to patients (the spinal epidural) could be quite inefficient in terms of
throughput of patients, which put them in direct conflict with the surgeon’s passion for
speed. So, despite the risks associated with working near the spinal column, an
anesthesiologist’s speed of epidural insertion was paramount, rather than accuracy or
successful completion. Two surgeons negotiated approaches with the anesthesiologists
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that encouraged the placement of the epidural and maintained the overall rate of
progress. Mostly, surgeons resented the slowdown. Anesthesiologists who were cued to
the impatience would cease their efforts to place the epidural; otherwise, they persisted
until they achieved success.

Possessing the Skill
Skills that facilitated integrative behaviours were related to verbal
communication. This communication was at times unstructured and seemingly non-task
specific, while at other times the conversation had a specific purpose such as clarification
or outright assistance. Requests that were made accompanied by an explanation were
typically met with a full and thorough response. On the other hand, requests
accompanied by a rude or curt manner were seen as demands, and met with minimalist
responses. There was no evidence of absolute rejection, but politeness and basic
information sharing improved the quality of interaction and the response.
These explanations, when offered, seemed to have the effect of diminishing
perceptions of trespass across ownership boundaries, and reducing the effect of
compartmentalization. Property-related explanations were most often offered by
anesthesiologists, who needed to remind surgeons that there was a more mutual interest
in the patient than surgeons often expressed. In the case of the plastic toboggan, it is
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important to note that the explanations were not offered until after the trespass had
occurred, even though the explanation was a worthy one. I could not determine if the
rejection was of the trespass or the explanation, but in other occurrences, a priori
explanations were an effective ‘cause to pause’.
Several participants pointed to the number of attending physicians that had
trained together, were neighbours, had children in the same school, or belonged to the
same club. Nevertheless, the situation usually generated both banter and thoughtful chat
that carried over to discussions that were more procedure oriented. The topic was often
related to new procedures or new equipment, but turned from time to time to a discussion
of the history of the patient they were working on. On at least two occasions, such
discussions focused on problems that had arisen during the course of previous surgeries,
including revelation of the contributions the surgeon had made to create the problem.
Understandably, these discussions were conducted in a neutral, almost detached manner.
The noticeable distinction between chats and banter was that banter could involve the
entire set of occupants in the OR (with the exception of the patient). Chats typically
involved the attending specialists alone, even though everyone in the room could hear
the dialogue.
The ability to empathize, or take the perspective of a colleague across specialty
boundaries was a useful integrative skill (Heath & Staudenmayer, 2000; Parker & Axtell,
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2001). I was first alerted to this through dialogue with a surgeon married to an
anesthesiologist, but it became more apparent when anesthesiology residents were doing
a surgery rotation. The ability to suspend judgment, listen carefully, and essentially put
oneself in the place of another were met with success. In the two incidents I witnessed,
statements such as: “I didn’t know that”, “why didn’t somebody say this before”, and
“all she had to do was ask” followed.

