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Abstract

In today’s healthcare system, physical therapistst an increasingly complex
and diverse patient population and face rapidlyaexing knowledge, technologies,
and evidence for the care they provide. They ase tiemands for increased efficiency
and improved outcomes. Reflection, espousedsadhitlity to help clinicians convert
experience into learning and new knowledge, is lyideewed as being critical to
sound clinical practice. There is, however, liditesearch and little consensus
regarding what reflection looks like in the dayetay practice of physical therapists.
This phenomenological inquiry aims to identify gssence of reflection as experienced
by physical therapists in clinical practice.

Taking a hermeneutic phenomenological stanceed®earcher used six
physical therapists’ oral and written stories aficlal practice as the window through
which to view reflection. Blending thematic, sttui@al and performative approaches to
narrative analysis, she examined the content amceps of participants’ reflection — the
whatandhow of their reflection.

This study reveals that the content of participargflection is invariably about
challenges faced in providing optimal care, esplgdiae pivotal role of their
relationship with the patient, the need to segtiteent as full person and place that full
person at the center of clinical decisions. lbaksveals that reflection shares essential
features with narrative in that it is a situated arductive way of knowing, iterative in

nature (with each revisiting revealing new meanjingsd always co-constructed.
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Reflection in Physical Therapy Practice

Prologue

In 1986, while practicing as a staff physical tipesaon the oncology unit at
Kessler Rehabilitation Institute in Portland, MEyas approached by my supervisor
who asked if | had considered applying for his posias he was being promoted to
Assistant Director of the PT Department. I'd beerare of Sean’s promotion and
wondered who would or could fill his shoes. | mad considered throwing my hat into
the ring and told him that. His immediate responas, “Why not?”

My response, equally quick, was that | had only fgears of experience. That
was the only reply called for — or so | thougherliaps Sean had forgotten that when
I'd arrived two years earlier I'd only been outsahool a short while and, to that point,
had only practiced in a small community hospitde hadn’t forgotten. | was also
aware, as was Sean, that several more-experienesptsts on the unit were
considering applying for the position.

His response has stuck with me across all theveteng years. | am reminded
of it today as | write this prologue. He said, aqéraphrase,

It's not about the number of years of experien®&e clinician can have four

years of experience, while another bagyear of experience timdsur, or

timesten I'd take the former any day as my therapistgpeal conversation

with Sean O’Sullivan, PT, 1986).

That interaction with Sean was the first time lwhsidered that my growth as a

clinician may not be simply, even primarily, a neatbf time.
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CHAPTER I. INTRODUCTION AND CONTEXT FOR THIS WORK

The Healthcare Delivery System and Clinical Practie Environment
Health care providers face many challenges in tieent health care
environment. These challenges include an exparwbdg of medical
knowledge, an aging population facing diverse healbblems in large
numbers, and shrinking financial resources for weddiare. (Wainwright, et

al., 2010, p. 76)

In response to these influences, the healthcdireedgesystem in the United
States is changing rapidly. Healthcare provideduding physical therapists, find
themselves continually incorporating new knowledgd technology; treating a patient
population with changing demographics, health moid, and social needs; and doing
S0 in an environment demanding increased efficiemzyproductivity — less time and
fewer resources available for getting each patiérat she needs.

Yet, a quick inspection of the physical therapyfession’s core documents
reveals its self-identified commitment to societyp~promote optimal health and
functioning in individuals by pursuing excellencepractice” Gtandards of Practice
for Physical Therapy2007). As such, each therapist’s practice is “gdilly a set of
seven core values: accountability, altruism, corsjpagcaring, excellence, integrity,
professional duty, and social responsibilitXRTA Guide for Professional Conduct,

2010). To the physical therapist these words dasthe fabric of who he is.
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The dilemma is that the challenge of living outsda@ore values in the context
of the healthcare delivery environment continueimtoease. For her practice to
accommodate increasingly complex patient casesessdime with each without
compromising her core values, a physical theraqgstls to continually change, learn,
and develop. As th€ode of Ethicsnandates, physical therapists have a duty to
“cultivate practice environments that support pssfenal development, life-long
learning, and excellenceCpde of Ethics for the Physical Therap2d09).

But how? Even a cursory scan of the literaturé@alth professions education
and professional development will reveal two thing$ there is a growing interest in
understanding how expert clinicians, recognizetheyoutcomes of the care they
provide and their efficiency in providing it, do atthey do, and 2) one habit, or
attribute, getting a lot of attention for its atylto foster learning and development of
expertise igeflection(Atkins & Murphy, 1993; Benner, 1982; Bunkers, 2084stein
& Schwarz, 2002; Jensen, Gwyer, Hack, & Shepha@72Mattingly & Flemming,
1994; Schmidt, Norman, & Boshuizen, 1990; Unswa20001). An in-depth read of
that same literature reveals an intersection betwlee two. First, experts, in part, do
what they do by virtue of being reflective in thpractice. Second, reflection itself is
said to foster a clinician’s ability to convert &jgnce into learning, leading to growth
in clinical knowledge, an important component ofice to expert development
(Davidson, 2008; Jensen & Paschal, 2000; Perry&yP2000).

In this contextreflection,and its use by physical therapists in clinicakcpice,
warrants closer examination in order to understahat it is, how it works, and

whether it's possible to teach it.
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How | Came to This Work

In the prologue, | was a relatively young cliniciaeating patients in a
rehabilitation hospital setting. It was a periadidg which my clinical knowledge and
skills were growing rapidly. | was learning, bedoga better therapist. In addition,
even as | was exploring my ability to learn andedep, | was realizing that a key role
of the physical therapist teacher Certainly teaching my patients how to stand and
walk after a stroke required guiding them througg tarious stages of motor learning.
But there was more to my being a teacher. For gigmmy role was not so much to
“do to” my patients as it was to empower themuicgly came to realize that success
in rehabilitation comes when the patient takegéigns in his recovery. Sometimes
patients needed information, at other times guidamz coaching, and frequently just
encouragement. This translated into my havingrbst important role of a teacher —
empowering another to become. I've spent mucheldst three decades exploring the
intersections between the practice of physicalapyeand the teaching-learning

process.

Eventually my interest in facilitating learning leglassuming the role of
clinical instructor. This meant | had physicalrdqey students in my clinic for whom,
and to whom, | was responsible. | was not meretponsible for what they did with
the patients, but also for helping them apply kremgle, develop skill, and make
decisions in real-life practice situations. In iideh, | needed to help them develop
their own styles of teaching and learning in theichl environment. Like my patients,
these student clinicians needed to improve theiityato function in a key life role, and

a lesson I'd learned from my patients was reinfdreat wasn't about me. | was not
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the font of wisdom for these students, but rathesrapanion and guide in their

journeys of learning and development.

During that decade, the 1980’s, we had ample timtle @ur patients and could
accommodate a student’s slower process of tretttgrg while still providing
comprehensive physical therapy. The same wasine& newly graduated therapists

joined the staff and needed time to get up to speed

When | moved into a manager position at the sfati@next decade | realized
that the hospital | worked in, like so many othemyld no longer support the time and
resources it took for those “new grads” to becoutly functioning members of the
team. Even then change was afoot in healthcatk,axgrowing emphasis on cost
reduction leading to pressure to move patientsutjinahe system “quicker and sicker”

as we used to say.

From the manager vantage point, | gained insidbttime demands of practice
and began to anticipate challenges we’d face akdghkhcare system continued down
the cost control path. Clinicians would need tkeneapid, accurate clinical decisions
based on sound evidence and judgment. They'd tocleel proficient teachers and
communicators, with the capacity to relate to ameasingly diverse patient population

and interdisciplinary healthcare team.

My passion for equipping health professionals whigr tools needed to be
successful on the front lines of patient care ledtonacademia. As it turned out, the
knowledge, skills and insights I'd developed througy various roles in the clinical
environment proved a good match for the acadenhécl rassumed as Director of

Clinical Education (DCE) in a newly developing guate program in physical therapy.
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Today, well into my second decade as a physicaafiyeeducator, | remain keenly
aware of the reason I first sought a faculty positind have broader insight into the
fact that | have a responsibility to my studentd #re patients they’ll encounter once
out in clinical practice.

Specifically, | am charged with educating clinigamho will provide quality
healthcare to a diverse patient population andritute positively to the healthcare
delivery system. Yet, those of us who educateetinext generations of health
professionals travel with them through a fractiétheir journeys of learning and
development. Much of their development, in facsimaf it, takes place after they
leave our classrooms and enter practice as licgmsetitioners. This is as it must be;
however, it begs the question: will each graduéte®educational program in which |
teach continue to learn and grow in the knowledgkexpertise she’ll need in order to
continue to function effectively in tomorrow’s héadare delivery environment? My

desire, of course, is that each will.

This brings me back to the literature, which formsompelling argument for
the notion that, as a physical therapy educatsiplld do everything possible to assure
that I'm educating clinicians who will employ refléve processes as a routine part of
their clinical practice. These habits of mind viiéllp to maximize their learning from
each clinical encounter (Fisher & Somerton, 2008 Kyer et al., 2004; Murray,
McKay, Thompson, & Donald, 2000; Jensen & Pas@@00). However, even if the
charge is clear — educate reflective practitioreirom there the picture becomes
cloudy. Despite the large amount written abouengion and reflective practice in a

theoretical sense (Dewey, 1933; Schoén, 1983; Mezit®91), and though many have
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published their methods of infusing it into a coutum (Atkins & Murphy, 1993;
Driessen, van Tartwijk, & Dornan, 2008; Gustafssasp, & Fagerberg, 2007;
Mooradian, 2007; Plack & Santasier, 2004; Placksdail, Blissett, McKenna, &

Plack, 2005; Plack et al., 2007; Wald, Davis, Relsnroe, & Borkan, 2009; Wong &
Blissett, 2007; ), there is no commonly held untéerding of whatt is, or even whait
looks like when it manifests itself in the courdeadicensed physical therapist, or other
health professional, going about her everyday tdgkoviding patient care (Mann,
Gordon, & MacLeod, 2009, p. 610).

Thus | come to the heart of my inquiry. Wisathe truth of the matter when it
comes to reflection? | don’t toss a word like tratound lightly, as | have come to a
point of skepticism about anyone’s claim to hawsxdveredhetruth on any topic. In
this way | am aligned with the stance of qualitatiresearchers in general, and, as |
discuss in the chapters that follow, phenomenotsgisparticular. | want to participate
with practicing physical therapists in uncoverihg truth,provisional and incomplete
as it may be, about reflective practice as it isifiest in their experiences as patient

care providers.

Research Question
My primary research question i8Vhat is reflection as experienceddyysical
therapists in clinical practice?
My sub questions reflect my interest in uncovering
e Whattopicsthe physical therapist reflects on.
e What his reflectivgprocessetook likeas they unfold.

e Whether and how reflection informs his practice.
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Research Approach

| believe my research question is best approackiedking a phenomenological
stance since | seek to understand the phenomts®dir- reflection as experienced by
physical therapists in clinical practice. In hegtton qualitative research design,
Creswell (2007) asserts the value of placing oresearch firmly within a tradition of
inquiry. While he acknowledges that qualitativee&rch often incorporates elements
of more than one tradition, he advises novice rebeas to begin by attempting to
work within just one.

As my research question crystallized, and | coms@l@ow best to go about
contributing to its answer, | was attracted by desions of phenomenology. In
distinguishing phenomenology from other qualitatygproaches, Creswell (2007)
states, “Whereas a narrative study reports thefigesingle individual, a
phenomenological study describes the meaning farakindividuals of their lived
experiences of a concept or a phenomenon” (p. BB¢xploring reflection as
experienced by physical therapists in clinical pc&g | remain cognizant of the fact
that it's the phenomenon I'm studying, not the widiual participants, though they're
the window through which | hope to view it.

Moustakas (1994), a methodologist who theorizesiaphenomenological
approaches to qualitative research, advises tltat amesearcher has identified a
relevant topic area in which she’s interested ninet challenge is to formulate a
guestion. In phenomenology, the question “mustthted in clear concise terms. The
key words of the questions should be defined, dsed, and clarified so that the intent

and purpose of the investigation are evident” (j2t)1
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My research question is: Whatreflectionas experienced by physical

therapists in clinical practice?

The working definitions of my key terms are:

o reflection(pre-operationally informed by Dewey (1933), Sclip®83),
Mezirow (1990), Kolb (2001), and my own clinicabptice) denotes a
process of turning one’s attention and thoughtt® ©decisions and
actions, and the thinking behind them, in ordezxplore and challenge
underlying assumptions and attempt to uncover tleeviedge implicit in
doing While guided by this pre-operational sense of wibe’s meaning,
throughout the course of this research | stroveold that definition loosely,
so that my participants could inform it based agirthved experiences.
Honing the definition of reflection is, in fact, tite very heart of my
overarching question.

e physical therapists in clinical practiaefers to licensed clinicians engaged
in evaluating and treating a caseload of patientmiinpatient hospital or
ambulatory care setting.

e as experienced byenotes my belief that reflection is something tha
personally encountered and experienced .

| mean the wording of my research to indicate mgroess to “reflection” being

experienced differently by each participant.

PersonalEpoche
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What is it? One of the key methodological requirements of phesmlogical
work is the researcher’s charge to examine her@experience of the phenomenon.
This serves to identify presuppositions and biabesbrings to the inquiry. While
reflexivity is a responsibility of all qualitativesearchers, the philosophical premise on
which phenomenological inquiry is built makes ittpaularly important.

If we accept that the only way to know a phenonmeisdahrough first-person
experience, then the researcher has a dilemmacashenly know her own experience
first-hand and it is important that she be as cionscof it as possible. To expand on
that knowing of the phenomenon she turns to hdrggaants’ experiences. I've
encountered two divergent views as to how the reeeashould use this awareness of
her preconceptions of the phenomenon. Moustal@®ijlin keeping with classic
phenomenology based on Edmund Husserl's (1859-2088) work, claims that the
onus is on the researcher to engage with partitsgaras supposition-less a manner as
possible. “Husserl called the freedom from supgmss theEpoche a Greek word
meaning to stay away from or abstain. ... In the Bpowse set aside our prejudgments,
biases and preconceived ideas about things” (Mkastd 994).

The process used by the researcher to accompissis ttalled bracketing.
Having made herself aware of her preconceptioh@phenomenon, the researcher is
better able to bracket it and set it aside. Howee researcher’s experience is not
intended to be set aside and forgotten. It nemtie trevisited again and again. Once
more, Moustakas (1994) clarifies this point.

The world is placed out of action while remaininmgdketed. However, the

world in the bracket has been cleared of ordinaoyght and is present before

10
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us as phenomenon to be gazed upon, to be knowelyaind freshly through a

purified consciousness. (p.85)

An alternative to this approach is found in thenmeneutic understanding of
phenomenological inquiry in which, in lieu of bratikg, the researcher uses her prior
experience with the phenomenon as the source affiextion or pre-understanding
(Packer, 1985)It is from this position that the researcher appeaiply begins.

This brief introduction to phenomenology foreshaddke in-depth discussion
of its philosophical roots | offer in the next chep but already | conclude that
regardless of which approach one espouses — Hiasserlhermeneutic — it is
imperative that the researcher carefully examinmeskperiences of the phenomenon. It
will be critical whether she determines the neeldracket them, so she can view the
phenomenon unencumbered, or to bring her pre-utahelisg to bear in interpreting
the experiences of participants, or both.

The process of uncovering my own preconceptiomefthenomenon of
interest, reflection as experienced by physicaidpists in clinical practice, was well
underway before the research question came intesfo¢aken forward by years of
immersing myself in others’ theories about reflectil’d used my own experience to
make sense of the authors’ ideas and, in turnyalictheir ideas to help shape my
understanding. The remainder of this chapter costay attempt to articulate a
personakpocheof this phenomenon.

Making my lived experience visible

Setting the stageDuring the course of my doctoral studies, as imgrest in

reflection grew, | had an opportunity to engage phenomenological case study using

11
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myself as the informant. The context was a coltsek at the Center for Medical
Simulation (CMS).

At the time, with several faculty and clinical adrators, I'd experimented
with using simulation to help students learn bycplg them in lifelike patient care
situations, recording their performances and débgefterward. It proved an
effective vehicle for learning. In fact, studemtanted more opportunities to engage in
simulation than we were able to provide at the time

| suspected that what made it so powerful was dmebanation of performing in
(experiencing) the physical therapist role, andri@éing, which | viewed as guided
reflection. Simulation provided an environmenthintwhich students could practice,
self-assess, and receive feedback from peers anltyfa Regardless of whether my
hypothesis as tahyit worked was correct, | wanted to use it more esieely. Thus, |
enrolled in the CMS instructor course.

The course was largely experiential and, as suohjdyput me in the role of a
learner engaging in simulation. By taking me duthe teacher role, my comfort zone,
it would provide an opportunity to experience widglt like to be a student engaged
in simulation. In addition, since most participamtere physicians or nurses, CMS
used simulation scenarios enacting emergency nlegdigations. | would be out of my
comfort zone on that front as well.

Despite the anxiety | felt, | decided to engagthmsimulations and reflect on
my experiences deeply and deliberately. Using m\s@xperience in this way, |

hoped to get a feel for this type of learning frira inside out. It was only later that |

12
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realized | was embarking on a phenomenologicalirggato my own experience of
reflection.

Uncovering my personal understanding of reflectiols promised, the course
put me back into a learner role. Each evening wheft the course | overflowed with
energy — so many thoughts, feelings, questiongh Eaening | wrote notes non-stop
during, and for some time after, my commute hows.l wrote furiously, the day
poured onto the page.

In those notes | captured what occurred duringlthe | described my
instructors and classmates, documented the seqoéncavities including simulations
and debriefing discussions, and made notes orh#dwdtical content we’'d covered.
Because | was determined to engage as fully atettizely as possible, | described
not only the events and content of the experielmgehow | experienced it internally
and how | understood it. For example, the firstudation put us in the position of
providing emergency care to victims of a serious &ccident. In my notes | described
it and talked about the strong emotions it evoked.

Since understanding of my experience in the cogse as | continued to think
about it in light of subsequent experiences, thades were only partially organized.
They represented the sequence of my thinking dbeutourse in whatever order it
appeared in my mind. For example, if describingttwas thought and felt coming
out of day two shed new light on some aspect ofafay | wrote about day one again,
trying to understand it differently. Those notestained my own cyclical structure,

representing my meaning making as it unfolded.

13
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Approximately six months after the course, | retagt to those field notes to see
what they might be able to teach me about leartiirgugh simulation, a structured
pedagogy that weaves together experience and grefledtion. | also wanted to see
what they could reveal about my process of refbecsince, by that point, my topic for
this research was taking shape.

| began writing the story of my learning experiend he exercise of reviewing
my notes and writing a narrative description of days in the course brought the
experience back in memories. As | analyzed thattige alongside my original field
notes, | began to distinguish places in the notesrevI’d reflected on the experience
from places where I'd recapped it. The latteisome instances, were places where I'd
written what we did, or what was said and by whdMarie took charge.” “Who can
assess the airway and intubate so we can ambu Heg2fovich positioned himself at
the head and intubated our patient.” When | tedt this type of reporting and didn’t
elaborate, | consideredriecalling rather thameflecting However, in my notes and the
narrative I'd constructed from them, | frequentlpwved beyond my recollection of
events to offer commentary on what | was thinkmghow I'd felt in the moment or its
aftermath, or what | speculated may have been gming identified those places as
reflecting.

The distinction between recall and reflect is sufgabin the work of Neufeldt,
et. al (1996). This team of researchers examineddle of reflection in the growth of
social work students. They discussed their findivad, in order for students’
reflections to contribute significantly to theinaddopment, they need to be “profound

rather than superficial” (p. 8). This distinctimnconsistent with a working definition
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of reflection I'd developed even before the simolatcourse as I'd worked with
students in the classroom and clinic. In ordertocourage growth in reflective ability,
I'd used interactive journals in which | would resyl to students’ reflections by
writing in the margins. When | read a studentjsont of the day’s experiences in clinic
and it was just that, a reporting of the factsettiently wrote questions such as, “How
did you feel afterward?” or, “How did you know ty that approach?” or, “What else
did you notice about the patient’s response?”

In the phenomenological case study process, | moadi to critically review my
notes and narrative. | focused on excerpts thageaed consistent with my intuitive
sense of being reflective, and | identified dedong. Through trial and error, | found
an approach that seemed to bear fruit. | begamgtty discern themes based on
descriptors of internal experiences I'd had. Bameple, time and again I'd written
about my emotional states as | participated in Rtrans or debriefings. On that first
commute home I'd written of feeling “anxious asdliked down the hall” heading into
that first simulation and experiencing uncertaiasyto what was expected of me. As
that first scenario about the aftermath of thed@dent played itself out, | recorded
feeling inferior, anxious, and confused. Is anvatéd feeling state part of the essence
of learning through medical simulation? Does liateto reflection?

In future reviews | noticed the extent to which t&torded questions. My
experience during the course appeared to have lstidumore questions than answers.
| seldom, if ever, wrote about something I'd lealmath finality; rather, | expressed
my wonderings about other meanings of the expeggnt had enrolled in the course

hoping to find answers on how to effectively usedioal simulation with physical
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therapy students and help them develop reflectigetige. Perhaps the extent to which
my reflective notes contained question after qoastras part of my answer.

One last characteristic of my reflective notes #tabd out as being prevalent
and constituting a meaningful theme, was the exttenthich they contained my efforts
to make connections between what | was experieramaigthinking in the moment and
my past attempts at understanding that same thgagme aspect of learning, or
reflection and my thoughts about how to facilitieé my students, or even my
understanding of how to respond to a medical enmerge

A summary of my personal epocheThrough analyzing and interpreting my
field notes from the course on medical simulatiadentified three themes inherent in
my experience with reflection, as attended to actbat weeklong course and the
months that followed. They were:

1) Engaging emotionally referring to my descriptions of feeling states and
attempts to make sense of them based on the prgtatton, prior experiences and
my understanding of myself,

2) Questioning- identifying and documenting questions that waggered by
my experiences in the course and reflecting on tattenwards, and

3) Making Connections referring to my attempts to draw connectionsveen
a wide range of experiences, thoughts, feelingskaoaledge, from within and outside
the course.

| present this summary as a way of articulatingpagsonal epoche, as |

understood it at the time | embarked on this phesrmiogical inquiry. It represents at
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least part of the pre-formed thoughts and biasestaieflection | brought with me into
this research process.
Conclusion

The primary aim of this study is to contributeato understanding of how
physical therapists experience reflection in tieBiical practice. My reading of the
literature on the subjects of reflection, novicestgert development and expertise
leaves me quite certain that clinicians who engageflection in and on their clinical
practice learn from it in ways that affect theiogth in practice.

My reading leaves me equally uncertain about wieatnean by reflection in
this context, making it challenging for me, asiaiclan and an educator, to know how
to foster its growth in myself, the clinicians witthom | practice, and my students. If |
can begin to uncover and articulate something @ltiderlying structure or essence of
reflection, it may help lay a foundation upon whidland others) can take on that

challenge.
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CHAPTER Il. LITERATURE REVIEW

| am conceptualizing this study as a phenomenotdggflection as
experienced by physical therapists in clinical pcgc Having defined the research
guestion, howsituate it in relation to the larger discoursea thform it and to which
it may eventually contribute. These discoursehige: reflection, including what we
mean by it and its relevance to theories aboukihg) learning, and the development
of expertise in professional practice — specificallthin the health professions;
phenomenology, as a philosophical and methodolbgmaroach to being and
knowing; and narrative, as a contextualized waknmiwing, vehicle for human
identity, and broad approach to inquiry.

| first trace literature about reflection, espéygias it is applied within health
professions. Next, | address the broad discourgghenomenology, beginning with its
philosophical roots, and briefly tracing its emeargeranches, ending my review with a
discussion of hermeneutic phenomenology, which ¢gemgsndwork for methodological
choices I've made in this study and serves as adation for later discussions of how
human beings come to understand the world arouehd®ur being in the world —
ourselves. In the final section | turn to narratand here, too, review literature that
provides philosophical and theoretical foundatifmrsunderstanding its many uses. |
discuss narrative as a way of knowing that stand®ntrast to the logico-scientific
mode. Finally, | frame narrative approaches taiingas they have informed my

approach to this study.
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Reflection: What Is It and Why Is It Important?

Reflection: What is it exactly? The body of work related to the cognitive
process of reflection is large. It could be saitr&ce its roots to early philosopher’'s
views on the nature of man’s ability to think. dater section of this review | consider
some of those roots as they relate to modern thgnabout both phenomenology and
narrative. In this section | review literaturéated to reflection from the standpoint of
theorists who have influenced efforts in my proi@sso educate reflective
practitioners. | begin with a look at influent20™ century theorists and how their
work informs 2%' century health professions’ practice and education

Four influential theorists.

John Dewey.In his treatiseHow We ThinkDewey (1933) begins with a
discussion of various meanings of thinking, or g/péthought, and sets about
differentiatingreflectivethinking from the rest. He discusses commonly held
definitions including thought as the random fligiifancies or whatever happens to be
in the mind at a given time, with no noticeableinlfeom one idea or thought to
another. The term thinking, in this regard, i®oftestricted to “things not sensed or
directly perceived...as in ‘no, | only thought of (Dewey, 1933, p.5).” Another
meaning of thinking is synonymous with believing,ia “l think it is going to be colder
tomorrow” (p. 6). In both of these meanings, Dewegs no particular educational
value of thinking. By contrast, in describing esflive thinking Dewey states,ctive,
persistent, and careful consideration of any bedre$upposed form of knowledge in the
light of the grounds that support it and the furtbenclusions to which it tends

constitutes reflective thought” (p. 9, italics inginal).
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For Dewey, reflective thinking is the appropriateamme of educational
processes. His argument proceeds as followscteféethinking is triggered by some
perplexity or doubt, which in turn challenges thiadnto inquire as to the solution or
truth of the situation, and the stage is set farrieng to occur.

Furthermore, reflective thinking is always triggeglone’s experience.
“General appeals to a child (or to a grown-uphiaok, irrespective of the existence of
his own experience of some difficulty... are as &tk advice to lift himself up by his
boot-straps” (p 15). Once the difficulty is enctared, the mind seeks some way to
resolve it. Inquiry has been triggered. The wawhrd is through formulating a
tentative plan or theory that can be tested outch$heories, however, are based on
prior experience with similar or analogous situasi@nd, “it is wholly futile to urge
him to think when he has not prior experiences itinailve some of the same
conditions” (p. 16). Here Dewey points out seve@kential pitfalls including the
tendency to shorten the inquiry and jump to conchswithout critical thought as to
their applicability. He concludes that reflectibénking takes place only “when one is
willing to endure suspense and to undergo the teoofsearching” (p. 16).

| trace this thinking of Dewey (1933) in some detb@cause of its vast
influence. He foreshadowed, indeed laid groundworkmuch of the subsequent
discourse on reflective practice (Boud, Keogh, &k&g 1985; Schon, 1983; Schoén,
1987), experiential learning (D. A. Kolb, 1984;YA. Kolb & Kolb, 2009; D. A. Kolb,
Boyatzis, & Mainemelis, 2001), critical self-reftean and transformative learning (J.

Mezirow, 1991), and reflective practice in the fleg@rofessions (Atkins & Murphy,
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1993; Hancock, 1998; Mann, Gordon, & MacLeod, 20®8ck & Greenberg, 2005;
Williams, 2001).

Donald Schon.Schon (1983, 1987) entered the discourse orcteffesome
half-century after Dewey, challenging the predomirteend in professional training of
his time by claiming that its model, based on técdirrationality, in which students
were filled with factual knowledge and expecte@pply it once they were out in
practice, was inadequate. He made the case thfaispronals needed to be capable of
more than applying knowledge, but also of bringangisdom to their practice — the
element he called thaat of professional practice. The key to developimg art,
according to Schon (1983) was learning to reflegpdly on one’s actions and
experiences.

To understand Schon’s (1983) contributions to diefjmeflection, we need to
consider two types of knowledge — declarative amodgdural. The former is the type
of knowing that exists cognitively in memory andalsle to be explicitly described.
Thus it is also known as explicit knowledge; ikiowingabout or knowingthat
Procedural or tacit knowledge, on the other hasmxdpmetimes called implicit
knowledge. It is the type of knowing made appanenie doing of a task and often
cannot be clearly articulated by the knower. knswinghow (Sternberg, 1998).

In contrasting knowledge learned through techmaabnality with the knowing
he calls thart of a profession, Schon (1983) referenced the rdiffee between explicit
and implicit knowledge observing that although fimener was considered the rigor of

a professional knowledge base in the positividtroate of the time, the latter was
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often the more relevant since it was based onttlifed practice. Of this dilemma,
“rigor or relevance”, Schon wrote:

In the varied topography of professional practibere is a high, hard ground

where practitioners can make effective use of mebebased theory and

technique, and there is a swampy lowland wheratsias are confusing

messes incapable of technical solution. (p. 42)

Schon introduced the terkmowing-in-actionas a label for the type of tacit
knowledge that underlies the ability to act. Tiyise of knowledge is important for
navigating those “swampy lowlands” of practice, batv is it acquired? The key,
according to Schon (1983), is reflection. Refleetoccurs when “stimulated by
surprise they [practitioners] turn thought backagtion and on the knowing that is
implicit in action” (p.43). This turning back diaught typically takes the form of
interrogating the thinking underlying one’s actiorishe practitioner may ask himself,
for example “What features do | notice when | retng this thing? What criteria are
those by which | make this judgment? What proceslam | enacting when | perform
this skill? How am | framing the problem that | &rying to solve” (p.43)?

When this turning back of thought occurs afterahton has taken place, it is
reflectionon-action. In some instances, the practitioner otflevhile still in the very
process of acting, which Schon labeled reflectioaction. Expertise, as discussed in
the previous section, requires both a proceduraiedge base and a rich store of tacit
knowledge; thus, Schén’s work on reflection-on- anepractice seems to go to the

heart of understanding the role reflection may g clinician’s growth in expertise.
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Jack Mezirow.Another theorist making a substantive contributio describing
reflection and understanding its role is Meziro®4Q, 1991), whose theory of
transformative learning is, in part, based on otiter. Specifically, Mezirow described
four levels of action and thought: 1) habitual actibased on tacit knowledge, 2)
understanding, which he referred to as thoughtitiba, 3) reflection, in which an
individual revisits an experience to understarkiter, and 4) critical reflection. This
last level, critical reflection, is the new pieceekirow added to Schén’s discussion of
the topic. In critical reflection, an individudhallenges the underlying premises upon
which his framing of, and approach to, understagde problem itself is based.
Mezirow (1990) claims it has the potential to résultransformation of one’s very
perspectives.

Perspective transformation is the process of beagritically aware of how

and why our presuppositions have come to constin@nvay we perceive,

understand, and feel about our world; of reformntathese assumptions to
permit a more inclusive, discriminating, permeadole integrative perspective;

and of making decisions or otherwise acting ondhe=wv understandings. (p.

14)

David Boud One final theorist | mention is Boud (1985) whohis
description of reflection delineated both steps goes through in reflecting, similar to
Schon, and levels of reflection, like Mezirow. Nuwotlike the others, for Boud
reflection is triggered by encountering a situaiimmvhich the more automatic, tacit,
knowing is insufficient and the individual has sdheg to resolve. His model of

reflection includes steps of: returning to the ei@ee, attending to feelings, re-
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evaluating the experience, and finding a resolutiBoud'’s levels of reflection take
place during re-evaluation. In this step an indiinl goes through four processes —
association, integration, validation and appropiat- each of which takes his
reflection to a deeper level. Itis by going thghuall four levels that one maximizes
the learning from the experience.

These four theorists — Dewey (1933), Schon (198@)irow (1991), and Boud
(1985) — laid the foundation for, and contributedthe wave of interest in reflective
practice that swept across those engaged in profed®ducation beginning in the late
20" century and continuing today. Their work has begplied, examined, and
discussed widely in the context of clinical praetin the health professions, including
physical therapy, and the search for methods terfesflective practice in health
professions education (Atkins & Murphy, 1993; Beegm Lichtenstein, 2000; Brown,
Matthew-Maich, & Royle, 2001; Fisher & SomertonPR0Glaze, 1999; King &
Kitchener, 2004; Murray, McKay, Thompson, & Don&@00; Shepard & Jensen,
1990; Williams, 2001).

Defining reflection. Despite my familiarity with the literature on rettion,
especially as applied to health professions edutakive found myself at a loss to
identify a single common definition | could usenty own work. Yet, in order to
proceed with educational methods to promote it,ldiwtiit be important to know what
it is?

Karen Mann (2009) and her research team facedjti@isdary when they set
about to do a systematic review of the literaturdnow reflection and reflective

practice were being addressed in health professidusation, reporting that a major
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challenge to doing the review was the lack of ammm, and in many cases even an
operational, definition of reflection. Thus, theégcided to adopt a number of
descriptions from the literature that offer varidakes on this complex phenomenon.
They selected Dewey’s (1933) description, as quabee, and borrowed Boud’s
(1985) definition of reflection as a “generic tefon those intellectual and affective
activities in which individuals engage to expldneit experience in order to lead to a
new understanding and appreciation” (p. 19).

To further aid her systematic review, Mann (20€&egorized models of
reflection based on two variables — whether theehddscribed 1) aiterative process,
like Schon’s and Boud's, and/or 2) a process caimtgievelsof reflection, like Boud’s
and Mezirow’s. In the end, Mann’s choices relatedefining reflection and
categorizing theoretical models proposed in thegdiure support and inform my own
work in this area.

I've also noted that reflection and reflective firee seem, at times, to be used
interchangeably. No common definition of refleetpractice seems to exist either, but,
to take a lesson from Mann, | noted several autivbisse descriptions of the
phenomenon help to inform my understanding of vithaightlook like in physical
therapy. Atkins (1993), for example, after an agtee review of the nursing literature,
assembled the following list of commonly held cleteaistics of reflective practice.
She determined that it should:

... be based in practice; be capable of developimgkm®wledge; be

consciousness-raising; help turn experience irgmlag; raise self awareness;

develop intellectual skills; liberate individual®if conventional, traditional
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ways of thinking; be creative; and be both an adntt experiential learning

technique. (p. 121)

In the end, despite influential theorists discugseflection and its importance
to professional practice and learning, there remmamcommon definition of reflection
or reflective practice.The composite picture of reflection I've formedrrdhis review
is that it is triggered by some unresolved situaiad involves thinking about that
experience, whether looking back on it from a fatuantage point or thinking about it
in real time. It also involves being persistestjmDewey’s (1933) notion of turning it
over in the mind, and attempting to make explioi & be critical of one’s underlying
assumptions and beliefs.

Clinical expertise: A case for reflection as parof practice.

The belief that all genuine education comes aldmoigh experience

does not mean that all experience is equally edicgDewey, 1933,

p.25)

In this section | trace how the notionexpertiseis conceived of in the literature
on education and development of health professsoniadio so insofar as it relates to
my belief thatreflection —as a process and habit of miac a critical tool for physical
therapists practicing in today’s healthcare deinsrstem. | then trace in more depth
the literature on reflection and its intersectiathvthe development of practical
knowledge and expertise. From among the manyigteaveighing in on one or both
topics, | focus on the work of a subset whose thigland writing have informed and
challenged my own, and who are consistently citedthers as having influenced their

work.
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The labelexpertcan be applied broadly in our societyeferring to anyone
deemed to have special knowledge or wisdom. Exapemised here, refers to an
individual recognized as such by peers, specificaithin the health professions. |
focus on the influential work of Patricia Bennersag and her research teams explored
expert nursing practice and helped shape her @miofés understanding of its
development (P. Benner, 1982; P. Benner, 1984gRn&, Tanner, & Chesla, 1996; P.
Benner & Benner, 1999). | also examine the worthefresearch team of Jensen,
Shephard, Gwyer & Hack (1990, 1992, 1999, 20007208hich has had similar

influence within my own profession.

Novice-to-expert development in nursingRatricia Benner (1982) provided the
first understanding of how nurses develop expeoitadge and skill. She has
provoked debate and continues to be cited extdgdweher research methods and
theoretical framework of novice-to-expert developine nursing practice (Carlson,
Crawford, & Contrades, 1989; Carnevale, 1997; Dsinbg, 1994; English, 1993;
Jensen et al., 2007; Nedd, Galindo-Ciocon, & Belgr2006).

Benner (1984) explored what nurses know and howd¢hene to know it.
Choosing not to adopt cognitive psychology’s infatimn processing and decision
research methodologies and paradigms, as had bpiadato the study of medical
expertise, Benner took a qualitative approach tanek. She argued that what was
missing were “systematic observations of what nalisgcians learn from their clinical
practice” (p 1). Thus, Benner (1984) chose toringsv nurses and analyze their
written stories of practice as her means of undatshg how they perceived and

managed their practice environments, made decisamistook action.
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Borrowing a staged model of skill acquisition deyad in the field of artificial
intelligence by the Dreyfus brothers (Dreyfus & Pes, 1986), Benner (1984) adapted
it to nursing and described five stages of develapiml) novice; 2) advanced
beginner; 3) competent; 4) proficient, and 5) ekp&he details of changes in practice
across these phases are relevant to this workflectien. Novice and beginner nurses
tended to understand situations as a series akegitselements to which they applied
rules in order to determine the action that wakeddbr. Nurses reaching the
competent stage were able to determine the defireeewance those facts had to the
situation and modify a plan of action based onsiecifics of the situation. Those
plans would also serve to guide future decisions.

Nurses at the proficient stage rapidly sized upasibns, moving various
elements to the foreground and background depermtirige decisions needing to be
made. Action for these nurses was not thoughboupresented itself based on prior
experience. At the highest level, experts dedh wituations holistically — recognizing
patterns based on prior experience and knowing wha@d. Benner (1984) used the
word intuitive to describe the expert nurse’s grasp of a sitnatml best action, causing
heated debate in her field (Benner, 1987; Lynet2088).

Expertise in physical therapy practicelhe systematic examination of expert
practice in physical therapy began in the 1990swthe team of Jensen, et al. (1990,
1992, 1999, 2007) began their in-depth inquiry imbav the most expert therapists do
what they do.

Jensen, et al. (1992) delineated five attributeetisnons that distinguish the

expert from novice therapist: 1) confidence in jpreag patient outcomes; 2) ability to
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control the environment; 3) evaluation and useatfgnt iliness and disease data —
experts used this information as a starting paintridividualized examination, while
novice clinicians tended to use standardized etialuéorms; 4) focused verbal and
non-verbal communication with patients; and 5)treéaimportance of teaching as
compared to hands-on care, teaching being viewezkpgrts as their most important
intervention.

Expanding their inquiry, Jensen, et al. (1999, 2@@dposed a theoretical
model of expert practice in physical therapy, whitdy and others continue to use as a
framework for investigation. They contended thatpertise among physical therapists
is some combination of multidimensional knowledgjeical reasoning, skilled
movement and virtue” and proposed that “all four.ntcbute to the therapist’s
philosophy or conception of practice” (2007, p. 167

Multidimensional knowledge refers to experts’ deeplerstanding of their
practice, and understanding that continues to dhoaugh reflecting on clinical
experience, using mentors to stimulate thinkingl, lsstening carefully to their patients.
The expert physical therapist’s focus tended torbéhe practical knowledge from
which she acted in day-to-day practice, a findimgt’s consistent with the knowledge
Benner (1984) found embedded in the practice oégxpurses.

The reasoning and decision-making processes userldeyt therapists were
ventures in which, with the patient as the trustedrce of knowledge about his
condition, they engaged in collaborative problerwvisg focused on the what the
patient identified as his most important needsgdenet al., 1999). The medical

diagnosis was incorporated as a supplemental piedata. In addition, experts used
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skilled facilitation of movement and demonstratestiperior ability to perceive and
assess movement dysfunction through observatiomands-on skills. Finally, they
demonstrated consistently high moral values, dwihgt they do out of a sense of
commitment to and caring about their patients @enst al., 1999).

Components of these four dimensions form the aorphilosophy, of the
expert’s practice (Jensen, et al., 2000). For @@none’s philosophy of practice
might include “the role of practical knowledge leed through reflective practice; core
beliefs about patient-centered evaluation andrreat; collaborating and teaching
patients and families to maximize function; skilllmovement assessment through
observation and manual skills; and a commitmebiag a moral agent on behalf of
patients” (p. 200).

These pictures of expert practitioners in nursing physical therapy
individuals who use practical knowledge to sizeand respond to individual situations
in context— seem consistent with one another. At least onvabtee, they are also
consistent with work being done in other fieldgluding teaching and the practice of
medicine in primary and intensive care settingsckiger & Edick, 2006; Ritter, 2003;
Smith & Strahan, 2004).

Peppered throughout these discussions of expeelaawent found in the
literature are references to reflection. Jenseal. €2007) summed it up clearly.

These expert clinicians activelyoughtabout what they had experienced and

learned. Thus, they were able to develop not tdyr clinical knowledge and

skill; but also a deeper understanding of themsehgeclinical practitioners and

their professional and human relationships withepés. Reflection appeared to
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be such a powerful theme in the development ofetleapert clinicians that we

speculate that this process may be critical tatigoing development of

expertise. (p. 240, italics in original)

Relevance to this studyThe relevance to this inquiry of understanding the
meaning of expertise in health professions is tald-f First, it points toward a clinical
knowledge, or practical knowledge, that is acquieer time as a nurse or physical
therapist accumulates experience and reflects dnaspite her notion that others can
learn from the expert's embedded knowledge if it lba articulated, Benner (1984)
remained steadfast in her belief that, ultimatebgh nurse learns from her own
experience. My interest in reflection had its span part, in my desire to educate
physical therapists who would continue to learroasma lifetime in practice and my
belief that reflection has something to do witht ghiecess.

In addition, the work on expertise has methodolalgimplications. Benner
(1984) used nurses’ written narratives as a mehusamvering the knowledge
embedded in clinical practice, while Jensen, et1#l99) used think-aloud interviews as
experts watched videos of themselves treating mtatieBoth methods were designed to
uncover the embedded knowledge and wisdom uponvémexpert was drawing and
the reasoning processes she was using. Their defilanted early seeds for my

approach to this inquiry as | discuss in the n&spter.

Phenomenology: Philosophy and Method

My aim is to lay a philosophical foundation for bahy methodological choices

and the ways in which I've come to understand mgnaimenon of interest — reflection
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as experienced by physical therapists in clinicatfice. | draw on the work of several
key philosophers, and select scholars who haveestikdem in-depth — individuals
whose work has informed my own understanding ohpheenology. | first address
Husserl's (Husserl, 1859-1938/2001; Kockelmans,71$henomenology, then make a
detour to classic hermeneutics, and return to pinenology, by looking at Heidegger
(1971) and Gadamer (Gadamer, 1960/1975; Smith,)188¥the evolution of
hermeneutic phenomenology.

Husserlian phenomenology.Phenomenology, as a philosophical movement,
originated with Edmund Husserl (1859-1938). Acroisslifetime, Husserl shared the
evolution of his ideas with his contemporariesgérently in lecture form. To get a
first-hand sense of phenomenology | turned to r@stedion of one such lecture series,
Analyses concerning active and passive synthesigutes on transcendental logic
translated by Anthony Steinbock and published i@12Husserl 1859-1938/2001).

In those lectures, Husserl criticized modern smemvith its growing
specialization, for its departure from the truersewf knowledge — logic. To Husserl,
logic was thea priori science of sciences. He was referring to trardsaal, rather
than theoretical, logic. Husserl held that gendie®ry would only be accomplished
“through a clarification of principles that descendhto the depths of the interiority that
accomplishes knowledge and theory, i.e., into #q@his of transcendental
phenomenological interiority” (Husserl 1859-1938)12]

The Husserlian premise was that real knowing cewldt only in going inward,
transcending, as it were, theoretical knowing efworld and tapping into a knowing

that is based in lived experience. Thus, HusspHanomenology is primarily

32



Reflection in Physical Therapy Practice Literature Review

interested irsubjectas it experiencesbject Another way of stating this is that
phenomenology is “the study of phenomena, as-phenarappear-through-
consciousness" (Thompson, 1990, p. 232).

In discussing how subject experiences object, ellis$fered the distinction
between one’s perception of objewbesisand its very being-ness, or given-ness,
noema. According to his philosophy, the latter, th@ema can only be known through
the former, thenoesis and the former can only exist because of therl@Husserl
1859-1938/2001; Kockelmans, 1967).

As an example, Husserl used a familiar objechpéet one’s perception of
which at any given time depends on the angle franchvone perceives it. However,
while one is able to perceive only one view anzetithe table retains all the various
characteristics that have allowed one to perceiddferently at other times. Through
one’s various experiences of the table, one is @hietuitively see, from one limited
view, the thing itself its given-ness anoema But that given-ness only exists because
of thenoesis one’s perception of it.

According to Owen’s (1993) review of Husserl's woas his philosophy
evolved, Husserl defined phenomenology as “beiag from all presuppositions of
actual existence” and believed one could “be araihje onlooker on one’s own
subjectivity to the degree that one ceased toqyaatie in it” (Owen, 1993, p.74). Thus
Husserl’'s phenomenology came to be more than asaphy; it is also a methodology
for how one can come of know a phenomenon.

As a method, phenomenology seeks to understanaathee of human

experience from the perspective of the subjectsisieéves. Because of the
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philosophical tie between noema and noeisis, agrthenon camnly be known
through the lived experience, perception, of ihe phenomenologist, for her part,
engages in the phenomenological reduction wherebyexplores her presuppositions
about the phenomenon’s existence in order to set tiside to become the “objective
onlooker of [her] subjectivity” (Owen, 1993).

While numerous variations in approaches to phemohogy as method exist,
what they have in common, according to Guignon 220dre: semi-structured
interview, immersion in the data set, reductionhef data to themes, and then the
relating of themes to the phenomenon under stirdaddition, the researcher is
required to "bracket" previously held perspectikegarding the phenomenon in order
to prevent bias in interviewing the clients orhematic analysis (Guignon, 2012, p.
98).

Classical hermeneutics.Hermeneutics was originally applied to the
interpretation of ancient texts, especially as igpiglo biblical exegesis. Hermenutics
itself is a theory of interpretation, starting witte recognition that human phenomena
are always meaning-laden. And, because humanwlaaithey do are inherently
meaningful, any attempt to understand either must attemfgresp the (usually tacit)
meanings inhabiting what presents itself in expege In addition, those meanings are
accessible to us because “we ourselves are meanohgwing beings who are part of a
shared lifeworld” — a world suffused with meanirtigat emerged across the ages and
are part of our inheritance (Guignon, 2012, p.98).

In this original sense, hermeneutics is intendeahicover the author’s intended

meaning, and it is only after the author's meansngevealed through a rigorous,
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iterative process of study, that any process sgatisrsignificance can take place. In
classical hermeneutics the author’s intended meaaimtrinsic—found in “linguistic
signs that are intentional and shareable” — thhestéxt’s meaning is “unchangeable
and cannot be tampered with” (Pieranunzi, 19924p. Any subsequent search for
significance in the context of the modern era isthe same as making new meaning of
the text.

Heidegger’'s philosophy. Heidegger’'s philosophy is complex and important —
the latter in terms of the foundation it provides fiermeneutic phenomenology.

Born in late 19 century Bavaria, Martin Heidegger (1889-1976) wasudent
of Edmund Husserl and was profoundly influenceddiogserl’'s phenomenology.
Eventually, however, he broke away to follow aeliéint philosophical path. As I did
with Husserl, | went to Heidegger’s (1971) writidgectly. In addition, | turned to
several others’ discussions of his work for a deepéerstanding (Thompson, 1990;
Pierenunzi, 1992; Guignon, 2012).

Heidegger’s chief philosophical difference withdserl's work came about
through his shift to ontology. Where Husserl ramedifocused on epistemology
whatwe can know of something ahdwwe can come to know it, Heidegger shifted
his focus to ontology, the very nature of existei®elf. Thus, Heidegger’s philosophy
departed from traditional phenomenology and mowedtd the question of "Being,"
from which he derived his hermeneutic phenomenaology

“They” and “Authentic Self” Heidegger spoke of "Being" to describe the

overall sense of being-in-the-world. When Heidedgis about "world," he doesn’t
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mean the physical world we live in. Rather, he nsele world as the totality of what
is.

The world is not the mere collection of the couteady uncountable, familiar

and unfamiliar things that are just there. Butmaitis it a merely imagined

framework added by our representation to the susuch given things...World
is the ever-nonobjective to which we are subjedbag as the paths of birth and

death, blessing and curse keep us transporte@eitwy. (Heidegger, 1971, p.

44-45, italics in original)

He went on to state that while a stone, plant anahis world-less, the peasant woman
“has a world because she dwells in the overtnebgiofys, of the things that are. Her
equipment, in its reliability, gives this world acessity and nearness of its own”
(p.46).

To understand the difference Heidegger makes,egd to step back and
understand the way Heidegger frames “self,” whietbbrrowed from Aristotle’s view
of a human’Beingas distinct from th&eingof other animals. Humans act from two
sorts of appetites or motivations. The first is #ineer impulsive appetite that seeks to
satisfy urge or desire — Aristotlg®iesis In this, humans are like all animals. The
second type of motivation, however, is governeddagon. It concerns the worthiness
of the first order desires. Aristotle called thraxis (Guignon, 2012).

According to Guignon (2012), Heidegger's take arstdtle was that the human
is distinct in its capacity to “assess and motiveg@ctions in the present in terms of
some overarching life-plan” (p. 100). But thaeliplan doesn’t reside in his head, like

a goal to be attained; rather, the “life-plan foe® existence is brought to expression
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and worked out in the concrete stands we taketualy living out our lives” (Guignon
p.100).

So it was that Heidegger distinguished betw@enBeings. The first is the
“they,” that is, being part of one’s community asfor example, dressing or acting
“accordingly— as ‘one does’ in our community” (p. 102). Accolio Guignon
(2012),

Heidegger suggests that much of what we do in Wweaialls ‘average

everydayness’ is conditioned by our enculturatiao the practices and forms

of life of a particular community — the ‘They’ intghich we find ourselves

thrown. (p.102)

This “average everydayness,” being Ty, is akin to Aristotle’s poeisis,
which Heidegger distinguished from being on&ighentic Selfor the “self acting for-
the-sake-of-itself,” akin to Aristotle’s praxis.hig authentic self is the self with an
overarching life plan. However, contrary to hownidy sound, the authentic selhist
a way of being that is separated from one’s engagddcommunal way of being.
Instead, it exists thedoingof the everyday communal tasks. One’s life plaash’'t
exist in themindbut in thedoing If the life plan lived in the mind, like an almstt set
of goals, then action would be “purely instrumeyitddat is, aimed at accomplishing
those pre-conceived goals. Instead, in Heideggéilesophy, the life plan comes into
being and is worked out, in the concrete stufflvirig out our lives” (Guignon, 2012,
p.100).

As human beings, then, we alevaysparticipants in a wider historical and

cultural context, engaged in the practical day#g-dctivities according to the norms of
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our community, the context in which our life-plaontes into being. According to
Heidegger, th&@heyand theAuthentic Selare not properties or attributes; rather,
they're ways of being that manifest themselveswargety of ways, but are always
there.

Modes of engagement in the world=or Heidegger, world itself is not just
physical, but is constituted, too, by the meanigg situatedness that give us our
culture and open our possibilities for being. Thenethree ways, or modes, that enable
us to engage, to be-in-the-world (Packer, 1985).

Heidegger maintains that daily living is holistWe do not move through the
world interacting with it as though it were a setliscrete objects or entities. Rather,
we interact with it from a contextual foundationeshbedded, shared meanings. In the
first mode of operating in the worlckady-to-handywe know how to proceed
holistically with a task. It's in the acting it§¢hat we know something (Packer, 1983,
p.1023).

Heidegger used the example of a hammer in a woddgpshop to explain this
mode. We use the hammer and experience it ingeled our overall task carpentry.
In this mode, the project (carpentry), the toolsuse to accomplish it (e.g. the
hammer), the outcome of the project, and what tbgept means to us, are all
interconnected. We don’t experience the hammardistinct entity out of context —
we know it in the context of its designed use dredgroject we undertake. Thus, the
ready-to-hand mode is natural, smooth, and whalhtextual. It is embedded with rich
meanings that are determined by the confines otolture (Pieranunzi, 1992, pp. 89-

90).
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When faced with a problem for which the ready-tadhanode proves
insufficient, we move into the unready-to-hand modis mode involves brief
problem-solving to facilitate moving ahead with theent of the project. For
Heidegger, this mode is still situated and contaixtout not to the degree of the ready-
to-hand mode. In it an attempt is made to undedstle manner in which objects,
situations, and meanings fit together. To contiwith the workshop analogy, the
“hammerer” might stop to wonder why the procesbBariimering is not proceeding
smoothly. Perhaps the hammer is too large forytpe of nail, or it could be that the
doer is rushing and needs to slow down. In thislenaf being, the do-er examines the
context and attempts to restore the smooth readhatol way of being.

We move into the third mode, present-at-hand, wiether of the above is
sufficient to continue the “project.” In the presat-hand mode the do-er detaches
from a situation in order to analyze the actiorksgg to understand the problem and
how she can solve it. The goal remains compleaiidhe intended project. This mode
represents an area of abstract thought and reques detachment from the
immediate context in order for the do-er to pereaiiscrete entities of which it's
comprised (Packer, 1985).

Hermeneutic phenomenology Following on Heidegger’s philosophy, we can
examine the phenomenological approach that sometiaies his name —
hermeneutic, or Heideggerian, phenomenology. Tapgehermeneutics is the science
of interpretation. It starts with the recognititht human phenomena are “always
meaning-laderi Because humans and what they do are inhererggnmdul, any

attempt to understand either must attempt to “gtiasfusually tacit) meanings
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inhabiting what presents itself in experience” (@wn, 2012, p.98, parentheses in
original).

In contrast to traditional hermeneutics, in whilsh author’s intended meaning
is considered to be the only valid meaning, in ldgger's hermeneutics multiple
meanings are accessible to us because “we oursgl@seaning-endowing beings
who are part of a shared lifeworld” — a world ssf#d with meanings that emerged
across the ages and are part of our inheritancig(Gn, 2012, p.98).

According to Packer (1985), in hermeneutic phenmitgy we gain access to
the phenomenon through the “textual structure efyay practical activity” as
opposed to, for example, an abstract system dioakas espoused by rationalists.
Thus, the ready-to-hand mode is the “starting pfac@ermeneutic inquiry” (p. 1086).

Packer (1985) challenges the researcher to relgargttempt to eliminate, her
own firsthand experience with, and innate undeditanof, the phenomena — the
actions — under study. Hermeneutic inquiry hasaular structure: it starts from a
general sense of what things are all about, usg$tckground of understanding in
order to interpret a particular phenomenon, andherbasis of that interpretation,
revises the initial general sense of what thingsadirabout. The claim of hermeneutic
phenomenology is that, in understanding the hunwarare always trapped in such a
“hermeneutic circle,” though this circularity shilal be seen as something positive: it is
the enabling condition that first gives us acceghé human in general (Guignon,
2012, p.98).

Packer (1985) describes this same concept asteonslaip between the

researcher’s three modes of engagement. As résedrioegin with my ready-to-hand
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engagement — my inherent grasp of the situatiorhyAprior to, and distinct from,
propositional knowledge” of the situation, serveglee “grounding for all
interpretation” (p. 1089). Interpretation beginsem | step back slightly to consider its
meaning, transitioning to unready-to-hand engagémacker goes on to point out
that if we “push interpretation into the presenttahd mode, we find ourselves left
with ‘assertions’: context-free propositions ababstract objects and their predicates.”
Once we go there, we’'ve moved beyond interpretatidghe hermeneutic sense since
“interpretation continues to make reference toftiséorical and personal background,
whereas assertion ignores it” (Packer, 1985, p9)108

There are two ways, then, in which the ready-todhande is the correct
starting point for the hermeneutic investigatiorhafan action. First, it's in the
participant’s ready-to-hand engagement with thenpheenon that we gain a window
into the phenomenon. Second, the primary soureere$earcher's grasp of the
situation — her own and the participant’s — is tigio her ready-to-hand mode of
engagement. As Packer (1985) put it, “our skilfedognition of social acts, our
emotional evaluations, inform us when we obsendestndy people and their actions”
(p. 1089).

Gadamer’s contribution Hans-Georg Gadamer studied with Heidegger and
was influenced by his approach to hermeneutic pimenology. He is best known for
his contribution to the philosophical understandmghe way in which time helps to
create the distance needed for interpretation (Gadal960/1975). Smith (1987)
provides an in-depth discussion of the philosodipoamise on which this is based. In

a thorough discussion of Gadamer’s contributiohgoneneutic phenomenology, he
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points out that the “temporal distance that existglation to the interpretation and the
to-be-interpreted past text is a prominent them@adamer’s writings” (p. 205).
According to Smith, in Gadamer’s philosophy, tl@mporal distance, or distanciation,
exists only in order to be overcome by interpretati

But how is the distance overcome? Participatimothe world of the text makes
overcoming the distance possible. This particgratiappens by virtue of the fact that
we are historical beings and share something o$tle&al and cultural meaning of the
text’s author. The image Gadamer used to représenis a fusion of horizons, that is,
a merging of the horizon of the author, with higmal intended meaning, also referred
to as the horizon of the text, and the horizorhefreader who is now interpreter. This
merging makes it possible for the reader to approlae interpretive task. This fusion
leaves only a relation of participation betweenréader and the text (Smith, 1987,
p.211).

By my understanding, this distanciation, overcahwaigh it must be if
interpretation is to happen, is not merely an alyetw interpretation. This separation
in time leaves the text in something of an atemipgiede, separated from its original
context and author’s intended meaning, allowindheaterpretation to be a re-
temporalization, bringing with it the potential floew meaning. As Smith writes, it’s in
interpretation that the “text's horizon, its ideabf meaning, fuses with that of the
interpreter. The re-temporalization of the mearohg text, therefore, is the outcome of
this fusion of horizons” (p. 211).

Conclusion: Why is this important? | go into detail for two reasons — to

situate my methodological approach to understancifigction as experienced by
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physical therapists in practice, since | frame moglg within the qualitative research
genre of hermeneutic phenomenology. In additiohelps to situate my specific
approaches to hermeneutics and meaning-makinglisdassed in the next chapter, |
have not taken the usual path for doing hermenglignomenology, but have
substituted the use of narrative for the more commaedepth interviewing, thereby
necessitating shifts in analytical process. Contingnderstand something of the
philosophy underlying hermeneutics helps to proad®nceptual foundation for my
examining participants in the process of reflectirtpe ready-to-hand-mode of
engagement. It also helps me understand howttikng of their stories — orally and
in writing — is their own engagement in a hermeregortocess, for they use the distance
of time, with its openness to reinterpretationgxamine past experience. In the end,
this understanding helps me situate this phenormggaif reflection in the broader

discourse and lays a foundation for the discussforarrative that follows.

Narrative: A Broad Umbrella

For the purposes of providing a theoretical andbgbphical foundation for my
research, | address four aspects of narrativéV/Hat do we mean by narrative? 2)
Narrative as a way of knowing, 3) Narrative as $fery and identity development, and
4) Approaches to narrative inquiry.

What do we mean by narrative?

In the sense discussed it in the preceding segiltenomenologists have used
the term narrative to refer to text. The ternrat@re is also used to refer tonay of

knowing In this sense, narrative refers to an inductreg of understanding that
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stands in contrast to paradigmatic ways of knovimigrent in the positivistic sciences
(Bruner, 1986).

Some theorists and researchers differentiate leetwarrative and story,
pointing tostoryas a specific type of narrative; others make rah glistinction and use
the terms interchangeably (Riessman, 2008). Aeadbfoundation for the
methodological discussion in the next chapteraivdhere on the introduction to
narrative offered by psychologist, Donald Polkingte(1997), in a paper he delivered
at a symposium on phenomenology and narrative pdygi. His discussion reveals
several commonly held characteristics of storiedatiae.

Polkinghorne begins by reminding the reader ttatesd narratives are
“ubiquitous in people’s lives” and pointing out tivee tell stories in everyday
conversation and engage with them on televisiomanies, and in the books we read
(Polkinghorne, 1997, p.32). Human beings haveoalpity toward story, an ability to
understand the meanings it carries. This abikegwes from the character of human
experience — a point | address further in the disicun of narrative and identity below.

Polkinghorne (1997) goes on to introduce the comynbeld understanding
that narrative, or story, involves plot.

Narrative is a type of discourse or textual orgatian in which multiple

actions, happenings, and events are synthesized itemporal unity or story.

The operation that transforms the many inciderits @ame story is emplotment.

(p.31)

Narrative accounting, according to Polkinghorn@d@), begins by identifying a

setting within which the narrator introduces chéses— the location and time in which
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the story takes place. It proceeds with one orenepisodes, in which characters act in
particular ways toward particular ends, and coretudith some indication of how the
episodes coalesce into one story (p. 31). Polkingkis (1997) outline for narrative is
similar to the structure described by Labov (19d&¢ussed in the methods and data
analysis sections of this work.

Story, then, is about human action. Stories eoa¢erned with human attempts
to progress to a solution, clarification, or undawg of an incomplete situation;” they
are “linguistic expressions” of the human capatotperceive plot — connectedness in
life (Polkinghorne, 1997, p.32). Signaling a pdi@ly important link between
narrative and reflection, Polkinghorne states that‘narrative operation that produces
a coherently emplotted story is a cognitive acfitiitat involves reflective thought”
(p.31). He does not expand on this statementhaee | found other reference to it in
his work or that of others. However, his statem&mnéminiscent of Dewey’s (1933)
theory that reflective thinking is triggered by seproblem or unresolved situation, and
Packer’s (1985) discussion of unready-to-hand aadgmt-at-hand modes of
engagement being needed when procedural knowlddfe ceady-to-hand mode
proves insufficient for the intended project.

Narrative as a way of knowing. Riessman (2008) points out that viewing
narrative as an object for careful study dates loackuries if one is discussing
literature, but only into the second half of thd'2@ntury in the social sciences. There
are various views as to when and where this “nagatirn” began. What is important

is that narrative inquiry in the social sciencegéaein earnest in the 1980’s when
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researchers began challenging the traditions ¢éifreand positivism (Riessman, 2008,
p.14).

Jerome Bruner (1986) provides a description ofate as a way of knowing
that stands in contrast to positivistic approac¢bé&nowing.” He contrasts two modes
of thinking, each of which has criteria for whaneatutes “well formed thought,” and
each of which can be used to convince others okflung. One is the narrative mode,
the other, the paradigmatic or logico-scientificdadp. 11).

Examples of paradigmatic thinking include logiatim and the formal
processes of the positivistic sciences. With stites or devices for carrying out its
work, the paradigmatic — logico-scientific — modawls on reasoned analysis, logical
proof, and empirical observation in its quest t&cdver context-free, generalizable
concepts otruths. It seeks to explain cause and effect, to predidtamtrol reality,
and to create unambiguous objective truth thatoeaproven or disproved (pp 11-13).

Narrative knowledge, by contrast, is created antstructed through stories of
lived experience and the meanings they contaimelfis make sense of the ambiguity
and complexity of human lives. Where logical argmts try to convince of their truth,
stories seek to convince of their “lifelikenes3hat is, logical argument appeals to
procedures for establishing formal and empiriaathty while story “establishes not
truth but verisimilitude” (p.11). Where the logisgcientific approach to knowing
attempts to eliminate context, narrative delvegpbe@ato the particulars of a situation.
Narrative, then, seeks to “put its timeless miraateo the particulars of experience,

and to locate the experience in time and placd’3)p.

46



Reflection in Physical Therapy Practice Literature Review

In his discussion of how little is known about tih¢o make good stories,” in
contrast to all that is known about how logical @mapirical thought proceed, Bruner
(1986) speculates that this challenge may existume story needs to simultaneously
construct two landscapes — the landscape of aatidrthe landscape of consciousness.
The former is where agents, action, goals and uésalreside. The latter, the
landscape of consciousness, houses “what thosk/e@d/m the action know, think, or
feel, or do not know, think, or feel” (p. 14). d%e two landscapes may be what makes
narrative so richly complex and compelling.

In the end, it is important to note that Bruneswat arguing that one mode of
thought is better than the other, but that bothraportant to our full understanding of
reality.

There are two distinctive ways of ordering expesesrof constructing reality.

The two (thought complementary) are irreduciblete another. Efforts to

reduce one more to the other or to ignore oneea¢xipense of the other

inevitably fail to capture the rich diversity ofaiight. (p.11)

Narrative and identity. In this section | discuss philosophical and theoabt
underpinnings of the concept of life as narratarg] narrative as a vehicle for
developing and conveying identity. These conckptshe groundwork for data
analysis and interpretation offered in later chegpte

| remind the reader of the hermeneutic importasfdene, and the distance it
creates between the original context and intendeahimg of a text and the text now
open to the reader’s interpretation, as laid ouGlagamer (Smith, 1987). Itis in this

context that | introduce Paul Ricoeur’s (1985) wdrikne and Narrativea three-
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volume opus published across multiple years. Eferences here are from the third
volume.

Ricoeur (1985) wrestled with the distinction betwgohenomenological and
cosmological time — the question of whether andbje, or cosmological, time
actually exists, or whether time exists only infggs experience of it, that is,
phenomenological time.

It is difficult to see how we can draw from phenamlegical time, which must

be the time of an individual consciousness, theahbje that, by hypothesis, is

the time of the whole of reality. Conversely, tiaeording to Kant
immediately has all the features of a cosmologica, inasmuch as it is the

presupposition of every empirical change. Hencgatstructure of nature. (p.

244)

As a way to move beyond this seeming impasse,eRicextended his
philosophy to include a third type — narrated timdecording to Ricoeur (1985),
narrated time, “is like a bridge set over the bhesggeculation constantly opens
between phenomenological time and cosmological't{me44).

His argument for the existence of narrated tinmisplex; in it, Ricoeur (1985)
uses the genres and processes of history andifiermal the differences between them,
to illuminate the difference between cosmologicad phenomenological time —
between “historical time reinscribed on cosmic tiraed a “time handed over to the
imaginative variations of fiction” (p. 245). Heipts out the importance of the

interpenetration of history and fiction — the “sigsossing processes of a fictionalization
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of history and a historization of fiction” (p. 246 his coming together creates narrated
time.

Narrative time, according to Ricoeur (1985), doese than bridge the gap
between phenomenological and cosmological time olbgerves that “an offshoot from
this union of history and fiction is the assignm&nan individual or a community of a
specific identity that we can call their narratidentity” (p. 246). Ricoeur offers the
following example of this concept: if one asks &t as in “who did this?,” we may
well answer with a proper name. But, he asks, wbastitutes the permanence of the
person we refer to by that name, given that hd&d®gical organism and as such
continually changing across the span from birtdeath? The answer, according to
Ricoeur, “has to be narrative” — the appropriagpomse to the question “who?” is to
tell a life story (p.246).

According to Ricoeur (1985), the dilemma causedhieyfact that an individual
changes over time goes away if, rather than clayjromeself as being “the same,” one
makes the claim of being “self-same.” That thé-saime identity must be a narrative
identity.

Unlike the abstract identity of the Same, this ative identity...can include

change, mutability, within the cohesion of onetlifee. The subject then

appears both as a reader and the writer of itsldeyras Proust would have

it... The story of a life continues to be refigureddllythe truthful or fictive

stories a subject tells about himself or hers&His refiguration makes this life

itself a cloth woven of stories told. (p.246)
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An added benefit of Ricoeur’'s (1985) construca ofarrative identity is that it
can also be applied to a community. We can spetiecself-constancy of a
community as well as of an individual because “wdlial and community are
constituted in their identity by taking up narrasvthat become for them their actual
history” (p. 247).

As | followed the trail proceeding from Ricoeuphilosophical notion of
narrative identity, my search took me to furthesrkture in psychology (Bruner, 1987;
Bruner, Charon, & Montello, 2002; Guignon, 2012]liHg, 1997; Polkinghorne, 1991,
Polkinghorne, 1997; Randall, 1995). This was mopssing — I'd already discovered
Jerome Bruner (1986).

| also discovered conversations in the psychagheliterature about the nature
of therapeutic work being, in part, to engage ¢tien the development of life-stories
that characterize themselves as unified and whelles (Angus & McLeod, 2004;
Parry & Doan, 1994). While it's a vast disciplimeitself, and | do not go into this area
of the literature any further here, | raise it hesmit helped me realize that | was
thinking too narrowly about the power of narrataseit relates to self and identity. For
this view of psychotherapy to be valid, life stgrigould need to do more than carry
and communicate identity, they would need to chamggeate it. Where didhat
discourse reside? Ricoeur (1985), as we saw alpouged to this path.

Donald Polkinghorne’s (1997) work is helpful helne;took up Ricoeur’s
philosophy and moved it forward by providing a thagh examination of ways in
which narrative can contribute to identity devel@mn Taking on Ricoeur’s

arguments, Polkinghorne noted that narrative iglteeourse form best able to convey
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who we are as actors across time. He pointedwoRiocoeur had expanded the idea of
narrative identity by borrowing Aristotle’s notiaf imitation (mnimesi$ — the essential
characteristic of narrative emplotment (Polkinglegri®97, pp 47-48).

According to Polkinghorne (1997), Ricoeur desatibarrative mimesis as an
unfolding process — “the answer to who one is (thabtne’s personal identity) does not
appear immediately out of the words of the storgid’s life, but only becomes
apparent as one circles through the three senssambtment” (p. 48, parentheses in
original). These three senses, according to Pgikame, are Ricoeur’s version of
Aristotle’s mimesis.

The first mimesis derives from the fact that hurbamgs share a pre-narrative
understanding of human actions. However, upon @xamthat understanding, one
comes to see it as unfinished — in need of naggfwlkinghorne, 1997, p.48).

The second mimesis occurs in the production ofdileaged, narratively
configured self-story” (Polkinghorne, 1997, p.5%)ere, one uses plot to arrange life
into a meaningful whole. Narrative is requiredaocomplish the move to a unified
identity that is inherent, but not yet accomplished..pre-narrative existence” (p.55).

In this second sense of mimesis, Polkinghorne{L88scribes narrative in a
way that seems to be related to reflection. Thatarrative is a “retrospective,
interpretive composition that displays past evantse light of current understanding
and evaluation of their significance” (p.57). Thaunds like Schén’s (1983)
reflection-on-action, but Polkinghorne (1997) takdseyond mere recall of experience,
stating that “the creative and constructive natinearrative composition allows for

different stories about the same past events” jp.bBeturn to this idea later in
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discussing Mishler’s (1995) notion that, in nanafieachelling results in a different
told.

The third form of mimesis gets at the heart of tinhee been seeking.
According to Polkinghorne (1997), in mimesis thitbe, life story created in mimesis
two is taken up by the individual whose life is thébject of the story, and incorporated
into his “operating personal identity, the undeangiag uncovered and created...in the
story” (p. 60). Identity is created and expandgchérrative.

Polkinghorne (1997) ends with the following:

We are activities, that is, verbs, not noun-likbstances. We are not empty

containers, passively accepting and becoming wlkatdentity our story

culture happens to use to fill our container. Qumtent is our active embodied

engagement with others, the world, and our selye62)

The idea that identity development is related eodteation of life-stories becomes
important to the meanings | make of this study'®da

| turn now to contributions Bruner (1987) madeutmlerstanding the concept of
life as narrative. He begins by covering the namifiar concept that humans have no
way other than narrative to describe “lived timad “the mimesis between life
and...narrative is a two-way affair...Narrative imitatde; life imitates narrative” (p.
12). What Bruner adds to the discussion is an éatron of the relationship between
culture and autobiography. He describes the allfjushaped cognitive and linguistic
processes that guide the self-telling of life nweg suggesting that humans become

the narratives by which they tell about their livéhus, culture shapes identity.
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Numerous other theorists and narrative researdtzess expanded upon this
discourse on life as narrative and the relatiorshipong life-story, narrative based on
experience, and autobiography (Bruner, 2001; Free$nBrockmeier, 2001;

Langellier, 2001; Linde, 1993; Mishler, 1999).eturn to the work of several in the
coming chapters as they help me understand andsdisbis study’s findings.

Narrative approaches to inquiry. Narrative inquiry is not one thing, rather, it
is a collection of approaches to understandingrtbanings contained in narrative. In
the introduction to her text on narrative methoglgli@d to social sciences inquiry,
Riessman (2008) describes a continuum of ways iohwiarrative is defined and used
in social science research. At one end is thdriotise definition of social linguistics,”
where narrative refers to a “discrete unit of digse, an extended answer by a research
participant to a single question” (p.5.); at thieest are “applications in social history
and anthropology, where narrative can refer tordaimeelife story, woven from threads
of interviews, observations and documents” (p.5).

| situate my work, in part, in the genre of nak@inquiry because, as discussed
in the next chapter, narrative is the window thtougnich | view participants’
reflective processes — the phenomenon of intelasuture chapters | discuss literature
on narrative inquiry that informed decisions abtypes of data to collect and
approaches to analysis and interpretation. Insbesion | introduce a framework into
which that literature fits.

As a foundation, | return to hermeneutics andgdye between a text and its
meaning. Linde (1993) points to the potentialdootvn in a sea of equally possible

interpretations of any text” and suggests that vphatvents it is the fact that, “as social
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actors, we make interpretations for a particulappse within the constraints of a
particular social world” (p. 96). She offers theample of a three-way conversation in
which any two listeners have slightly differentargretations of what the speaker said,
and, because that is as expected, the interastiable to continue. She refers to this as
an important “social resource, since it permitgfiattion to continue without exact
agreement, which is certainly a rare commodity9 ).

Linde suggests that what'’s true for participantsanversation holds for the
researcher studying a text that has been distdnmexits original social and cultural
context. The investigator cannot determine a ‘igilcgrrect interpretation” but can
attempt to produce one or more interpretations\llabe adequate for the analytic
purposes of the investigation” (p. 96). This isinr@iscent of the hermeneutic
arguments discussed earlier. Of note, here, iadhen that the researcher brings a
specific purpose to her work.

Mishler (1995) incorporated the researcher’s psepato his development of a
typology of models of narrative analysis. Acknosdeng the growing diversity of
approaches to doing narrative inquiry, Mishler w6t view it as a problem-centered
area of inquiry. From that perspective, it will alys include a multiplicity and diversity
of approaches” (p.88). He developed the typolaghctively, sorting studies based on
the types of problems addressed and the methods U$®t process led Mishler to
identify three major categories, which | descrileeehas a means of situating the
aspects of narrative inquiry used in this study.

Reference and temporal ordeln this category, Mishler (1995) includes work

in which the investigator claims to be connecting temporal ordering of events in a
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narrative account with a sequence of real event#. he introduces the notion of the
“order of the told” — the succession of real evengnd the “order of the telling” — the
succession of events as represented in the narrativ

Mishler (1995) describes studies in which the gtigator claims the text is
“recapitulating the told in the telling” (p. 91)a-direct correlation between events as
they occurred and as they’re reported. A secopdoagh is taken by investigators
claiming to be “reconstructing the told from théitg” (p.96). Here Mishler addresses
narrative that is interpretett as a direct recapitulation of events, but as a
representation of events as the narrator has comiew them from some future point.
In a third variation, Mishler refers to the worklagtorians, for example, as “making a
telling from the told” (p.100). These ways of tkimg abouttellings andtolds provide
a theoretical framework | apply in this study’saanalysis and interpretation.

Textual Coherence and Structureln thissecond category in his typology of
models of narrative analysis, Mishler (1995) inés@pproaches tracing their roots to
structuralist models of literary analysis. Withine subset, discourse linguistics,
Mishler introduces work such as that done by Lafi®72). | discuss structural
analysis in more detail in the context of this stadlata analysis and interpretation.

Narrative functions: Contexts and consequencédishler’s (1995) third major
category contains approaches to narrative ingtay focus on the “‘work’ stories do,
on the settings in which they are produced, anthereffects they have” (p.107). The
first subset in this category includes study ok“tlarrativization of experience”

(p-108). In it Mishler discusses the fact thahtanber of psychologists view the
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construction of personal narrative as central¢ergse of one’s self, of an identity”
(p.108), which | discussed previously.

Riessman’s (2008) text on narrative inquiry i®alsganized, in part, around a
typology of approaches to narrative inquiry — ohe developed to aid in teaching
graduate students (p. 17). Riessman includescitegories of narrative analysis —
thematic, structural, dialogic/performance, andi@isanalysis — the first three of which
| use in this study.

Thematic analysis, according to Riessman (20@8)ydes exclusively on the
content of the narrative. In this approach, treifis on Mishler’s “told” — what is
said or discussed in the narrative (p. 53-54)camtrast, structural analysis focuses on
the narrative form in an effort to uncover whatah add to one’s understanding of the
narrative’s meaning, going beyond referential megsi In other words, the focus in
structural analysis shifts to the “telling” (p.77).

Riessman (2008) describes the third categorypgialperformance analysis, as
an interpretive approach to oral narrative thasudements of both thematic and
structural analysis, but adds to them — “if thematid structural analysis interrogate
‘what’ is spoken and ‘how,’ the dialogic/performagiapproach asks ‘who’ an utterance
may be directed to, ‘when,” and ‘why,’ that is, fehat purposes?” (p.105). Riessman
refers here to the foundational work of Nessa Wimlf€L978), which 1, too, turned to
for assistance in analyzing performative aspectistefactions portrayed in this study’s

data.
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Conclusion

In this review I've situated this inquiry into tipaenomenology of reflection as
experienced by physical therapists in clinical pcacwithin three discourses:
reflection, especially as applied to health pratess phenomenology, as a
philosophical and methodological approach to baimg knowing; and narrative, in
several of its meanings — an inductive way of kmayyia vehicle for understanding
one’s life and identity, and a broad approach tuiry. Along the way I've
foreshadowed connections | make between the litexat within and across discourses

— and this study’s methods and findings.
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CHAPTER Ill: METHODS

Overview

As | assume is the case for other researchegsidited this methods
description numerous times — on each occasioningvisso that it would, as
accurately as possible, communicate to my reatiermeans by which I've conducted
this inquiry. As | return one last time, for noWwn at the juncture of having analyzed
and made interpretive judgments about the meardntamed in my data, and have
captured those meanings in writing. It is in ttasitext that I've become aware that
detailingwhat! did as | engaged in this inquiry is easy compared ttetstanding and
conveying in writingwhy | took the various turns | did. Thus, | frame tmsthods
section as a combined genre — a chronicle of keptsvand actions, and the story that
embodies them.

The phenomenon | explorersflection as used by physical therapists in
clinical practice. As | addressed in the previous section, my for&y ihe work of
philosophers and theorists who laid the foundatowrunderstanding andoing
phenomenology and those who wrote about them —dlud$859-1938, translated
2001; Thompson, 1990; Owen, 1993), Heidegger (GungR012; Johnson, 2000),
Ricoeur (1981, 1985), Packer (1985) — informed mgislon to position my
methodological approach within the framework ofrheneutic phenomenology. That
said, | have not followed the typical method dming hermeneutic phenomenology —
that is, | did not do in-depth interviews to accasd explore the participants’ lived
experience of the phenomenon. While retainingritexpretive and iterative aspects of
the hermeneutical process, I've taken a narragppgaach to uncover and understand

the lived experience of the phenomenon, usingesaf clinical practice written by
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participants and conversations they had about thimsees as the lens through which |
glimpsereflectionbeing lived by these physical therapists.

The approach to phenomenology used in this stegyired multiple layers of
methodological choices which can be confusing tiog therefore, | offer the

following diagram and table as aids.

Figure 1. Map of Methods

Raw data: Crafted participant stories:

For each.partlmpant.. - Crafted three participant stories: Journeys
e Written narrative from experience through unbundling
¢ Unbundling transcript

Wy 4

Analysis and Interpretation

First tier: Content themes (the what)
Data:
« Written narratives (all 6 participants)

« Unbundling conversations to confirm meaning
made of written narrative

Second tier: Process analysis (the how)
Data:
« Unbundling conversations
¢ Participant stories

Discourse analysis: lterative process

Analysis of performance narrative
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Figure 2. Methods: Table of Contents

Methods: Table of Contents Page

Research Setting........c.ovii i e 61

PartiCiPantS. .. ..o i e e e ae e | B8
SIBCHION. e 68
DemOgraphiCsS......cuv i e e e e e eeeene. | B9

(2 1= T 18] 01 PP 70

Analysis and Interpretation.............coooviiiiiiiiiiii i i ieieeeeenn | 10

Theoretical fouNdation......... ..ot e 70
Preparing the data.............cooii i e e e e 81
Two-tiered analysis: The what and how of reflection....................... 86

Tier one: Thematic analysis of content..............c.oooviii s vemin. 87

Tier two: Analyzing the unbundling process..............cocumevveen.... | 88
Revisiting content tOPICS.......ovvvviieie i e e 92
Participant use of performance narration..............ccccceeeeeeeeeen| 92

EVAIUALION. . ... e e .95....

As the map and table indicate, | first provideadlstof the research setting,
participants, and data. After laying these otiyh to my process of meaning-making

— the story of my growing toward narrative methadgl.
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Research Setting

The setting for this study is the Physical Ther8peyvices department at
Northeast Medical Center, a large academic medgater in the northeastern United
States. Located in a large metropolitan areacéin¢er provides inpatient and
ambulatory services to many thousands of patieath gear in its 950-bed acute care
hospital and ambulatory care center, and acrosctimmunity health centers. The
physical therapy department provides servicesgatiants at the main hospital and
outpatients at the hospital and health centerke any research setting, NMC brought
with it advantages and disadvantages to this resestudy.

Advantages and DisadvantagesSince access to any phenomenon is mediated
by language, Moustakas (1994) rightly points oat tine requirement of
phenomenological research is engaging participahtshave experienced the
phenomenon under study and can put language Myitexperience is that most
physical therapists with whom I've practiced inhehg reflect in some manner as they
go about the everyday tasks of clinical practicg,llalso find that most are unable to
put precise language to their reflective process.

My belief that therapists deflectin the course of clinical practice is based, in
part, on the many conversations I've been privintavhich therapists wrestle with
understanding their patients and determining whetiey/'re providing appropriate
treatment to them. Schon (1983) might point tchstanversations as examples of
reflection-on-action, but while some of these tpe&sts would describe the thinking
behind such conversationsra$lection,many wouldn’t label it at all Additionally, the

educational and practice literature in physicatdpg is filled with references to
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reflective practice and reflective practitionederfsen & Paschal, 2000; Plack &
Santasier, 2004; Wessel & Larin, 2006; Wong & Bit§s2007) but the terms are often
used differently or without a clear definition dktphenomenon to which they’re
referring.

Part of the dilemma of language, as | see ihas teflection is not merely a
cognitive but a metacognitive phenomenon (Dewe@31®ezirow, 1990; Schon,
1983). It is abstract — difficult to pin down. WheEve asked colleagues to tell me
about reflection as they've experienced it, thallbiack is often to talk about what
happened in a patient encounter — what they ditbar they felt. In other words, they
modeled it for me, or attempted to. This has hgsticularly true when I've engaged
students and novice clinicians in discussions dtirvgraboutreflection. It has been my
experience that even physical therapists who belilegy recognize reflection when
they experience it, even distinguishing it fromestbognitive tasks such as clinical
reasoning or clinical decision-making, are unpsttiat describing it, lacking a
language to talk about it.

As | grappled with whether I could overcome thdKiteg about it” dilemma in
order to investigate the phenomenon of reflectioallal began to work as an
educational consultant in the Physical and OccapatiTherapy Department at NMC.
I'd been a member of the physical therapy facultgreacademic affiliate of NMC for
over ten years, but had never practiced physiesbfly at NMC. As | began my work
at the hospital | realized I'd stepped into a dapant that embraced, as an explicitly
stated component of its professional developmendtdf, a structured reflective

process involving writing about and discussingie®of clinical practice. Virtually

62



Reflection in Physical Therapy Practice Methods

every therapist in the department had this tangikfeerience of “reflection” and
encountered it through a similar process.

This was an approach | had neither seen nor h&aat & other clinics,
including the hundred or more in which I'd placdd/gical therapy students over the
years. | was convinced I'd encountered a uniquyedpnity to study the phenomenon
of reflection. It put me on the path of havinghaiansshowit rather thardescribeit.
The department’s process, which | describe bel@d,resulted in artifacts, including
therapists’ written clinical narratives and vided<linicians discussing their narratives
with a more senior member of the department. MyHa” was that this could provide
a window through which I'd be able seephysical therapists engaging in reflection,
thus exposing the phenomenon to study. | was mediof Packer’s (1985) argument
that the rightful object of hermeneutic phenomegwlis the participant’s everyday,
ready-to-hand, engagement in the phenomenon (®)108us | came to view the act
of writing and discussing a story of clinical piiaetas providing the access | needed to
the phenomenon under study.

Another advantage | perceived was that | knew NMl, understood how
physical therapy was practiced there, and was irs@aein its culture. In terms of
hermeneutical phenomenology, my direct experieritte thve context in which these
reflective acts were occurring resulted in readyeas to my own pre-understanding of
the phenomenon, a critical pre-requisite to intetqtron (Packer, 1985). The final
advantage was a practical one. As a member gilthgical therapy faculty in a sister
organization and an educational consultant at tspikal, | had access to participants

and data for this study.
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As is often the case, some of the same conditlwatsfacilitate the research
process can, at the same time, be disadvantadpesfadt that | intended to study the
phenomenon of reflection as lived by participantsny own setting made me an
insider. While that insider status gave me reambgss to understanding the context in
which the phenomenon was being experienced, itiatseased the challenge of using
my pre-understanding to constructively help in mgaming-making rather than
overwhelming or obscuring the meaning of the phesoon as lived by the
participants.

| shared the culture of the organization, includimg value placed on reflection,
and had a pre-existing perception of the reflegbinecess I'd be studying. | also knew
my participants and had formed perceptions of tasralinicians. Did | think of some
asreflectivepractitioners and others not? | didn’'t believelaat was aware that being
conscientious about my own reflexivity throughcuwe tesearch process would be
critical.

Creswell (2007), like most qualitative researchacknowledges that the
researcher brings her “values, biases and undeiaggsi to her work, even stating that
“intimate knowledge of a setting may be an asgetf14). At the same time he warns
against studying one’s “own backyard” as the disadlages, in the end, more often
outweigh the advantages. “Unless a compellingraent can be made for studying the
‘backyard,” | would advise against it” (p.115), warns. In the end, | believed | had a
“‘compelling argument” to proceed with NMC as thegarch setting — despite my

insider standing. The decision came down to thetfeat the setting and its
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participants provided a rare opportunity to seespia} therapists engaging in a
reflective act.

| have been rigorous in my attention to researahdsrds and my own
reflexivity, and as | disseminate the results of 8tudy and add my interpretive voice
and those of my participants to the professiorsdalirse on reflective practice in
physical therapy, | work to remain transparent wébard to my insider status and will
acknowledge the study limitations caused by thisngechoice along with the inherent
advantages.

Context: The Clinical Recognition Program (CRP) atNMC

CRP Background.Implemented in 2002, the Clinical Recognition Peagr
(CRP) came into existence through the vision afattsfof the leadership in NMC’s
Patient Care Services division. Itis a prograsigieed to recognize and reward
clinicians “at the bedside” as they grow in clidieapertise and use it to care for
NMC'’s patients. Developing a program with cleatbfined standards for recognition
and a valid and reliable process for measuring timectinicians applying for
recognition was a daunting task requiring a colfabee effort of the clinical
disciplines comprising Patient Care Services — MgrOccupational, Physical, and
Respiratory Therapies; Speech and Language Pathdb@plaincy; and Social work.

During CRP’s development, representatives frometltksciplines worked to
identify themes of practice that cut across theid§. The group borrowed nurse
researcher, Patricia Benner’s (1984), qualitatiethod of analyzing clinical narratives
written by those providing patient care. Theseatares were short stories based on

clinical practice experiences. After individuadipd collaboratively analyzing 100
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narratives, the group identified three cross-cgtpractice themes: 1) Clinician-patient
relationship, 2) Clinical decision-making, and 3)li@boration and teamwork.
Adapting Benner’s levels of development along aiceto expert continuum, they
determined that the CRP would have four level€rityy, 2) Clinician, 3) Advanced
Clinician, and 4) Clinical Scholar.

Each discipline, including physical therapy, thesadibed how these core
themes of practice were manifested by its pracigie at each level and defined
expectations for recognition. The result was d drlineating practice standards for
each theme at each level. In physical therapy,tdsk was accomplished through an
internal process using focus groups, clinical riasea, and resource documents of the
profession Guide to physical therapist practi@®03;Standards of Practice for
Physical Therapy2007), followed by an external review of its datalgsis and
practice grid. That reviewer provided the perspectonsistent with the growing
literature on expert practice in physical theraphgt NMC clinicians appeared to be
describing a fourth practice theme — Movement.iniitely, that recommendation was
accepted as part of the Physical and Occupatidmadapy practice grid.

All physical therapists in the department partitgoia the CRP. Achieving
recognition at Entry- and Clinician-levels is matwatg, thus establishing a minimum
standard for practice. Pursuing recognition ata&ubed Clinician and Clinical Scholar
levels is optional and carries reward in the foffma pay raise.

Recognition processThe process of being recognized as practicing at a

particular level varies, but in all cases the cligan must write a narrative and discuss it
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with either a senior member of the department pragentatives of the CRP Review
Board.

The written narrative has specific meaning in thetext of CRP. It is a short
story of clinical practice, typically 3-4 pagesl@mgth, that a therapist writes based on a
patient she treated during the previous six moniiiee CRP Websiteinical
recognition program, accessed, April 18, 2Pbffers the following description:

A clinical narrative is a first person ‘story’ wiein by a clinician that describes a

specific clinical event or situation. Writing thamative allows a clinician to

describe and illustrate her/his current clinicalqgtice in a way that can be easily

shared and discussed with professional colleagassyctions for writing the

clinical narrative).
Suggestions for the types of situations to selet¢ha basis of narratives include those
that: were particularly demanding; illustrated hihw clinician’s intervention made a
difference in patient outcomes; or gave the clananew insight into her role as health
care provider. After writing a narrative for th&®E, the therapist meets with at least
one other clinician to discuss it, a process refeto at NMC asinbundling. From this
point the process varies depending on CRP level.

Therapists being recognized at Entry and Cliniéésels are evaluated by their
clinical supervisors as meeting the criteria faithevel. They then write a narrative
and meet with the department director to discussidving read the narrative, she
makes observations and poses questions in an dtterfgeilitate the clinician delving
more deeply into the clinical experience about Wighe chose to write. This is a

developmental process but is not used to evaleatd bf practice.
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This is not the case when applying for recogniabthe Advanced-Clinician or
Clinical Scholar levels. With rigorous standardsl accompanying pay raises,
recognition at these levels involves submittingéfplio and being interviewed by
members of an interdisciplinary CRP Review Board process that resembles the

unbundling process but has the goal of seekingeedie of a level of practice.

Participants

Participant selection. Since all physical therapists at NMC write narrasiv
and patrticipate in the unbundling process, andengich participant’s experience of
the phenomenon is unique, it seemed that any sashfierapists would suffice in
shedding light on the phenomenon | was investigatidowever, | felt my data would
be richer if my participants had varied clinicapexiences — for example, represented
practice in inpatient and outpatient settings, orked with different patient
populations such as individuals with primary ortédig, neurologic or
cardiopulmonary problems, or practiced for varymgnbers of years.

Why did this matter? Do such attributes make gedéhce in a physical
therapist’s lived experience of reflection? Pegjggerhaps not — that was not my
research question. Rather, my desire to varyqiaatnt practice experiences grew out
of my desire to encounter the experiemuzgsis of reflection from as broad a
perspective as possible so as to more fully ret®abema or existential being-ness.

In the end, a participant sample meeting allghregjuirements, in addition to
being a pragmatic choice, became evident. In 2@bén it undertook an evaluation of

the department’s participation in the CRP, the RT @T Department’s program
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review team selected six NMC PT’s as participartisose six clinicians varied in the

ways | was seeking. In addition, for each theiisted data that included a written

narrative and a videotape of the unbundling meaetiitlg either the department director

or member of the CRP review board.

| contacted these six physical therapists, ana efding and discussing the

informed consent form approved by the InstitutidRal/iew Boards (IRB) at Lesley

University and Northeast Medical Center (NMC),sad therapists along with the

senior members of the department who participatede unbundling conversations —

the department director and education coordinatanember of the CRP review board

— consented to participate (see Appendix A fordmied Consent forms).

Participant demographics. As detailed in the table below, the six particisa

at the time of writing and discussing the narratiged in this study, had varied lengths

and types of clinical practice experience. Eactheftwo senior members of the

department who participated in the unbundling hadenthan three decades of

experience.

Participant | CRP Level | Practice Setting| Patient Population | Experience

Samantha Entry Inpatient General Medical <1yea

Joel Clinician Outpatient Orthopedic 2 years

Matthew Clinician Outpatient Orthopedic 9 years

Maureen Advanced | Inpatient Pediatric 7 years
Clinician

Geoff Advanced | Outpatient Orthopedic 8 years
Clinician

Kelsey Advanced | Inpatient General Medical 8 years
Clinician

Participant Role Experience

Mark Director of Physical and Occupational Ther&ayvices 30 years

Jane Clinical Education Coordinator for PT and @fviges 31 years
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Data Types

For each participant, | accessed two pre-exisiipgg of data: 1) a written
clinical narrative, and 2) the video recordingtué participant discussing the narrative
with a more senior member of the department. tf®purpose of this study, | viewed
the written narrative as the product of a refleztet, as it stemmed from the clinician
recalling and narrating a patient encounter. Wthahtherapist subsequently met with
another clinician to discuss his narrative, reftactcontinued as the narrative expanded
and changed in an act of co-construction. | dis¢his further in the data analysis
section.

In addition to these data, | recorded and trahsdria follow-up interview with
three participants approximately 1 years latéerafiving them the opportunity to
review the written narrative and video, in whiclsked each to respond to the
following prompt:

I’m a doctoral student interested in reflectiondags such, am wondering if

you'd talk to me about what's going on (or what tvem) in your process of

writing and talking about a clinical experience.

Data Analysis and Interpretation.

Theoretical foundation. What would typically follow at this juncture is a
delineation of methods used for analysis and inétation of the data. However,
before moving to those details, | want to furtheplere the meanings of narrative and

narrative analysis in the context of this resealthhis section | present theoretical
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underpinnings that informed my choices relatedn@ysis and interpretation of this
narrative data.

Growing into an understanding of narrativeThe methods | used for this
inquiry into reflection, as I've laid them out thies, include numerous references to
narrativeand my decision to use it to view the phenomeneftecation, in the
experiences of the participants. As | mention adwvrite this after engaging in a
narrative inquiry process for months, yet | sitrgt computer struggling to capture the
meaning thaharrativeandnarrative inquiry— changing, growing constructs for me —
have come to hold. My understanding of my inqaing the means by which I've been
exploring the phenomenon of reflection seems akia landscape changing with the
seasons. Inthe end, rather than being an indic#tiat I'd gone astray — a possibility |
considered more than once — | believe this is cetafyl consistent with narrative
inquiry. | see from this vantage point that I'eeld into a methodology I'd only
vaguely visualized at the outset.

Looking back on my planned methodology for thise@rch, | realize that my
first notion of narrative was informed by how tleenh was actually used in my research
setting. That is, narrative was a thing, a stoag NMC, a short written story based on
an experience in clinical practice — and I'd comeiew it as a product of a reflective
process, thus as a window through which | mighatile to glimpse reflection.

As my research unfolded, however, my understanainghat it meant and how
| was using it in my work expanded. More accusgtat my inquiry unfolded — as |
lived it — my conception of narrative was shiftinghese shifts consisted of adding

layers — other possibilities for how | could undarsl narrative and use it in my quest
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to know the phenomenon of reflection. In serviteng quest to understand this
phenomenon of reflection, and despite it being agxamied by the uncomfortable
sense that | was moving from clarity to fogginesomething my foundation in
objectivist approaches told me should not be hapgen a research process — |
allowed it to take me where it would.

Narrative became bigger than a stanyto use Mishler's (1995) termiad. It
came to mean the process that resulted in that sttiretelling — an act of turning
experience into story, of communicating the meamimdpedded in a lived experience
through the human vehicle of story. In te#ing, then, | was afforded another
opportunity to perceive my participants’ lived expaces ofeflection — a growing
noesisof reflection’s elusivenoema

I've begun to uncover and embrace narrative’snpistieas a means of
understanding my participants’ stories — the oheyg troteandthe larger stories they
lived in practice. It's inside those larger steriand through my own use of narrative
approaches to understanding the meaning they conitat | begin to see participants’
lived experiences of reflection.

I'm not alone in having traveled a path of gromimglerstanding of the power
of narrative and the varying ways it can be concalpted. In their textNarrative
Inquiry: Experience and Story in Qualitative Res#miClandinin & Connelly (2000)
undertook to reflect on and describe what it wasuébarrative that led them to turn to
it as the vehicle for doing their work. They sunthiteup in a way that resonates with
my own experience.

We might say that if we understand the world naredg, as we do, then it
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makes sense to study the world narratively. Folifes- as we come to it and

as it comes to others — is filled with narrativegiments, enacted in storied

moments of time and space, and reflected upon addrstood in terms of

narrative unities and discontinuities. (p. 17)

In the last portion of this quote, Clandinin & Gatly (2000) adopt the notion
of continuity as discussed by Bateson (1994) inrbfection on her journey as an
anthropologist. I'd always been struck by Batesaordtion of improvisation as a
means of relating to a changing, uncertain wotklgzag people. Learning to transfer
experience from one cycle to the next, we only psg like a sailboat tacking into the
wind” (p. 82). Surely Bateson and her quest so@mntinuity in the seeming
discontinuity of life had been one of my early tears on narrative — in this case life as
narrative, life open to many potential interpretai. In the margins of her text
(Bateson, 1994, p.83), next to the paragraph irthvbhe challenges adults to work
with multiple interpretations of their life histes, I'd written, “Can kkompose two life
narratives — one based on continuity and one arodtswity?” And while | don’t
recall actually taking that challenge, I'd pennedeathusiastic “Yes!” in the margin of
the next page where she expanded on this thengsrerything | have ever done has
been heading me for where | am today’ is one varsfdhe truth, but most adults can
say as well, ‘It is only after many surprises ahdices, interruptions and
disappointments, that | have arrived somewhereildcoever have anticipated™
(Bateson, 1994, p.84).

Bateson’s (1994) discussion of continuity, in fusarved as a trigger for me to

reconsider Dewey’s (1938) thoughts on the natuexpgrience and the role it plays in
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learning. His theory of experience holds that exgmee arises from the interaction of
two principles — continuity and interaction. Thet@xperience grows out of previous
experience and leads to future experience — cattirtand one’s present experience is
a function of the interaction between past expereand the present situation. Thus,
any experiential now has a past and an imagindetpylee-lived, future.

Why pull Bateson (1994) and Dewey (1938) into th&cussion of the
evolution of my narrative inquiry process? Prdgisecausdahey help me see that the
continuity has been there all along — waiting fa& tm expand my focus. As Bateson
(1994) wrote,

A friend pointed out to me during a period whenaswomplaining of the

discontinuities in my own life that although | heldanged my major activity

repeatedly, | had always shifted not to somethieg,but to something
prefigured peripherally, an earlier minor themetlsat discontinuity was an
illusion created by too narrow a focus and continaame from a diverse fabric

and a broader vision. (p.84)

As | turn now to a description of data analysid arerpretation using the
vehicle of narrative inquiry, | will continue to ke visible those places of fogginess
and seeming discontinuity and the new clarity hgdias | learned to trust my
peripheral vision and continued to expand my focus.

Not all telling is story. As | attempted to frame in the review of literatu
narrativeis a broad term, used in countless ways — somstused interchangeably
with story,sometimes distinct from story. For the purposthif research | have

bounded the meaning of story or narrative as falow
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Story vs. chronicle of eventBor the purposes of this phenomenological
inquiry, | use story in the non-fiction, narratisense of the term as discussed by
Phillips (1995) in his work on how narratives ased in organizations. He laid out a
two-by-two typology considering fiction/non-fictiaan one axis and narrative/non-
narrative on the other. | place my working defontthere because | am examining
participants’ writings and talk about lived expeges (non-fiction) in a way that
extends beyond a mere chronicling or listing ofrése

The distinction between chronicle and story ismaportant one for this work.
As Linde (1993) discusses, the term chronicleksridrom the distinction made by
historians who “distinguish between a chroniclelgaument recounting events
temporally, usually year by year) and a historgg¢aument recounting events not only
by time but also by theme)” (p.85). To me this neetirat story has the potential to
convey meaning beyond that contained in a menadistf events, even one that is
chronologically accurate.

Borrowing my own selection of items from Moon'©(®) list of potential ways
of delineating story features, in which she drewhenreview of literature across
multiple disciplines, my working boundaries of stanclude the following features:

o Story is a form of representation of the produétstonan mental
functioning.

o There is evident coherence and structure...whiclsuslily recognizable
to the listener.