Navigating the Hills
The contour of the hills was shaped by factors that were ostensibly in the control
of the organization, as well as the departments of Surgery and Anesthesiology. Surgeons
had patients, while anesthesiologists saw themselves as being assigned to a surgeon’s
room. A surgeon needs a patient, and an anesthesiologist needs a surgeon.
Anesthesiologists see themselves in the role of patient advocate and the role of defending
the patient’s vital signs against the work of the surgeon (Lingard, Garwood, & Poenaru,
2004). “Don’t kill my patient” was a warning directed by the anesthesiology attending at
the anesthesiology resident, not the surgeon. Surgeons had a list of patients, too little
time in the OR, and anesthesiologists who did not appear to share their sense of urgency.
Anesthesiologists had a quitting time, a shift, and watched for their replacement. Surgery
teams were likely to categorize patients as being “hard to send home”, or “she’s going to
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be slow”. The APMS had a relentless clock, the passage of time post-surgery. The
APMS did not discharge patients; they discharged themselves from the care of the
patient.
The physical layout of the operating room and establishment of the sterile field
separated the two. Anesthesiologists needed to adjust the table when requested, as the
controls were non-sterile. Requests to have the table adjusted were often as blunt as
“head up, please” or “can we have it up.” If the request was not responded to
immediately, it was repeated. The second request often came from the surgery resident,
loudly, and with an aggressive tone. This occurred even when the attending’s initial
request was done in a casual manner.
Interestingly, first requests made in the regular din of the OR caused an
immediate reaction and compliance with several of the attending anesthesiologist, and
with one of the senior residents. The others would respond after the second, more jarring
request. Members of the ‘early responders’ might have been talking to a resident,
drawing up drugs, or hanging an IV bag, but it became apparent that they were either
very aware of the stage of surgery, or at least kept a clear ‘channel’ of attention open and
available for the surgery field. This suggests that not only were they cued to their role,
but they saw their role as being closely linked to that of the surgeon.
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Being outside the sterile field meant that anesthesiologists were freer to roam
than were the surgeons. This roaming could and did take them outside the OR. The
phone was outside the field as well, so anesthesiologists were free to take and make
calls. Such roaming also had the effect of ‘giving over’ any notion that both specialties
were equally responsible for the patient. For most anesthesiologists, the patient was the
surgeon’s once they started.
This suggests that the hills were separated by a property boundary, denoting
ownership. This suggests that Dr. AC’s intrusion into the sterile field (albeit before the
surgery) to place the plastic toboggan around the blood pressure cuff was one of trespass.
That ‘initiative’ was met with a brusque rejection by the surgeon. His explanation, that
the plastic was coming between him and his patient, was a reminder of the trespass.

Summary
The demands of medical practice experienced by the general surgeons,
anesthesiologists and their residents are powerful, setting each of the study participants
to a fast-paced, repetitious and generally routinized set of tasks. The environment is
crowded, noisy, yet largely devoid of the inter-specialty communication I expected.
Participants’ behaviours appear to be underpinned by three intermingled
identities: professional, role, and personal. The pattern of practice behaviours also
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suggests that constraints working against integrative behaviours are influenced by the
will to make the effort, and the skills needed to accomplish the effort. A variety of
structural impediments, termed the hills, further complicate pursuit of integrative
behaviour.

Implications
In addressing the “so what” challenge, I first turned to what originally motivated
me to conduct this research. I had expended considerable effort in a past life attempting
to better integrate the professional practices of members of two regulated healthcare
professions. I came away from the experience wondering: “Why is this so hard to do
when the potential gains for patients are so great?”
The perspective that was brought to this research was one that suggested that the
constraints, and in fact the solutions, likely lie within the professions themselves. This
perspective obviously sets aside, or at least diminishes, the role and the responsibility of
employing organizations to cause this coordination and cooperation to occur.
However, the findings from this study suggest otherwise. At the very least, it
appears that medical educators and managers within employing organizations have an
obligation to participate in corrective action. Educators are implicated given the need to
nurture an intermingling of the individual along with the science as physicians begin
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their learning journey. Pratt et al. (2006) argued that student physicians emerge from
medical school with a generalized medical identity that is then melded and shaped by
early work experiences into a more complex professional identity. I would concur with
this statement but suggest that professional identity remains untested. Essentially, the
professional identity is formed, but idealized. The harsh reality of residency training
mostly shunts aside the professional identity, as newly minted physicians become
submerged in the physical labour of their chosen profession. A role identity emerges,
where tactile skills, speed, and efficiency trump the more cognitive and esoteric elements
of their as yet untested professional identity. From comments offered and observations
made, I suspect that most newly minted residents either block their personal identity
from playing a role at work, or have actively suppressed its influence as these other two
facets of their identity-in-use emerge.
I doubt that it is practical to contemplate re-making residency training. There
have been reforms instituted that provide contractual protection against the worst ‘sweat
shop’ practices of the past. But, what remains is still a fast-paced, long duration, stressful
environment within which we expect physicians to train. So, if one’s role identity will
continue to develop under these conditions, it stands to reason that more needs to be
done to create a constructive foil for that identity. The results of this research suggest
that professional identity can be drawn into play if there is sufficient opportunity to