0 There is usually a purpose for telling a story.

o0 Story has a beginning-middle-end structure.
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0 There is something within the story that is outhef ordinary...that
makes the story worth telling.

0 Something is resolved or transformed between tigemhang and end of
the story. (Moon, 2010, p.28)

Narrative vs. story.l have found in some of my reading on narrativegliry
that the termsarrative andstory are used, at times, interchangeably. In other
instances, a distinction is attempted. Accordm&tessman (2008) “sociolinguists
reserve the term narrative for a general classstorg for a prototypic form.” While a
comprehensive review of the differences is beytedstope of this work, | do abide by
the following guides in my understanding and useasfative. De Fina (2003)
describes it this way:

Stories can be described not only as narrativashthae a sequential and

temporal ordering, but also as texts that inclumeeskind of rupture or

disturbance in the normal course of events, some &f unexpected action that

provokes a reaction and or adjustment. (p. 13)

Labov’s (1972) work describing narrative structoagne to my attention in
reading several authors who used his frameworkigimguishing features of stories
(Goffman, 1981). As described in Riessman (2008pov was particularly interested
in describing sequences in the structural elema&msirratives that seem to recur in
stories based on life experiences. This work gartant in informing my own since |
am working with clinicians’ stories of their cliratpractice experiences.

Labov’s (1972) framework distinguishes six elensesftnarrative — abstract

(optional, provides the point of the story), oremn (provides context — time, place,
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characters, situation), complicating action (pathe narrative clauses; event sequence
that provide plot, usually with this crisis or turg point), evaluation (narrator’'s
indication of the point of the story; what it megnesolution (outcome of the plot), and
coda (ending of the story and bringing things biackresent) — each of which serves a
specific purpose (Reissman, 2008, p.84). | ussdlelements in Chapter VI when |
analyze Joel’s conversation with Mark.

Narrative as performed selDrawing on the work of Jerome Bruner (1987), |
have adopted the philosophical view that the ssasfeclinical practice told by
participants are miniature excerpts of their lteres as physical therapists. Thus, as
Bruner (1987) wrote of autobiography, narrativelp lte structure our perceptual
experience, thereby aiding memory, as it also saiwésegment and purpose-build the
very events of a life” (p. 15).

This notion fits with Mishler’s (1999) discussiohnarrative in the prologue to
his study of craft artists’ narratives of identitie refers to speaking, narrating life
events, as social acts in which we convey idenfltyis notion of portraying our
preferred selves is developed in others’ work aé wes Mishler (1999) put it, when
speaking “we perform our identity,” and use langeiag the vehicle for social
engagement in which we “tell our stories in pafacways that fit the occasion and are
appropriate for our specific intentions, audienees contexts” (p. xvi). In this study,
as | describe in future chapters, the notion ofiggants’ performing their identities as
physical therapists in the way they tell and wiiiteir stories seems particularly apt.

Story as co-constructedlhe notion that story, and meaning, is always co

constructedvarrants a separate mention. As discussed prdyjdbe meaning of any
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story is determined by both the teller and listeaathor and readeRather than being
confident that | know the story-teller’'s intendeéamning, | bring my own meaning-
making ability to bear in understanding what it mea to me.

Narrative as a method of inquiry and analysidNarrative inquiry, as a vehicle
for understanding the meanings contained in livgoeeence as communicated in
stories grand and small, is nearly as diverseasttiries themselves. Narrative inquiry
has been informed by numerous guides who showiteesity of conceptual paths
down which one might travel with this work. Mish{d995), Riessman (2008), Linde
(1993), Coles (1989) and Clandinin & Connelly (2DBAve helped to shape my
understanding of this form of inquiry. I've alsedn influenced by products of
narrative inquiry, including Ribeiro (1994) and Mier (1999).

Mishler (1995) captures the breadth of narratngiiry in a series of questions

he proposes all those doing narrative inquiry nanstver for themselves:

Researchers have different answers for each of maestions: What is

narrative? Does it have a distinctive structure@ there different genres? When

are stories told and for what purposes? Who hasgheto tell them? What are
their effects — cultural, psychological, socialBg)

Riessman (2008) refers to narrative inquiry afaenily of methods for
interpreting texts that have in common a storiedhtd As such, those doing narrative
analysis pay attention to elements of story. Imateve analysis the investigator attends
to “actors, their sequences of action and partisufthe context in which they take
place.” (p. 11).

As | describe in a later section, while informedtbe authors discussed here
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and in the preceding sections, when faced with my data and the challenges of
making meaning of it, | found my own way by pieciogether an idiosyncratic
approach using elements from several approachsd.dil, | aimed to remain true to
Riessman’s (2008) description of narrative analgstthose who “interrogate intention
and language khowandwhyincidences are storied, not simply the contenthah
language refers” (p.11).

Analysis versus interpretationEvery qualitative researcher grapples with the
guestion of how to perform and present analysisiatedpretation of data to readers.
There is no single agreed-upon best method foetpbases of research, leaving each
to make choices in the best interest of reveahegstory the data have to tell. From
my first reading of participants’ written narratssand viewing unbundling
conversations, through transcription, coding, exation of details, and writing of
findings, I've been aware that interpretation is those companion of analysis.

As discussed in the last chapter, hermeneutiqaloagh resonated with my
belief that putting aside my experience of refl@ctis not only impossible but would
not be in service of this research. Rather, | ddpedraw on my experience as a
physical therapist and reflective practitioner éyphme to see and understand the
participant’s reflective process, as glimpsed ia #tudy’s data.

In his discussion of Heideggerian hermeneutic phemnology, Packer (1985)
refers to the importance of drawing on one’s prdanstanding of a phenomenon from
which to begin her analysis. My pre-understandihthe phenomenon under

consideration in this studyeflection as experienced by physical therapistslimcal
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practice grew out of years of practice and experiencd&efsetting in which the
participants were practicing when this study’s daése generated.

| am aware that one of the lenses through whigbwed the data was that of a
physical therapist — clinician and educator — iaffdd with the research setting. Since
physical therapy is a lens | have in common withghrticipants, | used it to help me
understand, or interpret, their stories. Howel/also bring the lens of researcher and
therefore realize that my insider status couldtliime ability to see what the data have
to say. For that reason, in addition to using nysocal therapist lens, I've done my
best to consciously set it aside and analyze paaints’ narratives in their own right.
To this end, I've paid attention to places wheeedhata surprise me, an approach
suggested by Packer (1985). I've sought out asp#d¢he texts that validate refute
my initial interpretive impressions — task to whibre remained committed.

Riessman (2008) points out that even the prodgsseparing a text for analysis
requires interpretation on the part of the researclshe writes, “transcription and
interpretation are often mistakenly viewed as tugbiinct stages of a project” (p. 21),
and goes on to discuss the choices a researchesmagarding, for example, whether
and how the interviewer’'s words and other utteraraze represented in the transcript.
Their presence, or not, can dramatically changertbéaning made of the transcript by
its reader. Riessman uses the analogy of a ptaggbgr and his photograph to make
her point.

Yet the technology of lenses, films, darkroom prast (even before the digital

age) has made possible an extraordinary diver§ppssible images of the

same object. An image reflects the aritst’s viewd conceptions — values
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about what is important. Photographers, like ngawvers, transcribers and

translators, fix the essence of a figure. (Riess2@@8, p.50)

Interpretive acts permeated my data preparatidreaalysis. In an attempt to
make my process transparent, | disclose havingoapped data analysmt trying to
eliminate them, but attempting instead to remaiaravof them and employ an analytic
process aimed at maximizing their benefit while imizing their liability. Like the
photographer’s relationship to his art, | servethasvehicle for uncovering and
conveying one view of the meaning my data holdpriparing the following chapters,
| have worked to make myself and my reader awarthd extent possible, of where
analysis ends and interpretation begins.

Preparing the data. I've identified three roles | assumed as the redear 1)
Thoughtful reader, 2) Interpretive transcriber, 8h&btoryteller.

Thoughtful reader. | began my preparation of the data by reading each
participant’s written clinical narrative, composasipart of the CRP process. Who are
the characters? What is the plot and how doesfdid? Given my familiarity with PT
practice and NMC, | began to create my own pictdrine participant engaged in the
clinical encounters being described. Across nuoereadings | paid attention to
places where | had questions about what | wasmgadistances in which more detail
would be needed to picture the encounters and staahel the meaning the participant
was trying to convey.

As an example, in Samantha’s written clinical atve, following brief

introductory comments about how she came to pragiiysical therapy at NMC, she

81



Reflection in Physical Therapy Practice Methods

launched into telling her story of working with Corander Lawrence, a patient at the
hospital.
Mr. Lawrence is a 55-year-old naval commander,itidchto

NMC April 10, 2009, following a 3-month ICU stay @t OSH for

mesenteric ischemia s/p laparoscopic appendectdthynwmerous

complications including the need for subtotal cthety, PEA arrest,

need for PEG placement and tracheostomy and neutgpéxplorations.

Commander L was evaluated by physical therapyen@J and

transferred to Bailey 12, the floor on which | viae primary therapist,

5 days later.

As a reader and a PT, | recognized in these sesgemfamiliar sequencing of
facts and a writing style typical of how a physittedrapist might begin her medical
record of a patient’s initial evaluation. They quise the classihistory of present
illness the succinct reporting of medically relevant &a¢he condensed version of
what had occurred medically to result in this pdtigeing at NMC and in Samantha’s
care.

As the first paragraph unfolded, | noted a shdtrf the medical-ese as
Samantha introduced other aspects, including bexlg-about a communication he’d
received from another therapist and the nervousstessd felt as a result of it.

The therapist who had evaluated Commander L wrotenaail to the

clinical specialist on my team to explain the patfeelong history of

hospitalization. In this email, she also touchedrenfact that The

Commander had at times been very curious as twaimeng that a
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physical therapist receives and had multiple qaestregarding the

rationale for the care that she had provided. Ndliyras a new

clinician, this part of the email made me quitevoers. (See Appendix

C for Samantha’s complete clinical narrative.)

Interpretive transcriber. | turned my attention to the videotape of the
unbundling conversation between that participadtasenior member of the
department. | listened and watched as the paatitip who | now viewed as author,
teller, of a clinical story in which she was both narratod character — discussed her
clinical experience and written narrative with drettherapist, whom | framed as
reader, listener-come-interviewer. After numeremsvings, | transcribed the
interaction verbatim. | did this for all six paipants.

| am not trained in fine transcription, the typeed by a linguistic scholar
performing structural analysis of discourse, nar Idhink it essential to the analysis |
undertook. | made my transcriptions verbatim aotbd certain non-verbal cues, such
as pauses and head nods, and verbal cues suclghtelachange in tone, and rate of
talk. |inserted descriptive notes when a speakanged her presentation in a way that
signaled a shift in how she meant it to be heandekample, shifting from talking
aboutto performingstory. My process involved three steps: 1) waigla segment of
video, 2) listening to the audio and transcribitagicturing the interaction in my minds
eye, and 3) reviewing video and transcription, itaisg notes or cues | found
significant.

| offer the following excerpt of Samantha’s dissios with Mark. In it, MARK

is the director of the PT department, and SAMANTI4An entry-level PT with
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approximately 6 months of experience. Having rf®achantha’s clinical narrative
about her work with Commander Lawrence, Mark medits Samantha to discuss the

narrative further.

MARK: Samantha | want to thank you for taking the tiri®oth writing the
narrative and also sharing the experience, uhln, nvé. Uh, | often tell staff, if
| haven’t told you personally, this is, uhh, thestoggme_Iget to spend in my
work week, uhm, because it, it gives me, uhm, grodpnity to hear our staff's
experiences and to see the very good care thatitheyovide to our patients,

so, for that, | want to thank you before we, wegjatted
mmm, this sounds like it was a powerful experiefoce/ou
SAMANTHA: It was, (laughs)

MARK: So [ p ] do yolhaaavea sense of the, the, what made this such a

powerful experience?

SAMANTHA: | think, looking back, he was maybe the first gatithat | ever
had totruly challenge me in return. So, I, | always look astwhenever we
work with patients it's challenging to figure outtyknow what they need, it’s,
it's always challenging to think about things fralifferent angles, and
prioritize, but I think socially he really, he clealged me a way | was never
challenged before. He was, questioning, and he wvas, | wouldn't say

disagreeable, it was more, sort of
MARK: Mmm, hmmm

SAMANTHA: just in his nature to be that person that question
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MARK: Mmm, hmmm

SAMANTHA: So, anything that you told him, anything that yah, any

information you provided him you needed to be ablback up

MARK: So [ p ] you kind of set the stage here, in ... haptherapist does his

initial evaluation
SAMANTHA: yesss

MARK: uhmm, they give you a, your, our usual hand-otemrocedure. They
describewhat you just shared with me, a little bit in wr@, which, seems like

just the way in which they wrote it set the stage lbe prepared!

SAMANTHA: ves, yes

Storyteller. This final stage of preparing the data for analgensisted of
constructing a holistic narrative of the participafourney from her clinical
experience, to writing the story of that experieand discussing it with a senior
member of the department. It combipesparingdata for analysis andbingthe work
of analyzing and interpreting.

In these larger participant stories, which | @dffor the three participants with
whom | did follow-up interviews, | attempted sbowparticipants engaged in clinical
practice and in telling their stories of a cliniexiperience — first in writing and then
orally in the context of a conversation. Thesgeaistories are an interpretive
representation process. They are at the samehengroduct of data analysis and a
narrative form of data I could, in turn, analyaised these participant stories in the

second tier of analysis described below.
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Two-tiered analysis: The whatand how of participant reflection. | decided

to analyze the data in two tiers as | attempteghwer my primary research question —
what is reflection as experienced by physical tpests in clinical practice?

In the first tier, | performed a thematic analysiontent revealinghat
participants chose to reflect on when provided podtunity to step back from their
everyday practice, recall an experience, and \abteut it. My aim was to explore
what the content of this reflection might reveabuatits nature. In the second tier,
focusing on the transcripts of unbundling conveosatand the larger participant
stories I'd crafted, | examined the reflective joeys of several participants for what
they could reveal about the process,hbw, of a participants’ reflection.

First tier: Thematic analysis of contentRiessman (2008) states, “All narrative
inquiry is...concerned with content — ‘what’ isgaivritten or visually shown — but in
thematic analysis, content is the exclusive fogps’53). My idiosyncratic method of
thematic analysis was a synthesis of methods peaplg qualitative researchers whose
work influenced my own (Fleming & Mattingly, 200Rjessman, 2008).

| began by reading a participant narrative toaggéneral sense of the story it
told. In subsequent readings | made notes aboat thk story seemed to be abdut
poured over each narrative multiple times befor@ingpto the next. As | did, themes
began to emerge within and across participantalldapsed and expanded themes as |
made sense of them and continued this processnantiew themes emerged.

Narrative, or story, is always co-constructedud it changes with each telling.
My data were co-constructed in two ways. In thatem narrative, the first co-

construction occurred between the clinician whoesigmced the situation and, through
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the benefit of time and language, the clinician wleaned it. An author and reader
also co-construct narrative; therefore, | gave riiyas reader, numerous reads in an
effort to exhaust the themes contained in partidigavritten narratives.

In the unbundling, which took the form of a corsagional interview, the
narrative was again co-constructed, this time pia}l the clinician-author (narrator) in
dialogue with a senior clinician-reader (listeneoyne interviewer. In the first tier of
analysis, | watched the videos of these convensamd read their transcripts, open to
new content themes that might emerge from the gseaone did. Instead, the oral
story telling served as a check of my original usthnding of content themes I'd
identified, and in some cases augmented or deepghatdnderstanding. Occasionally,
| drew upon the unbundling conversation to helpchearly represent a theme in the
data chapter that follows.

In his work with narrative, Mishler (1995) distimghes between thelling and
thetold, identifying both as important to the meaning of $hay. Applying that
distinction to this data analysis, in the first tidocused on the “told” — what the stories
were about. While in reality it wasn't a clean aegtion, | attempted to reserve

examining the “telling” for the second tier of aysib and interpretation.

Second tier: Analyzing the process$laving identified what participants had
written about — the content of their reflectionndattempted to understand its meaning
in relation to the phenomenon of reflection, in geeond tier of analysis | turned the

spotlight on participants’ process — thaw of their reflecting.

This tier of analysis began when | crafted thedticl narratives of three

participants, as described in my discussion of geg¢paration. Through them, | took a

87



Reflection in Physical Therapy Practice Methods

holistic look at their reflective journeys frommical experience, to written narrative, to
the unbundling process. | used the transcriphblndling interview, coupled with the
written narrative, to craft a larger story of trelpeach clinician traveled in telling a

story from her clinical practice.

I immersed myself in reading narratives, listenioginbundling interactions
between participants and either Mark or Jane, aading transcripts of those
interactions. My challenge, | thought, was to ustind their meaning in relation to
the reflective process employed by these threecgaants. It wasn’t until | returned to
the larger stories I'd crafted that | realized @snn them — telling the story of three
participants’ reflective journey’s — that I'd firehcountered the sense that rather than
listening to talkaboutclinical experiences, @boutreflection, | was instead witnessing
participantgeflecting withMark or Jane as they told their stories of clihegerience.
As | opened myself to being the hermeneutic vefssehese lived experiences or
reflecting, | wondered how to go about unravelingm so | could better see and
understand how it was occurring.

Having been immersed in thematic content of amglyise first thing | noticed
was that participant and interviewer talked aboptds from the narrative, at times
revisiting them several times within the unbundhingerview. This generally took the
form of retelling aspects of the story, often résaglin expanding some areas or
emphasizing different elements. My quest becantetstanding how this was
occurring, hoping it would shed light on thew of the reflecting in which these

therapists were engaged.
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Where the first tier of analysis had focused atdihd, as it appeared in written
narratives, in this phase | followed changes ieseanf tolds, like a detective following
clues. They pointed to places where | should lmoke deeply at aspects of the
tellings For this analytical task, some of linguisticthels of structural analysis —
tools and approaches — seemed important.

My initial foray into this analytical process wiauitive and consisted of
paying attention to elements of the interactiohe-discourse — that jumped out. This
is consistent with the spirit of hermeneutic inguarith which | approached this
research. | paid attention to what surprised mepintent or process, what caused me
to sit up and take notice and to open my pre-unaeding to seeing something new
(Packer, 1985).

Framing the unbundling process: Interview or comation? To this point I've
been referring to unbundling interactions as eitwgversation or interview. This
occurred naturally as | wrote about the contelat 81 the data — where my attention
was on theold — and | used terms like conversation or interwathout realizing that
| was beginning to frame the vehicle being usedHetelling (Mishler, 1995).

In hindsight, my use of two terms makes sens@asinbundling carries aspects
of both forms of talk. Goffman (1981) referredth@ common practice in
sociolinguistics of using “conversation... in a loagay, as an equivalent of talk or
spoken encounter.” He acknowledges, however, thre mestricted, common
understanding of conversation as a term referongpsual talk among two or more
individuals “during which everyone is accorded tight to talk as well as to listen

and... is accorded the status of someone whose begadliation of the subject matter
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at hand — whose editorial comments, as it werete-lie encouraged and treated with
respect” (p.14, n 8). | was responding to the wayshich these interactions felt
collegial, applying Goffman’s (1981) common undansting of conversation.

On the other hand, the turn-taking in these itéras was frequently one of
alternating between Mark or Jane posing a questiohthe participant responding —
more akin to an interview than a conversation. t Baal, Mishler (1986) reframes
interview in a way | found helpful, pointing outathinterviewees, when given the
opportunity, often “connect their responses insustained account, that is, a story” (p.
67). Coles (1989), however, reminds us thatkerviewer — by virtue of the
guestions he poses — is also telling a story.

Our questioning, Dr. Ludwig pointed out to me, ltacdwn unacknowledged

story to tell — about the way we looked at livehjahh matters we chose to

emphasize, which details we considered importaetjhagery we used as we

made our interpretations. (p.18-19)

Riessman (2008) uses Mishler’s concept when sberitées the narrative
interview, in which the goal is to generate dethéecounts rather than brief answers.
While Riessman was referring to the research irtervl found it useful to apply her
ideas to these unbundling interviews. Containitigbaites of both conversation and
interview, the model includes the use of open-emglexstions by the interviewer —
senior clinician — and longer turn-taking by theemiewee — participant. Creating
opportunity for extended narration requires thenviewer to cede control over the
interaction, which encourages greater equalitywarartainty in the conversation.

Finally, this shift can “shift power in interviewalthough relations of power are never

90



Reflection in Physical Therapy Practice Methods

equal, the disparity can be diminished” (Riessm@082p. 24). | return to the matter
of power dynamics in future chapters.

Thus | came to frame the unbundling interactiogtsvieen participants and
Mark or Jane as conversational interviews. Thiak $&ontinue to use the terms
unbundling interview and unbundling conversaticeichangeably.

Revisiting content topicsin analyzing the unbundling conversations, |
observed that the topic being talked about at amgngime was most often one
introduced in the written narrative, frequentlyurging to the same topic more than

once during the conversation. It was not surpgismfind that the topics were those

introduced in the written narrative, since the engaged in conversation were meeting

to discuss it; however, the extent of the loopdysurprise me.

For this analysis, | took one example of a topie narrative element of one
participant’s journey from writing through unbunai, and examined it in-depth as it
was visited four times. In doing so, | paid ati@mtto who initiated the topic and how
the story changed with each revisiting.

Participant use of performance narration

A tale or anecdote...is not merely any reporting st event.

In the fullest sense, it is such a statement caliéioen the personal

perspective of an actual or potential participahbws located so that

some temporal, dramatic development of the repavedt proceeds

from that starting point. A replaying will, there& incidentally be

something that listeners can empathetically insemselves into,

vicariously re-experiencing what took place. (Gafm1974)
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Stories are different from other recountings; treejold to get a point across.

In my final approach to analyzirgwstories unfolded in the unbundling
conversations, | focused on one particular forroraf storytelling that presented itself
repeatedly — performed narrative. In this gerre dpeaker structures the experience
from her own point of view and dramatizgshereby making it accessible to the
listener in the vicarious way to which Goffman refe a way in which the listener can
insert himself into the story, as if he were theféis feature was present, in particular,
in the conversations between Samantha (narratdrMak (listener), and Maureen
(narrator) and Jane (listener).

Riessman’s (2008) discussion of what she callegi@performance analysis
influenced my sense that this avenue of analysitdqgarove fruitful in my attempt to
understand the process of reflection taking pladée unbundling conversations. She
describes it as an approach that differs markediy the detailed methods of thematic
and structural analysis, stating instead thatat‘isroad and varied interpretive
approach to oral narrative that makes selectiveotiseements of the other two and
adds other dimensions” (p.105).

In this study, the approach was indicated in padause of what | noticed
occurring in the unbundling conversations — pgvtiaits acted out portions of their
stories. | found that as listener and reader glpesformances made the stories not
only accessible but particularly openniy meaning-making. In fact, the literary theory
upon which these approaches to narrative analysibualt lays a solid foundation for

the interpretive agency of the reader.
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The theoretical underpinnings of performance aig)yas Riessman (2008)
traced them, include the following key concepts. cBoosing to act out a narrative, the
narrator renders it in a way that is multi-voicd€urther, while the narrator’'s
performance can influend®w various voices are heard, she “does not haverily
word; that is, the authority over meaning is dispedrand embedded” (p.107). By
taking the listener inside the action through ustheatrical or dramaturgical elements,
the narrator makes room for the listener to becpareof the drama. “No longer
accepting the narrator as the ‘final authorityg gocial scientist can interrogate
particular words, listen to voices of minor chaeast identify hidden discourse sections
speakers take for granted, and locate gaps antemadeate sections in personal
narrative” (Riessman 2008, p. 107). In the caghisfstudy, those being given room to
become part of the drama include Mark and Janledmuhbundling conversations, me
as researcher analyzing the data, and you therrbgary sharing the performances in
this text.

Riessman’s (2008) discussion of a dialogic/pertomoe analysis approach to
narrative inquiry made even more sense to me wigendidered it in conjunction with
Goffman’s (1974) notion that “we spend more of tiore not engaged in giving
information but in giving shows” (p.509). It helge promise of a different avenue for
interpreting the meaning contained in participantgratives, specifically through their
performances, fueling the hope that it would shedentight on the reflective process in
which | was convinced these participants were eedag

The method | employed combined a detailed anabfsassegment of unedited

dialogue between Mark and Samantha and anotheebatiaureen and Jane; Joel did
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not use performance. When analyzing Samantha’$muleen’s use of performance,

| first looked at the formal features of performarbat were present. |then stepped
back and analyzed a section from the conversatidrsafted in the participant stories
for these two participants. In that portion of targlysis, | interrogate my own choices
and what they reveal about the meaning that's adadesn that text — and the light it
may shed on the social construction of meaning anphrysical therapists engaged in a
joint reflective process.

Evaluation. Finally, after working through the two-tiered &ss noted above,
| turned to the follow-up interviews I'd done withree participants. | analyzed
transcripts of those interviews as a form of trislagng data and evaluating my own
validity as researcher — meaning-maker — whennitectb seeing the essence of
participants’ reflective processes. In those intawg, participants discussed the
meaningheymade of their narrative writing and unbundling esipnces and their

reflective processes in general.
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CHAPTER IV: MEET THE PARTICIPANTS
Geoff

Geoff was a physical therapist practicing in thigatient setting at NMC and
applying for recognition as Advanced Clinician lewen he first encountered Judge
Callahan, a 65-year-old patient who worked longre@s a judge in the hospital’s
jurisdiction. He worked just as hard at maintagnenbalanced lifestyle. With two
grown sons, both of whom had families, the Judgdeprhimself on being young
grandfather who engaged in biking, running, and@eng yoga. He kept up with his
grandkids — until the past several months.

Judge Callahan was referred to physical therapiréatment of a left knee
pain, specifically tendonitis. This condition tgplly results in pain at the front of the
knee during weight bearing activities such as mgmr jumping. In severe cases the
pain is present even when walking on level surfadesige Callahan had been
experiencing these symptoms, and more. When @eedted him in the waiting room
at that first visit, the Judge was seated in a Vdhed and walked back to the exam
room using crutches. Geoff was wondering what @& going on — in addition to a
patella tendon problem.

Geoff had been practicing physical therapy fgheyears, the last six of which
had been in the outpatient setting, when Judgekatls name showed up as a new
patient on his caseload. Geoff was a skilled ciam. In the outpatient department
he'd treated countless patients with all typesrtiapedic problems — from the

relatively straightforward patient presenting waih acute problem at one joint, like a
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tendonitis, to the complex patient with multiplénjs involved in a chronic condition,
like arthritis.

Geoff began his initial examination by learningremérom the Judge about the
types of activities he was having difficulty witlthen they'd started, and how they had
progressed or subsided. From that history, hem@ted that he needed to look at
more than the Judge’s left leg for the course sfdnoblems, and suspected that his
right hip and spine were likely also involved amdfact, were likely causing his most
challenging problems. When he spoke with the duadgput focusing his examination
on these areas, Geoff encountered resistance alwkerkthat treating Judge Callahan
was going to be challenging for reasons that wegbbd his complex orthopedic
problems. Geoff navigated the challenges posedtiibypatient with the skill of an
advanced clinician. In the end, he and Judge Kalldad a productive relationship as

physical therapist and patient.

Maureen

Like Geoff, Maureen was applying for recognitionasisAdvanced Clinician
level when she wrote the narrative used as dathi®study. At that point in her
career, Maureen had been a practicing physicahpisrfor seven years, first in an
inpatient rehabilitation hospital and more receothythe inpatient service at NMC.
Her choice of a patient situation to write abouneaguickly to mind when Maureen
thought about recent patients who had been chatigrigr her to manage and from
whom she felt she’d learned something about heasedf clinician and her practice of

physical therapy.
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Fourteen-year-old Sam was admitted to NMC becatiagecent period of
rapid decline in his pulmonary status and his fiatri Sam had Cystic Fibrosis (CF), a
genetic condition that causes the lungs to seanet®us in greater amounts than
normal, and thickens, making it difficult to expét.is a chronic disease, typically
diagnosed in childhood and managed by a team agipfoaused on keeping the
airways cleared of the thick secretions, effortprevent and aggressively treat the lung
infections common in these patients, supportingoften insufficient nutritional status
caused by the way the disease affects the liningeogut, and counseling for patient
and family since CF has no cure and often lea@sdecreased life expectancy.

Maureen had treated many children and adults @&hand while every patient
presents his own unique challenge to the phydmeahpist, working with Sam and his
mom proved particularly so. Accustomed to a paoemguardian being an ally in
assuring that recommended treatments are folloae®aureen quickly learned, she
had no ally in Sam’s mom. He’'d been missing madppointments and important
treatments, to the point that legal action had lpesin taken against his mother. 51Ais
a complaint of medical neglect and gets the departrof social services involved with
the family.

So it was that Maureen came to realize she woesdl o focus on getting
through to Sam himself. Her narrative and subsatocenversation with Jane, the PT
department’s education coordinator and a memb#reo€CRP Review Board, tell the

story of that journey.
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Kelsey

Kelsey, too, wrote her narrative for recognitiaradvanced clinician level.
She’d been practicing for 7 years when she begatitig Mr. Gleeson, a patient who
had a long and complicated course of medical céitevan inpatient at NMC. He was
so debilitated when she first evaluated him thds&ehad anticipated a “relatively
long road ahead”, predicting it would be “four teef months before he would be
sufficiently independent to return home.” (Kelsegyarative, Appendix C) As it
turned out, Mr. Gleeson ended up being in the halsfar ten months, including
bouncing in and out of the intensive care unit (J@9 his condition would deteriorate
then improve somewhat. Kelsey remained his thstaipioughout.

One of Kelsey's first challenges was to desigmysyral therapy program that
would help Mr. Gleeson begin to regain some ofstinength and conditioning he’d lost
during weeks spent in a hospital bed. Particulahnigllenging was finding a way to do
that without putting pressure on the sacral deasbite’d developed during all that
time in bed. This ruled out many of the methodts&g might otherwise have used —
methods like having Mr. Gleeson sit up in a chaot gradually increasing the time he
could tolerate, or working on his ability to rigern sitting to a standing position and
hold it, an activity that worked the large leg mesmeeded for all sorts of functional
activities, including walking.

Instead, Mr. Gleeson could not even come to aighpposition without severe
pain, let alone tolerate staying there for any ifiggmt amount of time. This was

despite Kelsey trying all the latest seating systdesigned to decrease pressure on the

! Sacral decubitus refers to an open wound ovesabeum or tailbone. They're frequently deep, pdinf
and slow to heal.
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sacrum and enable patients like Mr. Gleeson teigiiiout experiencing pain or causing
further damage to their wounds. This limitationd@avorking on sit-to-stand
maneuvers impossible. As Kelsey wrote, “Mr. Gadany clinical and technical skills
as a therapist, forcing me to frequently think Sdé of the box’ and utilize my
problem-solving skills” (Kelsey’s narrative, ApperdC).

In addition to testing her clinical skills, Kelsageded to be creative in building
Mr. Gleeson'’s tolerance for working with physicaétapy providers other than her. As
she observed near the start of her narrative, “Whewniewed Mr. Gleeson’s chart, it
was clear to me that this was an individual who e through a lot in the couple of
months before | met him, including the month he baen at NMC.” All he’d been
through, and would go through at NMC, made Mr. Géees already anxious nature
even more prominent. As a healthcare providersédefound that he didn’t offer his
trust easily, and even after she’d won it herdedf seeded to find a way to help Mr.
Gleeson accept care from others — therapists arsgsalike who would be essential in
helping him carry out the various activities anérmexses that would hopefully help him

eventually get back on his feet.

Matthew

Matthew had been practicing physical therapy foeryears, one at NMC,
when Ana became his patient in the outpatient deyeent, and he wrote his narrative
about his experience working with her. This naveatvas for recognition at Clinician
level in the CRP. Although having many years giemience, Matthew was relatively
new to NMC and decided to pursue clinician levélafly and reserve Advanced

Clinician for a later time.
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His patient, Ana, was a young woman of Ecuadadestent referred for
treatment of pain in her back, with pain and tinglextending down one leg. She was
otherwise healthy, though overweight. She’d rdgaaken up running to help her lose
weight, but the pain had become severe enouglsitieédd needed to stop. As Matthew
took her history, he asked about her goals for igaytherapy. She told him her
primary goal was to return to pain-free running anthplete the Marine Corps
Marathon that fall.

Matthew had a challenging time determining theseaaf Ana’s pain. In many
ways, Ana’s presentation was consistent with som@xperiencing a bulging or
ruptured disc. But not all Ana’s symptoms fit tpatture and she seemed to respond to
treatments addressing core muscle strengtheniager& months later, Ana was still
seeing Matthew. Her neurologist was encouragimgdisee a neurosurgeon since an
MRI had confirmed lumbar disc pathology. Ana fuiff, refusing to consider surgery
until after the marathon. During all those weelattdew had tried in vain to get Ana

to ease off on her running so that her back coa#d.h

Joel
Joel had been in practice for just under two yedrsn he wrote his narrative
for recognition at the Clinician level of the CRPoel had completed his final student
internship at NMC and taken a job afterward irBé&swick Health Center. He treated a
caseload of patients with primarily orthopedic datinds, many with spine problems.
As he wrote in his narrative, Mrs. Cheung wasifty“three year old Chinese
woman who was referred to Physical Therapy by hengry care physician for

treatment of her low back and bilateral radicuéay pain” (Joel’s narrative, Appendix

100



Reflection in Physical Therapy Practice Meet the Participants

C). In other words, Mrs. Cheung had pain that hegder back and traveled down
both legs. When Joel greeted her in the waitimgrrat her initial visit he was
surprised to find that she’d arrived by wheelch&ftore surprising was the amount of
assistance her significant other, Mr. Wong, gawdact, he let her do very little for
herself. When they got back to the treatment raoohJoel asked Mrs. Cheung to
transfer from the wheelchair to the chair in tleatment room, he realized what the
issue was — he’d noticed in her medical record shathad been newly diagnosed with
Parkinson’s disease, but had no indication it veasexere as it was.

Joel needed to shift gears in terms of evaluddng Cheung. He knew he
needed to take a step back and look at basic madtactivities. He also needed to
determine why Mr. Wong was providing so much aasist. Mrs. Cheung would be
well served to become more active and self-sufiigiespecially since she was home

alone all day while he was at work.

Samantha

Samantha is the least experienced physical thetrpgrticipant in this study. At
the time she wrote the narrative used here asaastairce, she’'d been out of school for
only six months. It was her first experience wgtia narrative and she did so as part of
the process of being deemed Entry-level — in otvwds, competent but a beginner.
Since | use the story | crafted from her narratind discussion of that narrative with
Mark as the opening portion of the data chaptensll hot introduce Samantha and her

patient any further here. That story will do atéejob of it.
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CHAPTER V: THEMATIC ANALYSIS OF CONTENT

As discussed in the methods section, | chose tlyznthe data in two tiers
attempting to answer the research questiomatus reflection as experienced by
physical therapists in clinical practice?

The aim in this first tier is to identifyhat participants wrote about when asked
to compose a story based on a clinical experidmegd found to be particularly
challenging or from which they felt they'd learngaimething. For purposes of this
study, | viewed these narratives as products eflaative process and performed a
thematic analysis of content using all six paraeifs’ narratives. The three participant
stories | crafted — composites of their reflecjmarneys from clinical experience
through writing and discussing narratives — progiddditional data for the thematic
analysis. In this chapter | present the themdstified and discuss the meaning |
make of them in terms of what they reveal abouinttere of reflection asxperienced
by physical therapists.

I include examples of data that support the thenzaiclusions. In the spirit of
hermeneutic phenomenology, | am present in theaexioth interpreter and narrator
and attempt to be transparent in the ways | drampexperience as a physical
therapist, educational specialist in the reseagting, and reflective practitioner.
Related to the larger structure of this text, kh®sen to weave the three participant
stories across this data chapter and the nexde them as vehicles for conveying the
broader context of physical therapy practice inrdsearch setting and for getting to

know those three participants and their patients.
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In Search of an Organizational Framework

In their narratives, participants wrote about meopics as they looked back on
clinical experiences and crafted narratives to egrthem. They wrote of interactions
with patients, families and other members of thaltheare team, of challenging
situations leading them to consult others for helmaking a diagnosis or treatment
decision, and of the results of these choices atedactions. They wrote about
themselves as physical therapists — how they’dafadt what they’d learned while
working with these patients. In other words, thegresented, in their texts, the actors,
including themselves, and actions that formed thairatives’ contexts, plots, and
lessons.

Seeking to organize findings of this thematic eantanalysis, | returned to the
context in which the narratives were written, otepsn the process of advancement
through NMC'’s Clinical Recognition Program (CRMReturning to the CRP, as | did,
after immersing myself in the data and identifyaumntent themes, | recognized the fit
between these findings and the CRP.

First, the CRP was developed to acknowledge theicn and support the
growth of her clinical practice. Second, the pbgbktherapy department, representing a
participating discipline, had delineated elemeififghysical therapist practice in a
foundational document that has come to be knowhegshysical therapy grid
(Appendix B), or simply, th®T grid. | found that results of this analysis mirrored
these aspects of the CRP — some themes were &lequaitticipants in their physical
therapist roles while others were about aspedisedf practice. And the themes about

practice did align with components of practice tifead in the grid.
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In light of this, I've organized findings into thes about participants’
representations gdhysical therapy practiceand themes aboptrticipants’themselves
in their roles as therapists. To further organieeformer, I've adopted the framework

of the PT grid.

Themes of Physical Therapy Practice: Introduction

The “PT grid.” Developed to provide objective criteria upon ethio base
determination of a clinician’s practice level foetCRP, the PT grid’s use by
department members has broadened to include asgessself and establishing
personal developmental goals, mentoring othersinical practice, or writing a formal
performance evaluation. When participants wrogdr ttlinical narratives, they were, in
fact, completing a task required by the CRP

NMC'’s PT grid identifies four major componentspoéctice — Clinician-Patient
Relationship, Teamwork and Collaboration (hereatésrred to as Teamwork),
Clinical Decision-Making, and Movement. These comgnts are further divided into
sub-components, with each containing behavioréstants representing practice
expectations. For example, for the major compgrieramwork, the grid identifies
subcomponents dnterdisciplinary TeamSupport PersonngndSystem

In addition to identifying practice expectatiottse grid follows each
component of practice across four levels — Enttii€an, Advanced Clinician, and
Clinical Scholar, delineating expectations for eag¥then viewed as a whole, the grid

paints a picture of how practice is expected tdwvwith increasing expertise.
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When aligning the thematic content analysis ofdim@cal narratives with the
PT practice grid, my findings can be categorizedeurtwo of the four major grid
components: 1) Clinician-Patient Relationstapg 2) Clinical Decision-Making
Where relevant and useful, | use the subcomporéitkese areas in presenting
thematic findings. While their narratives contesferences to Teamwork and
Movement participants wrote about these components of paaati service of the
other areas, a topic | address in detail latehis ¢hapter.

Practice component vs. levelln analyzing the content of the written
narratives, | focused on whidomponentgarticipants wrote about without attempting
to determindevelsof practice. For example, | categorized the th&wseovering the
Person,under the grid component Clinician-Patient Relalap, subcomponent
Communication and Rappotiut did not break it down intGommunication and
RapportEntry levelvs. Clinician level. The goal is to illuminateshat participants
wrote about, as representation of what they reftbon, and is not furthered by
identifying practice level. | make the assumptibat whatever the topic, the
participant wrote about it in a manner consisteitit Wis experience. Thus, the
phenomenological stance | assumed at the outs#$ kdlm exploring physical
therapist reflection through the experiences o$é¢hgarticipant therapists, each of
whom has a unique practice.

That said, | believe is important to take the entirety of the practicelgri
components and levels, into account as | considenmeaning | make of this thematic
analysis. Developed to provide objective critenp@n which to base determination of a

clinician’s practice level for the CRP, its usedgpartment members has broadened to
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include assessing oneself and establishing deveaofahgoals, mentoring others in
clinical practice, or writing a formal performaneealuation.

When patrticipants wrote their clinical narrativégey knew they were
completing a task required by the CRP. For Sansadibel, and Matthew, who had
already been deemed by their clinical supervissmmeeting the criteria for Entry- or
Clinician-level, writing the narrative and meetwgh Mark to discuss it was required,
but they knew their narratives were not being useevaluate their practice. This was
not the case for Maureen, Kelsey, and Geoff, wheeva@plying for recognition at the
Advanced-Clinician level. Application for Advancetinician recognition involves
submitting a portfolio and being interviewed byiaterdisciplinary CRP Review
Board. The clinical narrative is required of tpattfolio, and the review boaxbes
evaluate it for evidence of practice consistenhwhie applicant’s discipline-specific
criteria, or grid, at the advanced clinician leveVriting a narrative with the knowledge
that it would be used in this way could have leduk&n, Kelsey, or Geoff to attempt
to “write to the grid.”

In summary, | borrow the framework of the practgil to organize my clinical
practice-related findings, aware that the grid isiadation document of the CRP
process, the narratives used for this study wettdenras part of that process, and
aware of the extent to which some participants heue felt their narrativeseededo

demonstrate practice consistent with a specifiellev
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Practice Component: Clinician-Patient Relationship

Patients come to physical therapists with a rafgs#ysical problems — from
orthopedic issues affecting limbs or neurologicsomepacting balance, to
cardiopulmonary problems limiting participationantivity. In each case, the common
denominator is that some condition is limiting thdividual’s ability to function or
participate in his life activitiesQuide to Physical Therapist Practic2)03)

In order to be effective, the physical therapestas to be able to partner with
the patient to identify the source of the functigm@blem and implement a treatment
program. The nature of rehabilitation is such thatphysical therapist doesmiake
the patient well, rather she empowers the pateetdake the steps needed to recover and
prevent recurrence. Frequently, the process dfiphlytherapy isn't linear. Forward
progress stalls. Setbacks occur. At times, amad-error is needed to find a treatment
to which the problem will respond and the patieiik e amenable.

In the end, the therapist’s ability to partnerhatite patient requires a strong
relationship. Thus, in many of the current moaxlphysical therapist practic&(ide
to Physical Therapist Practic2003; Jensen, Gwyer, Hack, & Shephard, 2007) and in
NMC'’s physical therapy grid, significant attentisnpaid to that relationship.

| chose to further subdivide the themes fallingemthe physical therapist grid
component, Clinician-patient relationship, finditngit they were consistent with two of
its subcomponentg) Communication and RappondB) Interface with Clinical
Decision-Making Before examining them, | offer as context therapg portion of the

composite story | crafted on Samantha’s journesefiéction.
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Samantha: Getting to “We'(Part 1)

Anticipating a challenge, in more ways than onen&atha took a single deep
breath and walked through the door conveying ashneoafidence, she later expressed
in her narrative, as she could muster. Aftersidéwasthe physical therapist assigned
to this floor of the hospital, and that made Comd®arLawrence her patient. And just
as her colleague who had seen the Commander yagtarthe ICU warned, it didn’t

take long before this patient threw down the gaaintl

Five months later as she wrote her entry-levelatiave, Samantha looked back
uncertain where to begin. What was expected jastths into her first job — as a
physical therapist at Northeast Medical Center (NRI@Vas this the right case, the
bestcase, to showcase her practice? What words skbeldse? She stared at the
blank screen, eventually deciding to stop worryang start writing. And the story
flowed.

Mr. Lawrence is a 55-year-old naval Commander,itidchto NMC
following a 3-month [intensive care unit stay atanside hospital] for
mesenteric ischenfia.with numerous complications including need for
subtotal colectonty PEA arrest need for PE&placement, and need for a

tracheostom$and multiple re-exploratiohsCommander L was evaluated by

2 Mesenteric ischemia is a condition caused by &fdiood flow to the mesentery, or thin covering of
the abdominal organs, that results in serious tifie@nd can lead to organ failure and death..

3 A subtotal colectomy is a partial removal of tldon, the terminal portion of the large intestine.

* PEA arrest refers to a specific type of cardiaestrin which contraction of the heart muscle iseat
despite. It results in the body’s inability to geate a pulse — to circulate blood.

® PEG, or percutaneous endoscopic gastrostomytyjsesof feeding tube inserted when unable to take i
food by mouth.

® Tracheostomy refers to an opening created inrtwhéa, or windpipe, to enable mechanical ventilato
support for breathing and/or manual clearing ofesians via suction.

" Refers to surgical procedures to examine an iatengan — in this case the intestine and abdominal
organs
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physical therapy in the ICU and transferred tofther on which | was the
primary therapist, five days later. The therapibbwad evaluated Commander
L. wrote an email to [Doug], the PT clinical spdisiaon my team, to explain
the patient’s long history of hospitalization. ms email, she also touched on
the fact that Commander L had at times been vetigusi as to the training that
a physical therapist receives and had multiple tipues regarding the rationale
for the care that she had provided. Naturally, aewa clinician, this part of the

email made me quite nervous.

Samantha was writing the first in a series of clhnarratives she would
compose as part of her participation in the ClinRacognitions Program (CRP) at
NMC. At this point, with her supervisor Doug’s asmnce that she was ready,
Samantha put her name forward for Entry-level radamn. A required step, it would
indicate she was practicing competently — no sfeall in this large academic medical
center known for treating complex patients fronoasrthe United States and around
the world. Samantha began with a summary of thiemss recent medical history, the
type of account that might begin any PT documennati the medical record. Readily
decoded by those initiated into the culture of romd, it provided context. By
recounting the events that resulted in his reféaghysical therapy, it set the stage for
the patient’s story. It was a familiar genre fan&ntha, a comfortable place to begin.

But even as she chose this familiar opening, atvether readers would be
other clinicians, Samantha detoured, introducingfing dilemma. Anticipating it

since the moment she received that e-mail frontbkeague, Samantha had been
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preparing herself for the inevitable — a challeafjper credentials. And it came, but
perhaps in a more complex package than she’d eeghect
Initially upon meeting Commander L, | was struck anly by his
physical impairments, but also by how intimidatargindividual he was. Here
was this patient, as vulnerable as a human beimgpean many ways, receiving
all his medications and nutrition through tubesjih@to hold his hand over his
tracheostomy site to speak clearly and with basaelyugh energy to sit up at the
edge of the bed, and yet, somehow, he was one ohdst intimidating people |
had ever met.
| started off introducing myself as the primaryréqast on the floor and
the one who would continue to carry out his phyditarapy care, and it was
not two minutes into the conversation before Conufeah. began to question
my training and my ability to carry out interveni® As a new graduate with a
brand new, barely broken-in license, it was notdificult for Commander L to

rattle my confidence.

Anyone as ill as Commander Lawrence and confindzktbfor more than three
months, even a robust fifty-something man like@oenmander, will be debilitated. A
physical therapist’'s challenge is to identify husctional limitations and their
underlying causes — weakness, stiff joints, lackastliovascular fitness, etc. — and to
engage the patient in treatment aimed at countegaittem and restoring function.

In my experience with students and novice clinisjagheir focus is often on the
former — diagnosing the problem. This procesthatore of a physical therapist’s

clinical reasoning, is challenging for these inexgeced clinicians but not
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insurmountable. It's amenable to the vast knowdealigcumulated during years spent
in school. What they fail to anticipate is th& the ability to engage the patient that
frequently poses the greater challenge.

In fact, Samantha was encountering just such atadesas she struggled to
provide Commander Lawrence with physical theray tould make a difference in
his life. She’d already revealed lewarenesshat relating to him was not likely to be
easy given her inexperience and his demandingeatiind, we've heard in her own
words how she armed herself with precisely the goctinical reasoning | mention
above. As a new graduate, that’'s what she would had in her arsenal, and she
deployed it, even as her confidence was beingerhttl

The way the CRP works, therapists write a narraauv@ore experienced
therapist reads it; and they discuss it. The pegpd the conversation is not to
challenge the therapist's competence, but neithiefjust to acknowledge the story.
Instead, it's part of a mentoring process impleraérty Samantha’s department with
the stated intent of helping therapists, regardbssvel, learn from their clinical
experience.

Just a few weeks after writing a narrative aboutvak with Commander
Lawrence, Samantha sat in her department directok’® office to talk about it, and
once again, the challenge of relating to Commahdarence was front and center, this
time placed there by Mark. Samantha reassureddnohperhaps herself, that at least

she knew where to begin, even with this compleallehging, and very ill patient.
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“So, as you're playing this out in your head, watyou arm yourself
with?” Mark asked. “What were you ready to tell RinBecause you can’t say
‘twenty years'.”

“Right,” Samantha said with a nervous laugh.

“You can say, ‘six months’ and ‘graduated fromcmd program’,”

Mark said, and Samantha’s nod seemed to acknowleeldehit the nail on the
head. “What were you prepared to tell him?”

“l think, in my head,” Samantha said, “I just softtold myselfall |
can do is go in, and see what | see, and say wkiadw, and speak with him in
a way that | would speak with any patient,hecause as much as you get a
hand-off [note] and you get information from théet therapist, | think you
have to gather it for yourself.

It was Mark’s turn to offer a knowing nod.

“And so,” Samantha continued, “here | had thi®infation that he was,
from what | read, going to be an intimidating indival. So, then it was
important for me to clean that slate a little bind know that | could go in and
just try to develop a rapport, the way | would watty patient, and that if it
became challenging, | was going to have to thinkhenspot a little, but that |
could at least explain what an impairment is. A e&plain how it can affect
him functionally, and we can start from there aod ef build day by day.”
Reading this exchange, we gain deeper insightSatnantha’s awareness of the

importance of establishing a relationship with @@mmander and entering it with an

open mind, uninfluenced by what she’d been tolduabow difficult he may prove to
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be. As her narrative unfolds, Samantha takesrosigih her experience with
Commander Lawrence. The story is compelling, asrdability to write it in a way that
conveys the human element, the experience of lpaiignt or clinician, draws the
reader in. This is, perhaps, surprising sincsntia writing genre she’d used in the
course of delivering evidence-based healthcarkisnacademic medical center. As
readers we learn jubbwill the Commander was, and that despite the metksts and
diagnostic prowess of preeminent physicians, hestithsvithout a definitive
diagnosis, therefore, without a cure.
In the first few weeks that | worked with Commandet struggled with
finding a balance between allowing him to mainseme control and still
continuing to direct and make changes to the phaytherapy plan of care.
Commander L remained without a definitive diagndsiight weeks... His
medications changed numerous times and they [afflenaging and lab tests
continually in attempts to find the reason behirgihitial ischemia. He became
frustrated with the many doctors who were oversghia care and the multiple
changes they were making at one time. He becanliebiag for every
member of the team to work with as he insisted varg set schedule and
became very impatient when things did not occucipety on his timeline.
There was a week where he became very detachqungdes eyes closed
most of the time and declining participation in B&ying that he just felt too
exhausted.
Samantha forged ahead, attempting to engage Conambhadrence in

functional activities and exercise — a physicatapg program designed to maintain
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and regain strength for the day he might be abtettan home, if that day should
come.

Finally, eight weeks after admission to NMC, thenaes a breakthrough. The
medical team discovered the cause of the Commandaginal problem and
subsequent medical complications. They sharedéhe with the Commander and put
in place a hopefully soon-to-be successful treatmegimen. While Samantha doesn’t
go into detail in her narrative, she informs ug tha Commander’s psychological state
improved with news of a definitive diagnosis andhwit, came his increased
participation in physical therapy. Even as thiswoed, however, Samantha realized
that something was still missing in his level ogagement.

Commander L continued to participate only at a \&trgllow level. He

participated throughout our 30-minute sessionseas begrudgingly and with

continued trepidation regarding changes in the pfazare, but with little to no

compliance with his home exercise program. | speite Commander L

numerous times regarding the importance of hisygagrout the exercises on

his own for larger improvements and the need for tu take more
responsibility. | continued to work with Commandefive times per week, re-
evaluating him each week and finding slight improeats in his impairments,
but no large gain in his overall function. At thtisie, | again sought out the help
of Doug.

Feeling stuck, Samantha decided to consult Ddiggphysical therapy clinical
specialist on her team. She desperately wantedlppCommander Lawrence recover

but knew that ultimatelipe would need to make it happen. She was missinggong
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— but what? By asking Doug to consult on the c&aepantha demonstrated her
commitment, doing everything she could for Comman@evrence. In addition to
overseeing the physical therapy care provided temts, Doug’s role included
supporting the development of the physical thetamma his team.

After reviewing her documentation in the medicalarel, Doug discussed the
case with Samantha, asking questions about the @owhen's primary limitations, her
treatment approach, and how she was monitoringripact of physical therapy.
Samantha found that conversation with Doug helpifidugh not in the way she
anticipated. He confirmed that she was focusingpropriate areas and had
developed a reasonable plan of care. With thasulygested that they treat the patient
together the next day. Samantha was about tolavattention drawn to her
relationship with Commander Lawrence ffexson rather than to the clinical facts of
his case.

During this conversation with Doug, | realized thdarge part of the challenge

of treating Commander L had become not determiningt | wanted to work

on and how | wanted to work on it, but really inatving Commander L in
those decisions. Doug attended a treatment sesaslome and we directly
approached the subject of Commander L’s goals dretevhe wanted PT
treatment to go. He didn’t have all the answeraufothat day, but it changed
the dynamic between us (Samantha and the Commaihdea)ized that while |
thought | had been allowing Commander L to mainsaime control, | had

instead been just giving up my own control overgassions. Commander L
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needed to determine our long-term goals in ordemi® to be able to truly

involve him in his physical therapy.

Samantha packed a lot into that paragraph — keghhinto the importance and
challenge of involving the Commander in his cahne, power of directly asking about
his goals, and ultimately, her questions about whse in control of the physical
therapy plan of care. Was she or Commander Lawfenthrough the lens of her
clinical narrative, we see the issuecohtrol complicating Samantha’s relationship
with this patient. In addition, Samantha was mad) that control was ultimately
related to the question of who was determiningpdgent’s physical therapy goals.

Every physical therapy student learns foundatiteradts of providing patient-
centered care such as: establishing a relatiomglipthe patient is crucial to being
effective; or, care should be directed toward theggmt’'s goals. Most students don’t
challenge their importance, but is that the samenderstanding them?

Over the course of my teaching career, I've obskthiat these common-sense
concepts are often discussed one day, taken av&hoe and, if not forgotten, at least
not revisited with the same intentionality as therencomplex knowledge and manual
skills that comprise so much of physical therapcpice. Why then was Samantha
spending time reflecting on them? Was she, in faatning something new about their
truth or what they meant to the success of her practice?

These thoughts and questions ran through my mindezsl and reread this
paragraph. Samantha was describing a pivotal mbmdr story’s plot, but | needed
more meat. |didn’t find it believable, in muclteteame way that | don’t believe the

mystery writer who, after weaving a complex stofthwnultiple twists and turns,
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brings everything to a nice neat conclusion inrttater a few pages. | was missing
details, context that would help me understand whdtoccurred and what it had

meant to SamanthaEnd, Samantha’s Story, (Part 1)
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Practice Component:Clinician-Patient Relationship (continued)

Returning to the thematic analysis of contentysig)] in this section |
reintroduce other participants and their clinicatratives.

A. Communication and rapport. This subcomponent of clinician-patient
relationship, in the physical therapy grid, refiershe therapist’'s ability to establish
rapport with patients and their families or caregsy Rapport-building requires skill in
interpreting patients’ verbal and non-verbal cue&kewise, the therapist needs to send
verbal and non-verbal messages the patient captdaciand monitor the ongoing
communication for effectiveness.

Two themes revealed in this analysis fall under ghid subcomponent:)
Discovering the persomhe finding that a primary aim of participants’ aomnication
and rapport-building was getting koowtheir patients, as individuals, in the contexts
of their lives; an®) Empathizing with the patiergeen in portions of the narratives in
which participants reveal their capacityfé@l withtheir patients.

1. Discovering the personExamples of this theme in participants’ narratives
vary broadly, from the formal recounting of clini@aformation to richly descriptive
examples of the challenges and rewards encourdgsrétey strove to know their
patients as real people with life contexts. Thiseen, for example, in Maureen’s
description of Sam as an adolescent boy who wantpthy baseball, liked Chuck
Norris, and just happened to have been born wisti€¥ibrosis (CF), a disease
causing secretion of thick mucous effecting thegtuand digestive system. |
indentified three sub-theme Discovering the persom) Clinical summary; b)

Personality and affect; and c) Values and beliefs.
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a. Clinical summary.Participants frequently opened their narrativethay
would begin a report in the medical record of agudts initial physical therapy
evaluation. They recounted tbkief complaintor primary reason for seeking physical
therapy history of present iliness brief timeline summarizing associated mediesist
and treatment, and the progression of symptomssagid! history,a statement of
relevant facts about the patient’s work and leisutévities Guide to Physical Therapy
Practice 2003). It is reasonable that participants wdaddin with the familiar —
whether assuming those reading it would require ¢cbntext or just to help launch the
story and get past any writer’s block associatdt ¥eicing this unfamiliar genre.
Perhaps some of each. Regardless, this pattesegasrnrSamantha’s Storyyas

consistent across participants’ narratives.

In his opening paragraph, Matthew, too, provides&inct rendering of his
patient’s chief complaint, history of present ikiseand social history. He employs the
clipped phrasing of medical documentation, comphath the jargon other healthcare

providers would expect.

I met Ana at her initial physical therapy evaloaton April 20d 2008.
She was a healthy, although somewhat overweightamooh Ecuadorian
descent. She was employed as a regulatory ageatGambridge-based
biotechnology firm. She reported initially feeliagyradual onset of low back
pain (LBP) in 2006. She had gotten an MRI in 20@Bich revealed lumbar
disk pathology at L5/S1. She reported exercisehedyoed, such as walking, but
had never attended physical therapy. The pain aadntsubsided until the fall

of 2007 at which time she started jogging. It wasmd this time that she
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became concerned about her weight and decidett¢aifajogging, with the
goal of completing the Marine Corps Marathon in Wagton, DC. Her LBP
became severe and she developed paresthesia latopgsterolateral aspect of
her right lower extremify At this time, she decided to stop running, which
helped her LBP, but the paresthesia remained. t(le\ats Narrative, Appendix
C)
In these 150 words, like Samantha did of the Contteg Matthew reveals
Ana’s reasons for seeking physical therapy — loeklgmin (LBP) and right leg
numbness and tingling (paresthesia) — and traeasttio year history. As a physical
therapist, | recognize the hand of an experientsdipal therapist in the succinctness

and clarity of this text.

Just as Samantha’s opening paragraph didn’t refoairsed on the medical
summary, but began to reveal the Commander’s palispby mentioning the email
alert she’d received from her colleague who haaltéd him in the ICU, so, too,
Matthew’s opening wasn’t just medical facts. |e #lements that physical therapists
refer to asocial history,he began to reveal an Ana who was more than jpatient
presenting with back pain. We learn of her etli@dtage, determination to keep her
weight under control, decision to use exerciseasa and, importantly, a personal
goal she’'d set. Ana wanted to run a marathon -Midwene Corps Marathon.

In this final element we begin to see, as Mattlevely did, something of the

person behind the patient. While it's not uncomrf@ractive adults to take up

8 parethesia along the posterolateral aspect afdterlower extremity — a sensation of tingling rbimg,
pricking, or numbness of the skin, in this casedliag down the outside and back of the right leg.
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running, whether for health or pleasure, relatiiely set their sites on running a
marathon. This speaks of a determined woman witiinpush herself.

b. Personality and affectAs participants’ narratives unfolded, they revealed
more of the patient in human rather than medigah$e This often took the form of
helping the reader get a sense of the patientsopality and affect, as with Samantha’s
description of the tone with which the Commandelleimged her about her credentials
and how, upon meeting him, she was “struck not bglhis physical impairments, but
also by how intimidating an individual he was.” dddition to how intimidating an
individual he was, we learn that there was a paimtre the Commander “became very
detached; keeping his eyes closed most of thedmdedeclining participation in PT,
saying that he just felt too exhausted.” And afiter medical team diagnosed the root
cause of his problems, bringing hope for a cure Gbmmander began participating in
therapy once again but “only at a very shallow levat times begrudgingly and with
continued trepidation regarding changes in the pfasare.”

In Geoff’s story of working with Judge Callahamrgonality comes into play
early. When sharing the findings of his initiabé&vation with the Judge, who had been
referred for left patellar tendonitisGeoff explained that the pain in the Judge’strigh
hip and leg seemed much more limiting than thekiefte pain and, therefore, seemed
to be the place to begin. The Judge, however figid tone, stressed that he had been
referred to physical therapy for treatment of ki$ knee problem.”

Later, after the Judge had been seen by an odiggecialist who confirmed

that, in fact, he had and arthritic right hip, Gettédcided to lay groundwork for the day

® Patellar tendonitis is the diagnostic term foirflammation of the tendon that connects the krage ¢
(i.e. patella) to the tibia or major bone in thevéw leg. The condition causes significant pairnirduthe
act of bending and straightening the knee, as lkimgor climbing stairs.
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the Judge might want to consider hip replacemengtesy. This was critical because,
despite having been treated by Geoff for bothéfisknee and right hip pain during this
episode of physical therapy, “Judge Callahan coetinto focus on the diagnosis of
patellar tendonitis.” Therefore, Geoff “verbalisalked through [his clinical] thought
process with [the] use of visual aides to emphdsizg point.” The Judge’s response
was “I know that's what you think; we’ll see whaetdoctor thinks when he sees me.”

Kelsey, too, was attuned to her patient’s perstynahd changes in affect, and
used that insight to negotiate the best plan d¢.caVe read that Mr. Gleeson had a
long and complex course of treatment as a pattehMEC, complete with multiple
stays in the ICU, throughout which Kelsey was Higgical therapist. Kelsey devotes a
significant portion of text to Mr. Gleeson'’s affeantd the role it played in his physical
therapy treatment. We come to know Mr. Gleesoanaanxious gentleman who did
not easily trust the numerous care providers hewrtered at NMC, something that
would prove challenging for Kelsey despite her gssdn earning that trust.

Kelsey's first challenge was to develop a treatnpden that would help Mr.
Gleeson begin to regain the strength lost duringksieonfined to a hospital badd
could be performed despite the sacral deculfitesd developed. A physical therapist
might begin to build patient endurance through $mateases in activity, like sitting in
a chair for gradually increasing lengths of timéowever, because of his painful
wound, Kelsey wasn’t able to find a comfortabletsgparrangement for Mr. Gleeson.
Through trial-and-error she discovered thatbeldtolerate sitting on the edge of his

bed, although he was so weak that even maintathisgipright posture for a few

19 sacral decubitus refers to an open wound ovesaheum or tailbone. They're frequently deep,
painful and slow to heal.
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minutes caused fatigue. The treatment plan, tbexeinvolved Mr. Gleeson sitting in
this position multiple times across the day. Faxle he needed the assistance of a
health care provider.

The second challenge became getting past Mr. Gh¥fust issues. Since
Kelsey couldn’t be present for all the schedulétihgj times, success of this treatment
depended on the participation of multiple nursebtaerapists. She wrote about
navigating this challenge, ultimately finding aigan.

In addition to generalized anxiety, Mr. G expresaeignificant lack of trust

regarding less familiar caregivers (nurses andiftists), and this greatly

impacted his ability to participate in therapewativities with such caregivers.

In response to this, his treatment frequency wasstetl as needed when a new

mobility task was introduced to allow him to contplé& more frequently with

this therapist [Kelsey herself] as he was adaptinfe task. In addition, other
nurses and therapists were periodically brouglat iilné room during our
sessions to promote the patient’s ultimate confidan their abilities.

(Kelsey’s narrative, Appendix C)

In these examples, participants reveal severddeofvays in which a patient’s
personality can impact the therapist’s ability toypde care. Their narratives show
patients who are more than merely people in needeafical services, but individuals
with their own personalities, affects, and wayseadéting, to which the therapist must
adapt in order to maintain rapport.

c. Values and beliefsThis final subcomponent @iscovering the person

surfaced as most participants moved beyond re\g#im patient’s personality, to
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sharing insights they gained into the patient'sigaland beliefs. The portions of text
representing this sub-theme seem to me to takeeftker closest to the core of who
these individuals are as people — in the conteiserr everyday lives, life roles, and
yes, health conditions requiring physical therapy.

Having bumped into the Judge’s lack of willingnesstray from the diagnosis
assigned by his first physician, Geoff stepped hadonsider everything he knew
about his patient. He wove his growing insighbidudge Callahan, thgerson into
his narrative.

| understood that it was important for Judge Caltato follow the doctor’s

orders for PT for his knee problem, despite thé thaere was a more limiting

issue with his right leg. It seemed to me thatdleed a system of hierarchical
authority and rules, which could present a batoervaluation and treatment of

his more limiting problem. (Geoff's narrative, Agmdix C)

In this excerpt we see Geoff attempting to un@etis patient’s behavior and
drawing a connection between it and a value systemctured around rules and
authority — a reasonable hypothesis for this maa dd for many years been a “judge
in the city court system.” Geoff took it a stepther as he considered how those values
could impact his ability to provide effective phgai therapy, specifically in terms of
maintaining rapport with this patient.

| was concerned that if | continued to focus onrlght leg, it could negatively

impact his confidence in me and our relationshifimately jeopardizing his

outcome. I initially focused our conversation béakis left knee, restating my

understanding of how his original problem with te# knee began and how it
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limited him. The conversation naturally progresgethe onset of his right leg
pain, giving me better insight into his functiomgues that would ultimately
drive my examination. (Geoff’s narrative, Appenaix
Near the end of his narrative, Geoff revealedetktent to which he valued and
prioritized this patient’s belief system.
Along with the direct physical therapy intervensothe art of listening and
communication are invaluable tools that | contitmedevelop throughout my
practice. Had | treated Judge C’s patellar tentribelieve that he would
have had a different outcome. | worked hard toewstdnd the patient, and my
communication helped engage his participationeatment. | realize that
successful intervention may require respect an@érstanding of my patients’
values and beliefs that may otherwise present@ebarGeoff's narrative,
Appendix C)
Matthew provides another example of this theme.wdnted Ana to slow down
in order to stop aggravating her back conditionicine’d begun to think was due to a
disc problem that may need surgery. As his stafglds we see him grappling with,
on the one hand, the fact that Areduedbeing active, and on the other, what he knew
about the nature of disc disease. He “discussét Bwna] the pathophysiology of disc
degeneration and that the presence of weaknesgsually indicative of [a need for]
back surgery.” However, when Ana told him she wiséek surgical opinions but, in
the meantime, “wanted to continue PT and remaictise as possible,” Matthew

agreed to that plan.
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Matthew revealed his insight into just how muchaAtihe would-be marathoner,
valued remaining active when he wrote, “She comtthio aggravate her symptoms
with activities such as biking. She even sperdfégrnoon painting a fence in a
forward-flexed posture.” This last point would nea&ny physical therapist cringe, and
surely did Matthew. It depicts his patient, witr l[deteriorating disc in the low back,
doing precisely the wrontype of activity — one that is sedentary, sustamaoss a
long period of time, and performed in a forward tygwsition. In the final paragraph of
his narrative Matthew continued to reflect on tilerdma of respecting Ana, as Ana,
and carrying out his responsibilities to Ana, hasignt.

As it is with many of our active patients, it idfaiult to get them to slow down

their pace and give their bodies the chance ta heash | had been a little

more convincing of this [with Ana]. Despite thighat | learned from Ana is to
not give up when you have a goal. She could havengip at any point, but
through severe periods of back and leg pain, ERsyigIRI's and surgical
recommendations, she never gave up on her goahafirg a marathon and

starting a healthier lifestyle. (Matthew’s narvati Appendix C)

2. Empathy. This theme is seen in the ways participants whtauatheir
understanding of, or attempts to understand, haveitld feel to be in their patient’s
shoes. While different frordiscoveringwho the patient is as a person with a life
context,empathytoo, relates to understanding that person — time ttin an emotional
level. Thus, empathy can be viewed as workingimise of the therapist’s rapport and

communication with the patient.
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Whether in Kelsey’s opening sentence in whichtshe us that in her first read
of Mr. Gleeson’s medical record it was clear thats' was an individual who had been
through a lot in the couple of months before [she} him, including during the month
he had been at NMC,” or Maureen'’s efforts to unides Sam’s mom as just wanting
her boys to be happy, participants’ narrativesp@pered with examples of empathy.

In her narrative, Samantha wrote about the Comer&ndituation, relating on a
human level as she informs her readers that ferrhenths, while hospitalized at NMC
with no definitive diagnosis, “he has not been hanité his wife and children. For
five months he has asked for assistance to geifdagd and go to the bathroom. He
has given up all of his hobbies, his life’'s worlddmns daily routines. And for those
five months, he did not know if this was the wagttht would always be or if he might
some day return to his former life.”

Geoff demonstrates self-awareness as he grapgleswadge Callahan’s
insistence that his left knee pain, not right i@ the focus of physical therapy
treatment. In the midst of it he reveals not husting empathy, but of actively
empathizing, making Bnk between that act and the act of suspendingmeht.

Without judgment, I listened to how his [right hipdin limited him, and

empathized with how difficult it must be to haverpaalking only short

distances [and] impacting most aspects of his (eoff's narrative, Appendix

C)

For both Geoff and Samantha, these expressioasipathy appear to stand in
contrast to statements of how challenging theilepéd could be. Samantha’s empathy

for the Commander tempers her description of hdimidating and demanding a man
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he was most of the time. For Geoff, it revealstaaoway to understand Judge
Callahan’s stubbornness in holding onto the longlitay medical hierarchy that places
the doctor at the top.

Perhaps the empathy seen in their narratives lewsae than just
compassionate healthcare providers. Does it algeat a strategy employed by these
participants, in the moment and later as they cedld on these experiences, to moderate
the human tendency to judge, or be annoyed bypdhients and families about whom
they’re writing? Regardless, their empathy appaalsave supported their ability to
establish and maintain rapport and positive refetgps with their patients. 1 find it
noteworthy that they included it in their narraswehich, as I've discussed, | view as
the product of a reflective process — a pointumeto later in discussing the

significance of these findings.

128



Reflection in Physical Therapy Practice Content Analysis

Samantha: Getting to “We'(Part 2)

Samantha wrote in her narrative, “Doug attende@éatment session with me
and we directly approached the subject of Commabdeagoals, and where he wanted
PT treatment to go.” As a reader who is also asjgay therapist, | found myself
wonderinghowthey’'d approached it. Given the Commander I'd edmknow through
Samantha’s story, | suspected it would have beahertging to elicit his goals.
Samantha didn’t expand on it, but wrote in her rsexttence, “He didn’t have all the
answers for us that day, but it changed the dyn&etween us.” Again | wondered
howthe dynamic had changed, how she’d recognizédiitSamantha provided no
clues. She continued, “I realized that while Iugbt | had been allowing Commander
L to maintain some control, | had instead beengushg up my own control over the
sessions. Commander L needed to determine ourteynggoals in order for me to be
able to truly involve him in his physical therapy.”

That’s an important realization, but | had doulidew whether Samantha knew
what she’d written. Somehow it seemed too pat. dbiel reallygetit? Would that
realization change her practice — with Commanderkace and future patients? |
couldn’t articulate precisely what Samanthgédting itwould have looked like, but
surely it would entail more than hearing and wisneg and having the ability to write
it in as few sentences as she does in her narrafiegunately for me, or at least for my
curiosity, Mark, too, had apparently found thisggaaph worth probing. As they sat
together in his office, Mark chose not to ask thengnquestions that had run through

my head. In fact, he didn’t pose any, choosingems to make an observation.
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“It sounds as though that was somewhat transfoomeait— as
you write it here,” Mark said.

“It was. It was,” Samantha said rapidly, withadding head. “I
think just discussing it was a transformation, elsefore [Doug] came
into the room, because | thought maybe | was ngssomething
clinically.

“So we went in together, and, within the first fhates, the
patient was questioning Doug — the same sonbbfeally getting into
the treatment, not agreeing with it.

“l was beginning to wonder what was happenimnghat’s going
on here?- when, all of a sudden, Doug asked the Commandiéiat
are your goals? What do you want to do by the yymeleave this
hospital? What dgouwant to do?’

“Well, the patient got upset and flustered at,ttedting Doug he
didn’t know when, or eveif, he was going to leave the hospital.

“l don’'t even knowif I'm leaving the hospital,” Samantha said,
using the demanding Commander Lawrence voice spddopriated
but making it sound flustered at the same time,ét\Muh, | don’tknow
when I'm...

“And, Doug was very good at bringing him back, h@atha
said in a calm, assured voice, as if she were DtDgay, if they told

you that youveregoing to leave here in, say, a month, whergalo
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think you can be in that month? Where do y@ntto be? What'your

goal?’

“And, the patient looked sort of taken aback,” @atha said,
pausing as though seeking the right words, “andfal sudden, | don’t
know why, but | realizedl hadn’t thought about that at all.

“And when we stepped out of the room at the endd>said, ‘He
seems like somebody who just hasn’t thought abdwatrerhecould go
because he’s been so stuck in his sense of hawiegmtrol over things
and in his concern that they’'re never going torgout what’'s going
on.’

“l think what Doug and | needed to do,” Samanthia &
conclusion, “was to start asking ourselves sometipes. If he has
goals, are they reachable? Can we help him get2h&/hat do we
need to do to get him there? And we needed tdéieall back together
for Commander Lawrence.”

Mark didn’'t comment on what Samantha had just salter than to say he
wanted to read something to her from her narratide.selected the excerpt, “I realized
that while | thought | had been allowing Commandén maintain some control, | had
instead been just giving up my own control overdéssions”

“That’s really insightful,” Mark said when he’dniished reading.
“Did that all emerge from that one session with¢heical specialist?”

“I think it all clickedfrom that session,” Samantha said. “I think

| knew. lknewthat | was trying to give him some control, be@ausaw
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him as this person who'd lost all control. Andulgb he’s intimidating,

he’s vulnerable. He doesn’t know where he’s goikig doesn’t have

any control. The doctors are controlling the matians he takes, and

he gets so frustrated by that. And | thought,ieedssome control, and

| need to be letting him make some decisions,’ smtthink | let him be

so strong in making those decisions that | losaséhe professional. |

lost me as the person at least assisting with tlesisions and

providing some education, and some backgroundsan...”

“...direction.” Mark said, nodding, completing heangence.
“Direction. Yes, exactly,” Samantha said with arad her own.

Here Samantha provides details that answer mieegtestions. Having
eavesdropped on their exchange, | have the seatskdan now see and hear
Samantha, the Commander, and Doug. Issm$amantha’s unfolding realization —
from wondering what was going on, to observing Dasl the patient about his goals,
to realizing “all of a sudden” that she “hadn’t tighit about that at all.” It feels
authentic.

When Samantha concludes with a recitation of les$éearned — lessons about
the relationship between tipatient’'sgoals driving care and his having some sense of
control over it, or of her role as his PT in elng those goals and helping to determine
whether they’re attainable, or, of her respongibtlb communicate her thought process
to the patient — I'm satisfied that sgets it. It feels like she’s reflecting on a
challenging patient care experience with an intecesolleague, and telling the story.

Samantha is now, for me, quite believalisnd, Samantha'’s Story (Part2)
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B. Interface with clinical decision-making The PT grid component,
Clinician-Patient Relationshigub-componerinterface with clinical decision-making
delineates ways in which a physical therapist beeselationship with the patient to
inform decisions about the plan of care. It inesyfor example, using “knowledge of
the patient and family” and “cluster[ing] informaii to understand patient’s life roles
and functional needs” to inform decisions relateddre (PT Grid, Appendix B). Itis
under this sub-component that I've placed the tieed)ePrimacy of the patient’s
goals,and2) Who has control?

1. Primacy of the patient’s goalsParticipants wrote to varying degrees about
their patients’ goals and the role that understagthem played in treatment.
Samantha included an “ah ha” she’d had about tipeitance of eliciting those goals —
insight gained when she’d observed Doug, a clirspalialist, interact with the
Commander. From there she had reinforced for ttrar@ander that the goals driving
his care werdis to set, not hers. This proved to be the key hali§gng their

relationship and engaging the Commander in physheabpy.

A careful reading of Samantha’s narrative revaasbtle but important shift in
language. Within one paragraph Samantha moves filorealized that a large part of
the challenge of treating Commander Lawrence hadrbe, not determining what
wanted to work on and holwvanted to work on it, but really in involving [h]rm
those decisions,” to, “Commander Lawrence needei@termineour long-term goals
in order for me to be able to truly involve himhis physical therapy.” (Samantha’s

narrative, Appendix C, italics not in original)
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This is the first place Samantha refersto anything, in relation to her work
with this patient. Does this shift in language;hag@s unconscious as she wrote the
story, represent a shift in Samantha’s approathea@ommander that enabled her to
partner with him in treatmeie saw as important?

Mr. L is now using the stationary bike for aerobanditioning. Prior to his

iliness, he was riding a stationary bike for exsgand... enjoyed riding outside

as well. We have started using the stairs as ami@ual mode of aerobic
exercise, one that is functional and easily coreteta his return to the
community. We continue to work on his postural gaoef motion and strength
impairments, when tied to...his personal goals afrrehg to jogging for
exercise and his work as a professor and with #neyNHe sees these things as

a means to an end rather than endless exercisehares with no benefit to

him. (Samantha’s narrative, Appendix C)

Maureen and Geoff, too, wrote about their pateegbals in ways that
demonstrated how critical they saw them being liatien to their ability to be effective
in their physical therapist roles. Where Samaistinarrative revealed a challenging
journey to that realization, these other two seetodthve begun there. This may be
due to the difference in their years of experieaddaureen and Geoff wrote their
narratives for Advanced Clinician level recogniti@s opposed to Samantha’s Entry
level. Regardless, what's important to this stisdyot the fact that they got there
faster, but that they, too, wrote about the impurtale their patients’ goals played.

Additionally, in their narrative®rimacy of the patient’s go&volves to include not
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just eliciting the patients’ goals and using thendtive treatment, but also to the
importance of making that process transparentdg#tient.

Maureen asked Sam right up front about his gaald,he, as she wrote, “looked
at me and asked if | was serious. When he realinex$, he said ‘to be on the
freshman baseball team.” From there, her stoeydity revolved around developing a
plan of care that would give him the best chandeeirig able to play baseball and set
him on a path in which exercise and airway cleagamauld be part of his everyday life
— well beyond the goal of playing baseball. | shiwat story in the narrative | crafted,
Maureen’s Story: Teaming up with Samhich I've placed at the end of this section.

Another example of the thenfrimacy of the patient’s goalsan be seen in
Judge Callahan asking Geoff if he could returnutning. Geoff considered it but “felt
that due to the repetitive impact to his hip amdbbar spine, running might not be a
suitable form of exercise.” Thus, he wanted togest alternatives. At this point in his
narrative, Geoff shifted to telling the story diegson he’d learned with a previous
patient.

In the past | have assumed, incorrectly, [a pasSarasons] for exercise, and

found the best way to suggest an alternative isutg understand my patients’

motivations. | had one particular experience inclvh needed to suggest an
alternative exercise for a patient... To demonstitzde | had her best interests
in mind, 1 assumed she was doing a certain actfeityrealth and wellness, and
she could achieve that with an alternative [exelciF his negatively impacted
our rapport as her motivation was the personalrmptishment, [not] health and

wellness. (Geoff's Narrative, Appendix C)
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Thus, before responding to the Judge’s questieoffGsked him why he ran,
“to which he explained that it was to stay actine &ealthy.” Discovering that he “had
no particular love of running,” Geoff suggested iisnning and biking as alternatives
to running and other high impact activities.” Gedbses this portion of the narrative
by sharing his strategy, employed, in this casgréat success.

Encouraging him to continue exercise and respetiisgdesire to be active

enabled him to hear my suggestion for alternatier@ses without

defensiveness with the prospect of limiting exer@kogether. (Geoff's

Narrative, Appendix C)

Geoff’s narrative differs from the rest in the wag/ walks us through his
thought process related to negotiating the Judgélsn to aerobic activities. In it
Geoff reveals how he consciously used a lessondéeahrough a mistake made with
another patient — not a mistake in exercise pneson, but in assuming he knemhy
the patient was asking about a specific exerd®esharing this detail Geoff provides a
window into his use of Schon’s (1983) reflectioraiction: when Judge Callahan asked
about running, Geoff considered that earlier lesswhapplied it to his decision about
how to respond.

As a final example of this theme, Matthew weawdsrences to Ana’s goal of
running the Marine Corps Marathon throughout hisatave. At times revealing to us
his frustration at her unwillingness to ease up @talv her back to heal, Matthew
never challenged Ana on her goal. In fact, whethszussing Ana’s decision-making
about back surgery, or how they would continuedissical therapy while she sought

surgical opinions, Matthew respected this womaiglstito her goal. Like Maureen, he
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took every opportunity to help her understand thie between her physical therapy and
her potential to someday achieve it. In the einely succeeded together.

Despite minimal training throughout the summer, §Awas...determined to at

least travel to Washington and begin the Maringp€ddarathon...and stop if

she felt she could not go on...She not only begamt@wathon, she achieved
her goal of completing the entire 26.2 miles! EpaHticipant of the marathon
was given a small triangular medallion as a rewardompletion....Ana
presented me with a thank you card and in it wasafrthese medallions. She
told me she asked for three extra, to give to pefywho’d] supported her and
helped her to achieve her goal. | was lucky endodie one of those three, in
the good company of her mother and her neurolo@itthew’s narrative,

Appendix C)

While the four preceding examples vary in the wiawe pointed out, the
common denominator is clear. For each of thesgcpaants, the patient’s goal,
discovered in the context of their clinician-patieglationship, informed key decisions
about physical therapy treatment and its potefarah successful outcome.

2. Who has control?This second theme is related to the importanchef t
patient’s goals being the primary driver of dearsi@bout their treatment but stands as
a separate theme. Questionsvbb controlghe physical therapy plan of care permeate
participants’ writing, revealing several ways iniefhthe issue arises and is played out.

Samantha addressed it when she wrote “in thefévstveeks that | worked
with [Commander Lawrence], | struggled with findiadpalance between allowing him

to maintain some control and still continuing teedt and make changes to the physical
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therapy plan of care.” In this sentence she fraherdlilemma. As a physical therapist
it was her responsibility to provide treatment thdtiressed the Commander’s specific
impairments. But he was “challenging for every rhemof the team to work

with...and became very impatient when things ditdaoaur precisely on his timeline,”

a behavior Samantha saw coming from his need &rtasantrol over an out-of-control
situation.

Samantha wrote, “I realized that while | thoughat been allowing
[Commander Lawrence] to maintain some control,d imstead been just giving up my
own control over the [physical therapy] sessionsfdund this sentence confusing on
first read; there was insufficient information abbow Samantha wagving upher
control. Only when she explained her meaning tok\iid | understand that, in an
attempt to give the Commander control, she felidsfagled to meet her responsibility
as his physical therapist to “at least assist itdse decisions and provide some
education and some background.” It appears thieirearly weeks of their work
together Samantha had framed control as an eith@mposition — either she had
control or the Commander did. By the time she witt Mark, she was beginning to
realize there may be some middle ground, that ipji@tty using his goals to frame
their work together perhaps they could both festase of control.

In Geoff’'s work with Judge Callahan, control enextgn the question of
whether they'd begin by addressing his left kneeroGeoff’s opinion, the more
limiting issue of his right hip. But Geoff didréfppear to struggle with the issue as
Samantha had. He sized things up quickly, anckrdttan risk the Judge losing

confidence in him and their relationship, decidedede control over the matter.
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Did Geoff really give up control over the decisimnjust make it appear that
way to Judge Callahan? After encountering the dgdgsistance, Geoff, in his own
words, “focused our conversation back to the lae& restating my understanding of
how [the] problem...began and how it limited him. eTl¢onversation naturally
progressed to the onset of his right leg pain,ngivne better insight into the functional
issues that would ultimately drive my examination.”

I do not mean to imply that Geoff intended to dee¢he Judge. Instead, what |
see in this narrative is a therapist who, rathan ttontinue to confront his patient,
returned to a listening mode, thereby reassuriagttient he’d been heard, and trusted
the physical therapy process to bring them bothémther problems. Later, Geoff
wrote of making a different choice, bringing theitoup again despite how Judge
Callahan was likely to receive it. With additiomita supporting his original clinical
impression, Geoff appeared to be making every &efifomeet his responsibility to help
his patient get the care he needed — if not imntelgicthen at some point in the future.

[Judge Callahan] continued to focus on the diagnokpatellar tendonitis, and |

verbally walked [him] through my thought process bdat the underlying issue

with his right hip]. 1 was concerned that [he] migontinue to transition
through the [medical] system with a diagnosis ad&pain, and be told to
continue with PT [rather than] getting the mostrappiate treatment for his

problem. (Geoff’s narrative, Appendix C)

In this choice it appears to me that Geoff wamgyo educate the patient and at
least plant a seed for the future. He seemedaleethat ultimately the Judgkd have

control — over whether to engage in physical theatmll, let alone whether to seek
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treatment for his right hip problems. Like SamaniBeoff devoted a fair amount of
his text to this issue of control.

Maureen’s experience with Sam weaves togethéhalihemes related to
Clinician-patient relationship Thus, despite having woven bits of the storg e
preceding sections, | now preséfaureen’s Story: Teaming Up With Sasa

composite picture of these thematic findings.
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Maureen’s Story: Teaming Up With Sam

Maureen had been practicing at Northeast Mediealt€& (NMC) for 5 years
when she submitted her portfolio for considerabgrithe Clinical Recognition Program
(CRP) review board. She was applying for recognitit the Advanced Clinician level.
As part of that process Maureen wrote a narratbgiban experience she’'d had
treating a fourteen-year-old boy named Sam whobegth diagnosed with Cystic
Fibrosis (CF) at a young age. Maureen began heatnee:

Sam is a 14 y.o. boy with CF admitted to NMC frbis doctor’s office

with complaints of worsening cough, shortness efbr (SOB) and fevers for 2

weeks. Sam’s mom is a single parent and also ldas twvin boys with CF. |

met Sam on day one of his admission, when | wasulted to evaluate and
assist with airway clearance. | have treated maljteiand children with CF;
however, this admission would present a significdrallenge for the family

and the healthcare providers involved.

Cystic Fibrosis causes the lungs to secrete lkangaunts of thick mucous that is
difficult to cough up. Even in this era of highekemedicine and miracle drugs, CF
patients frequently require a low-tech, archaiceaspimg regimen of assisted airway
clearance known as chest physical therapy, or ¢hEstThe process involves assuming
a series of positions designed to take advantageaofty’s help in draining secretions
from each major lobe of the lungs — lying on baatefup and face-down, lying on
right side then left side, etc. In each positioa physical therapist provides several
minutes of percussion and vibration, that is clagmn the child’s chest wall with

cupped hands followed by shaking the chest vigdyassthe child exhales.

141



Reflection in Physical Therapy Practice Content Analysis

Despite how these young patients see it, che$ Bdrtainly not intended to be
a form of torture. Left unaddressed, their secretibecome a haven for infection-
causing bacteria, at best, and block the absorpfisafficient oxygen into the
bloodstream, at worst. In addition to daily cHe$t these children are routinely
admitted to a hospital for testing and more viggrtziean out” two or three times a
year. Thus, Sam, assigned to Maureen’s caselo#tteguediatric service at NMC, was
no stranger to hospitals or physical therapistst thlo many years ago, age fourteen
would have been near the upper limit of survivaldahild with CF. However, while
there’s still no cure, advances in medical carestsigadily extended life expectancy
for those living with the disease, provided theyomscientious about the prescribed
treatment.

It didn’t take long for Maureen to realize thaistivas not going to be the
routine case of a patient with CF, if there washsaithing. Healthcare providers are
accustomed to working closely with the parentsduitaguardians of these children in
addition to the patients themselves. Jugglingetmesltiple relationships was never
simple, but Maureen, an experienced therapist,rgip@avigated the terrain without
too many bumps. She quickly realized, howevet, tthere would be nothing smooth
about Sam'’s case.

During my chart review | became alarmed at the ez in his PFTs since last

taken 6 months ago. Sam had lost a significant atnaiuveight, had not grown

resulting in him completely falling off the growtart. My chart review also
included reading the doctors’, social worker’s,sag’ and dietitian’s notes

containing their grave concern for Sam’s healthggaren the amount of recent
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doctor’s visits that were cancelled. For this ceas 51A for medical neglect

was filed with the Department of Social Services.

Reading this in the medical record caused Maute@ause momentarily before
entering Sam’s room that first day, wondering wsta'd find.

| went in to evaluate Sam, and he was sitting srbled, watching TV and

texting on his phone, and Mom was also watching Twatroduced myself to

Sam and his mom, and Sam instantly stated thabtle ot do PT, he was too

tired and had stomach pains, all without ever mgikiye contact.

As that first encounter with Sam and his mom peeged, Maureen realized
she’d need to reframe her thinking about the rgdar@nt plays in these situations.
While “usually the ones that assist with compliaatéome,” Maureen had discovered
that Mom, in this instance, appeared almost ladkaz#d about things. I started
talking to Mom and Sam about what his normal reginsgor airway clearance. Sam
simply stated ‘chest PT.” Mom elaborated that uguisdmeone comes to the house, but
that the boys are sometimes not there.”

In fact, Mom came right out and told Maureen tta¢ knew Sam wouldn’t
havequantityof life, so she wanted him to hagaality, which she defined as not living
his life like he was sick. And, despite Maureeisd others’, efforts to convince her
otherwise, Sam’s mom stuck to her conviction thet as the right approach. If Sam

didn’t want to participate in some portion of thegcribed care, she supported him in

51 A refers to the section of state law that rezgiltealthcare providers, among others, to notéy th
Department of Social Services in cases of suspetiadge or neglect of a minor or member of another
vulnerable population. In this case, the reporiagerwork was filed over concern of medical netglec
that is, the failure to assure that this child reeeritical medical services for treatment of Gis.
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that. Though she tried mightily, Maureen was nmicessful in bringing Mom on
board as an ally.

Apparently Sam'’s other healthcare providers hahb® more successful —
hence the legal filing of the 51A. That processyéver, was not the primary plotline
of Maureen’s narrative. After providing her reagaith the family context, Maureen
focused on Sam. If Mom wasn’t going to help, asteshe didn’t stand in Maureen’s
way and agreed she could treat Sam. Maureen detdsee how far she could get
working with the fourteen-year-old directly, degpibe signals that he was quite done
with physical therapy.

Maureen provided a description of her physicatapg evaluation findings in
which she listed numerous impairments includinds licmuscle bulk, weakness, poor
posture. She also cited the results of medictd tesealing rapidly declining
pulmonary function and significant weight loss, daparted from the clinical report
taking us inside her interaction with Sam.

My evaluation included obtaining his goals. Whesked him, he
looked at me, and asked if | was serious. Whereakzed | was, he said ‘to be
on the freshman baseball team.’ | said, ‘if we kvas a team, that can be one of
our goals,’ but he did not appear to believe menduour first meeting.
Physical therapists, as a matter of routine, d@snirpatients’ goals; therefore,

for Sam, this would have become a routine questivhat | suspect was different for
him in this instance, unfortunately, occurred wisam asked whether sheally

wanted to know. Maureen accepted the challenges;-she really did. Sam admitted
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that he wanted to play on his high school basebafh and Maureen agreed to work
with him toward that end.

When | read this paragraph for the first timeagmhysical therapist, | applauded
Maureen’s honesty and courage while wondering warattwould backfire. | knew
that a fourteen-year-old would likely have taken iesponse as a promise, which it
was. But where | saa promise that she’d do what she could to helpdetrthere,
Sam likely heard Maureen promise that he’d playebaB. In either interpretation, |
suspect Sam would have had cause to doubt hertigorfgrely he’d encountered
clinicians who, through no mal intent, had promisetcomes on which they hadn’t
delivered. Even those who promised only to helpkvwowarda goal would have been
viewed as liars if, in hindsight, the goal hadréeb reached. Maureen’s comment,
“but he did not appear to believe me during owstfineeting,” may be the
understatement of her entire story.

Apparently Jane, the department’s Education @oator and a member of the
CRP review board, also found this decision worttbprg. When they sat together to
discuss her narrative, part of the CRP procesg, digited a retelling of that portion of
the story.
“So”, Jane asked, “how did you end up developimglationship with

Sam? How did you gain his trust”?

“That took a little bit,” Maureen said, “becaudegypical therapy had
been part of his life, and he’d viewed us as ‘aiy’se just going to come in

and, you know, beat on my chest, and, whateverjusngoing to lie here’ — a

passive role. So, | asked him, on day one, | S&ltiat are your goals?’
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because to me that’s so important, especially dikoew he was going to be
the one driving his care.

“This was such a critical time, age fourteen, hdain’t want him to say
‘That'’s it! 'm done with airway clearance. I'm demwith my lungs and my
overall body.” | knew where that path would leddvanted him to be active in
this, so | said, ‘what are your goals Sam?’ Anddwked at me as though | had
two heads, but he said, ‘to be on the freshmanbdadideam,” and | was like,
‘all right, let's work on that,” and he didbt believe me. 1 think he thought |
was just talking, and trying to be friends, butatwhile, when | would bring
whatever we were doing back to his goal, he redlihat | really did care about
what he wanted to do. And that empowered himke tamore active role.”

“That was quite a challenging decision to makayielsaid, “given the
fact that Sam was admitted because he’'d lost@f kight and his PFTs
[pulmonary function tests] from the last 6 monthsied terrible.”

“Yes,” Maureen said, nodding.

“So how did you know that that was going to beaistic goal for this
patient?” Jane asked.

“I'm lucky to have access to more of the pictuigdureen said. “I
could look back at his previous PFTs, and | coatiklback on previous
hospital admissions to see where he’d been onrthetlyg chart. | knew from
the [medical] literature that this was [physicalifainable, that this sharp

decline wa more because of what he wasn't doirgpate.
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“And, | thought, he’s fourteen. At baseline, hiags, yes they're
impaired, but there’s no reason that we can’t impron that. So, I told him, ‘I
don’t know what level you can get to, but let'srsteere. Maybe we’ll have to
modify the goal, but let’s try.’

“I've had other patients who have surpassed mysgdao, | thought if

it's something he wants to work for I'd get a Bttnore out of him”

With that, Maureen concluded her recounting oftttwight process that had
resulted in her decision to make a pact with Saanhttie goal they would work toward,
together, would be playing baseball. And so tpaitnership was launched — Maureen,
the PT, partnering with Sam, the patient.

As she planned his treatment program each daypatgain she’d made with
Sam was never far from Maureen’s mind. As his maysherapist it was her job to
weigh Sam’s many physical impairments — airwayreleee, weakness, posture,
deconditioning — in search of those that would inerable to physical therapy and
make the greatest impact on his overall healthfanction, in this case playing
baseball.

For Sam, and any patient with CF, placing airMagi@nce at the top of the list
was non-negotiable. It's not a stretch to say bieating his respiratory infection would
have been a life or death issue for Sam. Howéwaureen needed to keep him
engaged and willing to participate in physical #prshe knew he disliked and

believed didn’t “make a difference anyway.”
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Maureen was walking a tightrope and her centéatdnce seemed to be Sam’s
stated goal: he wanted to play baseball. Thereldaaireen framed her treatment as
being what he’d need to do if that goal was to heawe chance of coming to pass.

Due to the severity of his impairments, | set ypgaa of care, which
included PT BID? for airway clearance, and wanted to add aerohiditioning
as soon as Sam could tolerate it. Aerobic conditipis an excellent mode of
airway clearance, and | anticipated Sam’s aeradgpacity was impaired. |
discussed the plan of care, including [how it rdato] his goal of being on the
baseball team, with Sam and Mom, and they wergreement.

Determining whether Sam could tolerate aerobicase was, in part, a matter
of making sure the added activity wouldn’t underenthe effort underway to help him
reverse his weight loss. Maureen worked with thigitionist and agreed to stop if his
weight gain slowed. In addition, however, his lsmgeded to be clear enough to
support the added oxygen demand, and Sam’s lungsivéhere yet. This put
Maureen back to searching for a way to engage 8arhast PT.

There are many methods for airway clearance... Tamture supports
numerous methods, that are comparable and effeeatikethe [the evidence
suggests that] one that is thestis the method that the patient will perform and
be compliant with. | explained to Sam why airwagazhnce is so important,
and explained the different options, and allowed hime to process
information and ask me questions. He was thennillo try various methods,

and our active experimentation began.

12BID is the medical abbreviation for something ating twice a day.
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Not only did Sam need a method he liked, or attldain’t despise, but he’'d
need to continue carrying it out independently. nMeas already on record as not
willing to play the role of enforcer. Jane got Maen to talk more about that
challenge.

“Walk me through a little bit about how you thdigbout airway clearance,”
Jane said, “and about being fourteen, and tryirgetd&sam up for success once he was
out of the hospital.”

“Normally, at fourteen,” Maureen said, “you loakthe parents or guardian to
help with carryover, but that wasn’t going to happ&o, from the research, [I knew]
there is no gold standard for airway clearance. @dsttechnique is the one that the
patient is effective with and will do.

“I knew | had this great toolbox and that | cogby ‘listen Sam, let’s try them.
We have at least two weeks here, so let’s findtbateyou’re going to do at home
because, for two weeks | can assist and your lsagsound better, but if you're not
going to continue at home, what's the point?’

“So we did a lot of active experimentation, ancheanethods worked well and
he was productiV€, but then he would try it on his own and say,dt lightheaded, it
didn’t work so well.” So even though | knew thagere really good methods, | didn’t
choose them because he wouldn’t continue themraeho

“We did alot of active experimentation.”

13 This use of the terproductiverefers toproductive coughthat is, one that is strong enough to enable
the individual to remove mucous from the lungsits@an be spit out, azleared
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Jane said, “And was that successful in the endPy@u come up with
something that you felt he could manage while he mwadhe hospital and have a
reasonable expectation of being able to carry bhbme?”

Maureen’s narrative provides one answer to Janestion:

We tried the active cycle breathing technifend although [it was]
quite effective, and Sam could clear a lot of sgans, he felt that when he tried
it alone, he breathed too fast and felt lightheaded

| tried the Acapell® and it was also very effective, but Sam felt
lightheaded with a long exhalation and had a vaalisw inhalation. | then
combined [the] two methods, active cycle breatland [use of] the Acapella,
to slow him down. This was quite effective, andhad no complaints and was
willing to perform [it].

The result delighted Maureen. Not only did Sameado airway clearance, he
took charge. In their conversation, Jane got Mamte talk about how that success
felt.

“So many times,” Maureen said, “I'd go in and Sawuld say, ‘Oh, | woke up
and | was pretty congested.” He vedieadyperforming the new airway clearance
strategy on his own, and it was effective. Thas weebest”

Eventually Maureen deemed Sam'’s lungs ready, lseyldttempted aerobic
exercise. That first day he was able to walk “at@lerate pace for six minutes” before

Maureen needed to end the session due to his sBertri breath and racing heart rate.

14 Active cycle breathing refers to alternating staliand deep breaths, inhalations of air, and varyin
the lengths of time for holding them before breaghbut.

15 Acapella is the trade name of an airway clearaeséce that vibrates the branches of the bronchial
tree to loosen secretions in the lung.
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It was a start — one they continued to build orfitea week, with daily gains in his
ability to walk on the treadmill, Maureen sugges&aun try jogging.

He initially stated he couldn’t and that it was imsgible. We then talked about

what he would need to do for baseball. We talkszbiarunning the bases, and

making a catch. He was willing to try, and thstftime ran for 2 minutes. |
continually gave Sam positive feedback, and...cregtads for him to achieve

that were obtainable, and | was so proud as hedtheing able to jog for 15-

20 minutes.

Maureen educated Sam about the importance of-traising, and they added
sprints to his workout. To make certain he sawéhaionship between these exercises
and his goal, Maureen had Sam sprint the standstahde between bases on a baseball
diamond. She even created games in which shedavthrbaseball and he’d run, catch
it or pick it up, and throw it back. Maureen waxeongoing education teaching Sam to
monitor his level of exertion. Thus, Sam was swocharge of tellindier when he it
was time to rest.

As their work settled into a routine, their reteiship flourished, and Maureen
became someone in whom Sam confided — an adulhéonwt was safe to talk.

Sam continued to use his exercise times to askiquesabout CF,
clarifying questions about the importance of whattas doing and how this
would help him. He started trying to get his broghi® exercise, as well.

During these sessions, Sam would ask me a lot@dtopns, not only about

exercise, but about CF...[he] had this stomach disodrthat was medically

worked up many times, and the medical team fedt afl it was due to stress
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and worry...l saw how much Sam trusted me, and leshsiories of how

exercise helps with my stress level... and sure eémasdis admission

progressed his complaints of stomach pain decreased

Jane was interested in learning about the cororeafiany, that Maureen made
between her relationship with Sam and his progr€dearly he was engaged in
physical therapy — no small feat — but Maureen seemost proud of having
empowered Sam make a difference in his health@ertiaps, even to envision a future.

“Did you have any strategies,” Jane asked, “tloat think made him want to
take more responsibility for his health?”

“Hmmm,” Maureen said thoughtfully, “some of thengplex social dynamics
were that this kid seemed very tough, but he waseseous inside. And, even though
he was the youngest, he felt some of the burdeth&family.