Page 239

explore the issues of ‘why’ and ‘when’ when it comes to deciding the course of care or
action. Teaching rounds provide that opportunity, but they are often competitive and
fraught with the peril of being wrong. Some of the attendings were capable of treating a
wrong answer with “why did you come to that conclusion”, but mostly, the response was
“wrong, anyone else?”
This research suggests that physicians who are reflective, capable of sharing the
rationale for their decisions, their angst about the options, and their ultimate confidence
in their chosen course of action are less likely to succumb to the pressures of the factory.
Also, they are more likely to persuade others to follow them, and support the overall
plan. Trusting and relying upon a tested professional identity should allow physicians to
counter the tremendous time-based pressures they all experience.
The findings also suggest that while personal identity does not appear to interact
directly with one’s role identity, it plays a role through interaction with and stimulus of
professional identity. Those individuals who expressed curiousity - the need to know
why- also seemed more persistent in examining the rationale for action. The research
seems to suggest that protecting a physician’s ability to see themselves as unique
individuals ought to pay dividends in terms of nurturing their professional self.
This research also has implications for future work in this area. It is my sense
after completing this research that the aspects of professional work I had assumed were
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present and constrained integrative practice were, in fact, mostly absent. The professions
argument suggests that autonomy of practice, protection of one’s scope of practice, the
ability to generate and utilize unique knowledge, and the direct accountability to patients
and the public are all vital elements of one’s professional identity. From a broader
perspective, the real autonomy has been squeezed out, in the interests of factory-like
efficiency and safety. The routine of practice provides minimal opportunity for
knowledge generation. The influences that are most palpable with respect to scope of
practice are administrative or resource-based. All of this suggests that the professional or
institutional lens might not be as useful for the study of the professionalized workplaces
of the healthcare sector as I first anticipated. The key remnant is accountability to
patients; no amount of rule-making and resource rationing seems to relieve physicians of
this burden.

Future Work
This work should be followed by quantitative survey work addressing the
elements of professional identity as well as efforts to delineate the presence and impact
of intermingled and overlapping identities that are made prevalent in practice. A
practical first step that builds on this qualitative fieldwork would be to conduct vignette
research using a number of scenarios obtained from this research. In effect, the stories
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shared from this research can be rewritten in such a way that participants can place
themselves in the scenario. Data can be collected from their responses to questions
regarding the beliefs and values they believe are provoked by the scenarios presented.
This step would enable development of a survey instrument aimed at measuring the
presence and prevalence of identity elements and the relevance of the three identity
model developed in this dissertation. Such an instrument is likely necessary if
longitudinal research covering the period from entry to medical school to emergence
from residency training is to be contemplated.
A significant amount of interdisciplinary work is conducted between various
technical services, the physicians, and various nursing services. So much of the work of
physicians is dependent on the conduct of these other services that it makes sense to
examine the quality and nature of the interactions that transcend the physician-tophysician interaction studied in this research.