“I think he didn't feel like he had a safe placeassk questions about his health,
so he internalized them, and his feelings about B | think, as he was doing better
and exercise was helping, he thought that would time to ask. And, he wasn’t
looking at me when he did. He’d be on the treadmilwe’d be running drills outside,
and he’'d say, ‘oh, so if I'm doing this and, saer in life | need a lung transplant, this
is going to help me, right?’ Those weren’t hisfiquestions, but by the end of his
hospital stay he was askindoa more questions about later in the progression of CF

“l think it just allowed him a safe haven and gove him, you know, honest
answers, or tell him who could help with that quest So, | think, | just earned his
trust.”

“Well”, Jane said, “when you're fourteen, it's klaio see to tomorrow,
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let alone thirty. | think that was a formidableatienge — figuring out how to develop
some long-term understanding that what he did naw going to be impacting how he
might function later.”

“Right,” Maureen said quietly, looking thoughtfahd content.

Maureen monitored their progress for signs thattteatments were having an
impact not just on Sam’s physical status, but @nlainger goal of getting him to take
ownership for his well-being. She provided insigto this in her narrative by telling
the following story within the story.

| knew that Sam was starting to take responsibiitityhis own health
near the end of two weeks... [He] had about fivenfilgvisiting in his room,
and it was his exercise time. Most teenagers, vineyhave visitors, do not
want to participate in PT, and | gave him the aptd exercising later, as it was

a running day. | assured him he could do somethisg for exercise, or, his

friends could come with us. [Instead] he saiditofhends, “I have to

exercise.” When they said they were leaving, e Isa would call them later.

Initially he was upset, but I... told him | was s@pd of him, and he said that

he knew it was important.

Maureen chose that moment to talk with Sam, ogeéaabout his goals.
Perhaps she sensed he was ready to take the epxbstard assuming the
responsibility foralwayshaving a next goal to strive for.

| asked Sam what his goals were for himself, lessplaying baseball.

He was initially confused, and when | clarifiedttha should have goals [of his
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own], he started setting them...His [first] goalaitdition to playing baseball,

was to run for 30 minutes. And, on day 14, he ithet

Eventually Sam had a discharge date, and Maureganbwrapping up their
work together. Wanting him to keep track of hesatment regimen, she set up a binder
with monthly calendars covering the next year,¢ating on each day whether it
should be a day for strength training, aerobic @ger day off, etc. They even marked,
together, the dates for baseball tryouts.

Sam had revealed to Maureen that he loved Chucks\eo she’d found a
picture of Norris exercising and placed it promitigon the cover of his binder. Sam
was so excited when she presented it to him thatrfimediately checked off Acapella,
since he’d done it at 7:00 that morning.”

In addition to creating the binder, when Sam tl&bout how much he enjoyed
running, Maureen told him that CF Foundation predié running scholarship for
college. Finally, after completing her final phgasi therapy evaluation, Maureen show
Sam the measurements revealing his gains in postueagth, pulmonary status and
aerobic conditioning. Sam left the hospital binghelnand.

Maureen worried that, once home, he might fabh ioid habits. She needn’t
have, as we learn in the anecdote she includdeatidse of her narrative.

| saw Sam in the main hallway [one day] when he g@ing to his

[doctor] appointment with Mom, and he was excitedt¢ll me] that he made

the summer [baseball] team, and was even playimdjfelt great! He promised

me that he usually used the Acapella every daywasdstill using the binder to
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keep him on track with his exercise program. lkappy to report that he also

said that he’s training to run a 3 mile road rachis home town.

The End.
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Clinician-patient relationship: Summary and discusion. Participants
devoted large portions of their narratives to refahips with their patients, the
foundations from which they gathered key informatibout patients’ goals, negotiated
plans of care, and empowered patients to take @arfttheir own health.

In each participant’s narrative we meet a patigmd’s more than just a patient,
who is an individual with a personality, feelingaJues, and beliefs. Each depicts a
physical therapist narrator seeking to know théiepaas a whole person. In addition,
many reveal the challenge of weaving that evolkingwledge of thepersoninto the
care of thepatientin a way that respects the individual while renrartrue to the
physical therapist’s responsibilities. Finallyrgp@pants demonstrated empathy for the
situations that led to these individuals needirggg@rvices of a physical therapist.

In contrast, participants ditbt appear to wrestle in the same way with
discovering the underlying physical causes of thgepts’ problems, indicating to me
that they'd been confident in their abilities taginose and treat those problems. Yet,
as we saw in Judge Callahan’s resistance to chguigiaction, or Ana’s stubbornness
about remaining active, or Sam’s mom'’s lack of wghess to force her fourteen-year-
old son to do anything he didn’t want to do, anyiat a course of treatment agreed
upon by therapisand patient was not a given.

Participants wrote at length about the importasfagdiciting patients’ goals and
using them to drive decisions about physical thegse. They wrote about the
challenge of balancing their responsibility to pdeveffective physical therapy with the

patients’ rights, and ultimate responsibility, take choices about their own health.
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Having practiced physical therapy for many yebksiow that the cases
presented in these narratives represent the erosptiot the rule. It's true that a
therapist needs to establish rapport, communicateeducate effectively, and negotiate
a plan of care with each patient; however, conttamhe way things unfolded in these
narratives, the process often flows smoothly. \hhtherapist's recommendations
falling on receptive ears, a relatively simple cersation about the specifics of
treatment is frequently all it takes to agree qulam and move ahead.

What | read in these narratives leads me to belikat participants selected the
cases about which they wrote in part becausedbegpresent more extreme and
challenging versions of this process, situatioms tfad left something unresolved in
their minds — perhaps something from which thetfedy had more to learn. That
would be consistent with Dewey’s (1933) notion tredlective thought begins with a
feeling that something is unresolved, and Schd®838) discussion of reflection being
triggered when knowing-in-action is insufficient.

Regardless of their reasons, however, when predevith this opportunity to
step back from clinical practice, into a “presetsttand mode” (Packer, 1985), and
write about an experience from which they “feltytiead learned something”
(Instructions for writing the clinical narrative, aessed January, 20)2ach
participant explored, to some extent, discovering @eveloping empathy for the
patient as a person, coming to know the patiemdaggand using them to inform
clinical decisions, and wrestling with questionsamfo had control- the physical

therapist, the patient, or both.
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As | sought to situate these findings in the eahof physical therapy practice
at NMC, | returned to the PT grid. Undélinician-Patient Relationship, Interface
with clinical decision-makingt speaks to the role patient expectations shplag in
determining goals of treatment. The grid descrithesthe therapist, at any level,
“considers knowledge of patient and family” in irapienting care. In addition, the
Advanced Clinician “clusters information to undarsd patient life roles [and]
functional needs,” and that information “drives exaation, evaluation and
intervention.” Only at the highest level, Clinictholar, does the grid refer explicitly
to thepatient’'sgoals stating that the therapist “listens carefullyptgients and uses
them as a primary source of data,” and, “negotiegabstic goals and intervention plan
based on patient’s values.”

Seeking to place th&ho has controltheme in context, a search of the PT Grid
(Appendix B) reveals that contrabo, shows up only in the description of practite a
the Clinical Scholar level, where it states that tierapist “empowers patients and
family to take control of their well-being” and “grioys focused patient/family

education to that end.”

The grid’s references to the patient’s goals asdes of control don’t appear to
match the extent of the challenge they pose intigeggmor do they seem to fit the
expectations these participants have of themseteesidering these narratives were at
Entry, Clinician, and Advanced Clinician levelsoé3 this mean the references are too-
little-too-late? Perhaps, but it may also indidi@ those who drafted the grid got it

right. They recognized how challenging these aspafcpractice truly are. Regardless,
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participants at all levels of practice used mucthefr reflective writing on these

narratives exploring aspects of their relationshigh their patients.

Practice Component: Clinical Decision-Making

Physical therapists practice as autonomous heaéhproviders with a
responsibility to make clinical decisions in thesbimterest of their patient&(ide to
Physical Therapist Practice, 20p3They approach each patient with an open mind,
even when a medical diagnosis accompanies theakférhis allows them to listen to
a patient’s version of her problem, gather infororato aid their understanding of the
underlying causes, and draw on prior experiencecan@nt evidence to inform
treatment. This process calls for clinical judgtseand decisions at every step. Even
after implementing a treatment plan, the theragmstinues to assess its impact and
make ongoing decisions to modify or stay the caurse

This need to be continually making decisions rezguthe physical therapist to
bethinkingat all times. Even as shalsingother things, such as listening to the
patient, performing tests, palpating a painful gphetpatient pointed out, teaching an
exercise, or using one of the manual techniqueplpégend to think of as “physical
therapy,” she’s taking in information and engagim@n ongoing reasoning process.
Numerous clinical decision-making models — all dasd to help the therapist navigate
this complex aspect of practice — have been pudisind are in use today (Rothstein,
Echternach, & Riddle, 2003; Schenkman, M, BlisD8y, L, Kemppainen, S, Morse,
J., Pratt,J, 1999; M. Schenkman, Deutsch, & Gildg006). In the end, | believe,

we develop our own idiosyncratic ways of thinkirldowever, that is not the
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phenomenon I'm studying except to the extent thatigppants use reflection to aid
their decision-making process. For example, sorag imclude moments of what
Schon (1983) termed reflection-in-action, or moaekband forth between Packer’s
ready-to-hand and unready-to-hand modes of engagemtopic | take up later. For
the moment, | will suffice to say that decision-nmakis an inherent part of physical
therapy practice.

At NMC, the PT grid addresses this side of pra&ctinder the major component,
Clinical Decision-Making. Taken as a whole, thériEated expectations portray a
clinician who brings his knowledge and clinicalseaing to bear in each patient
encounter. Informed by information gathered frév patient, the medical record, and
other clinicians, the therapist examines and tregtpatient. As was the case with
Clinician-Patient Relationship, the grid breaks ttognitive aspect of practice into sub-
components, two of which are useful in classifyting results of this thematic analysis:
A) Clinical reasoningthe ongoing meaning-making resulting from attegdo and
synthesizing the many data elements that compaiske €inical encounter; arig)
Accountability and responsibilityyhich defines the therapist’'s duty to make decision
in as fully informed a manner as possible, acresh @pisode of care.

A. Clinical reasoning. This sub-component of the PT grid is organized
according to the patient management model deschibgGuide to Physical
Therapist Practic§2003) which includes: taking a history to deterenthe reason the
patient is seeking care, examining the patienatbe pertinent information,

diagnosing the source of the patient’s problengsjl forming a clinical impression.
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These steps enable the therapist to provide a psigfor rehabilitation, set measurable
and achievable goals, and develop a plan of care.

Its grid contains the physical therapy departnseatiempt to describe what that
clinical reasoningooks likeat NMC. For example, while portrayed in degrefeskdl
that vary across its four levels, the grid stabed the physical therapist, “identifies
relationships between impairments and function,”ctusters findings from multiple
data sources and identifies meaningful pattermis.addition, “assessments reflect the
ability to integrate pathophysiology, co-morbidstiend psychosocial issues.” It's in
this context that I've identified the sub-componésiinical reasoningas the
appropriate container for the them#&yGoing in with a plan vs. thinking on my feet
and?2) Flexibility.

1. Going in with a plan vs. thinking on my feeParticipants’ narratives
provide a window through which I've been able tewitheir clinical reasoning, or,
more accurately, their reflections on their reasgmrocesses as they looked back from
the vantage point of time. All participants’ ndivas revealed something about how
they processed information to form plans for eviadueor treatment. In some
instances, the processing referred to, or impliethe narrative occurred before or
after the patient encounter, rather than during.

Matthew described putting the pieces together aitamining Ana when he
wrote, “upon completion of the examination, | hypegdized that the disk pathology
was the source of Ana’s symptoms.” Kelsey’'s nareastates that she “tried multiple
different seating systems with pressure-relieviaghtons with the patient, utilizing a

range of transfer techniques.” This reveals reagpaccurringoeforeseeing Mr.
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Gleeson, as advanced planning would have beenreelquihese types of statements
are peppered throughout all participants’ narrativéhey tend to show up as
statements of fact, without further elaboratiorotirer signals that they represent any
particular challenge. In this way, they didn’tlstrme as revealing the essence of
participants’ reflective processes, at least neirttritical (Mezirow, 1991) or deeper
levels (Boud, 1985) of reflection. In other worti®y didn’t seem to represent
problematic or unresolved situations of the typeotists seem to agree frequently
trigger reflection (Mezirow, 1991; Schén, 1983; sw1933).

Several participants, however, described situattbat required them to change
course in the moment. Geoff and Joel provided gtesrof this theme in the
descriptions of their initial encounters with Judgglahan and Mrs. Cheung,
respectively. Each described being surprised byabt that the patient he greeted in
the waiting room didn’t fit what he’d anticipateds®ed on the referring diagnosis. Each
took it in stride, processing the new informatiarthe moment and using it to form an
alternative plan for evaluating his patient. Werey also using reflection-in-action to
quickly challenge an underlying assumption in otdeshift gears (Schoén, 1983;
Mezirow, 1991)?

While describing it as challenging, Joel’s porabgf his initial encounter with
Mrs. Cheung reveals both the need for a changamand his ability tahink on his
feetin order to meet that need. Mrs. Cheung wasneddor treatment of low back
pain, and while Joel had noticed in the medicabrét¢hat she’d been recently
diagnosed with Parkinson’s Disease, he’'d focusedarily on the referring doagnosis

of back pain as he anticipated her first visitel3opractice at the Berwick Health
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Center involved treating primarily patients withhtapedic conditions, many with back
pain. When he met Mrs. Cheung, however, he diseovihat she had significant
movement problems of the type caused by Parkinddissase. He wrote the
following:

The evaluation was a challenge for me in thatdl teeadapt my plan in
the moment when it was clear that impairment-bassid and measures, as |
would normally perform on a low back patient, waa indicated due to the
degree of her functional deficits...

| was immediately able to recognize the patiemits/ement pattern
from a prior clinical experience | had... | was atdelraw on this experience to
recognize that this patient evaluation was goinige@ery different than my
typical lumbar spine evaluation and was going teelta be functionally based.
(Joel’s narrative, Appendix C)

In the end, Joel began by evaluating Mrs. Cheufugistional movement, as he
would with any patient presenting with neurologysfiinction. He did not do the tests
he would have performed if she were the typicalgpatvith low back pain. The fact
is, those tests would have required Mrs. Cheurag$soime positions and perform
movements that, given the severity of her Parkiiss@me couldn’t do. Thus, Joel
began in the only place he could and proceeded fnene, thinking on his feet the
whole way.

In Geoff’s narrative this theme shows up, alsthatbeginning of the story and

triggered by similar circumstances.
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He [Judge Callahan] was referred to an orthoped®ss diagnosed with
patellar tendonitis and referred to physical thgrag/hen | questioned him
about needing a wheel chair and crutches, he cefiiag they help him get
around due to recent onset of right leg pain, bat he was referred to PT for
his left knee. Despite Judge C’s focus on thekiefte, | was also concerned
about his limited function and use of assistiveides;, and knew | would have
to [re-]prioritize my examination to better undarst how to meet his
functional need9Geoff’s narrative, Appendix C)

In the context of the larger story, as we saw @grevious section, Geoff's
challenge was less about determining how he shadtéd his examination clinically,
than about getting Judge Callahan’s buy-in, whielsmit easily accomplished. Thus,
the situational complexity confronting Geoff regadrhim to integrate, in the moment,
his clinical impressions and the messages Juddat@aal was sending about his view
of why he was there and what was going on with him.

In the above examples, participants’ planned eratians didn't fit the realities
of the situations that presented themselves, fgrainhange of course. As | analyzed
the narratives of all six participants, | notedttteey devoted more text to their
descriptions of these types of situations than thdyo thebeforeor after processing |
discussed earlier. Their texts revealed compkxithat made the situations inherently
challenging, and to varying degrees, as we saw Jaéht and Geoff, they discussed how
they reasoned through those complexities to aasva course of action.

2. Flexibility. This theme is related to the previous one, yegliele, distinct

enough to warrant its own label. Lik®oing in with a plan vs. thinking on my fetbte
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theme Flexibility, is revealed in the ways participants wrote alboeir clinical
reasoning as they looked back on it. However, witee former is revealed in the fact
that participants all wrote about a processingqfdrimation — before, during, and after
the patient encounter — this theme is seen in anéplarquality of that processing.
Over and over, as participants wrote about theiiczl reasoning, they revealed a
process that was more flexible than rigid, enablivegm to shift from one course of
action to another. In some cases they wrote dixeingg aware of the flexibility they'd
demonstrated, in other cases not.

Near the end of his narrative, describing what hetgdned from working with
Mrs. Cheung, Joel wrote explicitly about this theme

“This patient interaction taught me a lot abounigefiexible and creative in

both evaluation and treatment of patients with ificgmt functional deficits.”
Joel realized that he needed to shift gears flgxabd use creativity when working with
patients presenting with “significant functionafidés,” but leaves unanswered the
guestion of whether he saw these cognitive traitsexessary when working with his
“typical lumbar spine” patients.

Others didn’'t appear to place restrictions on disigect of their clinical
reasoning. Kelsey, for example, revealed flex{ptihroughout her story of working
with Mr. Gleeson — fraught, as it was, with the ché@ much experimenting in order to
find a treatment approach he could tolerate. Stogew“[Mr. Gleeson] tested my
clinical and technical skills as a therapist, fagcime to frequently think ‘outside of the
box’ and utilize my problem-solving skills,” andramarizing their journey together at

the end of her narrative, Kelsey revealed, “[Mre€don] proved to be a very
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challenging and rewarding patient for me. Manyhef ‘standard’ approaches I initially
took with him had to be adjusted significantly giveonfounding issues, necessitating a
greater level of creativity and trial-and-error.”

These examples represent just a sampling of tlys participants included in
their narratives reflections on the flexibility thfinking required in practice and where
they recognized it in themselves.

B. Accountability and responsibility. The PT grid component, Clinical
Decision-Makingsub-componeniccountability and responsibilitgontains practice
expectations that the therapist remain attuneaitwothe treatment of a given patient is
proceeding, and when not going as anticipated st@ate-think, re-prioritize and, if
needed, seek input from others. The following quoim this section of the grid
provides a sense of this aspect of physical thergpactice.

[The physical therapist] experiences a sense afiattability for patient

progress toward goals. If not progressing as igatied, [she] asks [her]self

‘what have | not figured out?’ (PT Grid, Appendi} B

This is the appropriate category for the finab tihvemes, which represent
participants’ reflections on their responsibilityrhake the best possible decisions
related to the care they provide their patiehjs/Vrestling with complexityand?2)
Seeking assistance.

1. Wrestling with complexity As | discussed in several places, participants
chose to write about complex situations. Theirgodis had varied underlying medical
conditions, as in Mrs. Cheung'’s Parkinson’s diseasbthe Commander’s months

without a definitive diagnosis. They also presdrdemplexities in terms of a
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therapist’s diagnosis running contrary to the mafigrphysician’s, as was the case with
Judge Callahan. Additionally, there were complsyghosocial issues, as with Sam’s
mother being served with a 51A for medical negléldtus, the patient care situations
were complex in terms of the contexts in which ptaisherapy services were being
provided and in the challenges of determining #ngses of patients’ presenting
problems and how the therapist could make a diffieze That said, | am not surprised
that participants’ narratives revealed the extenthich they wrestled with these
complexities in order to assure, to the best af dialities, that their patients got what
they needed.

For example, in Samantha’s work with Commanderemae, his medical
conditions and physical impairments were not theomzhallenge; instead, coming to
understand the patient’s psychological motivati@swomplex, and Samantha knew
she owed it to him to figure that part out. Whae met with Mark to discuss her
narrative, Samantha expanded on her concern atrieé¢hat something wasn’t
working the way it should. “I think what tipped roff most,” Samantha said, “was,
though he would...argue it while we were in the tmett program, then he would say
‘all right, fine’ and would do [the exercises]. dinl would come back the next day and
say, ‘So, did you work on this yesterday?’ [hisp@sse:] ‘No. | didn't’... | think it
became very clear to me that something was blodkimgmentally from making
progress” (from transcript, Samantha-Mark unburgdéonversation). Some clinicians
may have been tempted to let the Commander’s ingtens follow-through stand.

Having educated him about the importance of exeytise decision was his to make.
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Samantha, however, persisted. She was deternonatravel the complexities of the
situation in search of a solution.

Matthew faced complexity in understanding Analwelto remain active,
despite his recommending that she slow down, amétiermining the cause of her back
pain. He suspected she may have had a disc prab&mnwould eventually require
surgery, but other aspects of how she respondedatment led him to wonder if it
might be more biomechanical — thus, he continuddett the latter possibility in a way
that wouldn’t cause harm if the former proved true.

Further examination revealed gluteus medius andmeasxweakness, hamstring

and piriformis shortening and positive signs forveetension. Ana was

instructed to continue to perform the prone prgsgxercise... [My]

intervention was also directed at relieving nemd muscle tension and

promoting lumbo-pelvic-hip stabilit}f (Matthew’s narrative, Appendix C)

In both these examples, participants acknowledgatithey had a responsibility
to the patient to continue to wrestle with theseigs. Kelsey provided an example of
hanging in there with a patient over an unusualhgland complex episode of care.
Near the opening of her narrative she wrote,

Considering a multitude of factors, | anticipatettlatively long road
ahead for [Mr Gleeson], predicting 4-5 months befoe would be sufficiently

independent to return home... Unfortunately, anderatinexpectedly, this

'8 This section refers to weakness in hip and legcteasas well as nerve irritation down the leg away
from the spinal cord and disc, all of which thatiicbhave been contributing to this patient’s pdirnthen

describes the hands-on PT treatment and exercisekto address those impairment in an attempt to

relieve the patient’s pain.
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estimate turned out to be quite inaccurate. Tenthsolater, Mr. G was still my

patient at NMC, having never left the hospital. I86y’s narrative, Appendix C)
Through those ten months, facing numerous chalkeageshe sought a treatment plan
that would enable him to become more mobile despéecomplicating factors of pain
and anxiety, Kelsey worked steadfastly with Mr. €&len and the rest of the medical
team to find solutions.

In her conversation with Jane, Kelsey includeditedf a time when Mr.
Gleeson was back in the ICU in order to receivpezigl form of hemodialyst§due to
his failing kidneys. Doctors had inserted a porhis groin by which they performed a
constant, very slow, dialysis. This was a lifetegureatment for Mr. Gleeson, but the
location of the port forced Kelsey to halt theirnweogether and resulted in him
developing significant hip tightness — enough taHer complicate his ability to sit.
This came up when Kelsey discussed her narratitte Jaine.

“That was unfortunate,” Kelsey said to Jane, ‘e groin] was the
only place that the team could establish [a portkngdw that when it came out
it was going to be a problem... This is a patient,taabaseline, had just
enough [hip mobility] to sit.”

As predicted, when the port was removed, Mr. Gladsad lost so much
flexibility that sitting, at least in a conventidivaay, was impossible. Kelsey helped
him stretch the tight joints, but at the same tknew she “needed to continue,

somehow, working on sitting, because every timeg platient went back to the ICU and

" Hemodyalisis refers to any of a number of processmed at filtering from the blood the toxins that
occur as the normal by-products of human physialdgjys used in cases where the kidneys are ret ab
to keep up with their typical job of taking caretbése toxins.
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had a setback, it was such an emotional traumhifiorwhen he had been making so
much progress before.”

These examples provide a view of participantslimghess to wrestle with the
changing landscape of complexity, across, in saases; exceptionally long and
challenging periods of working with a patient.

2. Seeking Assistancelhis theme refers to participants seeking the imbut
peers, clinical specialists, and colleagues froneotlisciplines, to inform their clinical
decision-making. They sought this input: to hetplerstand and address situations
whose complexities went beyond their expertisaffiom that their thinking about a
patient’s case was on target, or to tap the clilkkoawledge of someone in a different
area of practice. This occurred frequently ingheations portrayed in these narrative
since they did fall at the more complex and chajleg end of the continuum. |
categorize this theme under the sub-comporadpuntability and responsibility
because of the way it revealed itself — that ishencontext of a participant being
conscientious and thorough in her attempt to mak&in her patient got what he
needed.

Samantha wrote about the several times she cedddttug, the PT clinical
specialist on her team. Just six months out abalclvhen the Commander landed on
her caseload, she had her own caseload but wouedldeen consulting her clinical
specialist on a regular basis — especially whenagiag a particularly complex patient.
| would guess Doug wasn’t surprised that she solghtout before even introducing
herself to the Commander. First, she’'d receivettvilmm the more experienced

therapist who'd evaluated him in the ICU, that Coamater Lawrence had challenged
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her knowledge and skill. In addition, the physiched suggested that physical therapy
try serial casting to help the Commander regain motion in his anktest,because of
the time he’'d been bed-ridden. Serial castingtsarbasic skill. Samantha wrote that
she hadn’t “used serial casting in the past, [s&gd to speak with [Doug]...about how
this clinical decision is usually made.” In thisggsage Samantha reveals that she
understood her responsibility as a physical thetdpiexercise her professional
judgment in deciding whether serial casting wasliiko be an effective and
appropriate treatment for this patient.

In Kelsey’s case, the assistance needed was futside physical therapy.
During the stage in which she was experimentingarching for a way Mr. Gleeson
could begin to build his endurance by sitting ugelsey knew she didn’t need to be
alone in that process. She wrote that she’d “tmeudtiple different seating systems
with pressure-relieving cushions...[and used] a raofgeansfer techniques” and that
experimentation had involved “resourcing with thesing leadership of other units to
borrow equipment (specialized recliner chairs,pe¢sal] transfer device, etc).” After
discovering that Mr. Gleeson didn't tolerate anyledse systems, babuldtolerate
sitting, with help, at the edge of his bed, Kel&syed the challenge of his extreme
anxiety and lack of trust in other caregivers. idgahe turned to a discipline outside
of physical therapy to help her find a way she dagdsure that Mr. Gleeson received
the treatment he needed.

| subsequently contacted the psychiatric CNS [€ihNurse Specialist]...to

arrange for her to observe a therapy session.ntagldo gain practical insight

18 Serial casting is a treatment aimed at preveritindoss of, or regaining, movement of a jointcan
be used for treating contractures (i.e. limiteahjonobility), such as those that can occur at tiidea
after long periods of being in bed.
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as to how | might handle [this patient’s] anxietifetently to maximize his

ability to participate in a [physical therapy] sess She was able to offer some

successful strategies for me to implement. (Keksegrrative, Appendix C)
As was the case with Samantha, Kelsey recognizedendxpertise other than her own,
in this case that of her nursing colleagues, wasi®@ and actively sought it out.

Matthew’s narrative provided one other exampléhed theme. He wrote that
after completing Ana’s evaluation, he formed a hiipsis, suspecting that she had a
disc in her low back pressing on a nerve and cgubia pain, numbness and tingling in
her leg. He shared a sound rationale, in my opinidowever, he was troubled by one
thing that didn’t fit the picture. Ana experienaetiatively little pain in the low back
itself, causing Matthew to keep open the possybihiat a disc wasn't the source of her
problem. Therefore, he “later posed this questi®@a discussion point to several
therapists in the back staff room.” Finding thatle had had experience with a patient
who had “lumbar disc pathology, with referred syamps, in the absence of back pain,”
Matthew proceeded down that path reassured.

In my experience this type of sharing one’s thiigkand discussing challenging
cases with colleagues is commonplace in physieabfly staff rooms. In the context
of this study, | ask whether it represents a fofmetlecting, with others, that clinicians

employ to assure they're providing excellent care.

Clinical decision-making: Summary and discussion.
As | conclude this section, | consider the thenadiénfy under the practice
component Clinical-Decision Making in the broadentext of theory that helps me

understand the findings as they relate to reflectio

172



Reflection in Physical Therapy Practice Content Analysis

Writing about clinical reasoning: An example of #ory made visibleln the
spirit of viewing the written narrative as a windtlwough which I'm able to glimpse a
reflective act, in this section | consider the igfegd content themes in the context of
several key theorists. As I've hinted along thg/waee the themes and the ways they
show up in participants’ narratives as providingmples of both the Heideggerian
modes of engagement as described by Packer (198% discussion of hermeneutic
phenomenology, and Schon’s (1983) theory of knovifmgction and description of
reflectionon- and-in-action.

Heidegger described three modes in which we expegiéhe world: ready-to-
hand, unready-to-hand and present-at-hand (Pat$@5, p. 1083). One functions in
the ready-to-hand mode when one knows how to pdoleekstically, almost
automatically, with a task or project. It's in theting itself that onknowshow to
perform the task. Schon (1983) referred to a sinmbncept when he wrote about
knowing-in-action, that is, tacit knowledge — knagzhowto do something. Knowing-
in-action can be contrasted with the more consqmasedural knowledge — knowing
aboutsomething (Schoén, 1983, p.49).

Heidegger’s unready-to-hand, as described by P4tR85) is the mode one
moves into when encountering a problem for whighrrady-to-hand mode proves
insufficient, that is, some modification in apprbdo the task is required. But
Heidegger further distinguishes between this agjgsh the moment, or unready-to-
hand, and a third mode of engagement, presentrat-hia the present-at-hand mode
one takes a step back from the activity in which @nengaged in order to examine it

from outside the activity, outside the doing (Packe85).
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Packer’s (1985) discussion of these three modesgdgement indicates to me
that unready-to-hand is a middle ground, a realmhith we consciously problem-
solve even as we remain engaged in doing. Sch®8&3) description of reflection-in-
action sounds much like Packer’s (1985) unreadlyatiod. A mode of reflection Schon
believed professionals need to employ in orderésvgn not just the science, but the
art, of their professions, reflection-in-actioneakplaces during the very activity that is
the subject of reflection. When confronted by eomporaries who claimed that
reflection-in-action was illogical because of thklbetween action and tacit
knowledge, Schon (1983) invoked common sense iengefof his concept.

If common sense recognizes knowing-in-action,sbakcognizes that we

sometimes think about what we are doing. Phralsesthinking on your feet’

or ‘keeping your wits about you’ suggest not otilgittwe can think about

doing, but that we can think about doing somethvhge we are doing it. (p.54)

| believe all three Heideggerian modes of engagenaad both of Schon’s
modes of reflection, are evident in this thematialgsis of content. From their
narratives we know that Joel and Geoff approachein patients anticipating typical
clinical presentations. If their patients had préed as expected, these therapists
would likely have continued, uninterrupted, opergtin a ready-to-hand mode. | do
not see this as a negative; rather, in my expegighcan make for accurate and
efficient patient examination and evaluation. #ynfree the therapist to engage, for
example, in small talk — getting to know the patieven as he proceeds to examine

various body parts and explain to the patient viale&t doing.
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However, instead of presenting as expected, Geafft Joel's patients
surprised them. Schon (1983) wrote that ofterflécion-in-action hinges on the
experience of surprise. When intuitive spontangmarormance yields nothing more
that the results expected...we tend not to think alhoBut, when intuitive
performance leads to surprises...we may respondflectiag-in-action” (p. 56).

When faced with the surprise of a patient usimghaelchair or crutches to aid
mobility, Joel and Geoff demonstrated the abildyhink on their feet — to move into
the unready-to-hand mode. We saw these cliniaigegeflection-in-action as a
vehicle for identifying an alternative way forward.

Of particular interest to me is that when askedtite a clinical narrative, that
is, when provided with a present-at-hand momenquired though it may have been,
each of these clinicians chose to reflect on a8an that had forced them to shift to an
unready-to-hand mode. They chose to continue itign&bout their thinking, from
outside the moment, taking advantage of this ptestthand mode to consider it
further. Is this a coincidence? | suspect nohilgM never put the question to either
participant, based on Schon’s (1983) ideas, | suigpat if these patients had presented
no unready-to-hand moments, Joel and Geoff mayhvesk passed them over in favor
of a more complex case about which to write.

A professional values contexiThe four themes falling within the grid
component Clinical Decision-Making, with its subaggonents otlinical reasoning
andAccountability and responsibilitgre: 1)Going in with a plan vs. thinking on my
feet 2) Flexibility, 3) Wrestling with complexitgnd 4)Seeking assistanc&Vhen |

look at them in combination, I'm struck not so mushwhat they are, but by what they
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are not. They'’re not primarily about technical Wwhedge, research evidence, or formal
decision-making models discussed in the clinicaisien-making literature. That's not
to say these participants don’t use or value tlagpects of decision-making, | suspect
they do. It does say that they aren’t what thigiriss of practice were about — they're
not what they reflected on.

While | believe I've placed them correctly in tbentext of the PT grid
component, Clinical Decision-Making, | need to mieyond traditional ways of
thinking about clinical decision-making in orderunderstand them. Each has to do
with what it takes to make the best possible dexssin the context of today’s
healthcare delivery system with its: increasing plaxity of patients’ conditions and
rapid pace demanding flexibility and fast accudgeisions; explosion of knowledge
demanding skillful use of external resources; ageldto be persistent in doing
whatever it takes to get the patient what he needs.

| find the larger context in which these themesofbe professional values and
ethics. In a previous section | cited the PT ¢aitjuage describing how therapists
demonstrate a sense of accountability for theiepts to the point of asking
themselves “what have | not figured out?” whenghgent isnot making expected
progress (PT grid, Appendix B). This questionrstfperson construct speaks of
owning this responsibility; in that way it's congat with the broader context of the
profession’s core values and Code of Ethics. Gumagrphysical therapy practice writ
large, the Code states, “Physical therapists shalkle judgments within their scope of
practice and level of expertise and shall commuaieath, collaborate with, or refer to

peers or other health care professionals when sage€ode of Ethics for the Physical
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Therapist Principle 3). | propose that it’s in this contexethics and values — that

these clinical decision-making themes are best nsialed.

Movement and Teamwork: In service of other two compnents

The thematic content analysis presented thusfisrwithin two of the four
practice components delineated in the PT grid,i€i&n-Patient Relationship and
Clinical Decision-Making. | identified no contetfitemes related directly to the other
two components, Movement and Teamwork. | do ninid this to mean that | found
no references to them in participants’ narrativés.the contrary, they contain
abundant descriptions of how their patients movetiraferences to other members of
the healthcare team. However, by my interpretatiomse references serve as context,

or background, for their clinical stories, rathiean foreground.

| realize that this interpretation draws heavityray experience as a physical
therapist. | share a common background with tiiegg@ants and use it, consciously
and unconsciously, to help me understand theirest@f clinical practice. But my
interpretive process cannot end there; if it doluldn’t be doing justice to my data.
Thus, | examined the texts again, actively workimget aside, or bracket, my physical
therapist lens. In doing so, | noticed other atgpettheir narrative construction. For
example, participants tended to refer to movemedtthe healthcare team as
statements of fact, rarely elaborating on or révigithem.

Geoff described his patient’'s movement problentsvainat he made of them as

follows:

177



Reflection in Physical Therapy Practice Content Analysis

[Judge Callahan] reported [that] he experiencelt igg pain with standing and
walking. It began after relying on his right legstand up in order to
compensate for the left knee pain. Given his spmygtof right leg pain with
weight bearing, | suspected a hip or spine proble(@eoff's narrative,
Appendix C)

But Geoff didn’t revisit and expand on the movetrespects of this case the
same way he did, for example, the ongoing challerfidgew to deal with his
assessment’s impact on his relationship with J@hgahan. Thus, the information
about movement laid groundwork for the story of dhdge’s insistence that they focus
on his left kneedespite Geoff's impression that his right hip ‘i®eel to be a much
more limiting and urgent functional problem.” Thig,edhma, as Geoff portrayed it, was
in how to proceed with evaluating and treating gatient in a way that would allow
him to maintain rapport and ultimately help himuretto a higher level of function, not
in deciphering the movement dysfunction.

Kelsey’s narrative included several examples of sbe worked with other
members of the team. She contacted nurse manadaosrow seating equipment, a
move she described as demonstrating the “credtiaitg “thinking outside the box”
required by the presence of Mr. Gleeson’s sacralibieus. In addition, the only way
Mr. Gleeson could work on increasing his enduramas by sitting at the edge of the
bed, with assistance, for many short stints adiosslay. And the only way that could
happen was through a team effort — fact. Kels@asmtly didn’t feel the need to
elaborate.

In summary, identifying movement dysfunction aedlsng ways to address it
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are at the heart of physical therapist practiceaddition, physical therapists at NMC,
as elsewhere, practice as part of a team. Thimy't find the numerous references to
each surprising. That said, they tend to showsugoatextual statements of fact, not as
the major plot lines of their stories, which | diss further in the next chapter. This
leads me to conclude that participants includedemnmant and teamwork in service of
their primary storylines about the challenges awdards of relating to their patients

and making the best decisions possible for theg.ca

Self in Physical Therapist Role

While most content themes can be categorized nvdbmponents of the PT
grid, two themes do not. The themggsFeelingand2) Learning,reveal participants’
awareness of their internal experiences as theggawin clinical practice. The first
theme,l) Feeling is seen in participants’ descriptions of theiryitag emotional states.
The other2) Learning,is comprised of participants’ reflections on lessdrawn from
these patient encounters and their insights inte they'd grown as physical therapists

over time.

1. Feeling. Participants wrote about emotions they experiemdate working
with their patients. In addition to empathy feeling withthe patient, as discussed
under Clinician-Patient Relationship, participantste of their feelings about
themselves in the process of providing care. S#maafor example, revealed that,
before meeting Commander Lawrence, she’d receimeztraail from the therapist who
had evaluated him in the ICU. That therapist hestdbed how curious the

Commander had been about “the training that a pal#ierapist receives and had
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multiple questions regarding the rationale for¢hee that she had provided.”
Samantha revealed her emotional response to tinailevhen she wrote, “naturally, as
a new clinician, this part of the email made meaejoervous.”

Maureen wrote of many emotions she experiencetewlorking with Sam
from describing herself as feeling “so proud” whenwas able to jog for fifteen
minutes, or “worried that once home, he might i@tk into old habits.” She ended her
narrative by relaying an encounter she had with 8aemths after he’d left the hospital.

| saw Sam in the main hallway when he was goinggdviD appointment with

Mom, and he was excited that he’d made the sumbasepall] team, and

...was playing and felt great. He...is still using theder to keep him on track

with his exercise program. | am happy to report bealso said that he is
training to run a 3 mile road race in his home town

In telling the story of deciding he needed to talth Judge Callahan’s referring
physician about his assessment of the Judge’s ttomdGeoff wrote that he felt
“apprehensive to confront the orthopedist” sincalite’t want to create conflict, and
despite being “confident in [his] assessment,”dmaained “nervous about being
wrong.” In this excerpt, Geoff conveys confidemedis diagnosis along with a sliver
of doubt and the worry it caused. He admits tdiigeapprehensive and nervous in
confronting the physician. In the end, further mabtests revealed that Geoff had
been correct. | wonder if he felt affirmed, perb@ven vindicated.

While they comprise only a small portion of pagants’ narrative texts,
references to their feeling states caught my attentConsidering that stories have

characters and plot, this inclusion of feelingseatldepth to themselves as characters —
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physical therapists engaged with their patientsavigating the twists and turns of the
plot. | continue to ponder what this aspect ofrabter development means in terms of
reflection; in terms of story it's certainly impartt.
2. Learning. All participants wrote to some extent about thewndearning.
In some cases they framed it as lessons learnedtfeating that patienta:) Take-
away lessonghey would apply to their work with future patientin other instances
they wrote of it ad) Seeing how I've changedlooking back across their time in
practice, they contrasted their care of the patipottrayed in these narratives with the
care they may have provided as less experiencedialns.
a. Take-away lessondn presenting the data that led to identifyinig theme, |
cannot improve on the participants’ own words aresent three examples.
Example oneNear the end of her narrative, Samantha wrote:
| have learned so many things from my time trea@oegnmander Lawrence that
it’s difficult to fit it all within this one narrate. | learned about the importance
of prioritizing the patient’s impairments and hdvat prioritization changes
over time. | learned the importance of truly patieentered care. | learned that
communication, like every other PT intervention,atnchange over time as the
patient changes. Above all else, | learned to lattkhe patient as a whole
instead of the sum of his impairments. (Samantharsative, Appendix C)
Example two.Joel took a similar approach to ending his nareativriting
about the lessons he’d learned from treating Mheutg.
This patient interaction taught me a lot abouhbédiexible and creative

in both evaluation and treatment of patients wiginiicant functional deficits...
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[and has taught me] to look more critically at gatient’s functional movement
patterns even in [my typical low back pain] patsewho present as
independent, but have pain with functional tasbsel’s narrative, Appendix C)

Lastly, this patient helped me to really underdtathat in order to truly
help our patients we must see the whole persomankimit ourselves to
treating what is written on the patient’'s prescoipt

Example three Matthew, too, ended his narrative by acknowleddgsgons
learned for clinical practice but went beyond thateferring to a life lesson his work
with Ana had provided.

As it is with many of our active patients, it idfaiult to get them to slow down

their pace and give their bodies the chance ta heash | had been a little

more convincing of this. ... Despite this, what Irlead from Ana is to not give
up when you have a goal. She could have given apyapoint, but through
severe periods of back and leg pain, ER visits, MI&hd surgical
recommendations, she never gave up on her goahafirg a marathon and
starting a healthier lifestyle. I'm a better phyditherapist and a better person
for having worked with her and having watched henspvere. (Matthew’s

narrative, Appendix C)

b. Seeing how I've changedin this sub-theme, rather than looking at the
experiences about which they’d chosen to writesawing, “This is what | learndakere
that I'll carry to other situations,” participargaid, “This is what | learned fropast
experience that | see myself applying her&or example, writing about his response

to the Judge’s question of whether he could resumeing, Geoff tells the reader he
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paused to consider a prior lesson. He “wantediggest alternatives that would
minimize the wear to [Judge Callahan’s] hip,” buthe past he’d assumed incorrectly
what the “patient’s intentions were for exercis&fom that experience he’d learned
“the best way to suggest an alternative is to twrglerstand my patients’ motivations,”
and he proceeded to ask the Judge why he wantalldaip running rather than make
any assumptions. From there he was able to négatisatisfactory alternative —
swimming.

Kelsey summarized quite directly how the careioeided Mr. Gleeson stood
in contrast to what she might have delivered agumger clinician.

In reflection, | clearly handled Mr. Gleeson'’s calsiéerently than | would have

earlier in my career. | was more confident andayat my communication and

advocacy for this patient. | thought “outside Hox” more with respect to
problem-solving strategies, while also upholding naspect for the patient’s
ability to make decisions in his care, and to fespected throughout. 1 utilized
additional resources, including my PT clinical Spkst as well as outside
consultants, throughout the case to maximize the loaas able to provide.

(Kelsey’s narrative, Appendix C)

Self in physical therapist role: Summary and discssion. Participants
including themselves and their feelings in theseati@es stands in contrast to the
writing they engage in daily as they document itigpéis’ medical records. In that
writing, the self, the narrator, is invisible agskports the patient’s condition, her
clinical impression and treatment decisions. Itulddoe inappropriate to use first

person pronouns, let alone infer or make dire¢estants about one’s own feelings as
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the healthcare provider. I'm not challenging tberectness of the medical
documentation genre. That said, | find it intaresthat, while opening their narratives
with the formulaic statements of medical factstipgrants launch so smoothly into
revealing their feelings. Does this signal somed® share? To explore them further?
According to Dewey (1933), reflection begins watticountering @roblemand
proceeds with the important process of framindaady. There’s, “a process of
intellectualizing what at first is merely an emaiab quality of the whole situation.
This conversion is affected by noting more defigitee conditions that constitute the
trouble” (p. 108). Atkins (1993) observed that aiméortable feelings can serve as a
trigger event for reflection, which takes the foofra critical analysis of both the
feelings and the experience. Did Samantha and p#Hrécipants use feeling states as
triggers for further reflection in their narrative<r were they simply crafting good
stories, hoping to draw their readers in by shatieghuman side of their situations?

Or both?

As Samantha wrote of the nervousness she felt wdaating the e-mail from
her colleague, she also seemed to normalize . r&flerred to it beingatural that she
would be nervous. Are we seeing here her reflegirocess and something of its
power to help transform an experience into newgim$! That would certainly be
consistent with my own reflective journey viewedathgh the writing | did about my
experience of being a student in the simulatiorrsu

Many theorists — Dewey (1933) and Schon (1983lingriabout reflection as a
critical part of the educational process; Kolb (498001) and Sternberg (1998)

describing the role it plays in turning experienge learning; and the myriad of
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educators and researchers writing about the topiayt— implicate the metacognitive
act of reflecting in explaining our ability to leafrom experience. In addition,
narrative, or story, is often crafted for the puspof helping the listener learn a lesson
— hence the constru@nd the moral of the story is.ls this why participants wrote
about the links they made between their patierd stories and lessons they'd learned?
That's one possible explanation.

Once again, however, the context in which theseahaes were written must
be considered. Composed as part of the processioeving CRP Advanced Clinician
recognition, Kelsey’s and Geoff's narratives wohll’e been intended to reveal their
high levels of practice, perhaps by contrastingrhéth those of earlier, less
experienced selves. These two participants hae equerience than the others, and as
viewed through the lens of their narratives, wédie & see and articulate how they'd
grown across their years in practice.

| needed to ask myself whether this CRP contestilshchange the way |
viewed the lessons Samantha, Matthew and Joel whatet, or Geoff’'s and Kelsey’s
discussions of how they’d drawn on past learninganng for Judge Callahan or Mr.
Gleeson. | decided to let the themes stand, nynae being similar to that for
choosing the PT Grid as an organizational frameviamrkhemes related to practice.
That is, while | must carefully consider contexthe meaning | make of these
narratives, the fact remains that when directesktect an experience he found
particularly challenging or from which he felt hd&hrned somethindr(structions for
writing the clinical narrative, accessed Januar®12) each participant included his

own learning as part of the story.
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As | reflect on the title | selected for this thatne category, Self in Physical
Therapist Role, | realize that | am foreshadowingeea | will return to later —
professional identity. In this chapter | use ieasumbrella under which | place
participants’ references to feelings they experelnand lessons they learned from
those experiences. In the next chapter, as | ehespects of the reflectiy@ocess,
and later when sharing conclusions I've drawnstdss self and identity further in

relationship to the view of reflection seen throdlgbse participants’ narratives.

Thematic Analysis of Content: Summary and Discussio

Participants wrote about — reflected on — elemehghysical therapy practice
including relationships with patients and clinidalcision-making. In addition, they
wrote about themselves in their roles as physkeaiapists, including what they felt and
learned as they provided care to their patients.

Framed as therhatof participants’ reflections, the themes uncoverethis
analysis tell an interesting story. When clasdifiecording to the four major
components of the PT grid, a document that grewobNMMC'’s internal examination of
physical therapy practice, participants’ narratiwese largely about the Clinician-
Patient Relationship and Clinical-Decision Makiagth references to Movement and
Teamwork included in service of those storylines.

So what? What meaning do | make of the fact that thesm#sesurfaced in the
narratives written by participants and why is ipontant? First, what these physical
therapists chose to reflect on when provided thjgootunity to do so in a written

narrative reveals the extent to which they wresitl aspects of practice having to do
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with seeing their patients holistically and empawgthemto take the reigns in their
health and well-being. The literature on experiisphysical therapist practice
identifies this as a characteristic embodied bymast expert clinicians (Jensen, et. al,
2007). Perhaps these participants — with six neotalmany years of clinical
experience — are revealing something about thetavggt there.

In this phenomenological inquiry, I've framed pagants’ narratives as the
windows through which I'm able to glimpse theirleetive practices. Viewing the
writing of these narratives as a stepping back fieenHeideggeriaready-to-hand
mode of being in the activity itself, topaesent-at-handnode, this analysis suggests
that these therapists privilege the pondering atfice aspects related to the
interpersonatealm, relationships with their patients, and tretanognitive realm —
thinking about their thinking and decision-makingwver other aspects of practice
including the technical knowledge and skills asatad with treating patients with
movement dysfunction.

As I've discussed, participants’ choices of witaivrite about seem to validate
Schon’s (1983) idea of professionals needing rafiean order to develop thert of
their professions. Getting to know the person vetbe patient and allowing that
patient’s personal goals to drive the physicaldapgmplan of care does seem to require
the spirit, skill and talent of the artist. In #ttgh, participants writing about their
thinking, and examining it from the vantage poihthee present-at-hand mode, is
consistent with what Dewey (1933), Schon (1983) iedirow (1990) have to say
about the metacognitive act of reflection. Thespoadlign themselves with emerging

discussions in medicine (Charon, 2001) about thgoimance of getting to know the
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patient’s personal story. In combination, | bedi¢hese findings are instructive about
how to provide the best possible care to eachatige encounters in practice.

Two catch phrases bandied about in relation tayt@ethealthcare delivery are
evidence based practieedpatient-centered car&ach is important. | believe,
however, that too much emphasis on the former isrigading to an unbalanced
privileging of the science over the art of healtlecas though the results of the
randomized controlled trial alone can reveal thesmappropriate treatment for a given
situation. Unfortunately the latter, patient-ceatkcare, is too often tossed around
without much substance behind it, making it seemeee platitude. Like mother and
apple pie, who can argue its rightness? My conisettmat without clear examples of
what it looks like, and tangible examples of howets lived out and the powerful role
it plays in patient outcomes, patient-centered ozag never assume its rightful place
as the equal partner of evidence-based praetigigh the art of the former balancing
the science of the latter, and vice versa. Pertilepsue power of these participants’
stories is that they do just that — bring patiesritered care to life.

| end this discussion of content themes, as | b&gahowing you Samantha as

she concludes her conversation with Mark.

Samantha: Getting to “We”(Conclusion)
“So, what's the take-away from this experience &atima?”
Mark asked.
“I think the take-away for me, looking back,” Samttza said, “is

that the biggest thing that | didn’t do from tery beginningwas look
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at it as though | could provide Commander Lawreheedirection [he
needed]. And while that’'s my job, it has to be stinng thahewants.
It has to be something that matter$iim.

“And you know, as a patient, you come in here, tetde may be
the most frustrating things going on all around ,yand you may be
feeling like you have no control over anything, pat still have goals.
Maybe no one’s asked you what they are,” Samaraita isow a roll,
“but youstill have goals. Yobhavethings you want to accomplish.
You have things thahatterto you on a day-to-day basis, and things that
will matter to you when you leave.

“l think, sometimes, we have to ask the questabo[it goals]
more directly and more than once. We all asknitifilly], but I think
we should to ask if lot.”

THE END.
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CHAPTER VI: ANALYSIS OF THE REFLECTIVE JOURNEY FROM
WRITING THROUGH UNBUNDLING
Introduction

As | immersed myself in reading participants’ adinres, watching and listening
as they discussed them with Mark or Jane, andmgadinscripts of those interactions,
| was interested in the light they might shed ortip@ants’ reflective processes. | had
a sense that, rather than participants talking tatheuir reflections, | was, instead,
witnessing participants reflecting with Mark or @aas they discussed their stories of
clinical experience. This seemed significant.

Building on the results of the thematic analydisantent, | wanted to explore
howthe participants, in conversation with Mark or Jamere accomplishing the
reflective process | thought | was seeing. As htimmed in the methods section, for
this tier of analysis, some elements of structarellysis seemed warranted and |
employed my own idiosyncratic approach. My fitgpsconsisted of turning to the
stories I'd crafted for three participants anditeos and transcripts of their
conversations with Mark or Jane, paying close &tiario elements that jumped out
and making notes abowhatandhowit seemed to be happening.

My attention was repeatedly drawn to two elemémas called for further
analysis. The first had to do with the ways inethihe interactions cycled back,
covering similar ground on more than one occasiomas struck by how the stories
changed and how they stayed the same and was resnifdVishler’'s (1995)
distinction betweetelling andtold. Once seen, | couldmipt see the iterative nature

of the process. | experienced shifting foregroand background. | use the term
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foreground as it’s used in literary studies, wherefers to “what is striking, deviant or
unexpected” (Warvik, 2004, p. 99).

The other feature of the unbundling conversattbas struck me involved
participantsactingthe parts of patients and others in their stomeduding themselves.
This role-playing allowed me te@sparticipants’ interacting with their patients and,
given the iterative nature of their exchanges Wtrk and Jane, how they changed
across re-enactments. Once again | had the seveseWwatching a reflective process
and witnessing the change that could result fronTltis performance feature is
particularly noticeable in Samantha’s and Maureent&ractions with Mark and Jane,
respectively.

In this chapter then, | present my analysis atefpretation of these two
aspects of the data — the iterative nature of thegss, and the performed aspects of

narrative.

Reflection: An Iterative Process

Mann, et al. (2009) wrote a systematic reviewhef literature on how reflection
and reflective practice are addressed in healtfepsmons education. As | read it,
already well into my analysis of this study’s ddtapdded my agreement with the
report that a major challenge to doing the revieag the lack of a common, and in
many cases even an operational, definition of cafla — a dilemma | knew well.
Wasn't it the very one that had led me down thé pathis research topic? However,

even in this familiar terrain, | was about to enat®n something new.
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As Mann, et al (2009) discussed the work of ttetenvho had become my own
close companions — Dewey (1933), Schon (1983), Eb885), Mezirow (1991) — she
classified their models of reflection based on \ueethe models of reflection they
proposed described 1) darative process, and 2) a process containevghk of
reflection, a vertical dimension. The first vat@abed to my “ah-ha” — it had been
staring me in the face from inside my own data, lmadn’t seen it.

Mann (2009) classified Schon’s (1983) and Boud%36) models as iterative —
the former defined reflection-in-action and reflenton-action, while the latter
included phases of: returning to experience, attenio feelings, reevaluating
experience, and resolution. Both models resonatédmy own clinical experience
across decades in practice. Of course reflecsiateiative. It was, in fact, so obvious
that I'd missed seeing its potential significant@®oking back at my research notes |
found numerous places where I'd noted a participavisiting some aspect of his
clinical experience, or re-telling a portion of Bi®ry. | realized that a feature of the
reflective process was this very iterative-ness.aA aid in sharing the iterative nature
of the process, and the meaning | make of it asgdaeflection, | use the story |

crafted of Joel's experience with treating Mrs. Qg
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Joel's Story: A Role for Reflecting With Othe&xcerpt 1)

Joel was a physical therapy intern for six momhe outpatient department at
Northeast Medical Center (NMC). He applied to Né&tause it was an academic
medical center known for providing excellent caré$ patients and learning
opportunities to students. Its physical therapyasiement had a reputation for rigorous
practice standards, which is what Joel wanted ljp faeilitate his transition from
student to practicing clinician. Upon completihg internship, Joel accepted a
position in one of NMC’s community health centetsacated 8 miles from NMC'’s
main hospital campus, the Berwick Health Centevides a range of primary care and
specialty services targeting the needs of the @lljudiverse community in which it is
located. In addition to the longtime, largely btadlar, Berwick residents, Joel’s
patients included recent immigrants from Asia aatin.America.

Approximately a year after beginning his positidoel's ability to manage a
full caseload of patients presenting with primaalyhopedic issues, especially back,
knee and shoulder problems, had developed to tin where his supervisors believed
he met the criteria faClinician level, a step beyonntry-level in the hospital’s
Clinical Recognition Program (CRP). Their endorsatrof this was based on Joel’s
increased abilities in the four domains of practieined by the department: clinician-
patient relationship, clinical decision-making,re@ork and collaboration, and
movement.

Joel knew that putting himself forward for thisééwould require writing a
clinical narrative based on a patient he’'d treated discussing it with his department

director, Mark. Considering his list of recentipats, Joel selected one he thought
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provided an opportunity to showcase his growth elsngcian. In the opening
paragraph of his narrative Joel wrote: “This nawveais intended to demonstrate the
advancement of my practice to that d€lanician as described by the Clinical
Recognition Program. The case | will present cingléel my ability to manage a patient
with multi-system and psychosocial involvement whimpacted the patient’s
rehabilitation.”

From that introduction Joel introduced his patiéts. Cheung, and takes us
with him as he shares her story.

The patient is a fifty-three year old, Chinesewanm, Mrs Cheung, who
was referred to Physical Therapy by her primarg gdnrysician for treatment of
her low back and bilateral radicular leg p&inReview of the patient’s medical
record also was significant for advancing, recerset, Parkinson’s disease, a
diagnosis that the patient was reluctant to acesgbrding to her neurologist’s
notes. The patient had lumbar images in the [@aatmedical record] system
demonstrating multiple levels of disc herniatiaor, Which the patient had
[undergone] a series of epidural injections witlydamporary pain relief.
Having reviewed her medical record, Joel headebdavaiting room to greet

Mrs. Cheung. He anticipated meeting a middle-agechan experiencing back pain
and, perhaps, beginning to show signs of the slawedement that is typical of early
Parkinson’s disease. He wasn't prepared for wadbtind. Mrs. Cheung had arrived
by wheelchair, pushed by her longtime companion,\Wong. When Joel asked her to

transfer, that is move from her wheelchair to thaicin his treatment area, he began a

9 Radicular, when used as a descriptor, refersitothat travels down one or both arms or legss It
generally indicative of pressure on nerve rootsriaround the spinal column.
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mental list of the difficulties he observed — briidesia, abnormally slow movement;
festinating gait, a walking pattern consisting wfadl shuffling steps; and increased
thoracic kyphosis, a rounding of the chest causiegorward bent position often seen
in older women. Joel also noticed how quickly Mfong jumped in to help, at times
seeming to hurry Mrs. Cheung along.

Sitting in his office with Joel to discuss the nagive, Mark asked Joel to say
more about that beginning.

“Sure,” Joel said, “I think this patient was neél for low back pain
and, you know, working in outpatient orthopedicdph’t typically go out to
receive my low back patients and have them in aelchair. So that...right off
the bat, made me question what was different athogipatient than what |
normally see in a lumbar spine patient.

“I knew going in that the patient had a Parkinsaisease diagnosis, as
well as low back pain, but the severity of the Res&n’s wasn’t clear to me.
So the fact that she needed to [use] a wheelchaiade me think that the exam
was going to be a lot different than my [usual]rexaf a lumbar spine patient.”

“So, it sounds,” Mark said, “like you had an idg#eéhow you would have
approached this, based on what you had gleanedthemmedical record prior
to seeing her, and even before you get her battiettreatment room, you've
shifted how you’re going to [begin].”

“That’s right, yes,” Joel said.

End, Joel’'s Story(Part 1)
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Iterative process described.Joel's Storyprovides an example of the iterative
process. Joel had treated Mrs. Cheung severahsibefore he selected her case as
the basis for his narrative. In order to writeethad to re-visit it, at least in memory
and perhaps by reviewing his documentation in hedioal record. The narrative he
composed, however, was not merely a report of wbatirred during his time treating
Mrs. Cheung; it was not just a temporal recounthgventgLinde, 1993, p.85).
Instead, Joel wrote a story, which required hirddgelop a “sequenced story-line,
specific characters and the particulars of a ggt{lRiessman, 2008, p.5). Not all
elements of the recalled experience made it or@@é#ye as Joel performed the story-
teller’s function of selecting narrative elememsriclude and to leave out.

Even to the point we’'ve read thus far, Jotdlsl has been through several
iterations due to multipleellings (Mishler, 1995). First, Joel had had his original
experience of treating Mrs. Cheung with all itsieas twists and turns — some we
know and some we never will because they didn’'tenaknto the story Joel crafted.
Then, with distance of time, Joel recalled his warth Mrs. Cheung, reflected on it,
and wrote the story we read in his clinical navati That was the first telling of the
story to which we are privy — co-constructed betwéeel-the-clinician, who lived the
experience, and Joel-the-narrator, looking bacthahexperience and writing his story.
Because he was writing it as part of NMC'’s CliniBacognition Program (CRP),
Joel's reflecting and writing were, very likely,dased on how the story might
demonstrate his level of practice and what he’dnleé from the experience. The CRP,

and his practice of physical therapy at NMC’s BeknHealth Center, provided the
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context for Joel’s telling of the story in the firdace and would, therefore, have helped
to shape the resultant told.

Joel then sat with Mark to talk about the stof this point we've read Joel’'s
initial response to Mark’s query about the unusgginning to his work — a second
telling of his story, co-constructed by Joel and'kaBy using the vehicle afoel’'s
Story,which | authored, I've shared yet another tellifidhere will be others still,
where Mark and Joel loop back to the same portidheostory.

First, however, in the spirit of reflexivity, | wato acknowledge my awareness
of the fact that the conversation portrayedael’s Storywhich | just referred to as a
third telling of the story has layered within itveeal iterations of its own, each with
different parties engaged in co-construction andmreg-making. The first layer, by
my count, was Joel’'s verbal response to Mark, capton video; the second was the
transcript | prepared from that video, which althowerbatim, was itself the product of
interpretive choices about which utterances and/exdral elements contributed to its
meaning. Finally, there is the conversation betwdeel and Mark conveyed Joel’s
Story, which, while adapted from that transcript, représeet another level of my
interpretation and decision-making related to tleaning of the exchange.

In this analysis | deal with the existence of éhddferent layers by sharing data
from three sources — Joel's written narrative,tthascript | prepared of the unbundling
conversation, andoel’s Storywhich | crafted from the first two. | see thisaform of
triangulation and intend it as a means of engageaders of this report in both

meaning-making and in critiquing my trustworthinassan intermediary narrator.
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Analytical framework. As | discussed in the methods section, LabovZ)9
developed an often cited and adopted frameworkndisishing “sequences and
structural parts of narrative that recur acrossedabout experiences” (Riessman,
2008, p.84). While generally applied to spokestdurse, | found this framework
helpful in analyzing participants’ written narragsand the unbundling interviews that
followed. The framework distinguishes six elementstract, orientation,
complicating action, evaluation, resolution, andae each of which serves a specific
purpose and can be thought of as helping the éstenswer a series of questions. |
describe each element further as | analyze a poofidoel’s narrative and unbundling
conversation, examining its iterative nature inreeaf how it informs my
understanding of his reflective process.

The first element, the abstract, is optional. Wheesent, it provides the point
of the story and helps answer the question, whiiissalkabou®? Joel began his
written clinical narrative with an abstract, “Tarrative is intended to demonstrate the
advancement of my practice to that d€lanician as described by the Clinical
Recognition Program.” In discourse, orientaticesles typically follow the abstract.
They help to establish the story’s Who, What, Wlard Where. Joel does this in his
written narrative by including a medical summape* patient is a fifty-three-year-old,
Chinese woman, Mrs. Cheung, who was referred tsiPalyTherapy by her primary
care physician for treatment of her low back anatéral radicular leg pain.”

Narrative clauses, including the complicating atticome next. Answering the
guestion, “So, what happened?” these clauses cotfitaievent sequence that provides

plot, “usually with a crisis or turning point” (Rieman, 2008, p.84). A story typically
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has a series of narrative clauses, including omeare complicating actions. In her
study of ethical issues arising for nurses praagjén an intensive care unit (ICU)
setting, Robichaux (2006) identified a repeatintigra in the stories of clinical practice
they told — complicating action, narrative clausesplution.

| found a similar pattern in Joel's and other jggoaints’ clinical narratives.
Perhaps this is because the nature of physicaylges to identify problems, find their
causes, and treat them. An alternative explanaboiid be that the clinical situations
upon which these narratives are based were selptesely because they represented
situations that posed “a particular challenge’ronf which the participant felt he’d
learned somethindr{structions for writing the clinical narrativi. The notion that a
particularly challenging complicating actisrould bea feature of the situation a
physical therapist chose to write about, coupletth #ie stance I've maintained that the
written narrative is the result of reflection, fitéth the notion that reflection is
triggered when one encounters a situation in whishready-to-hand mode of
functioning (Packer, 1985), or knowing-in-actiorck®n, 1983) proves insufficient.

Joel revealed several complicating actions innmigen narrative, which were
frequently the very aspects of the story about WwiMiark chose to inquire in the
unbundling conversation. 1, too, instinctively gad them forward as | craftelbel’s
Story. In other words, Mark and | recognized that thweye critical to the story. To
take one example, as | rendered ilael’s Story,'he’d anticipated meeting a middle-
aged woman who was experiencing back pain andapsriioeginning to show signs of
the slowed movement that is typical of early Paskinis disease.” However, Joel

wasn’t expecting Mrs. Cheung to arrive “by wheelghaushed by her longtime
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companion Mr. Wong,” or for Mr. Wong to jump in ib@lp her, at times seeming to
hurry Mrs. Cheung along.

At this juncture | alert my reader to a wordingieention | will use throughout
the rest of this section. | use “clinical narrativo refer to the clinical practice story a
participant wrote; | continue to use “unbundlingigersation” or “interview”
interchangeably when referring to the interactietween Joel and Mark; and | use the
italicized title “Joel’'s Story to refer to the larger narrative | crafted of legurney
from clinical experience, through writing and untbling.

Another narrative element in Labov’s frameworkhs evaluation, or
evaluative clause, in which the narrator indicétiee point of the story or why it's
worth telling” (Linde, 1993, p. 72). Riessman (8)@efers to evaluation as the place
where the narrator “steps back from the actiorotoment on meaning and
communicate emotions — the ‘soul’ of the narratif@84). In this data, with regard to
complicating actions, evaluative elements help ansghe question: what was the
challenge — as Joel perceived it?

Linde (1993) cautions the narrative researchdy tlaere other elements can be
described as containing specific linguistic featyuevaluation can be expressed in
many different ways — including explicit statemeotsomething’s value, subtle word
choices, or markers such as tone of voice or usepafitions for emphasis. In this
analysis | attempt to make transparent the maikessd.

As | analyzed Joel’s data, | found that | coultte several complicating

actions across multiple retellings of the storyeré] | follow one complicating action

200



Reflection in Physical Therapy Practice Process Analysis

through various iterations of the story. Using M&s’s (1995) distinction, | examined

varioustoldsresulting from a series ¢éllingsto explore Joel’s reflective process.
Complicating action: Parkinson’s disease vs. low lik pain. In his clinical

narrative, the initiatelling, Joel introduced the complicating action as foow

The patient presented with parkinsonian symptotmishwere more

advanced than | expected and were evident whesidp@ficant other brought
her into the treatment area in a wheelchair andtassher at a contact guard
level to the chair. The patient exhibited significhradykinesi& when asked to
transfer from the wheelchair to the chair and also a festinating gait that was
evident in those few steps... | was immediatelg ablrecognize the patient’s
movement pattern from a prior clinical experient&ad in which | developed a
movement disorders clinic for patients with Parkims disease at the
California Rehabilitation Institute. | was abled@aw on this experience to
recognize that this patient evaluation was goinige@ery different than my
typical lumbar spine evaluation and was going teelta be functionally based

to gain an appreciation for her movement pattenashew this affects her pain.

This excerpt may be challenging to non-physicatdbist readers, but | want to
reveal the complicating action in Joel's own words writing style is reminiscent of
a medical report in its use of terminology, passiviEe, and overall formality.

However, Joel deviated from a medical report gamtes use of the first person, “I,”

2 Bradykinesia refers to an overall slowndss(ly) of movementKinesia) Common in patients with
Parkinson’s disease, it manifests itself as a @elayitiation of movement, that is “freezing” epies, as
well as an overall slowness in carrying out funaéibtasks involving movement.
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when referring to his reaction to the patient’skifeson’s symptoms — they were “more
advanced thahexpected.”

Several sentences into his narrative, Joel shitedmore active voice and, |
believe, shared his first evaluation as to whydfoey was worth telling — “I was
immediately able to recognizlee patient’'s movement pattemom a prior clinical
experience..l wasable to draw on this experiente recognize that this patient
evaluation was going to be very different than gpidal lumbar spine evaluation.” In
these evaluative elements, we and Mark are dirdotpdrceive Joel as a therapist who,
despite being surprised by his patient’s unexpegtedenting condition, was able to
recognize it and draw on prior experience, thelaimwing how to proceed.

The following excerpt from the transcript of Jaed Mark’s unbundling
conversation provides access to Joel’'s seconddedli this portion of the story, co-
constructed this time with Mark.

MARK: The first thing | want to talk about is, uuis early on as you begin
the process of introducing yourself to this pat@md having her come
with you from the waiting area back to the treattreeea, uh, you
make some very astute observations just as she/sxghfyrom that
waiting area to the treatment area. Tell me & ligit about what you
were seeing during that process

JOEL: sure

MARK: and how that was starting to shape yourkimg about the patient.

JOEL: Sure, um, | think this patient was comingerefd for low back pain and,

you know, working in outpatient orthopedics, | dotypically go out
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to receive my low back patient and have them irhaeichair. So that
certainly, right off the bat, made me questiont sgrwhat about this
patient is different, already, than, you know, whabdrmally see in a
lumbar spine patient. And, um, | knew going irttthat the patient
had a Parkinson’s disease diagnosis as well ab&ok pain, but |
think it wasn't clear to me the severity of the,mapParkinson’s. And,
umm, so the fact that she needed to be transpbaiedto the
treatment area in a wheelchair, kind of, righttb# bat, made me
think that the exam was going to be a lot differtbiain, you know, my
typical sort of lumbar spine patient who walksarsee me. It really
became something | realized quickly that | was gamhave to do,
sort of, more, you know, functional mobility tegfiand kind of a
lower-level evaluation

MARK: mmhhmmm

JOEL.: than | normally would do — just seeing how’sldoing, sort of, you
know

MARK: mmhhmmm

JOEL.: sit-to-stand and bed mobility. Things likatwere going to be very
important to assess, ahh, you know

MARK: So, it sounds like you needed to change yoliole plan

JOEL: Pretty much, yeah

MARK: From the [p], When you get to the waitingom, it sounds like you

had an idea of how you would have approached this

203



Reflection in Physical Therapy Practice Process Analysis

JOEL: Yup

MARK: based on what you had gleaned from the nadgcord prior to seeing
her

JOEL: Yes

MARK: You see her and, even before you get hek ba¢reatment, you,
you've shifted how you're going to approach her

JOEL: Yeah

MARK: So, where does that come from? Is that baseexperience, err, does
that come from, uuuhhh, other, other things?

JOEL: Yeah, |, uuhhh, prior to coming to NMC | had 0-week clinical, um, in
an outpatient neuro setting, and, while | wasghkewas involved in
developing a movement disorders group

MARK: | see

JOEL.: primarily for Parkinson’s disease patients| Bad some experience in
the past with them and, um, so | was able to reicegmlot of her
movement dysfunction pretty quickly as somethinbdkperienced in
the past, you know, it took her probably 5 to 1€osels to get out of
the wheelchair, when asked to transfer, and shesbae freezing
episodes, and she had just sort of extreme kyphosture

MARK: mmmm

JOEL: things that are typical of Parkinson’s thadexperienced in the past

MARK: | see
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JOEL: but things that I'd never experienced withaéient being referred for
low back pain, you know, so that was, you knowgrt ®f from past
experience knew where to go with this sort of mogetdisorders
evaluation

MARK: Uh huh

JOEL: but it was a challenge to try to think d€ag, where am | going to go to
evaluate her back pain? which is really what sheming to me for,
uh, despite this movement disorder she has

Comparing thigold to the first, | see similarities. When surprissadhis
patient’s initial presentation, Joel had: 1) redegd her Parkinson’s symptoms, which
were more severe than he’d expected; 2) quicklydeéechat he needed to change his
evaluation to a more “low-level” one; 3) drawn aiop experience with Parkinson’s
patients to inform both of the first two; and 4ppeeded. Thus, it contains the same
complicating action and narrative elements of plataddition, while Joel's evaluative
elements take a slightly different form in this vardiscourse, their meaning is
unchanged. Joel is a competent physical therafbistknew what to do and did it.

In this secondelling, however, we also have Mark’s presence which Ebeli
adds interesting new elements, and in the end, etk Joel to expand on his
description of the complicating action.

There are three major ways in which Mark insehimalself. In introducing his
opening question, Mark demonstrated that he’d dealls narrative, and affirmed
Joel's evaluation — “early on, as you begin thecpss of introducing yourself to this

patient and having her come with you from the wagitrea back to the treatment area,
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uh,you make some very astute observatjassas she’s moving from that waiting area
to the treatment area.” | can almost hear Jogjis af relief at hearing those words,
and believe | deee him relax in the video of that meeting. Initdid, with Joel on
notice that Mark was paying attention and wanteletar his story, Mark invited Joel to
say more about whate observed with Mrs. Cheung in that initial endeuand howt
was beginning to inform his thinking.
This elicited from Joel a recap of the initial ennter.
MARK: So, it sounds like you needed to change yoliole plan
JOEL: Pretty much, yeah
MARK: From the [p], When you get to the waitingorm, it sounds like you
had an idea of how you would have approached this
JOEL: Yup
MARK: based on what you had gleaned from the nadgcord prior to seeing
her
JOEL: Yes
MARK: You see her and, even before you get hek ba¢reatment, you,
you've shifted how you’re going to approach her
JOEL: Yeah
Throughout this portion of the conversation, Mpr&vided verbal and
nonverbal indications that he was listening — nioaemmm hmmm’s” and head
nods, and a concise summary of what Joel had gsstrithed, which we know was

accurate by Joel’'s numerous “yes” responses. BukMid more than affirm Joel’s
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sense of what was going on; he probed for morea®htinued, “So, where does that
come from? Is that based on experience, doestina¢ from...other things?”

On hearing this question, | wondered whether Meatt specific “other things”
in mind, since Joel had already described in higatige that he’d drawn on prior
clinical experience. Joel, however, didn’t provadey additional insights on the
guestion, at least not at that point. What Macdkisstion did elicit was an expansion
on the crux of the matter when it came to the cataphg action. It was naimply
that Joel needed to shift his plan and evaluate ®Ineung’s Parkinson’s symptoms
rather than her back; instead, “it was a challd@ongey to think of, ‘okay, where am |
going to go to evaluate her back pain?’ which @lyewvhat she’s coming to me for,
despite this movement disorder she has.”

Here we see Joel continuing to reflect on his agpee with Mrs. Cheung, this
time with Mark, and perhaps arrive at a new insigtd the nature of the challenge
he’d faced when treating Mrs. Cheung.

| turn now to a later excerpt frodoel’s Story a point in the conversation where
Joel covers some of this same ground — in no goaatidue to Mark’s having taken
him there. It constitutes what | see as anatléng of certain elements of the same

complicating action.
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Joel's Story(Excerpt 2)

“As you move through her examination,” Mark asK&dle you
beginning to, for lack of a better womgprioritize what you think her major
problems are? You went in, it seems, thinkmg back but by the end of that
first visit, are you seeing h&arkinson’ssymptoms dominate h&w back
symptoms?

“Yes, definitely,” Joel said.

Mark decided to probe again for Joel’s understagmadf how he’d been able to
shift gears so readily.

“Okay, tell me about that process,” he said, “da ave any insight
into how you developed that flexibility — beingtimee moment and changing the
plan? Because, you still have sixty minutes.”

“Right,” Joel said, nodding.

“You've still ‘gotta get it done” Mark said, increasing his rate of
speaking as if to indicate a clinician in a hurry.

“Right,” Joel said again.

“Where did that flexibility come from — decisionaking on-the-fly, if
you will?” Mark asked.

“Some of it was past experience, | think,” Jaaltls “Some of it, too,
was necessity, because in my typical, you knowngeu clinician outpatient

ortho eval, | tended to do a lot of impairment-l&Séhings, but because of her

2 |mpairment-based refers to examination of the dyittey sources of movement dysfunction. This
may include muscle strength, flexibility or the ldito move passively through a range of joint faot
motor control, pain level, etc.

208



Reflection in Physical Therapy Practice Process Analysis

movement problems | just wasn’t going to be abldddhem. So | spent a lot

more time evaluating her sitting, which is where shent most of her day.”

“Yup,” Mark said, nodding in what | perceived as&ceuragement to go
further.

“And | think that worked out well for me in the @nbecause it was a
really good way to look at this patient,” Joel sai®o, | think some it was
experience with that population and | think somé @fas just that | couldn’t do
a lot of those tests and measures that | wantgdrip in there and do, you
know?”

Mark had his answer. Joel responded, at legsdrity to necessity — his patient
simply couldn’t perform the movements requiredtfoe tests related to low back pain,
andshe was exhibiting symptoms typical of Parkinsdi'sease, which he knew how
to evaluate based on a prior clinical experienadesproceeded down that path. In the
end, as we learn later in the story, that combomadif factors led Joel down precisely
the right path for helping this patient.

End of Joel's Story (excerpt 2)
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Complicating action: Parkinson’s disease vs. low b&gain (continued). In
this excerpt, we hear yet another iteration of’'3abry regarding how he’d shifted
gears, taking a new approach to Mrs. Cheung’s atialu In it we learn more about
the dilemma he faced upon realizing that in thsedae simply was ngfing to be able
to do the impairment-based spine evaluation heasasstomed to doing with patients
referred with low back pain. As | analyze thigati#on of the story, | also see Joel
either realizing the extent to which he pursuedeteuation approach he did out of
necessity, or becoming more comfortable wikte fact that that’s how he’d come to it.
Perhaps both.

Looking at the transcript of the conversation,sge even more clearly Joel’s
growing ability to acknowledge, perhaps accept tigamay not have arrived at that
decision had it ndbeen for necessity.

JOEL: Yeah, | mean, some of it was past experi¢tinak. Some of it too, was

necessity because , you know, in my typical, yoovkrkind of
‘younger clinician’ outpatient ortho eval, you knplend to do a lot
of impairment based things... isolated muscle testing

MARK: Mmm hmm

JOEL: And passive mobility of the spine, and, theses of things, because of

her tone and movement impairment, | uh | just wiagoing to be able
to do them. So | spent a lot more time, you kn@ally evaluating
her sitting, which is where she spent most of lasr d

MARK: Mmm
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JOEL: And just trying to change her sitting postseeing if she could change
it, uhm, you know, could | change it? Did thatiehe her pain? You
know, things like that were much more functiondlmy just seeing
how safe she was moving

MARK: aahhh

JOEL: Because she’s at home a lot by herself

MARK: yep

JOEL: Uuhhh, making sure that she’s safe in thedhand

MARK: Mmm hmm

JOEL: And what situations might she get in trouble

MARK: yup

JOEL: How can | counsel her as far as just beifg, $@cause she’d had falls in
the past, that she reported on her health uhhsstateistionnaire, you
know, | think, some of it may have been necessi$y pecause |
couldn’t do some of those things

MARK: Yupp, yupp

JOEL: That I typically do

MARK: yup

JOEL: And | think that worked out well for me iretlend because it was a
really good way to look at this patient, uhnmm, lsat, think some it
was experience with that population and I think satmvas just that |
couldn’t really do a lot of those tests and meastiat | really wanted

to jJump in there and do, you know?
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At the same time that he seems to acknowledgeéhthidtstumbled upon the
evaluation approach he’d taken with Mrs. Cheung| dpens a window onto the fact
that this, in the end, proved to be a very good feayim to evaluate this patient.
However, he and Mark weren’t finished with this esipof the story. In the course of
their conversation, Joel and Mark constructed getlgertold. It follows a portion of
the conversation in which Mark had explored furtter issues involving Mrs.
Cheung’s partner, Mr. Wong, and the ways in whield jumped in to help before
letting her try to act for herself.

This excerpt reveals the final instance in whickl £overed this familiar
ground as he reflected with Mark on his experier@ecurring near the end of their
conversation, Mark once again brought Joel bac¢&lking about the fact that he’'d
changed tactics and asked how he’d learned thabiiigy.

MARK: What's really interesting in this is, uhh, imost of our patients who
come to us for spine care don’'t need physical @sgis, and, when |
read this, there was kind of two ways in which y@eded to be
flexible. One, was, the Parkinson’s disease igiptpa significant
role, and now there is a caregiver, somebody algaved in helping
her, that you also need to start to incorporate your management in
order to get her to do, uh

JOEL: Right, right

MARK: Uh the things she needs to do for herselhni)when you look back,

to your own days as a therapist, did you alway<hhat flexibility in
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JOEL:

your treatment approach? So, is this, what | saw fpints to written
narrative], is this an evolved practice that yaw, e

No, definitely, [Joel jumps in cutting Maokf] | think, uhm, | think as
I've had more experience, | think, you know, I'veem able to be
more flexible with this sort of thing. When | firwas a therapist, this
patient would just have been very overwhelmingedgib with, uhm,
just with the cultural difference, with multipleagjnoses, uhm, | think
| probably wouldn’t have been as flexible with charg my
evaluation into a more functionally based, uhm),dvarobably would

have tried to do some of those impairment basexjshi

MARK: yeah

JOEL:

| really wanted to do kind of deep down &ngh, and so I think that a
place | can definitely see that I've grown, uhmmig ability to really,
you know, within a few minutes of seeing the patmove and
discussing, you know, with the patient, uhm, beabte to formulate a
pretty good evaluation plan to make sure she wiasasal get a sense
of her overall mobility. Uhm, and I think also,y&now, including
the caregiver is something that, uhm, initiallypdy not have noticed
those subtleties, definitely, | probably would hdezn thinking too
much about ‘okay, what am | going to do here...” ¥oow, uhm, to
get my information that | need about her low back taking a step
back and saying, okay, you know, this is how sh&wing, and you

know, that’s an interesting way for him to be dothgse things for
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her, and then, noticing those things in the begignas the eval
evolved, realizing she definitely didn’t need thaich assistance. So
those are things | think | probably would not haweked up on, you
know, when | first started as a therapist.

In this iteration, we see a Joel aware of the ldgwveental path he’d traveled,
and this time, readily acknowledging it. Once agdark set this up with his opening.
He acknowledged that Mrs. Cheung posed challenggssde Joel’s typical patient
population, challenges that demanded flexibility.addition, in the way he worded the
guestion, Mark indicated that Joel had, in facindestrated that flexibility: “did you
always have that flexibility in your treatment apach? Is this, what | saw here [points
to written narrative], is this an evolved practibat you”... Joel was so eager to jump
in that Mark didn’t finish his question.

In this exchange, | believe we see a young chmigrowing comfortable with
the fact that his practice was evolvjmg perhaps, that he was evolving as he engaged
in clinical practice. He seems able to own hisnger self who would have found this
patient “overwhelming” with her “cultural differeat and “multiple diagnoses;” who
wouldn’t have been able to be as flexible, but wdikely have “tried to do some of
those impairment based things.” Joel even wefdrass to admit that he still really
“wanted to do [them], kind of, deep down.” Thus have a Joel who could articulate
for himself and for Mark how his practice had cheshd’l think that a place | can
definitely see that I've grown is my ability to flgawithin a few minutes of seeing the
patient move, and discussing with the patient, dpainie to formulate a pretty good

evaluation plan to make sure she was safe andggrise of her overall mobility.”
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Again in this exchange we see Mark as the moremmced clinician who, |
believe, takes on a role of mentor, facilitatorut df what? Facilitator of Joel's
reflection on his experience with Mrs. Cheung arditwt might teach him about the
evolution of clinical practice? Facilitator of Jseability to own the fact that he was
still developing and to talk confidently about ittkvothers? Facilitator of Joel's very
identity as a physical therapist? | believe | sleenents of all these.

In my follow-up interview with Joel two years aftee’d treated Mrs. Cheung,
portions of the same story were retold. | didsk about it directly; instead, after he'd
started recalling his work with Mrs. Cheung andjbigney of writing a narrative and
discussing it with Mark, | asked Joel whether heagdried anything forward from that
experience. The following is a portion of the sampt of his response — one very long
turn at talking, throughout which I didn’t say anao

| think that with this particular patient, giviegmore functionally based
exam was really a huge thing for me. | remembidt rever forget — coming
to NMC as an intern, and they...had us all go...watoh @f the more
experienced clinicians in this department do arn.eVde had a little brief
description of the patient, and we had to come itp what we wanted to look
at and [I] wrote down thibboonglist [Joel speaking in very animated tone]...

And we get there, and she didn’'t do one of therowNn her mind she was

looking at the patient and she was assessingi@ée things, but...her whole

exam was function, you know. This guy wanted tymolf, and so she had
him in a golf swing, looking at his hips, and higekes, and his back in those

functional positions, and that blew me awllgw me awayyou know, at that
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particular point in my career — you know, lexelqg you know — where | was
starting.

And | think it was interesting to see myself shafthat [way of
evaluating], with this patient, right away. So, aswleased with that. Now, was
it as,as functional, and did | gaiaverythingthat | could have from the exam?
Probably not. But I think it was interesting, dtig a way that | have tried to
be, to do more — after this patient — to really fusetion earlier in my exam to
help drive my different...tests and measures...

And | looked back and | thought, [p] | remembetieat situation when |
came in as a student, really, you know, a newrnt@nd how shocking that was
to see the difference in what | had prepared arat waally happened. And so,
| think, I think | saw myself going in that direati — in a brief way — but...to
me, that was sort of a development in my practioea,know, that | didn’t
really...notice [by] myself, just going through.
| consider this a fourttelling. In it Joel relayed how he’d shifted to a more

functional approach in his evaluation of Mrs. Chguout this time, more than a year and
a half after his conversation with Mark, he’d fradnein a much broader context of his
own development. Joel now linked it to an expergehe’d had as an intern, in which
he’d been “blown away” by a more experienced thistapfunctional approach to
evaluating a patient — a patient with whom inteyal vould have performed a long list
of tests and measures. He recognized, in his exyper with Mrs. Cheung, that he’'d

taken a step in that direction and acknowledged heén incorporating a more
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functional evaluation approach ever since. Findlb/acknowledged that he hadn’t
noticed that change in himself at the time.

Later in our conversation Joel indicated thataswnly when he’d written about
it and talked with Mark that he’d been able to kew he’d grown.

JOEL: You know, honestly,...I think until | really wte this | really didn'see

that | had, [p] you know, obviously, | did it.

ME: You did it.

JOEL: I did it. So there was something there, koow, that made me make

the decisions that | made and kind of change myd@nd the exam, and

certainly the patient helped with that. There wtrags | couldn’t do; | needed

to do something (laugh) so, | had tostomething But | think looking back, |

don’t think | really appreciated sort of [p] youdin, how much | shifted from

my normal...impairment-based testing until | reallsote it down, looked at it

and discussed it. So, that much | can definitedy.w

| am amazed that, after so much time had paseetislipped into such a
detailed discussion of his experience with Mrs. @lge Granted, he’d known that the
reason for our conversation was to discuss hisreequee with writing and unbundling
a narrative, but there was something fresh ab@uvdy he spoke of it — the lessons
he’d learned in working with this patient and whtrey fit into a larger view of his
development as a physical therapist. | have tebelsomething other than long-term
memory was at work. Did it have to do with reflea®? With story? With both?

Iterative process: Summary and discussionThis analysis represents one

small portion of the story Joel told of his expade working with Mrs. Cheung, the
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portion in which he described the complicating @cti Although referred for low back
pain, Mrs. Cheung presented with a movement dysifumcesulting primarily from her
Parkinson’s Disease, as well as with back pairyiregg Joel to change his approach to
evaluating her. Across a single conversation Wik, | traced theelling of this

portion of the story through three iterations, whiesulted in three differetdlds.

To summarize, the complicating action was thdicalgh referred for low back
pain, Mrs. Cheung had arrived in a wheelchair shgvgigns of progressing
Parkinson’s disease, causing Joel to change hieagpto her evaluation.

On the first telling, Joel recognized Mrs. Chewgiovement dysfunction as
typical of Parkinson’s, and because of prior exgrere, “knew where to go with this
sort of movement disorders evaluation.”

In the second telling, some of the flexibility Helemonstrated with Mrs.
Cheung’s evaluation was due to past experiencesbute of it, too, was necessity.”
Joel typically did “a lot of impairment-based th&gbut because of her severe
movement dysfunction he hadn’t been able to do twémMrs. Cheung; so, he did
what he could.

In the third telling, he’d had more experience] geown in his ability to be
“flexible with this sort of thing.” Joel referrdd earlier days when “this patient would
have been overwhelming,” and he wouldn’t have kad#a to shift gears, and instead,
would have done the more impairment-based tesssilheadmittedly, “really wanted to
do deep down.” He could see that one of the wais ¢rown was in his ability to

form an impression within the first few minutestalking with a patient and watching
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her move, and from there do an evaluation that vallbbw him to “make sure she was
safe and [get] a sense of her overall mobility.”

Across these tellings, Joel’s story changed agtenstructed it in response to
Mark’s questions. By pointing this out | do notaneo imply that his initial
presentation was disingenuous. Rather, I'm rendradeéhe ways in which numerous
narrative researchers (Bruner, 1987; Mishler, 1888ssman, 2008) describe the
telling of stories based on life experience as amaef presenting oneself to others. In
the conclusion of this chapter | return to thiscdssion and the light it may shed on the
phenomenon of reflection.

This analysis provides one example of the iteegpixocess | saw play out time
and again — in other parts of Joel’s story andhasé of other participants’ journeys
from clinical encounter to writing through unbumdjiconversations. It is beyond the
scope of this dissertation research to follow thyeiaa other examples through the
same detailed process, although I've done so myattifseveral additional examples
as a means of checking this analytical processmanfindings.

As evident in the larger narratives | crafted afrtantha’s and Maureen’s
reflective journeys and offered in the previousptbg these participants, too,
demonstrated an iterative process. It is visibl8amantha’s multiple tellings, and
ultimate reframing, of the role Commander Lawreag®als played in her ability to
partner with him effectively as his physical thasap Maureen retold aspects of her
story as well — about her decision to place Samd gf playing baseball at the heart of

his physical therapy program, despite how ill hesyand about her relationship, or lack
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of one, with Sam’s mom. Across tellings of thedatMaureen moved to a place of
compassion for this mother of three very sick boys.

As the result of a decision | made about bountiegscope of this study, |
mentioned, but did not analyze in depth, Mark aamkeX roles in the iterative process
described above — although clearly they were sgamt. The interplay between their
interest in hearing certain aspects of participattsies and where participants chose
to go in following or not following their leads cloube a study in itself. | believe that a
detailed structural analysis of the discourse betwdark and any one of these
participants could reveal a great deal about wkaw as a form omentoring— others
may have different labels for it. However, thaf,tis beyond the scope of this study.

| will end this analysis of the iterative naturfeparticipants’ narratives by
returning to the conclusion dbel’s Storyand this complicating action’s resolution,
another feature of narrative structure. | beligymwints to why Joel’s experience with
Mrs. Cheung remained so vivid for him and the thkestory’s re-tellings played for

him.
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Joel’s Story(conclusion)

“As | often read in these narratives,” Mark sdayr staff write a summary
statement about what this experience has donédaon tn terms of how they manage
patients. And you do this here. You make theestent that this patient experience
has affected how you approach all of your low bagkne, patients.”

“Mmm hmm,” Joel said, nodding.

“Can you tell me more about that?” Mark asked, dithis patient did to
change what sounds like your treatment philosophg@ way you describe it, it sounds
like, ‘I always did things in a certain way. Tlnatient came along and | needed to
change my repertoire of how to approach them,’paut of that repertoire seems to
now extend to how you’re managing all your patiénts

“l think when | used to look at a lumbar spineigat, they would tell me what
functional activities caused them a problem, anaddld say ‘okay,” and I'd write that
down,” Joel said, miming a writing action. “Theil have them do the motions, and |
would make a note of ‘okay, that was painful,” ot,ror whatever. And | would sort of
move along.

“I think this patient really helped me to see titatimportant to look at that,
and take a minute to see if you can change thatigr position, or movement, and
think ‘what about it might be causing the problenB2cause sometimes that can give
you all the information that you need, right theras far as what muscles may be
limiting what movement patterns, what joints areiled and causing the aberrant

motion, or whatever that might be. And since tsbhadto do that for this patient, |
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think it kind of opened my eyes a little bit, toys&/ow,’” you know, ‘this is really a
great way to work with people.’

“Mmm hmm,” Mark said, leaning toward Joel as thioligtening intently.

“l certainly still do my more impairment basedns,” Joel said, “and | think
those are important for people who can tolerabeitif you know, in an evaluation, |
take a lot more time tmok For example, if the patient has pain while sitihhave
them sit and | really look at their sitting postuaed | see if | can get them to change
their lumbar spine position, and | see if that nsatehange in their pain. And | think
that’s really helped.

“I've also had the opportunity,” Joel said, Mardwjust nodding and letting
him talk, “to watch some other therapists who aozarexperienced and I've seen them
looking veryfunctionally at the patient, and being able to gaimuch information
from that.”

“Yes,” Mark said.

“I think | was missing that,” Joel said. “It'sli#tle piece | was missing before,
with my patients. So that's been a big changerfer’

The End

222



Reflection in Physical Therapy Practice Process Analysis

Performed Narrative

As | described in the methods section, performaadative refers to a specific
genre in which the speaker structures an experigageher own point of view and
dramatizes it, making it accessible to the listeridre speaker engages the listener in a
vicarious way that Goffman (1974) describes astbatenables the listener to insert
himself into the story, as if he were there (p.)504

It was only after being surprised by the many @&io which participants acted
out parts of their stories that | discovered nurasnoarrative researchers (Goffman,
1974; Wolfson, 1978; Riessman, 2008) who descrametidiscussed performed
narrative as a distinct genre. In her operatideéhition, Riessman (2008) delineates
five common structural features of this speech fokivhile common, the speaker need
not use them all in order for the speech act todmesidered performed narrative.
Riessman’s (2008) list includes: 1) direct spedadt is, the narrator speaking as
though shes the character, 2) asides, or points where thatwrsteps out of character
to make a comment to the audience, 3) repetitisad dor emphasis, 4) expressive
sounds and sound effects, used to provide heigthtérzena and sense of being there,
and 5) use of the historical present tense (pp-1113).

According to Wolfson (197&istorical presentefers to use of present tense to
refer to past events. It is a feature of performadative that has long been
recognized, and is common, for example, in teljoiges or giving dramatic
performances. In this study, however, Wolfson @)%kxamined its use in a specific

type of storytelling that occurs in everyday comsational interactions; thus, she
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labeled itconversational historical prese(€HP). To provide an example of
performed narrative, | turn to Samantha’s intecactvith Mark.

The first time | listened to Samantha’s convemsatvith Mark, her story of
working with Commander Lawrence came to life for. n'd already begun to picture
it based on numerous readings of her narrativetamught I'd come to understand its
meaning. However, as | transcribed Samantha’saaten with Mark, | found myself
inserted into the action as it played out betwemm&htha and the Commander. |
needed notations to describe the numerous placesev@amantha spoke directly for
the various characters, including herself — varyialyme, pace of talk, and tone of
voice.

Once I'd recognized performed narrative in Samasthtory, despite my not
yet having a name for it, instances of the gen@ler participants’ conversations
began to jump out. Evidently it was not just Sathats idiosyncratic, animated way of
talking.

Samantha’s reflective journey: Viewed through her grformed narrative. |
based this analysis on two specific places in wiamantha used performance in her
conversation with Mark. In each case, | presergaerpt from the verbatim
transcript, followed by a discussion of performaat@ments that are present and the
meaning | make of the performed story. While Iser@ed elements of Samantha’s use
of performance in craftin§amantha’s Storyncluded within the text of the previous

chapter, for this analysis | thought importanteturn to the original transcript.
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Samantha’s performed narrative: Analysis of SamaatiMark, excerpt 1
MARK [referring to Commander Lawrence, Samanth&@sgnt]: He, errr, past
his prologue, he gets right to it
SAMANTHA: yup
MARK: And I'm paraphrasing a bit, but he doesn'nda around this, he gets
right to it, he wants to know [about your credelsiiaSo, how did you say it,
how did you respond?
SAMANTHA: | think I was in doing my normal tests @measures, sort of
looking at ankle range (laugh), you know, | was dat his foot, measuring
with the goniometer, when he starts in with
“So, tell me where you went to school?” [in Sanhard normal voice]
and he had this, just very demanding tone. Antlwtasn’t that he was
unfriendly, it was just that he had this very gjhdforward, military, tone. And
“Tell me where you went to school.” [Samantha ihe&p voice],
and so | told him
“Where’s that?” [asked abruptly, in the patientéeg voice]
And (laugh), so you know, (laugh)
MARK: [laughs along with Samantha]
SAMANTHA: Here | am trying to explain where this is
“It's, oh, it's a small school” [spoken in extraghi-pitched, low volume
Samantha voice]
you know [regular Samantha voice]

‘and it’s affiliated with the hospital’ [high-pit&d voice]
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and
“Where’d you go to school before that?” “What'd ymajor in?” [deep
abrupt patient voice]

Aahh, you know, (laugh) he was shooting off questiand it was almost as if

my patient interview became, you know, his interww@ me.

This excerpt provides examples of Samantha usatyfes of performed
narrative. There are numerous instancediretct speech- places where Samantha
spoke for her characters, including herself. F@naple, rather than say, “Commander
Lawrence asked me where | went to school,” whichilddnave used past tense
consistent with other aspects of a story of somgtthat happened some time ago,
Samantha appropriated the use of conversationaliaial present (CHP), “Tell me
where you went to school.”

Samantha’s story continued with asideto the audience, “and so | told him,”
where we see her revert to past tense. Then, wifbeusing, Samantha jumped back
into direct speech with the Commander’s come-batkere’s that?” Thus, we see
three elements typical of performed narrative: dispeech, CHP, and use of asides.

In addition, my transcript notes indicate that &atha modified her speaking
voice in portraying her patient and herself. Astfishe simply deepened her voice
when speaking for Commander Lawrence. Later, pbkeswith a deep voice at a
clipped pace | referred to as “abrupt” in my notésglon’t know whether Wolfson
(1978) would consider this an examplesotind effectsanother feature of performed
narrative, but it certainly had the effect of heggting the sense of drama. Finally, we

see Samantha using one other featgetition,likely for the emphasis Riessman
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(2008) describes. For example, Samantha had then@ader ask her twice, in
succession, where she went to school. The preséiibese elements again qualifies
this excerpt as performed narrative.

Continuing in performance genre, Samantha allesv®see her own character
in the story: “Here | am trying to explain wheréstls, ‘It's, oh, it's a small school, you
know, and it’s affiliated with the hospital.” Samntha adopted a high-pitched tone of
voice and spoke very softly when providing her asharacter’s direct speech. To my
ear, this made her sound like a timid young gekpecially in contrast to the
Commander’s deeper booming presence. Samanthawedinserting asides in her
normal speaking voice, which made timid Samanthénalmore real.

As she wrapped up this segment of performed neetegdamantha continued
playing the Commander, but used past tense asidesitmunicate what she’d made of
it at the time: ““Where’d you go to school befohat? What'd you major in?’ [deep
abrupt patient voice] Aahh, you know, (laugh) heswghooting off questions and it was
almost as if my patient interview became, you knbisinterview of me.”

The overall effect of Samantha’s performance Wassense that she was
allowing me in on the extent to which, in thosdyarteractions with Commander
Lawrence, she’d felt insecure. And, although Itdypously read in her narrative that
“as a new graduate with a brand new, barely brokdiocense, it was not too difficult
for Commander L. to rattle my confidence,” | didoftderstand the extent of that

feeling until she effectively allowed me in, thrdulger performance.
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Samantha’s performed narrative: Analysis of Samaamth Mark, excerpt 2
MARK: As you look back on the early parts of thésatments, ummm, how
effective were you in establishing that relatiopshith the patient, I, err, it's
clear you’re sensing, ‘He’s got his way’

SAMANTHA: yeah

MARK: How effective do you think you were?

SAMANTHA: |, I don’t think | was very effective in the first couplewéeks

and that’s where the warning signs started to] tlhnk what tipped me off

most was, though he woudtb things, so, he would sort of argue it while we
were in the treatment program, and then he would sa
“All right, fine!” [spoken in abrupt, irritated Commander Lawrence
voice]

And then he would do it. And then | would comelbtte next day and say
“So, did you work on this yesterday?” [normal pitsbmewhat low
volume, Samantha voice]

“No. I didn’t! | didn’t come to do that” [abrupirritated Commander]

You know

MARK: mmmm

SAMANTHA: And soo0, I'd say, you know
“What held you back? How come you didn’t do it?&fformed in
Samantha’s clinician voice — confident, not bossy]

“Weellll, 1 just didn’t have time. |, you know,Haveall these things

going on, and | havall these medications” [in patient’s abrupt voice]
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And he would becomeeryfrustrated at what was going on with him. He
constantly was frustrated with, you know
“Well thisdoctor’s telling me one thing, arhlis doctor’s telling me
another,” [in patient’s abrupt voice, with hand tgess for emphasis]

MARK: mmmm

SAMANTHA: And, you know, | think he just, it becanvery clear to me that

[p] something was blocking him mentally from makiogpgress.

In this excerpt Samantha continued using perfoon@aand to good effect. By
doing so, her audience, which included me, and yamwthe reader, has been afforded
access to the action in the vicarious way to wi@cififman (1974) referred. In
analyzing this excerpt of her speech, | use thegsgcto make meaning of what I'm
reading and hearing.

The greatest impact of this segment, for me,es $e@ Samantha’s
transformation from timid, low-confidence, “youn§amantha, to mature, confident,
physical therapist Samantha. We see it take placthe three distinct ways in which
she plays herself in the performance. | describedirst earlier, citing the
exceptionally high pitched, low volume voice Sanhantised in playing herself.