Limitations of the Research
This study design is burdened by several limitations. First, reliability may have
suffered from the fact that there was only one person conducting observations. This was
necessitated by the solitary nature of dissertation research. However, on reflection, the
degree of access participants were willing to provide was related to the relationships I
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was able to establish. Those relationships would be diluted and perhaps more difficult to
establish in the first place if participants had been faced with a team of researchers rather
than an individual. To partially counter this limitation, I was able to share my
observations and interpretations with several of the participants. This feedback process
helped me clarify observations and instances that I had potentially misunderstood, even
though I was reluctant to use this process to alter my interpretations. It is recognized that
multiple observers would have afforded me the opportunity to test and reevaluate
interpretations of actions and statements.
Secondly, I deliberately chose to not discuss professional identity with
participants, nor did I raise matters of goals, beliefs, or values. I took the stance in this
research that those aspects of identity were being played out in real time through actions,
behaviours, and comments made, all during practice. I did this to ensure that I was able
to draw conclusions from lived practice rather than some idealized, or socially attractive
account of the same phenomenon. I did not know the extent to which participants had
shaped thoughts of their identity and the type of professional that they were and wanted
to be, but I certainly did not want to be evoking those thoughts for the first time in the
course of conducting this research.
A third limitation in this work arose from the strong demands of work itself.
General surgeons and anesthesiologists were originally chosen for the study because they
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worked in close proximity to each other, needed to coordinate their work, and the work
of the general surgeons often required the APMS to attend to patient needs for a period
of days after surgeries. However, the surgeries I observed were scheduled, nonemergent, and relatively routinized. The degree of routine and assignments within that
routine had been negotiated long before my arrival, so there were fewer opportunities to
observe adaptations being worked out. I suspect that the volatility of after-hours and
emergency care OR schedules would have created a different environment to observe
integration efforts. Emergency work is less routine, and there is more variation in the
range of injury and illness that patients suffer from. Those issues ought to combine to
motivate participants to interact more, since there is less planned or programmed action.
Physicians have fewer routine steps and likely fewer protocols governing their practice,
so they may both vary their practice more, and accept adaptations in their practice more
readily. On the other hand, the stories of angry exchanges that I overheard suggest that
people are not on their best behaviour in those emergent situations. They occur often at
night as opposed to during the day shift, so participants are more likely to be tired, and
perhaps resentful of having their family or personal lives disrupted.
Another aspect of the work setting at this particular hospital that likely affected
my results was the physician remuneration scheme. Physicians earned a salary rather
than being paid on a fee-for-service arrangement. It is possible that work settings where
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physicians earn a fee for service generate more tension surrounding patient throughput
and efficiency, decreasing the likelihood of cooperation and coordination. Alternatively,
the physicians may be more reliant on each other for the receipt of referrals and requests
for work and thus there may be a higher shared interest in cooperation and coordination.
Conducting this research in other hospital settings would provide an opportunity
to not only address the issues surrounding the remuneration scheme discussed above, but
also to examine the (unlikely) possibility that the findings of this research are unique to
the single teaching hospital that comprised my research setting. An argument can be
made that teaching hospitals represent a unique sub-set of all hospitals, in that there are
more residents and more specialists and sub-specialists practicing in these settings,
compared to non-teaching hospitals. However, the counter argument to that, at least in
Canada, is that tertiary care hospitals are the hospitals where teaching is conducted.
Smaller, more generalist facilities comprise the set of hospitals in smaller or outlying
centres. My suspicion, requiring further research, is that there may be different results
obtained from smaller primary- and secondary-care hospitals than will be found in
tertiary care centres such as the one in which this research was conducted. These
hospitals are more likely to be staffed with physicians that are more generally prepared
(less specialized) in their training, facing disease that is less complex, and undertaking
less complex procedures. My expectation is that this set of factors combine to suppress
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some of the strong role identity differences that emerged in this research. Further, small
staffs ought to support a higher degree of shared personal experiences and possibly a
higher degree of shared personal identities.

Concluding Thoughts
At the end of this dissertation, I am left with some confidence that the study of
identity will prove to be useful in understanding how physicians confront and respond to
demands for collaborative and multi-professional teamwork. The path of future research
may be shaped in part in an effort to resolve the differences in the structure of identity
proposed by Pratt et al. (2006) and this research. Pratt et al. (2006) has argued that
identity emerges through a construction process for physicians as they work through the
conflicts between what they do in their work, and who they are. My arguments suggest
that who they are is an amalgam of contributing sub-identities, only one of which is
professional.
I have suggested that life in the factory of healthcare is not experienced in purely
professional terms. The power of the role is such that what these physicians do is, in part,
who they are. Therefore, I have suggested that the generalized medical identity that
likely typifies medical school graduates is not so much amended or reconstructed as
added to as physicians work their way through residency training and into independent
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practice. More research is obviously called for, to better understand whether identity is
purely professional and under construction, or the result of several contributing subidentities. Such a challenge suggests that identity and identity change need to be
examined through all stages of professional education, training, and practice.
Finally, I turn my thoughts to the nurse and the social worker, whose actions and
non-actions served as such a strong stimulus for my interest in the challenge of
integrating care and practice across professional boundaries. Unfortunately, I can no
longer be incredulous at the failure. I have come to understand that the design of work in
the healthcare sector calls for patients to move freely through the gates, thus crossing the
boundaries separating professionals of different stripe. However, we make no
expectation that professionals find and use those very same gates. These individuals
were trained and developed to fail in meeting the challenge those two faced that fateful
day.
My hope is that an understanding of identity and identity development can prove
useful in helping professionals find those gates and, more importantly, perceive that they
need to step through.
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