The second portrayal came in this excerpt, wheréramscript notes read,
[normal pitch, somewhat low volume, Samantha voias]she asked the Commander,
“So, did you work on this yesterday?” | interptiets as a growth in confidence, but not
a full owning of her role as a health professiortaten her use of the word “so” to
begin her question, which has become so commonpidoéay’s conversational talk,

gave me the sense that this Samantha, while mofeleat, was not the self-assured
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physical therapist | would expect to have walk imtgp room, if | were a patient at
NMC.

Then, in the next words out of Samantha’s moshle adopted what |
recognized and noted as a fully confident clinidiame, as she asked the Commander,
“What held you back? How come you didn’t do it?” Mgnscript notes were:
[performed in Samantha’s clinician voice — configemt bossy]. The impact of this
transformation is made all the more powerful bypghaximity in time of these various
versions of Samantha’s persona, as conveyed hyanfarming herself in the story
rather than describing what she said and how die#’dt the time.

Example from Maureen’s Story.Maureen, too, included performance in her
conversation with Jane, although without as muemaitic effect as Samantha. Take
the following excerpts frorMlaureen’s Storyn which, without realizing it at the time, |
retained her use of performed narrative. Followmginclusion of an excerpt from her
clinical narrative containing the standard clinicgport, | pointed out Maureen’s
transition to writing about her interaction withréa

Maureen then departs from this clinical report tateks us inside her interaction
with this adolescent.

My evaluation included obtaining his goals. Whesked him, he looked at me,

and asked if | was serious. When he realized | wasaid ‘to be on the

freshman baseball team.” | said, ‘if we work @sam, that can be one of our
goals,’ but he did not appear to believe me duouagfirst meeting.

In this excerptwe read a portion of Maureen’s written narrativevhich she’d

put forth bits of dialogue between herself and S&uring the unbundling
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conversation, Jane asked Maureen to say more hAbaushe’d managed to establish a
rapport with this 14-year-old boy who trusted nallfecare providers. In Maureen’s
response we see elements of performed narratiefeiding direct speech, use of CHP,
and asides to the audience.

“l wantedhimto be active in this, so | said, ‘what are youalgd&Sam?’
And he looked at me as though | had two headshésaid, ‘to be on the
freshman baseball team,” and | was like, ‘all rjgét's work on that,” and he
did not believe me.”

Another example of performed narrative capturebdlaureen’s Storyccurred
in response to Jane’s question about how she’'dldean the best airway clearance
technique for Sam.

“I knew | had this great toolbox, and that | coshl ‘listen Sam, let's
try them. We have at least two weeks here, se fgtll one that you’re going to
do at home because, for two weeks, | can assisy@andungs can sound better,
but if you're not going to continue at home, whdkis point?’

“So we did a lot of active experimentation, antheanethods worked
well for him and he was so productféebut then he would try it on his own and
say, ‘I got lightheaded, it didn’t work so well3o even though | knew those
werereally good methods, | didn’t choose them because hedmtdontinue
them at home.”

These are just two of the places in which Mauréka,Samantha, moved into

and out of the use of a performance genre. Ofisdtee fact that | provided no notes

% This use of the termroductiverefers toproductive coughthat is, one that is strong enough to enable
the individual to remove mucous from the lungsits@an be spit out, azleared
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as to change in tone or volume, for Maureen didary these in her performance,
relying instead on spoken transitions to signahges in speaker. Thus, the meaning |
take from Maureen’s use of the genre is not sighblethe presence of shifts in how
she plays herself or Sam, as was the case withr8aaaather, | find meaning in their
absence. Maureen conveys a steady persona — witboakample, an evolution like
we saw in Samantha’s apparent level of confidemtieeastart. | returned to the
original transcript and recording to check the aacy with which | conveyed
Maureen'’s performed narrative when | crafiddureen’s Story.Sure enough,
Maureen’s tone remained calm, confident and stéaayighout her conversation with
Jane, whether performing herself, performing Sandescribing events.

| wondered whether this was due to a differengeeirsonality between
Samantha and Maureen, and must conclude thasthipossibility. But | see another
potential reason for the difference. When Maurteeated Sam, wrote her narrative,
and discussed it with Jane, she’d been practi@ngdven years, compared to
Samantha’s one, and was being recognized at than®ad Clinician level in the CRP,
compared to Samantha’s Entry level. As an advanlteidian, Maureen undoubtedly
was more confident in her knowledge and skills physical therapist and when
interacting with patients — even difficult adolestse | have no way of knowing for
certain, nor am | attempting to distinguish betwaewice and more expert clinicians in
this study, but bringing my understanding of thateat to bear, in hermeneutical
fashion, | believe it's a reasonable explanatiaretdeast some of the difference seen

between the two performances.

232



Reflection in Physical Therapy Practice Process Analysis

Discussion of performed narrative. The above analysis includes examples of
performance narrative found in two participantsbundling conversations. There
were others | could have selected. Like Riessr2888), | wish to point out that by
highlighting the performative means by which Sarhargnd Maureen included
themselves in their stories, | do not mean to ingplgick of authenticity in the identities
they were portraying. As Riessman (2008) points identities are always situated and
“accomplished with audience in mind...[they’re] camsted in ‘shows’ that persuade”
(p-106).

Nessa Wolfson’s (1978) work may provide a confexunderstanding
participants’ use of performance in their conveoset with Mark and Jane. Wolfson
discovered that features of the relationship betvegeaker and audience, or addressee,
had a strong influence on whether, and to whatext®nversational historic present
(CHP) and performance were used in everyday coatrers First, it is used only
when the speaker and listener share norms fompirgetion — when the speaker can be
“reasonably certain that his story...can be undetstywl appreciated by his addressee”
(Wolfson, 1978, p.231). This is certainly the casthese examples and can be seen as
an indication that Samantha and Maureen recogrieddhey shared with Mark and
Jane a common background — physical therapy peaatiblMC and their
intersubjective points of reference.

Wolfson (1978) also found that performed narratirges predominantly used
when speaker and addressee were of a common statanding. Her data
specifically showed that it was virtually never dsghen an employee was addressing

his employer, though it may be used in the reversiance. This study differs from
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Wolfson (1978) in that regard. Samantha, as we saad the genre freely when
speaking with Mark, her employer.

Perhaps Samantha’s use of performance is bettierstood in the context of
Wolfson’s comment that, “the act of performing &mother may be seen as a sign of
equality and/or solidarity” (p.231), and the reagtsnot used by an employee
addressing an employer is that it would violate@@a norm that recognizes their
unequal standing. This opens up another potantedpretation. Perhaps Samantha’s
use of performance is more correctly viewed asditation that Mark was successful
in framing the interaction as collegial — two caligies talking about a patient — rather
than adopting the institutional frame (Ribeiro, 4p8f employer-employee. This
understanding would be consistent with what we isaloel’s interaction with Mark in
the previous section.

Finally, | wonder whether Maureen and Samanthaésaf performance in these
unbundling interactions with Mark and Jane is maweacknowledgement of their
shared identities as physical therapists, or atdaeshared identity, as the case may

be. | discuss this notion of identity further hetconclusion to this chapter.

Analysis of the Reflective Journey: Discussion an@onclusion

Evolving identity. In this chapter I've shared the analyses of tejmeats of the
process | glimpsed — its iterative and performatisure. Both aspects reveal
something about how participants in this studythsetelling of stories based on life

experience to help develop, perhaps even createtitgl | will consider the
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underpinnings of this conclusion in the contexivofk done by three narrative
theorists: Bruner (1987), Mishler (1995, 1999) &idssman (2008).

Coming from a psychological perspective, Brun&3(@) wrote that
autobiography, telling the story of one’s life, lhe power to “structure perceptual
experience, to organize memory, to segment andoparpuild the very events of a
life” (p. 694). Seen this way, the changes in’3o&lrious tellings of his story helped
him organize his memory of working with Mrs. Chewrgl see its purpose. In
addition to helping Mrs. Cheung function more efifegly in her life, treating her
served the purpose of helping hgrow as a therapist. Similarly, what if Samantha’s
changing portrayal of her character in performarddeer interactions with
Commander Lawrence was helping her in this manneredl? Bruner (1987) takes it a
step further, claiming that in the end, “we becdahwautobiographical narratives by
which we ‘tell about’ our lives.”

My data, too, leads me to consider the possiliiat Joel and Samantha were
in the process of becomittige therapists who, in the end, were confidenh@irt
identities as developing clinicians — an aspet¢hisfprocess also evident when they
spoke with me over a year-and-a-half later.

Messages similar to Bruner’'s (1987) can be hearahating from Mishler
(1995), who, discussing a component of his studyaftspersons, described how he
came to view their narratives as “retrospectivélie meanings of the career trajectory
they shared with him represented how they’'d “comertderstand them” as they
looked back, rather than “what they might have naathe time.” He pointed out that

both he as interviewer and analyst, and his resggasdwere “engaged in acts of

235



Reflection in Physical Therapy Practice Process Analysis

reconstruction.” They projected images of themsglas certain kinds of persons” (p.
96).

Riessman (2008), too, wrote of narrative beingualidentity. As she put it,
“we are forever composing impressions of ourselgeggecting a definition of who we
are, and making claims about ourselves and thedvtioat we test out and negotiate
with others” (p.106). In the context of Riessmahsory, | ask if Samantha, Joel and
Maureen were each negotiating and presenting arnpeeffself. The first two, as we've
seen, presented selves that can be viewed as gengeknd evolving, including,
perhaps, growing in their professional identitidsaureen, in many ways, presented
the most stable identity of the three, yet evenmireayed a changing self, growing in
insight into her professional role, as in her moeatrtoward finding compassion for
Sam’s mom.

Story-ing experience vs. reflecting on experienceOnce again | must step
back to survey where my research has led and sskyhat?” What light do these
analyses shed on the phenomenoretiéction as experienced by physical therapists in
clinical practice? I've moved through much of the chapter drawingerminology
and theory related to narrative or story — howatisconstructed, how it changes with
each telling, and how it often serves as a perfaceaf self. All the while, however,
I've sensed a familiar voice in the back of my mialling me that what | was actually
seeing was Joel, Samantha, and Maureilsctive processesl recognized it from
my pre-understanding of the phenomenon, informethpywn experience with

reflection across three decades as a physicalgiséra
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Perhaps it's more accurate to say that | have dorbelieve that | was seeing
Joel and Mark, Samantha and Mark, and Maureen amelréflecting together The
idea of reflection as something that happestsveenndividuals — rather than in one
individual's cognitive processing —imotsomething | recognize. Certainly talking with
colleagues about challenging patient experiencisndiar, but considering talk as
reflection itself, is new. The distinction comesoi focus for me when | consider my
shift in terminology. At the start, | referredwtnat | was seeing as Markatilitating a
younger clinician’s reflection on his or her praeti’ Then, | moved to a place of
referring to it as Joel and Mark, or Samantha amakiVico-constructinga story of the
former’s clinical experience and negotiating thatygs meaning.” Finally, as analysis
of this data nears its conclusion, for now, | edflat | see as Joel and Mark, or
Samantha and Markréflectingtogetherby co-constructing stories of clinical
experiences and negotiating their meanings.”

This begs the question, what'’s the difference betwtelling the story of an
experience and reflecting on that experience?! rAsntioned near the start of this
chapter, several of the prominent models of refd@cportray a process with multiple
steps, an iterativdimension, and levels of reflection, a vertical dmion. Schén
(1983), for example, described reflection-in-actad reflection-on-action, while
Boud (1985) wrote of a reflective process involvifiyreturning to the experience, or
recalling it; 2) attending to the feelings expeded during it; 3) reevaluating the
experience; and 4) arriving at an outcome or regsiu Both describe iterative
processes. An example of the vertical dimensi@een in Mezirow’s (1991) four

levels of reflection: 1) habitual action, whichelesakin to Schon’s (1983) knowing-in-
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action and Packer’s (1985) ready-to-hand; 2) thdughction, not unlike Packer’s
present-at-hand, 3) reflection, which seems simd&chon’s reflection-on-action and
Packer’s present-at-hand, and 4) critical reflegtio which | hear echoes of Dewey’s
(1933) notion of reflective thinking always springifrom some experience of a
problem and the “experiencer’s” willingness to sbegk, identify underlying beliefs or
assumptions, and challenge them, even while puysusolution.

Certainly, in writing their narratives, that ig, story-ing their experiences, and
discussing them with Mark, Joel and Samantha caebe engaging in all of Boud’s
steps. We've seen how they: 1) recalled their B&pees in order to write about them,
2) revealed feelings — a lack of confidence in Satinals case; 3) seemed to re-evaluate
the experiences, as in Joel’s changing representafiwhy and how he’d shifted his
approach to Mrs. Cheung'’s evaluation; and, 4) adiat a new outcome — Joel
expanding and owning a view of himself as a deviatpphysical therapist and
Samantha growing into a confident therapist, eveaminteracting with the
intimidating figure of Commander Lawrence.

It's not surprising that, consistent with thesedels of reflection, | found an
iterative dimension to the process participantsaged in when writing and discussing
their narratives. It is also not surprising thatds able to trace changes indicating their
changing levels of insight into the situations abehich they’'d chosen to write, and
about themselves in those situations. That, ®opnsistent with theorists’ views of
reflection.

However, as | discussed at the start of this mygaio the phenomenon of

reflection, narrative is the window through whictidcided to peek, in an attempt to

238



Reflection in Physical Therapy Practice Process Analysis

glimpse reflection in the lived experiences of nmygical therapist participants. That
is, in lieu of having participants who could debertheir experiences of reflection, |
chose to analyze written narratives, which | fraraegbroducts of a reflective process,
and observe the authors discuss them with anolingian. Is it, then, not equally
logical that I'm seeing a reflective process wittributes so consistent with theorists’
views of narrative — for example, a co-constructatlire and the fact that each telling
results in a new told?

The question I'm left with, then, is both challemgand exciting: Do my
perceptions, onoesespf these two phenomena — reflecting-on and stogy-i
experience — resemble one another so strongly beazuny narrative methodology, or
because story-ing and reflecting share sometHitigegssame being-nesspem& |
will return to this question in the next sectionash attempt to form some conclusions
about the light this inquiry sheds on the naturesfiection as experienced by physical

therapists in clinical practice.
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CHAPTER VII: CONCLUSION
The purpose of this inquiry was to examine thenpingenon of reflection as

experienced by particular physical therapists imichl practice. The preceding
chapters describe and discuss how | situated thik among discourses on reflection,
phenomenology and narrative; methodological chdiceade; and analysis and
interpretation of the data. In this closing seattibhighlight the major findings and the
meaning I've made of them before turning my sighidrd the challenge of articulating
how | believe these findings may inform our undamsing of the essence of reflection,
a task | undertake within the acknowledged limaasi of this study and in the context

of future research toward which it may point.

Summary of Key Findings

In this study, | analyzed narrative data includimrgiten stories from
participants’ clinical practice and their discuss®f those narratives with others.
Writing them required these therapists to step lhamk their everyday practice, select
a patient and craft a story — to reflect.

Informed by the voices of theorists who have sbape understanding of
reflection, narrative, and phenomenology, | appnedgarticipants’ narratives, written
and oral, as the windows through which | could vigwsical therapists’ reflection.
The written narratives, as the products of a réfteqrocess, provided access to the
content — thevhatof their reflection. The unbundling conversati@nevided access to
their reflective processes as they unfolded -htheof their reflection. In this section |

summarize the key findings of data analysis anergretation.
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The whatof physical therapist reflection. Thematic analysis of content
revealed that participants reflected on major comepts of physical therapy practice,
but not all components and not in equal amountseyTlso reflected on themselves in
their physical therapist roles.

Components of physical therapy practic€ontent of participants’ refection
was clustered within two components of practicewttined in the setting’s practice
framework, Clinician-patient relationship and Ctiai decision-making.

Clinician-patient relationship.Participants wrote about the challenges and
rewards of relating to their patients, and the iotplaat had on their ability to be
effective in their therapist roles. They wrote abdiscovering who their patients were
as people — with personalities, values, rolesrettered to them, and health problems.
Whether a fourteen-year-old boy living with cydilarosis, or a young woman with
pain traveling down one leg, the patients aboutwiparticipants wrote were real
people with real lives. Participants wrote abastadvering who their patients were in
the context of those lives and feeling empathyttiem, especially when faced with
difficult personalities, patients’ family issuesdifferences of opinion about how to
proceed with therapy management. They wrote atbese aspects of their
relationships in detail.

In addition, participants reflected on the impoda of using what they came to
know about their patients to inform decisions dito their care. At the heart of that
process was uncovering the patients’ goals foragher Participants demonstrated time
and again that it wasn’t as simple as asking agoals during an initial encounter;

instead, they needed to consistently direct cavartt those goals and make it clear to
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the patient how the two were related. Maureenekample, needed to convince
fourteen-year-old Sam that she was serious abdpingenim play baseball, even as
she asked him to perform airway clearance measures.

The issue of who was in charge of the plan of dheetherapist or the patient,
was related to the importance of the patients’ gjoélirecting care toward the patient’s
goal, with the therapist providing her best recomdation but respecting the patient’s
decision-making role, was key to negotiating teisdin.

Clinical decision-making Other content themes related to how therapistemad
the clinical decisions that were part of their gday practice. Rather than focusing on
technical knowledge or formal decision-making stgats, they wrote about their need
to be flexible in their thinking and adapt to thieiations they found in order to be
effective in care.

In addition, participants demonstrated their aotakility to their patients,
writing about challenges of complexity, the neeg@toblem-solve and seek the
assistance of others. Here, too, they demonstthgdcommitment to doing what it
took to make certain the patient got what he neeahbdther that was finding a way to
sit up despite a painful wound, or running a marattiespite a bad disc.

Self in physical therapist role Finally, while it occupied less of their texts,
participants also wrote about — reflected on — g&ues in their physical therapist
roles.

They included descriptions of how they felt at k@ynts in caring for patients —
intimidated, happy, frustrated. They also includadhmaries of lessons learned from

that patient and across years in practice.
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The how of physical therapist reflection. Participants’ conversations with a
more senior member of the department providedfadder for examining aspects of
how they went about reflecting. Two characterssti€those interactions seemed most
telling — the iterative nature of their processex] the ways participants performed
aspects of the stories were shared.

Iterative process.Between having the clinical experience, writihgit story,
and discussing it, all participants experiencedenative process of reflecting. What
seemed significant in this finding was not the thet iterative nature of their process
but the extent to which the stories and their negsevolved as they were revisited.
From written texts through several oral versionghefsame aspect of a story,
participants seemed to grow in their insight irfteit situations and into themselves.

This growth in insight can be credited to the omstruction of meaning —
participant with self in the writing and particigamith other in the unbundling — and
the notion that eadelling of a story results in a differetdld (Mishler, 1995with
potential for carrying and revealing new meanihgaddition, the nature of the
pairings involved in the unbundling conversatiamsignificant to note since, while the
individuals varied, this phase of co-constructitwags occurred between a less
experienced author of the narrative and a morereqpeed reader-discussant — both
physical therapists.

Thus, present in each instance was an intersilbjgdiased, in large measure,
on the shared world of physical therapy practicganeral and practice at NMC in
particular. In addition, the more experienced mends the pair had the advantage of

greater time in practice and breadth of experieqmn which to draw. They would
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have brought these to the unbundling conversatotis consciously and
unconsciously. After all, those conversations tplaice in the context of a professional
development program, and the more experienced nreohliee pair — Mark or Jane —
assumed some responsibility for helping the legee&nced clinician reflect as deeply
as possible on the situation portrayed in the tigega

| cannot state definitively the extent to whicle thake-up of these pairings
influenced the reflective process viewed here anyenthan | can separate these
findings from other aspects of the context in witiod data were generated. | point it
out as something | see as potentially significanhy broader interest in learning how
to foster a reflection in novice clinicians anceréfore, as something that may warrant
more study.

Performed narrative. Several participants adopted a performance genre
which they acted out characters in their storieduding themselves. On one level,
this brought their stories to life, providing inesed access for the audience — another
member of their department and, for purposes sfdahalysis, me. As with the iterative
process, there were times when their performaree=ated participants’ changing
senses of themselves, as with the increasinglyidemtfsounding voice Samantha’s
character appropriated as Samantha played hergdoeinconversation with Mark.

In this aspect of the findings, too, the factotesfls experienced therapists
interacting with more senior members of the depantnmay be significant since the
use of performance can be viewed as a way to orex@n implicit power differential

in order to engage more equally in the co-constynaif meaning.
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| reintroduce this brief recap of data analysigd emerpretation findings as
groundwork for offering my thoughts on what theyaneas a whole. Looking at the
findings holistically, | see common denominatoParticipants privileged reflection on
relationship and decision-making, the latter in¢batext of navigating the complex
and changing landscape of healthcare delivery.s@laf seemed directed at wrestling
with the challenges to their efforts to provide Hest care possible. When they
reflected on themselves in their physical theraqikgs, it was about feelings and
continued learning from their experiences — agaltmately about assuring themselves

that they’d be able to meet their patients’ needs.

Evaluation

Follow-up interviews. The follow-up interviews | conducted with three
participants did not, in the end, serve quite d$bped in providing a means of
triangulating data and validating or correcting theanings I'd made. Participants
spent much time commenting on the structure of2R® and the PT grid. They
discussed ways they felt supported at NMC to réfdecpractice and grow. In this
sense they affirmed that participants were deepllyezided in the culture of their
practice setting.

As seen earlier, Joel used that interview as &leefor revisiting his story of
working with Mrs. Cheung, but in a broader contafhis growth as a therapist.
Samantha and Maureen didn’t revisit their storgedieectly, although Samantha did
acknowledge that after writing her story and disaus it with Mark, she wondered

what it would be like to share it with Commandemlrance — another co-construction.
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The most direct relationship to my conclusionfoind in Maureen’s comments
about how she used writing her narrative in a dgffié way than reflecting in general.

| think the actual part of writing a narrativefarces you to put language to

what you’re thinking. It forces you to really dibwn in a space and have it

much more outlined. | think we reflect a lot, ten you actually have to

write something and tell the story it just...helpasyour thoughts together.
| would need more from Maureen in order to know thibe she viewed reflection and
writing as inherently separate or related. Hemglaay leads me to consider one of the
study’s major limitations | discuss in the nexttgat

Return to my personal epocheAs another aspect of examining my process, |
looked for ways | may have imposed my own expegeriaeflection on participants’
experiences. | return briefly to the personal égoaffered at the beginning of this
inquiry. In it | identified three traits of my eggence: revisiting feelings, asking
guestions, and making connections.

| did identify in the content analysis that papants wrote of feelings they
experienced while treating their patients, andiately in the ways they performed
their stories, they revealed their feelings. Qoestg did not show up as a finding of
this study, at least not in the way it had been plamy experience. Making
connections, while present in ways participantedahprior lessons to their present
situations, was also not a major finding.

Through this lens, | feel reassured that | didingiose a personal sense of the
attributes of reflection on these data. That sawdpuld be interesting to revisit the

narratives | wrote to process my experience ofsthmilation course, and applying the
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same analyses | used in this study, see what 8weal. | may indeed engage in that as
a follow-up to this study. But that will havet¢ome later. Now | move to the heart of

phenomenology, an attempt to describe the essdrtke phenomenon of interest.

The Essence oReflection as Experienced by Physical Therapistddhnical
Practice: Answering My Research Question

The research question that led to this phenomgrealbinquiry was: What is
reflection as experienced by physical therapistgactice? The goal of
phenomenological research is to examine a phenameshexperienced by participants
and seek to distill the findings to the point thakessencés revealed. As I've
discussed, | did not follow the typical paths ofrheneutic phenomenology; | did,
however, maintain both hermeneutic and phenomerabgtances in my approach,
and it has borne fruit.

In the preceding chapters, | described the phibsal and theoretical
underpinnings of phenomenology and narrative asdudised key aspects of the
literature on reflection in general and as linke@xpertise in the health professions.
From that foundation, | described data analysisiatadpretation and shared its results,
discussing as | went along the meaning | made ftancluding, as the data’s story
unfolded, the ways in which it revealed reflectand narrative sharing a common
nature.

Now, at the conclusion of this inquiry, | haveemse of what reflection looks
like in the lives of these participants. I've cotoea perception of it, a neosis, and

believe the data, and my interpretation of themghsomething to offer our
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understanding of the phenomenon. In this sectaestribe the elements this study’s
data point to as constituting the essence of rafiec

A situated, inductive way of knowing Reflection is a way of making meaning
from experience. Its process delves into the @aers of a situation to find the
meaning it holds. It is about finding meaningnewingsomething — in a situated
inductive way. The knowing that grows from refleatdoes not constitute context-
free, generalizable concepts or truths. Refleasaiways rooted in experience, and,
while participants spoke of using lessons learnezhie situation to help inform others,
as with Geoff’s aside about what he’d learned pmesly about not assuming why a
patient asks about a specific activity, the fitlwdt lesson to the current situation needs
to be assessed based on the particulars of thexmgsvience.

A process of co-constructing meaningCo-construction of meaning is another
aspect of reflection’s essence, as experiencebldsettherapists. In this study,
participants engaged in reflective acts of writstgries of clinical experience and
discussing them with others. When writing thear&ts, participants were, at the same
time, the individuals who lived the clinical expances portrayed in the storisdthe
authors telling them, to themselves and otherseMdthers read and discussed them —
notably more senior clinicians — they became tlheees and listeners who helped
negotiate their meaning and identify the lessory ttontained.

The reflective process viewed through the lenthisfstudy was also iterative in
nature. Because of this combination, each timerg svas revisited — reflected upon —
new meaning was created. Whether undertaken edeginal cognitive process, an

exercise in writing, or a conversation, new inssgtuld grow out of each return visit.
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| found this aspect of reflection’s essence paldidy surprising. Previously I'd
viewed reflection as a contemplative act undertdkesugh internal processing, as in
looking back on an experience from some point efthiure, considering what had
occurred and why, and identifying what it coulddeane. When this study’s
participants wrote stories of practice they appdéoebe reflecting in a manner
consistent with my prior concept. But what of thlecting that seemed to be going on
in conversation? I've come to believe that thigezs of reflecting — that it is, in part, a
social construction of meaning with potential foamy variations of lessons to be
learned — holds great promise for furthering owtarstanding of how physical
therapists engage in and use reflection in clincattice.

Story-ing experience: Narrating identity. Another aspect of the essence of
reflection revealed in this study is that it isjtatcore, a process of putting language to
experience. In narrative theory, story-ing of @nde is theorized to have the power to
convey, perhaps even to construct, identity (Mist1895; Bruner, 1987). By putting
language to their experiences, by telling the setoaf those experiences, and by
including themselves as characters taking actiahesagaging with others, participants
in this study narrated their identities as physibaltapists. Telling those stories
numerous times in various modes, participants wees to grow, for example, into
owning their clinical knowledge or accepting thefwss as developing rather than
complete. Thus, they appeared to be growing im ithentities as physical therapists.

Summary: Answering my research question.The phenomenon at the heart
of this inquiry,reflection as experienced by physical therapistsractice,as revealed

by this study’s data, is a process — a situatedraettive way of knowing in which
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meaning is co-constructed, thereby open to mamypretations. This process results
in a product that is narrative in nature; it resutt story and, as such, foregrounds

narrative elements that carry the point, the megpafrthe experience. Thus, reflection
as experienced by physical therapists in practidmth a process for meaning-making

and the container that holds that meaning.

Study Limitations

In this section | address what | see as the mauitdtions of this study — aspects
of the research setting and the use of narrative\ahicle for viewing reflection.

Research setting The research setting had two major limitationgstFit has
a strong culture of reflection and a highly struetband unusual approach to fostering
it as part of a professional development prograihile there are positives in this, | see
two aspects that limit what | can say based ongtidy. As a foundation for
participating in the CRP, the physical therapy de&pent articulated its practice in a
detailed document, the PT grid, which has fostarebared view of physical therapy
across all department members. Additionally, tRPPQ@ises written narratives and
unbundling as a vehicle for revealing practice. il¢/this meant | had access to a
setting with a strong narrative and reflective urdt it also meant that the view | had of
both the content and process of physical therapeftection was shaped by the
setting, perhaps more consistently so than wouke baen the case in other practice
settings.

Second, as | discussed in the methods section,drainsider in this setting,

sharing a common clinical practice background \pafticipants, in addition to the
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culture of NMC'’s physical therapy department. &rrheneutic phenomenology the
researcher counts on tapping her pre-understamdithge phenomenon as a starting
point for interpretation. However, the degree tacl | am an insider may have
blinded me to other important meaning in these.dateeed to remain aware of the
ways in which being an insider shaped what | sathéndata.

Narrative approach to hermeneutic phenomenologyAnother major
limitation of this study is my methodological cheito use narrative as a means of
accessing the phenomenon of reflection. Some @ay\&e deviated from the
hermeneutic methodology to the point where | caritain that genre of research as an
implicit model for my investigation. I've placetiunder the hermeneutic
phenomenology umbrella for all the reasons laidimtite body of the text and have
attempted to moderate the effects of my narragpy@ach by being as transparent as
possible in describing my methods.

Certainly the major implication here is that amg\psional claim that the
phenomenon of reflection appears to share coreeglemvith narrative was shaped by
the window through which | looked. | need to bgmiaant of the implication and open

to discussing and debating it.

Significance of Study Findings

Even if reflection’s apparent similarity to nairvatis purely by coincidence for
the reasons just described, | believe it's a haggaycidence — an important
observation. | say this because of the challefigéearly defining what reflection is

and how it works, the challenge of teaching itttadents and fostering it in
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practitioners. Perhaps narrative has potentiptéoide another way we can consider
approaching reflection in order to maximize thenazg available through our
experience and our ability to share that learnirtt wne another.

Another potential significance may belong in tlgegory of future work — or
may lay its groundwork. One of the reasons | dilengage therapists in the
traditional in-depth conversational interviews tgdiof hermeneutic phenomenology is
that we lacked a language to talk about it. Tleewof reflection as similar to narrative

in its make-up may provide a way to begin havingsthconversations.

Future Research

As is the case with every research journey, atbegvay I've needed to
determine boundaries for what this study is, andtithis not. In the latter, | believe,
are the seeds of some promising future directionselsearch.

In terms of the phenomenon of reflection, thera ggeat deal more work
needed. Coming out of this work | see further ingiinto the philosophical
underpinnings of both narratiamdreflection warranted as a means of examining —
explaining or refuting — a possible connection.amapplied sense, this study points to
research in which narrative might be employed waaof fostering reflection, with its
impact carefully examined. | believe my colleagaeBIMC may have much to
contribute to that work.

Finally, | believe the type of unbundling conveisa portrayed in this study
warrants further study. Whetthe influence of the reader-discussant’s breadth of

experience or level of expertise? These unbundlamyersations may offer a rich
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opportunity to examine a related but different ptmaenon — mentoring. An important
area for professional development in many arenlasliéve a detailed structural

analysis of unbundling could shed important lightetomodel of mentoring.

This Inquiry: Living Narrative
Thus, as unfinished as it feels, as difficulttas in this moment to let it go, |
must. As Halling (1997) wrote,
These truths that we articulate as researchersgVvevprovisionally, are
embodied truths: they are felt in our bones. Waakpf that which we know
because we have come to know it the hard way acalise we care that the
topic under study be properly understood. Yet pathe reality of the
experience of truth is that it may be elusive. War we say, however much it
rings true, we know that it can also be said d#fely and that different
perspectives serve the cause of truth. (p.20)
This work represents one possititd, the product of a singkelling —my
telling of this inquiry’s story in my own social dmistorical context. It is nothing
more. ltis, as well, nothing less. By committit¢p writing — crafting a text with
words, symbolism, the power of story — I've opendd countless interpretations based
on each reader’s co-construction of the narratiie iln turn, each of thogellings,

even those | may undertake myself, will hold tleeun rich, situated truths.
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APPENDIX A: Informed Consent Form

INFORMED CONSENT FORM

Physical therapists’ use of reflection in clinipahctice: A phenomenological inquiry

Purpose of the Study The primary aim of this study is to shed lighthow physical

therapists use reflection in clinical practice,esally as a means of fostering their learning
and development.

Benefits of the Studyl am aware that participation in this study viadlve no direct

benefit to me. The broader professional commumiy benefit from the dissemination of
the study results since reflection, and reflecpixactice, are viewed as valuable
professional practices.

What You Will Be Asked to Do | am being asked to give the researcher my cureaise

the data collected in January 2010 as part of ThBé&partment’s review of the use of
narratives for professional development. That dateudes my written clinical narrative
and video of my unbundling conversation. In additil will talk with the researcher for
approximately 20 minutes to answer a single follqgvguestion related to my experience
with narrative.

Risks | recognize there is a potential for psycholagdiscomfort related to the
investigators viewing the video and reading my &ia@re. | am aware that if | experience
any such discomfort | am free to decline to pgpate, or withdraw my consent at any
point, without risk of negative consequence.

How the Data will be Maintained in Confidenckunderstand that at no point will my

identity be disclosed by the investigators. Thesgtigator will transcribe my unbundling
conversation, after which she will destroy the rdow. The transcript, along with my
clinical narrative, will contain no personal iddietis. | understand the data will be

disseminated and that no names or other persosatifiers will be used.



APPENDIX A: Informed Consent Form

If You Would Like More Information about the Studyhe investigator has offered to/and

has answered any questions | have about the stuthve been informed that if | would

like more information about this study, during €teaits conclusion, | may contact:
Mary Knab, doctoral student at Lesley UniversiBhone: 781-648-3288, or
Caroline Heller, PhD, dissertation advisor. Phdii&’-349-8663

Lesley IRB: IRB@Lesley.edu

Withdrawal from the Study! understand that | may withdraw from this stadyanytime

without risk of prejudice or other negative cons=uge.

| have read the above and | understand its contématgree to participate in the study. |

acknowledge that | am 18 years of age or older.

Print or Type Name

e: Dat /

Signature
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Clinician/Patient Relationship
The interpersonal engagement or relational conmettetween the clinician and the patient and/oilfam

Entry Level

Clinician Level

Advanced Clinician Level

Clinical Scholar

Rapport and
communication

¢ |s aware of own values and

recognizes how one’s own
values affect interactions and
relationships.

Demonstrates comfort in
establishing and maintaining
rapport with patients

Beginning to perceive subtletig
in patient/family dynamics and
incorporate this insight into
interactions with both.

Provides accurate
information/input regarding a
patient’s PT or OT needs to th
health care team.

Se

1%

Is open to other’s values

Is able to interact effectively with
wide variety of patients/families,
modifying own communication style
as needed

Increasingly aware of complex
patient/family dynamics and impact
on clinical impression.

Recognizes importance of patient
assuming responsibility for portions
of own care.

Respects other’s values.

Increasingly aware of complex
patient/family dynamics and actively
seeks to validate perceptions for
purpose of factoring it into clinical
impression.

Recognizes importance of patient
assuming responsibility for portions
of own care and makes this a key
component of intervention strategy.

¢ Respects other’s values and
suspends judgement

¢ Intuitively uses self in the
therapeutic relationship as a
means to enhance care.

o Effectively adjusts approach to
patient/family communication,
thereby maximizing rapport and
facilitating open exchange of
information.

o Empowers patients and family t
take control of their wellbeing;
employs focused patient/family
education to that end

Interface with
clinical decision
making

Considers knowledge of patier
and family when implementing
standards of care.

Effectively gathers pertinent,
subjective data from patient/family tq
make clinical decisions.

Efficiently gathers pertinent,
subjective data from patient/family tg
make clinical decisions

Clusters information to understand
patient life roles, functional needs.
This data drives examination,
evaluation and intervention.

e Listens carefully to patients and
uses them as a primary source
data

¢ Negotiates realistic goals and
intervention plan based on
patient’s values.

PUO 1d ‘d XIAN3ddV
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Advocacy

Recognizes need for advocacy
and brings individual patient
needs to the interdisciplinary

team.

Recognizes common advocacy issu
across patients.

Recognizes common advocacy issu
across patients and seeks assistang
organize and plan approach to achie

e8 Sees advocacy as a key
e tgprofessional role of the PT/OT.
e Confidently approaches MD,

advocacy goals beyond the individu

Al other health professionals, third
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Clinician/Patient Relationship

The interpersonal engagement or relational conmrettetween the clinician and the patient and/oilfam

% XIaNIddV

Entry Level Clinician Level Advanced Clinician Level Clinical Scholar
patient party payers, etc. to advocate f
Consistently voices and supports patient’'s needs T
professional opinion even if it differs| e Use knowledge gained with
from other interdisciplinary team patients to advocate for issues )g
members. health/public policy. e
Consistently identifies patient
and systemic needs across
disciplines and advocates beyond
discipline specific issues.
Cultural ¢ Recognizes that cultural o |dentifies a variety of cultural factors| e Understands factors that impact Effectively elicits cultural beliefs|
competence differences need to be that may impact treatment goals and  developing rapport with patients of and values from patients and
considered in developing outcomes various cultural backgrounds, and integrates these into overall
clinician-patient relationships. considers those factors in developing patient management
Focus is on identifying cultural treatment plan and projecting
norms. outcomes
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Clinical Decision Making
Understanding attained through formal and expédeklgarning

Entry Level

Clinician Level

Advanced Clinician Level

Clinical Scholar

Self-assessment

¢ Developing accuracy in self-
assessment within a limited
scope of practice (e.g. diagnos
specific)

is

¢ Recognizes limitations in
knowledge and skills.

e Employs active experimentation
as a learning mode and reflection
on results directs development of
treatment skills.

Accurately self-assesses across 8
range and complexity of diagnose

Recognizes limitations in
knowledge and skills, and
developmental needs for gaining
expertise in a more specialized
aspect of care.

Reflects on results of active
experimentation issued as a meth
to develop treatment skills and
achieve outcomes.

Able to identify own
developmental needs for gaining
expertise in a more specialist asp
of care.

Analyzes clinical decision making
and identifies multiple sources of
error.

@

pct

Continually critically evaluates own
decision-making and judgments

Accurately identifies boundaries of
knowledge and skill and efficiently
confers with referral source
regarding patient needs
Demonstrates exquisite foresight ir
anticipating own developmental
needs, often developing skills
outside PT area of specialization.

pLUO 1d ‘d XIAN3IddV



Clinical Decision Making
Understanding attained through formal and expédeklgarning

Entry Level

Clinician Level

Advanced Clinician Level

Clinical Scholar

Clinical Reasoning:

Knowledge
Examination
Evaluation/dx
Prognosis
Intervention
Exercise
prescription

e Knowledge tends to be
compartmentalized into
diagnostic categories

¢ Assessments reflect more sho
range predictions vs. view of
patient at end of episode of
care.

e Developing skills in
prioritization of patient
assessment/examination
procedures

e Demonstrates a solid knowledge|
base and framework for practice
across a range of patient
complexity. Sees diagnosis as a
framework to initiate decisions
about examination.

te Assessments reflect the ability tg
integrate pathophysiology, co-
morbidities and psychosocial
issues. Clinical impression is
made within the context of
individual needs and goals
¢ Clinician begins to predict
outcomes across an episode of
care.

e Understands the range of variabili
within diagnosis and integrates dd
that does not “fit” into clinical
decision making.

e Clinician confidently and
efficiently predicts outcomes
beyond a single episode of care al
considers the long-term needs of
the patient.

hy
ta

Patient’s medical diagnosis serves
establish context in which
examination data are gathered and
evaluated, but does not drive the
decision making process per se.

Accurately and efficiently clusters
findings from multiple data sources
and identifies meaningful patterns
based on prior experience.

Patient care is outcome driven, with
outcomes defined in terms of goals
that have been established in
conjunction with the patient and
his/her identified needs.

pLD 1d ‘d XIAN3IddV
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Clinical Decision Making
Understanding attained through formal and expédeklgarning

Entry Level

Clinician Level

Advanced Clinician Level

Clinical Scholar

Clinical Reasoning
(contd)

o Utilizes other staff as primary
source of knowledge and to
assist with clinical
interpretation of new
information

¢ |dentifies relationship between
impairments and function, but
may tend to view functional
training as an end in itself vs.
one way to achieve impairmen
resolution

e Demonstrates beginning skills
in weighing impact of co-
morbidities/anticipated disease
progression

¢ Recognizes scope of
intervention strategies to
include direct, compensatory,
and consultation. Primarily
uses direct intervention
methods

e Consistently plans for patient
needs, able to recognize when
plan needs revision.
Modification of plan is more
likely the result of a reflective

process than an automatic ong.

it

e Takes initiative to identify
learning needs and resources.
o Transfers skills and knowledge to

a variety of patient care situationg.

o Efficiently identifies and plans fof
patients’ needs.

e Sees key impairments as related
functional problems and
prioritizes goals and treatments
accordingly.

e Utilizes varied manual techniquep
along with other methods of
intervention to achieve outcomes

e Continually progresses patient

based on ongoing re-assessment.

t®

e Takes initiative to identify learning|

needs and resources. Follows

through and shares information

with peers in a timely manner.

e Transfers skills and knowledge

confidently into unfamiliar

situations and efficiently identifies

new learning needs.

Efficiently identifies and plans for

patients’ needs, including patients

who will not benefit from PT/OT

e Anticipates individual variation in
patient response and has a variet
of options and resources to meet
patient needs.

o Efficiently clusters information
from a variety of sources.

o More selective and efficient
utilization of manual techniques,
along with other methods of
intervention to maximize outcome
given increased managed care
pressures.

e Demontrates clinically sound risk-
taking

o Selectively designs and implement

exercise program that focuses on

most critical issues to be addressed.

Recognizes the relative relevance
data from many sources and relies
on minimum data set necessary to
form decisions. Recognizes when
further tests and measures will not
add value to the clinical decision
making process.

Identifies when findings do not fit
together and one’s PT or OT tools
cannot validate the suspected caus
of patient’s problem. Confidently
approaches MD or other health
professionals to advocate for
patient’s needs.

12}

Df
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Clinical Decision Making
Understanding attained through formal and expédeklgarning

Entry Level

Clinician Level

Advanced Clinician Level

Clinical Scholar

Clinical Reasoning
(contd)

e Provides broad-based treatme
approach that includes all
patient identified problems tha
relate to functional limitations.

hee Treatment approach reflects
prioritized problems.

e Seeks guidance to integrate
specific pathophysiology and
surgical intervention into the
development of exercise progran

NS

Treatment approach is selective a
prioritizes problems. Selectively
utilizes functional activities to
achieve desired outcomes.

Specifically integrates
pathophysiology and surgical
intervention into development of
exercise programs.

nel Highly selective and efficient in the

use of manual techniques in
combination with other methods of
intervention to achieve predicted
outcomes given managed care
pressures.

Demonstrates thorough and
consistent foresight in anticipating
patients’ developmental needs.

Evidence-based
practice

e Recognizes research as the
basis of practice

¢ Seeks broad-based informatio
which is diagnosis driven.

e Utilizes resources and seeks
appropriate assistance to validat
research information for sound,
clinical decision making.

=]

W

Through the readings of scientific
literature is able to identify current
issues and trends in practice
Evidence drawn from the literaturg
is actively pursued to support
clinical practice.

Incorporates research findings int
clinical practice.

Articulates theoretical foundation fg
practice and uses available eviden
from a variety of sources to inform
clinical decision making

Identifies gaps in the available
evidence base for practice and hel
to bring into focus the research
guestions critical to moving practic
forward.

=

e

DS

7

Accountability and
responsibility

¢ Recognizes the responsibility
and accountability for his/her
own clinical practice in
relationship to the immediate
needs of the patient

e Sees lack of patient progress §
immediately implicating own
skills and abilities as less than
adequate.

¢ Recognizes the need to
prioritize and organize care

e Assumes responsibility for
communicating with and
educating other team members,
needed, to facilitate integration o
patient's PT and OT needs into
current plan of care (including d/
plan).

S

f

r

Able to let go of need to “make
every patient better” having learng
to share responsibility for care witl
patient.

Life experience and knowledge
gained outside of the professional
work environment adds to the skil
in managing patient care needs.

Demonstrates involvement in
activities that contribute to the
improvement of the
unit/department/profession.

=

Experiences a sense of
accountability for patient progress
toward goals if not progressing as
anticipated asks self “what have |
not figured out?”

Demonstrates leadership in activitig
that contribute to the advancement
of the unit/department/profession.
Demonstrates exquisite foresight in
anticipating and pursuing patient’s
developing needs across entire
episode of care.

eS
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Clinical Decision Making
Understanding attained through formal and expédeklgarning

Entry Level

Clinician Level

Advanced Clinician Level

Clinical Scholar

AS|

Education/
Consultation

e Patient/Family

e  Student

e  Consultation

Consistently incorporates
patient/family education into
treatment plans

Participates in community
education.

Participates in clinical
education program with
observational/part-time clinical
experiences.

Demonstrates basic knowledg
of the teaching-learning
process.

Educates team about
professional role

o Adapts patient /family education
plan based on individual needs.

¢ Participates/ assists in the
planning of community educatio

e Participates in clinical education
program with entry-level student
and interns.

P o Develops clear objectives and

plans student learning activities.
Provides feedback of student
performance.

e Consults with other health care
team members regarding patient
needs for services.

=)

Efficiently adapts patient/family
education plan based on individug
needs.

Participates in clinical education

program with all levels of studentg.

Works with individuals that are
involved in transitional degree and
residency programs.

In conjunction with the student,
individualizes goals/learning
activities. Evaluates student
performance against clear standal
and communicates
strengths/developmental needs to
participants.

Consults with less experienced st
and peers to maximize patient
outcomes.

o Efficiently/effectively identifies
ds student/staff learning needs and

In consultation with the patient,
develops a specific education plan
which allows patient to have
maximal control

Educates PT's/OT’s and other
disciplines beyond the facility via
publications /presentations

Works efficiently and effectively
with all students/staff on educationg
and professional development issugs.

knowledge gaps. Assists in
development of learning goals/plan
to facilitate development of clinical
skills.

Achieves credibility; consultation is
sought by peers and members of the
health care team in planning patient
care.

Identifies and utilizes appropriate
resources to provide outcome-
focused consultation.
Recognizes common characteristics
within specific diagnostic groups
and is effective in influencing the
development of disease specific
management (e.g. pathway
development.)

(2
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Collaboration/Teamwork

Collective work for the good of the patient and ilgnbuilt on communication of clinical and
Ethical understandings between healthcare providers

Entry Level

Clinician Level

Advanced Clinical Levd

Clinical Scholar

o Interdisciplina
ry team

Demonstrates comfort in rol
as a team member and is
developing awareness of
professional boundaries.
Seeks and values
collaborative relationships
with other disciplines to
enhance patient manageme)
Developing skills in
negotiation/ managing
conflicts in roles

Peer development focuses (
learning needs of individual
peers

nt

Educates team members, as
needed, to facilitate integratio
of patient’s PT and OT needs
into plan of care

Instills confidence in colleagueq o
Recognizes the need for
consultation and institutes
referrals that will result in .
mobilization of resources to
meet patient and family needs. | o
Consistently demonstrates the
flexibility and ability to
accommodate the needs of the
service and the patient on a daiye
basis.

Effective in alerting team to need
of patient that may extend beyor]
scope of one’s clinical practice .
Skillfully negotiates conflict to
promote collaboration
Implements unique and
innovative approaches to meetin
developmental needs of self and
others

Views team education as centra
part of role and integrates into
daily routines.

Support Personnel

Utilizes a variety of support
staff to assist with
achievement of patient goal

Assimilates pertinent data,
communicates to selected teal
members and delegates
appropriately to achieve desirg
outcomes.

Efficiently assimilates pertinent| e
data, communicates to selected
team members and delegates
appropriately to achieve desired
outcomes and maximize ability
to manage entire caseload.

Clearly defines own role and tha
of various support personnel ang
is able to accurately and
efficiently match a patient’s neeg
to appropriate support resources
to achieve optimal outcomes.

n

System

Contributes to the effective
operation of the his/her
department

Identifies the value of
operations improvement
activities.

Identifies problems related to
practice and/or systems.

Identifies systems or practice | e
issues and potential solutions a
part of professional role.
Actively participates in .
operations improvement
activities

7]

Challenges and shapes the syst
to maximize the benefits for
patient care.

Peer development focuses on
elevating the standard of practic
as a whole.

Leads/coordinates operations
improvement activities impacting
his/her work area and/or patient
population

174
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Movement

Entry Level

Clinical Level

Advanced Clinician Level

Clinical Scholar

Motor
coordination and
skill

e Palpate

e Facilitate vs.
inhibit
movement

Developing skills in being
able to facilitate desired
movement pattern while
assisting patients with
functional activities
Developing skills of
palpation as tools of clinical
practice.

Skills of palpation, observatior]
and guidance play an important
role in decision making and arp
effectively incorporated into
clinical practice.

Selects hands-on techniques for
the purpose of examination
and/or achieving desired
patient outcomes

Efficiently selects and adapts
skills of palpation, observation
and guidance based on previod
experience.

[)

Employs highly refined skills of
palpation, observation and
guidance of movement as tools
clinical practice.

Uses hands-on techniques
selectively and in a manner that]
supports rather than detracts fro
the primary focus, that of
understanding the patient’s
problem.

=

Analyze movement
and respond

e Judgment
Planned vs.
automatic
responses

Developing skill in
analyzing movement and
identifying normal vs.
abnormal movement
patterns.

Effectively plans for and

applies hands-on techniques.

Recognizes need to modify
planned intervention, but
specific action may require
reflective rather than
automatic process.

Demonstrates skill in .
identifying key components of
movement related to impaired
functional performance. Seeks e
guidance for complex patients

Anticipates key components of
movement related to improving
functional performance.
Demonstrates ability to
automatically adjust hand
placements to achieve desired
patient response

Analysis of movement is used ag
a guide to patient care (i.e. linkin
the movement that is observed d
felt to an intrinsic sense of what
“normal” and determining how it
relates to the patient’s ability to
function).

Is able to finely adjust hands-on
techniques to meet the needs of
individual patient care situations
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Clinical Narrative for Advanced Clinician
Submitted by: Geoff (pseudonyms used throughout text)

Judge Callahan is a 65 year old judge in theaotyt system who is married
with two grown boys each with families. He enjoyaning, yoga, biking and hiking.
I met him in January as he was referred to physeabpy for left knee patellar
tendonitis. Patellar tendonitis is typically masifed by anterior knee pain during
weight bearing activities such as running and jurgpand in severe cases walking. |
was surprised to see that he was using a wheelahdicrutches which, based on my
previous experience, didn’t fit with my framewok fpatellar tendonitis. During the
interview | asked what | could do for him and hplied that he was here for left knee
patellar tendonitis. He first noticed left knealahigh pain in April after a hiking trip
in Australia, causing problems standing up andnglin bed. A physician suggested
he work with a personal trainer for exercise. \Withimprovement, he was referred to
an orthopedist, was diagnosed with patellar terttdoand referred to physical therapy.
When | questioned him about needing a wheel cmmircautches, he replied that they
help him get around due to recent onset of righpl@in, but that he was referred to PT
for his left knee. Despite Judge C’s focus onldifieknee, | was also concerned about
his limited function and use of assistive devi@ex] knew | would have to prioritize
my examination to better understand how to meetumstional needs.

Judge Callahan reported he experienced rightaeagwith standing and
walking. It began after relying on his right legstand up in order to compensate for
the left knee pain. Given his symptoms of riglgt pain with weight bearing, |

suspected a hip or spine problem and wanted tesftiexamination. This seemed to
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be a much more limiting and urgent functional peob! In a rigid tone, he stressed that
he had been referred to physical therapy for treatrof his left knee problem. |
understood that it was important for Judge C toWlthe doctor’s orders for PT for his
knee problem, despite the fact there was a moiérigrissue with his right leg. It
seemed to me that he valued a system of hierata@udaority and rules, which could
present a barrier to evaluation and treatment®fore limiting problem. | was
concerned that if | continued to focus on his rilglgt, it could negatively impact his
confidence in me and our relationship, ultimatelygardizing his outcome. | initially
focused our conversation back to his left knedate®y my understanding of how his
original problem with the left knee began and holmited him. The conversation
naturally progressed to the onset of his rightdamn, giving me better insight into his
functional issues that would ultimately drive myaexnation. Without judgment, |
listened to how his pain limited him, and empattingth how difficult it must be to
have pain walking only short distances impactinghaspects of his life. | did not
want to alienate Judge C, and recognizing his t@@drticipate in his care, | agreed
that it was important for us to evaluate and thesicomplaint for which he was
referred. Given the limitation in his right legy\ever, | let him know that we could
evaluate both problems in order to provide instghtis doctor.By respecting his
values and taking the time to develop a relatigngleiared towards a meaningful
outcome to Judge C, he agreed to evaluation of ipathlems prioritizing the right leg.
My examination revealed impaired lumbar alignmemd very restricted lumbar
range of motion that reproduced his right leg paiith right side bending and backward

bending. His left hip range of motion was limitedlexion, internal and external
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rotation, and reproduced the discomfort in histihighile examination of the left knee
was normal. | assessed his function with rollimdped, sit to stand and walking, and
found poor body mechanics and movement that car@tbto increased compression in
his lumbar spine. | felt that his right leg paiaswa result of nerve compression in his
lumbar spine and very likely aggravated by the Wsgw him compensate for his left
thigh and knee pain. His left knee/thigh pain seeto be referred from the hip. Judge
C appeared to have considerable stiffness in anpathat suggested osteoarthritis of
the hip, which can often refer pain to the thigd &nee. | shared my findings with
Judge C including my suspicions about his lumbares@as well as my findings that
were related to his ongoing left knee pain. | eded Judge C with more efficient and
effective body mechanics to prevent further iritatin his lumbar spine, as well as
how to prevent irritation to his left thigh and leneGiven his new complaint, |
communicated my findings to the nurse practione8ports Medicine. She was
receptive to my input, and agreed that referra physiatrist may help clarify his
symptoms of lumbar radiculopathy. Prior to hissdtation with the physiatrist, |

wrote a letter identifying Judge C’s problems and @oncerns. Physiatry confirmed
the diagnosis of lumbar radiculopathy with MRI ralneg severe degenerative
spondylosis in his lumbar spine with moderate neoa¢ compression, and physical

therapy was recommended.

We directed treatment towards alleviating his trigiy pain as this was the more

limiting problem. Knowing that his right leg paivas a result of compression on a

nerve root in his lumbar spine while weight bearingatment was focused on traction
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to the lumbar spine, hip flexor stretching andjbipt mobilization. The literature

often sites hypomobility of the hips as a contrdsub abnormal compressive loading in
the lumbar spine, which then contributes to degeiher changes over time. These
interventions helped to reduce compressive foaésyiating the discomfort in his

right leg. Over the course of several weeks, iiet teg pain completely resolved and
his function with walking returned to normal. Canently, | suggested alternative
movement strategies that would limit the stredsatih of his problems, and we shifted
the focus to his primary complaint. | felt thas heft thigh and knee pain during
transitional movements was related to left hip estthritis referring pain down the leg.
Plain imaging revealed severe OA in his left hipsgve range of motion to his hip
reproduced his thigh and knee pain, and as memtipreiously, physical testing at the
knee was normal. Observing his gait, | noticed kiealimited the weight on his left

leg, shifted his weight to the left during stancetloat side, and had a shorter stride on
the left. These are common findings with restddtg motion and/or pain when
standing on that limb. The physiatrist also fédttnp could be a source of his left thigh
and knee pain, and administered a cortisone ijedtito the hip, which completely
resolved the leg pain for 2-3 days. | was confidemy assessment based on
examination, radiographic findings and informatfoom the physiatrist. Judge C,

however, held firmly to the initial diagnosis oftplar tendonitis.

Educating Judge Callahan with a better methodifdo stand allowed him to

transition to standing without pain, but he conéidduo complain of left knee pain with

rolling in bed. Manual therapy has been compaveskercise in the treatment of hip
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OA in a randomized controlled trial, which conclddeat manual therapy resulted in
better outcomes than with exercise alone. | paréal manual distraction and hip joint
mobilization to decrease pain and increase rangeotibn, and developed a general
lower extremity exercise program with emphasisroproving his stride and weight
transfer during gait. During the treatment, hisNR@ould increase and become less
painful, but this did not carry over into his atyilto sleep though the night. Despite
changes in his strength and flexibility, and hiproved function with standing, his left
leg pain at night persisted, a common problem Wighof the hip. While he was fairly
functional with pain free ambulation, given the edegrative changes in his spine and
hip, | anticipated that he may someday be a catelida hip surgery. | felt that given
his lack of progress, he should see an orthoptaldiscuss options related to hip
arthritis and with possible replacement in mind.

Judge Callahan continued to focus on the diagrdgatellar tendonitis, and |
verbally walked through my thought process togetih#r use of visual aides to
emphasize my point. His response was “I know ghatiat you think, we’ll see what
the doctor thinks when he sees me.” | was concettmegt Judge C might continue to
transition through the system with a diagnosisredekpain and be told to continue with
PT versus getting the most appropriate treatmertifoproblem. | felt that a positive
experience and ultimate outcome for Judge C waeddire coordination and
interdisciplinary communication. Despite being ftd@nt in my assessment, | was
apprehensive to confront the orthopedist given thats challenging the diagnosis. |
was unsure how receptive he would be, and was nsrabout being wrong or creating

conflict with the surgeon. Regardless, | spokénhie nurse practioner and finally
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with the orthopedist about my findings. Based gnpresentation of the patients’
course to date, the orthopedist agreed that ihedesuspicious for a hip problem.
Eventually, to rule out the knee as a source af,phidge C was given a cortisone
injection into the knee which failed to alleviate Bymptoms. He was referred to the
arthroplasty service and was told that a totaltjeeplacement was indeed indicated
based on imaging and exam, but that ultimatelyai$ wp to him when he is ready.

Judge C asked me if he could return to runniniglt that due to the repetitive
impact to his hip and lumbar spine, running mighit lne a suitable form of exercise. |
wanted to suggest alternatives that would minirtheewear to his hip and postpone the
need for surgery. In the past | have assumed iecbintentions for exercise, and
found the best way to suggest an alternative isutg understand my patients’
motivations. | had one particular experience inclvh needed to suggest an alternative
exercise for a patient due to physiological andh@iagic limitations. In an attempt to
demonstrate that | had her best interests in nhiassumed she was doing a certain
activity for health and wellness, and she couldachthat with an alternative. This
negatively impacted our rapport as her motivati@s ¥or the personal accomplishment
to complete the task versus health and wellnessidérstood that he may take pride in
his ability to remain active and felt that parthad identity and culture was as an active
male who enjoys exercise. | asked Judge C whatednow to run, to which he
explained that it was to stay active and healtly that he had no particular love to run.
| suggested swimming and biking as alternativesitming and other high impact

activities. He was receptive to my suggestionscdtraging him to continue exercise

C-7



APPENDIX C: Participant Narratives

and respecting his desire to be active enableddinear my suggestion for alternative
exercises without defensiveness with the prospdonding exercise altogether.

Judge Callahan’s pain at night persists, but Im¢irmoes to practice good body
mechanics with rising to stand, is able to walk amadk without pain. He is satisfied
with his ability to participate in low impact aeiolexercise, and his knowledge of his
own physical limitations enables him to confiderghjoy his life. Having an agreed
upon diagnosis, even without treatment other tledfimsanagement enables many
patients to accept and cope with a particular ation. Along with the direct physical
therapy interventions, the art of listening and owmication are invaluable tools that |
continue to develop throughout my practice. Hagated Judge C’s patellar
tendonitis, | believe that he would have had aedéht outcome. | worked hard to
understand the patient, and my communication hedpgage his participation in
treatment. | realize that successful interventiay require respect and understanding
of my patients’ values and beliefs that may othsenpresent a barrier. Speaking out
when my opinion differed from the team was dauntargd while it led to a positive
outcome, | know that every case may not go as wWédlver the less, each time |
advocate for a patient or present a conflictinghagi, it gets easier, particularly when |

know that my motivations are about doing what'st li@ssthe patient.
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Clinical Narrative for Clinician Level

Submitted by: Joel (pseudonyms used throughout text)

My name is Joel and | am currently in Clinical ®iee as a staff Physical
Therapist at the NMC Berwick Healthcare Center.viynary patient population is
general orthopedic with an emphasis on the shoalsi¢ispend four hours per week
staffing a clinic for the shoulder service, tregtcomplex shoulder patients. This
narrative is intended to demonstrate the advanceafeny practice to that of a
“Clinician” as described by the Clinical RecognitiBrogram. The case which | will
present challenged my ability to manage a patietfit mvulti-system and psychosocial
involvement which impacted the patient’s rehahtiloa.

The patient is a fifty-three year old, Chinese vaomMrs. Cheung, who was
referred to Physical Therapy by her primary carngspan for treatment of her low
back and bilateral radicular leg pain. Review @& gatient’'s medical record also was
significant for advancing, recent onset Parkinsalisgase, a diagnosis that Mrs.
Cheung was reluctant to accept based on her ngyralates. Mrs. Cheung had lumbar
images in the system demonstrating multiple legéldisc herneations for which she
had a series of epidural injections with only temapy pain relief.

Mrs. Cheung presented with parkinsonian symptoimshiwvere more
advanced than | expected and were evident whesidn@ficant other, Mr. Wong,
brought her into the treatment area in a wheeldradrassisted her at a contact guard
level to the chair. The patient exhibited signifitAradykinesia when asked to transfer

from the wheelchair to the chair and also had &afasng gait that was evident in those
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few steps. As Mrs. Cheung transferred and tookvesfeall steps it was clear that her
postural extensors had been affected as she sta@dincreased thoracic kyphosis and
posterior pelvic tilt. | was immediately able tacognize the patient's movement pattern
from a prior clinical experience | had in whicheweloped a movement disorders clinic
for patients with Parkinson’s disease at New Engjlaehabilitation Hospital. | was
able to draw on this experience to recognize thatgatient evaluation was going to be
very different than my typical lumbar spine evaloatand was going to have to be
functionally based to gain an appreciation for mevement patterns and how this
affects her pain

The subjective portion of the evaluation was ieséing to me in that Mrs.
Cheung downplayed her Parkinson’s disease and diaeremovement patterns on her
lumbar spine condition which began five years eads a result of a car accident. It
also seemed that when she had movement difficelated to her Parkinson’s disease
she again would describe pain as the reason shamvaddée to stand or walk. Another
interesting observation was Mrs. Cheung'’s intecsctvith Mr. Wong, who did not
allow Mrs. Cheung to remove her own coat and asisér excessively from sit to
stand. This made me wonder about Mrs. Cheung'enigence in the home and
psychosocial factors that may influence her dailyction as it seemed that Mr. Wong
was assisting her more that necessary and shovhagappeared to be little patience
with her bradykinesia.

Mrs. Cheung reported that her day primarily caesi®f sitting, watching
television for greater than two hours at a timel anly leaving this position to use the

bathroom or go to the kitchen. Mrs. Cheung repathed as she sat longer her pain
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levels would reach 9-10/10 in her low back andtéri@ legs which was relieved by
lying down and slightly by standing. Mrs. CheungBrsy posture was clearly a
contributor to her pain as she was in a signifigasterior pelvic tilt, indicating to me
that assessment of this pelvic position would beessary to determine if this was a
fixed deformity or if with assistance she couldearse this pelvic position.

Following the subjective portion of the evaluatiomanted to assess Mrs.
Cheung’s functional status and had her perforrfostand, which she was able to do
independently, however she required 5-10 secondstpronset of her movement.
Then while in sitting | had Mrs. Cheung attemph&utralize her spine position which
she was unable to do actively, so | manually asgiser at her lumbar spine and chest
to a more neutral position. | was pleased Mrs. @g&uspine position was not fixed,
however she was unable to actively maintain thé&ipaswvhich we had achieved. |
next assessed her’s ability to perform bed mobitdy which she required minimum
assistance for her lower extremities and also ¢otso bed. Mrs. Cheung’s gait was
also assessed and she required handheld assetlabded multiple freezing episodes.

The evaluation was a challenge for me in thatdl toeadapt my plan in the
moment when it was clear that impairment based testt measures, as | would
normally perform on a low back patient, were naligated due to the degree of her
functional deficits. My primary objective became@asng Mrs. Cheung’s safety and
gaining an understanding of how advanced her Psokis was, and how this impacted
her posture and movement patterns. During the atiatul was able to modify lumbar
AROM testing to determine that extension of thelbamspine caused her decreased

back and leg pain. From my clinical and didactiowtedge | understand that some
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patients with lumbar disc dysfunction have centedlon of their symptoms with
extension based exercises. This finding provecetoriportant in developing a trunk
extension based treatment plan to not only allow.Nbheung decreased back/leg pain,
but also help to stop progression of her Parkirsoslated postural muscle weakness.

The patient evaluation was not the only challefogene, but the treatment
sessions required a level of creativity that wédedint than my typical orthopedic
population. To assist Mrs. Cheung’s postural extenae experimented with wedges
in sitting and small exercise balls behind her lamdpine to promote increased lumbar
lordosis. We also split many sessions between pastMtension exercise and
movement related exercise to help her decreasked®szing episodes and better
manage them when they occur. We used a metronaogegon found on the internet to
march and walk to, and counting out loud helped. @tseung to overcome episodes of
bradykinesia.

Another important aspect of my treatment of thatignt was education and
rapport building. Mrs. Cheung’s lifestyle was pdtalty a cause for her rapid decline
in function since her Parkinson’s diagnosis waaldsthed. She presented to me
performing no exercise and sitting in front of tekevision most of the day. The
interaction of this patient with her significanhet also made it clear that she was
doing little for her self in the home. | spent &ddtime in early sessions explaining
how exercise could benefit her pain and Parkinsdissase, being sure to describe
which symptoms were results of each problem siheensas reluctant to admit

Parkinson’s as a cause for her movement dysfundt&so discussed with Mrs.
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Cheung and Mr. Wong the importance of patienceadliosving Mrs. Cheung to
perform tasks independently, only assisting if seaey.

An aspect of this case which | found to be vergantant and personally
rewarding was the rapport | was able to build Wwitls. Cheung. Her doctor’s notes in
LMR painted a picture of a depressed individual wtas fixated on her pain and
interacted little with members of her healthcaameat her visits. After a few sessions
with Mrs. Cheung she expressed her appreciatiomfoeducation and attentiveness to
her needs and goals. Despite the “masked” facexdhibited, during each session she
began to smile and interact more, consistenthingline how much she enjoyed
coming to therapy.

Mrs. Cheung was seen initially twice per week dreh the frequency was
slowly decreased to once every two weeks to promnai&pendent home exercise as
her condition unfortunately is progressive and wiaelquire self-management. Mrs.
Cheung did remarkably well, initially requiring direld assist to walk, min assist to
transfer, and tolerating only seated exercisesM@n Cheung’s last day of therapy she
walked independently from the waiting room to tneaiht room with no freezing
episodes and with much improved posture. She adésoable to independently perform
sit to supine and demonstrated good performanberofiome exercises. Mrs. Cheung
also reported to me that on her own she decidé@vel to work with Mr. Wong to
practice walking at his office where there wasraglballway with places to rest and
she had been doing this a few times per week. @lsung was also provided with
information regarding Parkinson’s exercise viddus could order to give her exercise

options other that what we had discussed. Most itaptly, she reported her pain on
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that last day as a 5/10 in her low back/legs, mmgroved from the 10/10 she reported
on evaluation.

This patient interaction taught me a lot abouhbédiexible and creative in both
evaluation and treatment of patients with significunctional deficits. This particular
patient had co-morbidities requiring an alteratiomy typical framework for a lumbar
spine evaluation, from one that is impairment basddnctionally driven. | think that
this experience has promoted me to look more atiji@at Mrs. Cheung'’s functional
movement patterns even in patients who presemidgpendent, but have pain with
functional tasks as this can be very useful inttneat. Mrs. Cheung also had an
interesting psychosocial situation which was cagisier to not accept her diagnosis
and lose her independence. Lastly, this patiemqdueine to really understand how
important a patient’'s co-morbidities can be and itmarder to truly help our patients
we must see the whole person and not limit ourselveéreating what is written on the
patient’s prescription. As a result of my experehwith this patient | believe that |
have become a better therapist and will be mor&dmmt in my ability to manage

patients with multi-system involvement and psycloaadarriers in the future.
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Clinical Narrative for Advanced Clinician Level
Submitted by: Kelsey(pseudonyms used throughout text)

When | reviewed Mr. Gleeson’s chart, it was cli@ame that this was an
individual who had been through a lot in the cowgflenonths before | met him,
including during the month he had been at NMC. immy first meeting with Mr.
Gleeson, | encountered a very weak and deconddipagent. My conversations with
the nurses who were more familiar with him confichtkis assessment. After this
meeting, | reflected on Mr. G’s current functioailities, and used what | know
regarding rehabilitation outcomes to prognostiteserehabilitation potential and
functional recovery. Considering a multitude dfttas, | anticipated a relatively long
road ahead for Mr. Gleeson, predicting 4-5montHereehe would be sufficiently
independent to return home.

Unfortunately, and rather unexpectedly, this estariurned out to be quite
inaccurate. 10 months later, Mr. Gleeson wasrstjllpatient at NMC, having never
left the hospital. His medical course resultedhintiple transfers in and out of the
ICU. He remained very medically complex and ultietarequired a tracheostomy
while necessitating extended periods of mechaneatilatory support. Mr. G’s case
presented many unique challenges for me on seteelbs throughout his stay.

Mr. Gleeson tested my clinical and technicallskak a therapist, forcing me to
frequently think “outside of the box” and utilizeymroblem-solving skills. He came to
NMC with a large, painful sacral decubitus ulceaattleft him unable to tolerate sitting
in a chair or the act of transferring to a chdhuring the course of his admission, |

tried multiple different seating systems with pressrelieving cushions with the
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patient, utilizing a range of transfer technigu&$ese approaches included resourcing
with the nursing leadership of other units to barequipment (specialized recliner
chairs, an Airpal transfer device, etc). Manyhade techniques were not successful
due to pain, in which case other strategies weeengted. However despite these
efforts, for much of his stay, Mr. Gleeson remainedble to tolerate sitting in a chair,
in the setting of severe anxiety and pain. In ptdeminimize deconditioning and
promote pulmonary hygiene, while also facilitatthg patient’s tolerance for upright
sitting, | did not want to abandon sitting altogath Thus, as an acceptable substitute, |
developed a schedule of progressive, repetitive ef¢ped sitting, with both myself
and nursing staff having roles. This ensured MsaGfor intervals 3-5 times per day
on a surface that he could tolerate with acceptiablgs of pain.

Because of Mr. Gleeson’s complex hospital counskraarked generalized
weakness, he lacked the strength to weight-beaudfr his legs for a significant
portion of his admission. During this time, muléipnechanical devices were utilized
to facilitate lower extremity weight-bearing inclad the tilt-table, the Lite Gait, and
the ceiling lift with a standing harness. Theseides were selected based in part on
the patient’s location (ICU versus step-down uaityl what equipment Mr. G had
access to, as well as varied patient preferenceamdort. With these devices
included in his regimen (as
well as extensive exercises and sheer patientrdetation), Mr. G ultimately made
tremendous progress. He transformed from a patibatcould not support his sitting
balance or bear any weight through his legs, tovam@ was standing and walking

more than 150ft with a walker.
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Pain and anxiety were also large factors durisgisas with Mr. Gleeson that
necessitated frequent creative problem-solvingmmadagement. At various points
during his admission, TENS, ice, massage, and cessfmnm wrapping were all utilized
during physical therapy sessions for pain contiidiese all showed some positive
effects in reducing pain and allowing the patienparticipate in greater activity. In
addition to generalized anxiety, Mr. G expresssdaificant lack of trust regarding
less familiar caregivers (nurses and therapisis) this greatly impacted his ability to
participate in therapeutic activities with sucheggivers. In response to this, his
treatment frequency was adjusted as needed whew aobility task was introduced
to allow him to complete it more frequently withgltherapist as he was adapting to the
task. In addition, other caregivers (nurses, thistg) were periodically brought into
the room during our sessions to promote the pasiattimate confidence in their
abilities. This was a technique that did faciétdr. G’s ability to expand his trust with
mobilization to other caregivers.

Beyond clinical problem-solving, communication|laboration, and advocacy
were very important in Mr. Gleeson’s case. As dpMr. G had poor pain control that
was evident from the early days of our relationsHipommunicated this directly to the
medical team. Unfortunately, because of his tesunadical status, the medical team
felt it was too risky to prescribe the patient padadication. Over the coming sessions,
it became more and more clear that alternativeéegfies that | was utilizing for
controlling Mr. Gleeson’s pain with mobility wer@tnadequate as stand-alone

interventions, and thus his mobility was being riegéy impacted by his poor pain
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control. | continued to advocate to the team thedfor greater pain control,
suggesting additional input from such specialtepan management and physiatry.

Similarly, Mr. Gleeson expressed anxiety regardiisgrespiratory status, pain,
and potential for falling, in addition to his laoktrust in caregivers. While progressing
his physical therapy was clearly a top priority,. @teeson’s anxiety was paralyzing to
him at times, creating a significant barrier. €¢dsny own skills (manual and verbal) to
try to address these issues with him to the bestyohbility. However, realizing that |
was not an expert in psychological conditions,damaged the team to pursue a
psychiatry consult for Mr. G. The patient’'s meditam was initially reluctant to
obtain pain management and psychiatry consultsefiemd continued to advocate for
this given the significant impact these issues vangng on therapy. | suggested the
support of a psychiatric clinical nurse speciaistan alternative. | subsequently
contacted the psychiatric CNS in conjunction with K&’s nurse to arrange for her to
observe a therapy session. | wanted to gain pedatisight as to how | might handle
Mr. G’s anxiety differently to maximize his abilitp participate in a session. She was
able to offer some successful strategies for meaptement, and began working with
the patient one-on-one. Ultimately, formal conatidins in both pain management and
psychiatry were obtained.

Over the nearly one year | was involved in hissgchcame to know Mr.
Gleeson and his family quite well. Having suchktexlge of the patient’s behaviors,
and patterns in therapy enabled me to become agair@dvocate for him than |
otherwise would have been. For example, a fevaisdlmembers of Mr. Gleeson’s

team had begun to express frustration in his lidngeogress early on, and took a very
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assertive approach with Mr. G in an attempt tolitate his recovery. After observing
the patient’s negative response to such interagtiamd discussing this with the
psychiatric CNS, | became a vocal advocate thdt ancapproach not be used with this
particular patient (the team ultimately concurredk an alternative, | worked with the
psychiatric CNS and Mr. Gleeson’s primary nursegtablish suggestions for
interacting with the patient that were adoptedhgy/team.

Because of Mr. Gleeson’s limited mobility, as wasl his expressed anxiety,
close collaboration with nursing staff was parantonrhis care. | established a regular
therapy time, and in coordination with nursing stafsured that other interventions
(such as hemodialysis) were coordinated arounthbrapy. | developed a daily
activity schedule for the patient, and formulatedommendations for assisting the
patient with mobility, posting this information &nseparate location in his bedside
chart. Any change in Mr. Gleeson'’s status, or olzgeéyns of decreased participation or
a decline in his mobility were reported back to nh&ould then meet with the patient
to address the underlying issue. The nursingesten these recommendations and
follow-through was remarkable, and the excellemsimg care and collaboration
certainly contributed significantly to Mr. Gleesemecovery.

Mr. Gleeson proved to be a very challenging amarding patient for me.

Many of the “standard” approaches [ initially toekh him had to be adjusted
significantly given confounding issues, necessitaa greater level of creativity and
trial and error. In reflection, | clearly handlstt. G’s case differently than | would
have earlier in my career. | was more confidewt\awcal in my communication and

advocacy for this patient. | thought “outside Hox” more with respect to problem-
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solving strategies, while also upholding my respecthe patient’s ability to make
decisions in his care, and to feel respected throug | utilized additional resources
including my PT clinical specialist, as well asside consultants throughout the case
to maximize the care | was able to provide. Beeaghe complexity of Mr.
Gleeson’s case and the length of his admissiomwf &lis representative caregivers
needed to take prominent roles in his care. THi@gombination of all of our efforts,
including most importantly Mr. Gleeson’s, the patiead made tremendous progress

by the time of his discharge, and was on the matbturning home.
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Clinical Narrative for Advanced Clinician Level
Submitted by: Maureen (pseudonyms used throughout text)

Sam is a 14 y.o. boy with cystic fibrosis (CF) atled to NMC from his
doctor’s office with complaints of worsening coughprtness of breath (SOB) and
fevers for 2 weeks. Sam’s Mom is a single par@md, also has older twin boys with
CF. I met Sam on day of his admission, and wasultatsto evaluate and assist with
airway clearance. | have treated many adults andreh with CF, however, this
admission would present a significant challengdHlerfamily and the healthcare
providers involved.

During my chart review | became alarmed at theebese in his PFTs
(Pulmonary function tests) since last taken 6 m®atjp. Sam had lost a significant
amount of weight, had not grown resulting in hinmgdetely falling off the growth
chart. My chart review also included reading tbetdrs’, social work, nursing and
dietary notes commenting on their grave concerosiabam’s health and the amount
of doctor’s visits that were cancelled. For tlgagon, a 51A for medical neglect was
filed with the Department of Social Services. Masas aware, and the medical team
and social worker stressed that this was to get idome help, as she has 3 very sick
boys that she is caring for. This greatly impa@&@ean’s admission as well as my
interactions with Sam and Mom.

| went in to evaluate Sam, and he was sittingierbad, watching TV and
texting on his phone, and Mom was also watching Twtroduced myself to Sam and
his Mom and Sam instantly stated that he coulddod®T, he was too tired and had

stomach pains, all without ever making eye contddm started asking me about a

C-21



APPENDIX C: Participant Narratives

machine called “The total gym” that she bought askied if this would be helpful. |
knew as a teenager, that he had to be miseralg bdmitted to the hospital,
especially unexpectedly. In my experience the garare usually the ones that assist
with compliance at home. | started talking to Maona &am about what his normal
regiment is for airway clearance. Sam simply stdoébest PT.” Mom elaborated that
usually someone comes to the house, but that tyedre sometimes not there. As the
conversation progressed, | gathered more dataga@ned insight into Mom’s beliefs.
She stated that Sam is sick, and that he will agelguantity of life, but that she wants
him to have quality of life, and not feel that Besick. Mom stated also, that if Sam
turns off his tube feed at night, so he doesn'tfiglein the morning she can't make

him turn it on, or make him take his medicatiorteraéhe reminds him and started
becoming defensive. | explained my role was tasa§&am in being able to do those
activities he loves without becoming so short adthe, and help him feel better.

At this point Mom and Sam agreed to let me evalbate and | discovered multiple
cardiovascular and musculoskeletal impairments. f@sented with abnormal lung
sounds, increased resting respiratory rate withdgygen saturations. He had impaired
posture, poor muscle strength. Due to his nut@iatatus, he had very poor muscle
definition, and | knew from reading the literatdbhat patients with CF can also develop
osteopenia. My evaluation included obtaining hialgowhen | asked him, he looked
at me, and asked if | was serious. When he realigexs, he said to be on the freshman
baseball team. | said that if we work as a teaat,¢an be one of our goals, but he did

not appear to believe me during our first meeting.
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Sam was planned to be at NMC for at least 2 we€Rg antibiotics to assist
with the infections in his lungs. Due to the séyenf his impairments, | set up a plan
of care, which included PT BID for airway clearanaed wanted to add aerobic
conditioning as soon as Sam could tolerate it.oBierconditioning is an excellent
mode of airway clearance, and | anticipated that’Saerobic capacity was impaired. |
discussed the plan of care that included his gblaémg on the baseball team, with
Sam and Mom, and they were in agreement.

Sam portrayed a very tough exterior, but througtio& course of our
treatments, he was able to trust me and open oip Eléarned that although, he is the
youngest, he takes the responsibility for the fararnd worries a lot about being a
burden to his Mom. | also had many conversatioitis Mom in terms of education
around importance of airway clearance for Sam. Moimterpretation continued to be
that too many medical interventions would make $eehthat he was sick, and she
wanted to focus on quality of life. | tried to cawthat if Sam was more compliant
with his airway clearance and tube-feedings he Wéegl better, and stay out of the
hospital longer, resulting in an improved qualifylite. However, Mom was having a
very difficult time with this idea, and would infeet it as forcing Sam to do something,
and Mom wanted him to be happy. Although, whentaeptis 14, the parent/guardian
usually is very helpful with carryover of informati, especially as many teenagers
rebel at this age. | knew that for Sam, this washibest option, thus chose to engage
Sam about the importance of PT.

There are many methods for airway clearance, ana\8as familiar with

percussion and vibration when he did receive haemées. Sam reported to me that
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he also did not like this method, and his percepivas that it did not make a
difference. The literature supports numerous meththdht are comparable and
effective, and the one that is the “best” is thelmod that the patient will perform and
be compliant with. | explained to Sam, why airw#gacance is so important, and
explained the different options and allowed himeita process information and ask me
guestions. He was then willing to try various melhicand our active experimentation
began. | coordinated Sam'’s airway treatment wighrespiratory therapist. Sam
received Dornase, a nebulizer that is most effed®90 min after receiving it, and is
administrated by respiratory therapy, and this ee@wdinated so that | could treat Sam
at the approp time. We tried postural drainageyhich Sam would position himself in
various positions to allow the mucous to work wgtavity and drain out. This was also
done in conjunction with percussion and vibratiorassist with loosening the mucous.
Sam, did not like this method. | wanted Sam torfependent with a method, that
could be done anywhere and not be reliant on anp#itson. We tried the active cycle
of breathing technique (breathing at varying dejgshsllow/deep) and with varying
inspiratory holds). Although, the active cycle lihdiag was quite effective, and Sam
could clear a lot of secretions, he felt that whertried alone, he breathed too fast felt
lightheaded. | tried the Acapella, an airway cleaemdevice, that vibrates the bronchial
trees to loosen secretions and this was also ¥Egtiwe, but Sam felt lightheaded with
a long exhalation and had a very shallow inhalatiehen combined 2 methods, active
cycle breathing and the Acapella to slow him dowd this was quiet effective and he
had no complaints and was willing to perform thisthod. This was done over many

sessions and practice time, | knew it was time weksted in order to find a method
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that Sam could and would perform. | knew thatafwas involved and had input he
would be adherent.

After his 3° day in the hospital Sam was gaining weight nicahd | was
concerned about his strength and anticipated aeoaipacity impairments. | spoke
with the dietician about his calories, and weighihg He needed to gain weight, and |
did not want to be exercising him at a level thatilgd be a detriment and result in
greater calorie expenditure. She informed me theyewoing up on the density of his
calories and continue with daily weights, and wecdssed that if he stayed the same or
lost weight in a given day, we would cut back os dxercising. But if he continued to
make gains, than | could continue my exercise piggan. During his hospitalization |
continued to communicate with the dietician.

| was not sure how much Sam would be able to ese=BD | performed a
modified Bruce protocol to assess his aerobic aapamd explained to him that we
would do this again as he neared discharge to measiprogress. Sam was only able
to exercise for 6 min, due to DOE (dyspnea on exerand his HR was at 85% of
max. | calculated Sam'’s target heart rate for aerotnditioning which he would reach
with moderate paced walking. After exercise, he iffedal a lot of secretions. Sam
made gains nicely adding incline on the treadnmd ancreasing his speed. During his
aerobic conditioning | measured his hemodynamipaese including HR, BP, RR and
oxygen saturations and his perception of DOE anl R&te of perceived exertion). |
started early teaching Sam how to use these sappeepriately. So he could

independently guide his exercise level post digphar
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| prescribed an exercise program to improve h&yre as he was forward
flexed with rounded shoulders which can impactveistilatory system. Sam had
strength impairments and we devised a strengthitigiprogram. We started using
dumbbells in front of a mirror to he could see pusture and this was great way for
Sam to receive feedback. Sam was making exceldns gn aerobic conditioning, via
treadmill walking, | suggested he start jogging.ikigally stated he couldn’t and that it
was impossible. We then talked about what he woaktl to do for baseball. We talked
about running the bases, and making a catch. Hewillagg to try and the first time ran
for 2 min. | continually gave Sam positive feedbaakd it was great to see him start to
develop self confidence and the way he carried élimiscreated goals for Sam to
achieve that were obtainable, and | was so proun asarted being able to jog for 15-
20 minutes.

During these sessions, Sam would ask me a latedtgpns not only about
exercise, but about CF. He again reported thaicheat want to worry his Mom, and
he thinks when he gets so upset him stomach t&ats. has had his stomach
discomfort that was medically worked up many tinsex] the medical team felt a lot of
it was due to stress and worry. They encouraged kbotake him to a Social
Worker/psychiatrist, and Sam was willing. Howevagm reported that she took him
with her appointments so he could talk when shelswPsychiatrist and that she was
convinced that there was a medical problem. | saw imuch Sam trusted me, and |
shared that | stories of how much exercise helpls my stress level and when | worry,

and sure enough as his admission progressed hdaintaf stomach pain decreased.
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| educated Sam about cross-training, and we stantening sprints the length
between bases, and created games that | would thitmgeball outside, and he would
have to run and catch it, pick up and throw it b&&m was also using the DOE/RPE
scales indicating to me when he needed to rest.

Sam continued to use his exercise times, to as&tmuns about CF, clarifying
guestions about importance of what he was doind hanv this would help him. He
started trying to get his brothers to exercisayel. | knew that Sam was starting to
take responsibility for his own health near the eh@ weeks even after hearing the
disappointing news that his admission was beingppged for continued care. Sam
had about 5 friends visiting in his room, and iswes exercise time, and most
teenagers, when they have visitors do not wanatbgpate in PT. | gave him the
option of exercising later, as it was a running.dagssured him he could do something
else for exercise, or his friends could come wihhe said to his friends, “I have to
exercise”, and when they said they were leavingédi@ he would call them, and
initially he was upset, but I praised him so muag told him | was so proud of him,
and he said that he knows it is important. At timee, | asked Sam what his goals are
for himself, besides playing baseball. He wasatiticonfused, and when | clarified
that he should have goals he and he started séting for himself. His goal, in
addition to playing baseball was to run for 30 il on day 14 he met it!

Sam verbalized that he really enjoyed running, lagr@couraged him to keep it
up, and | informed him that the CF foundation hasraing scholarship for college.
Every 7 days | re-evaluated Sam’s impairments ard Bade excellent gains in

posture, strength, pulmonary/ventilator statusiarakrobic conditioning. | re-assessed
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him with the modified Bruce protocol and this tifme was able to complete the
protocol (22 min). | educated Sam on the importasfaontinuing all that he was
doing at home. | talked with Sam with what workest) a calendar system, or check
off system with a list. Sam wanted a calendar systand we discussed weekly, daily
or monthly views. | needed Sam involved, as | kiifdve took responsibility in its
development that he would be more likely to be aeiite | set up a monthly calendar
for the year, and in each day we put airway clesgdaechnique/Acapella, and then
alternated his strength program, aerobic condiigndlays for baseball tryouts and
days off. However, the Acapella was on every dancluded sheets for him to track
distance run, HR, DOE his strength program thahae been doing and stretches. Sam
loved Chuck Norris, so | found a picture of him exging and placed on the cover of
his binder, and Sam was so excited and even chefk@dapella, as he had done it at
7 in the morning.

Sam was discharged on day 16, with DSS involved avas worried that once
home, he might fall back into old habits. | hadegivhim the name of one of our
outpatient PTs, who sees patients for the CF clmfarther assist with carryover at
home. | saw Sam in the main hallway when he wasggm his MD appt with Mom,
and he was excited that he made the summer teahevam was playing and felt great.
He promised me that he usually using the Acapetayeday, he is still using the
binder to keep him on track with his exercise pangrl am happy to report that he also

said that he is training to run a 3 mile road riadeis home town.
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Clinical Narrative for Clinician Level

Submitted by: Matthew (pseudonyms used throughout text)

I met Ana at her initial physical therapy evaloatin April 2008. She was a
healthy, although somewhat overweight woman of Hotian descent. She was
employed as a regulatory agent for a Cambridgeeblastechnology firm. She
reported initially feeling a gradual onset of loack pain (LBP) in 2006. She had
gotten an MRI in 2006, which revealed lumbar diakplogy at L5/S1. She reported
exercise had helped, such as walking, but had regtemded physical therapy. The pain
eventually subsided until the fall of 2007 at whithe she started jogging. It was
during this time that she became concerned abaowvéight and decided to take up
jogging, with the goal of completing the Marine @®Marathon in Washington, DC.
Her LBP became severe and she developed paresttt@stathe posterolateral aspect
of her right lower extremity. At this time, she died to stop running, which helped her
LBP, but the paresthsia remained. At the time ainexation she continued to
complain more of paresethsia and leg pain than |3BfR.rated the paresthesia and leg
pain 8/10 at its worst and 3/10 at its best. Aggtiang factors included running and
staying in one position for too long. Relievingtfars included moving around or
changing positions. Her goal was to return to gege-running and complete the
Marine Corps Marathon that fall.

Examination revealed a flattening of the lumbaddsis in standing. Active
range of motion testing peripheralized her paresthaith backward-bend, left side-

bend and right rotation. Neurological testing réedanormal strength in both lower
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extremities but slightly diminished sensation ghtitouch along the S1 dermatome.
There was a diminished ankle-jerk reflex on thétrend a positive reproduction of
nerve tension with ankle dorsiflexion in approxielgt75 of straight leg raise on the
right. There was centralization of symptoms witl ginone press-up exercise.

Upon completion of the examination, | hypothesit®at the disk pathology
was the source of Ana’s symptoms due to neurolbgigalvement and centralization
of symptoms with the prone press-up exercise. |seasewhat confused by the
minimal complaints of LBP at this time. | later pasthis question as a discussion point
to several therapists in the back staff room. fwee expressed some degree of
experience with lumbar disc pathology with refersgchptoms in the absence of back
pain. Ana was instructed in the prone press-upoesefor her home exercise program,
and was instructed to follow-up in physical therapice a week. She agreed to this
plan.

Ana returned for follow-up approximately one wealer stating that her lower
extremity symptoms were now more intermittent itun@, but the press-up exercise
could occasionally cause her symptoms to peripizeraHer symptoms were now
localized from the mid-thigh to the mid-calf postely. Still confused at the lack of
LBP and now somewhat peripheralized symptoms, abeg question the potential of
some type of peripheral nerve entrapment. Furtke@méation revealed gluteus medius
and maximus weakness, hamstring and piriformistehorg and positive signs for
nerve tension. Ana was instructed to continue téop@ the prone press-up exercise
only if they are able to centralize her symptomd &nstop if there is any form of

peripheralization. Intervention was also directetelieving nerve and muscle tension
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and promoting lumbo-pelvic-hip stability. After ew sessions of PT, she felt that she
was beginning to manage her symptoms and retuoechhing with only minor
occurrences or lower extremity paresthesia.

Ana returned to PT in late May after a long bussip to South America. She
reported she had been doing well up until this tiamel was even able to complete a
half-marathon while she was away. Upon return éoUhited States, her leg symptoms
had extended from the buttock to the mid-calf. Blaened this on the long plane flight
home. Intervention was still directed at relievimgrve and muscle tension and
promoting lumbo-pelvic-hip stability and centralioa with the press-up exercise. She
was advised to stop running but encouraged to feal&xercise.

In late June and July, she consulted her neustl@gio advised that Ana
consider surgery, yet to this she was opposedfompeed a re-assessment on Ana,
which revealed continued neurological involvemeithwlecreased sensation to light
touch along the S1 dermatome and a diminished getkeeflex. She had also
developed S1 myotomal weakness and a positive stastpShe underwent an MRI
exam, which revealed a worsening of the L5/S1 distapse as compared to her prior
MRI. | discussed with her the pathophysiolgy ofcdiegeneration and that the
presence of weakness was usually indicative of saofery. Ana told me that she was
planning on getting several opinions from area ogungeons, but that she wanted to
continue PT and remain as active as possible. We alde to continue to centralize
her symptoms, but | had a hard time convincingtbenodify her lifestyle. She
continued to aggravate her symptoms with activiigsh as biking. She even spent an

afternoon painting a fence in a forward-flexed poest Intervention was now directed
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specifically toward centralization of symptoms wittanual therapy techniques,
extension exercises in standing and prone and siloptlevel lumbo-pelvic-hip
stability exercises. She was advised to limit Heteenvalking and stability exercises.
By early August we were able to centralize her sygms and restore lower extremity
strength to within normal limits. There was hope!

After a brief reprieve from PT, her symptoms exbhated again which required
an emergency room visit. By late August, Ana haasatted with two neurosurgeons.
One recommended surgery and the other an epidantadasteroid injection, which she
declined. At this point she started to present witaterally shifted posture. Manual
therapy techniques were utilized to correct ther&dtshift and continue to centralize
symptoms. She was also instructed in a home caorefdr laterally shifted posture.

By mid-September, she had consulted with one meueosurgeon who
recommended back surgery. Her symptoms had, agagun to improve and centralize
in response to manual techniques and her homeisggnogram. She felt she was now
able to manage her symptoms on her own and wasadlerto run again for short
distances. Despite this, she elected to scheduleswagery for December. She felt she
was too young to undergo these debilitating peraddsack pain and wanted to be able
to live an active life as any woman in her 30’s Vdou

We continued a manual therapy program, specifgcase to promote
centralization and lumbo-pelvic-hip stability exiegs. Her symptoms were, for the
most part, under control. Despite minimal trainihgpughout the summer, she was
now determined to at least travel to Washingtonlzegin the Marine Corps Marathon

with her friend and stop if she felt she could goton. Ana returned to see me on
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October 31" She not only began the marathon, she achieveddago§completing the
entire 26.2 miles! Each participant of the marativas given a small triangular
medallion as a reward for completion. On this d&ya presented me with a thank you
card and in it was one of these medallions. Stk she asked for three extra to give
people that supported her and helped her to achiewvgoal. | was lucky enough to be
one of those three, in the good company of her erahd her neurologist.

Ana elected to undergo surgery this December.elvas a post-surgical
complication, which led to a second surgery. Shis doing well and is currently
under my care. This was not an easy case to maAageis with many of our active
patients, it is difficult to get them slow down thpace and give their bodies the chance
to heal. I wish | had been a little more convincoighis. Because of the minimal back
pain early on, | also wasn’t entirely convinced sloeirce of Ana’s pain was the
intervertebral disc. It took the presentation oblmess in early June to be convinced of
this. |1 should have been a little more focusedhendentralization of symptoms with
lumbar extension exercises and not with soft tiseobilization and muscle
lengthening exercises. The use of the Oswestrybitgalndex, an outcome tool | now
commonly use, would have been helpful to betteritbona’s progress. Despite this,
what | learned from Ana is to not give up when yawe a goal. She could have given
up at any point, but through severe periods of lzakleg pain, ER visits, MRI's and
surgical recommendations, she never gave up ogdarof running a marathon and
starting a healthier lifestyle. I'm a better phyditherapist and a better person for

having worked with her and having watched her pense
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Clinical Narrative for Entry-Level
Submitted by: Samantha(pseudonyms used throughout text)

| had many expectations prior to beginning my yteag internship at NMC.
Though | did not have a previous clinical expergeat Northeast Medical Center,
while attending school and through living in thearl was very aware of the strong
reputation for medical care and clinical expertisa this hospital holds. Throughout
my internship, | realized the true meaning of thatd “expertise” and just how much
should be encompassed in the care that physicaisés provide.

Mr. Lawrence is a 55-year-old naval commander,igdchto NMC in April,
following a 3-month ICU stay at an OSH for meseioteschemia s/p laparoscopic
appendectomy with numerous complications includirggneed for subtotal colectomy,
PEA arrest, need for PEG placement and tracheosémhynultiple re-explorations.
Commander L was evaluated by physical therapyen@J and transferred to the floor
on which | was the primary therapist, 5 days lafére therapist who had evaluated
Commander L wrote an email to the clinical spestadn my team to explain the
patient’s long history of hospitalization. In tl@mail, she also touched on the fact that
the Commander had at times been very curious e ttvaining that a physical
therapist receives and had multiple questions diggrthe rationale for the care that
she had provided. Naturally, as a new cliniciaig gart of the email made me quite
nervous.

In addition, the therapist who had evaluated Condeal documented an
impairment in dorsiflexion range of motion and vgaggesting the use of serial casting

versus a more dynamic splinting method as intereentHaving never used serial
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casting in the past, | asked to speak with thaadirspecialist on our team, Doug, about
how this clinical decision is usually made. In thmeeting, we decided it would be best
for me to initiate treatment with Commander L ois first day by introducing myself,
beginning to develop a rapport and continuing \ihign original plan of care prior to
making any changes. At the time, | saw this as guwice as it would give me more
time to perform further testing and gather moredadbwever now | realize how much
more there was behind that decision.

Initially upon meeting Commander Lawrence, | wigck not only by his
physical impairments, but also by how intimidatangindividual he was. Here was this
patient, as vulnerable as a human being can bamnynvays, receiving all his
medications and nutrition through tubes, havingdta his hand over his tracheostomy
site to speak clearly and with barely enough enegit up at the edge of the bed, and
yet, somehow, he was one of the most intimidatexgpte | had ever met.

| started off introducing myself as the primargrdpist on the floor and the one
who would continue to carry out his physical thgrapre and it was not two minutes
into the conversation before Commander L begamu&siipn my training and my
ability to carry out interventions. As a new grauaith a brand new, barely broken in
license, it was not too difficult for Commanderd_rattle my confidence.

In the first few weeks that | worked with Commantawrence, | struggled
with finding a balance between allowing him to ntain some control and still
continuing to direct and make changes to the phaytherapy plan of care. The
Commander remained without a definitive diagnosisBfweeks while on Phillips

house. His medications changed numerous timeshayderformed imaging and lab
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tests continually in attempts to find the reasoite his initial ischemia. He became
frustrated with the many doctors who were overgghia care and the multiple
changes they were making at one time. He becanlieeimg for every member of the
team to work with as he insisted on a very setdualeeand became very impatient
when things did not occur precisely on his timelifieere was a week where he
became very detached; keeping his eyes closedahtis time and declining
participation in PT, saying that he just felt todhvausted.

Finally, almost 8 weeks to the day after his admis toNMC, a diagnosis was
made and medical intervention took a turn oncemadmit with more direction. This
definitive diagnosis caused a change in Command#mibbst immediately. He now had
a reason for the many months he had spent in ladspihd there was now an actual
plan in place. He could see light at the end ofttimmel. They were predicting 4-6 more
weeks in the hospital, which is not a short penbtme, but it is at least a set period of
time.

The improvement in Commander L’s psychologicatesteith news of a
diagnosis led to improved participation in PT oagain, however He continued to
participate only at a very shallow level. He papated throughout our 30-minute
sessions, at times begrudgingly and with contirtuggidation regarding changes in the
plan of care, but with little to no compliance witts home exercise program. | spoke
with Commander L numerous times regarding the ingmwe of his carrying out the
exercises on his own for larger improvements aechéed for him to take more

responsibility. | continued to work with The Comndan five times per week, re-
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evaluating him each week and finding slight improeats in his impairments, but no
large gain in his overall function. At this timeagain sought out the help of Doug.

Doug read through my documentation and we metsituds what | felt were
his 3 main impairments, how | was measuring thogsirments objectively and what
interventions | was using to try to make a chamyeing this conversation with Doug,
| realized that a large part of the challenge eating Commander L had become, not
determining what | wanted to work on and how | veahto work on it, but really in
involving Him in those decisions. Doug attendedeatiment session with me and we
directly approached the subject of Commander Lagg's’s goals and where he
wanted PT treatment to go. He didn’t have all thengers for us that day, but it
changed the dynamic between us. | realized thdewlinought | had been allowing
Commander L to maintain some control, | had insteseh just giving up my own
control over the sessions. Commander L neededtéondme our long-term goals in
order for me to be able to truly involve him in pisysical therapy.

Commander Lawrence is a patient who has beereihdbpital for 5 months
now. For 5 months he has not been home with his anfd children. For 5 months he
has asked for assistance to get out of bed and te tbathroom. He has given up all of
his hobbies, his life’s work and his daily routindsd for those 5 months, he did not
know if this was the way that it would always bafdre might some day return to his
former life. And for those 5 months, | did not fridnow what long term goals were
realistic and appropriate. | had made the decisaty on that Commander L would
benefit from rehab, but now that there was a tineebf 4-6 more weeks, | realized that

this next 4-6 weeks would be Commander L’s rehaly, b would take place atiMC.
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Commander L is now using the stationary bike &mohic conditioning. Prior to
his illness, he was riding a stationary bike foerexse and reports that he enjoyed bike
riding outside as well. We have started using thgssas an additional mode of aerobic
exercise, one that is functional and easily coreteti his return to the community. We
continue to work on his postural, range of motiad atrength impairments, when tied
to function and his personal goals of returningptgging for exercise and his work as a
professor and with the Navy. He sees these thisgsmeans to an end rather than
endless exercises and chores with no benefit to him

| have learned so many things from my time trep@ommander Lawrence that
it’s difficult to fit it all within this one narrave. | learned about the importance of
prioritizing the patient’s impairments and how tpabritization changes over time. |
learned the importance of truly patient-centere@.cldearned that communication, like
every other PT intervention, must change over tisighe patient changes. Above all

else, | learned to look at the patient as a whadeead of the sum of his impairments.
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