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Purpose: Societal change and rise in demand for healthcare call for new health professional practices and task redistribution. Through
negotiated order theory, this study explores how hospital rheumatologists (RT) and occupational therapists (OT) negotiate professional
tasks in the clinical management of hand osteoarthritis.

Methodology: Fourteen qualitative interviews and 16 observations in clinical consultations were conducted in two hospitals
specialized in rheumatology in Norway. Participants included eight OTs, six RTs, and patients in consultations. Data were analyzed
using reflexive thematic analysis.

Results: Three themes were developed from codes: hierarchical ordering of hospital work impacts interprofessional negotiations;
diagnostic organization of tasks preserves RT authority; and evidence-based recommendations in rtheumatology enhance OT respon-
sibilities. Overall, RTs and OTs enact tasks in succession where higher-ranking RTs establish a diagnosis and decide the subsequent in-
hospital trajectory entrenched in a medical knowledge system. When medicine does not hold evidence-based treatment alternatives for
patients, OTs respond by providing therapeutic interventions that are legitimized through international recommendations in rheuma-
tology when they equip patients with tools to cope with chronic illness.

Conclusion: Negotiations over tasks do not take place from equal power positions when status and knowledge hierarchies frame
professional practices. The enactment of tasks is concurrently highly influenced by the arena of the workplace, where the two
professional groups both cross boundaries and work together in concert despite professional differences in order to meet patient
interests and provide relevant healthcare.

Keywords: professional boundaries, negotiated order, disease trajectory, hand osteoarthritis, reflexive thematic analysis

Introduction

Ageing populations with increasingly complex healthcare needs and greater attention to person-centered healthcare trans-
form the organization of healthcare services'” and, subsequently, health professional work. To address these changes,
policymakers call for a stronger focus on health workforce resources over the traditional division of professional labor, with
consequences for health professions and their patients, and the distribution of tasks between them.® Changing the tasks of
one profession will impact those of others, highlighting relational aspects of health professionals and their work.* Through
abstract knowledge and specialized skills, health professionals control their own work.*> Simultaneously, the large majority
works within the public sector in Norway, thus employment and career opportunities depend considerably on the state in

welfare societies.®’
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Professional boundaries can broadly be understood as socially constructed demarcations of what the competencies
and activities of a profession are.® Health professionals work in complex and constantly changing environments that
influence the relationship between them.’ In rheumatology, European recommendations emphasize key competencies of
rheumatologists (RT) and occupational therapists (OT) in managing hand OA, including appropriate knowledge, skills,
clinical reasoning, values, and reflective practice.'®'" RT tasks are to diagnose and explain hand OA and decide on
relevant treatment and referrals.'>'® OTs typically offer patient education, propose hand exercises, and recommend
assistive devices,'* often upon referral from RTs. However, evolving healthcare needs have prompted investigations into
alternative care delivery models. Studies have indicated that when OTs diagnose and manage hand OA, patient pathways
and standards of care can be improved.'*>'® These changes are shaped in the workplace arena where demarcation lines are
constantly negotiated in the process of controlling tasks through jurisdiction.* As such, professional boundaries can serve

differentiation and exclusion purposes in the hospital when health professionals interact'”'°

and contribute to protecting
autonomy and control.”°

Professional boundaries are also valuable sites for communication and inclusion through boundary objects in the
relationship between actors.”' Boundary objects are shared objects that are anchored in and have different meaning for
different actors, while also having the capacity to stay meaningful and bridge intersecting social worlds. Such shared
objects enable collaboration across professional disciplines through agreed methods of standardization,”® making it
possible to develop mutual understandings about who will do what in the hospital.**

In Norway, the Health Personnel Act** regulates health professionals’ work without distinguishing between which
professional is responsible for providing specific services and tasks. One exception is “matters concerning medicine”
(section 4) where the superior position of medical practitioners in decisions regarding diagnosis and treatment is
explicated, harmonious with Freidson’s medical dominance perspective.”>*® Medical education was included in the
establishment of the first Norwegian university in 1811.> State authorization to practice medicine was introduced in
1927,%® and historically the medical profession has had an influential role in defining medical reality, representing
a biomedical care model. The rheumatology discipline was approved as a medical specialization by the Norwegian
Medical Association in 1949.%° Together with OTs, RTs” are central in responding to the needs of persons with hand
osteoarthritis (OA).*!

OT education was first established in Norway in 1952 in response to increased demands for health and rehabilitation
services after World War I1.>2°% Authorization to practice was obtained in 1975,** and OT involvement in rheumatology
was realized in the 1950s upon their employment at the first Nordic rheumatism hospital.>®

Hospital hierarchies and political struggles influence day-to-day professional work.>® The outcome of one interaction
will be brought into the next, and power manifests through prestige, priorities, and professional knowledge differences
that shape negotiations.*’*® These negotiations are influenced by existing structural arrangements that have come into

existence through earlier negotiations within what Strauss et al****°

coined a “negotiated order”. The negotiated order
theory is rooted empirically in fieldwork in two psychiatric hospitals to understand social interaction. The perspective
proposes that all social orders have temporal limits when continuously negotiated. Taken-for-granted social structures
resulting from patterned negotiations will eventually be evaluated, renewed, and adjusted as events occur over time.*!

The negotiated order perspective articulates both the individual agency of and structural influences on those involved
in understanding social life in hospitals. We root our study in the principle that hospitals are highly institutionalized,
inherently structured, and permeated with societal norms and expectations that influence negotiations in the clinical
management of hand OA. Power must therefore be taken into consideration if we are to better comprehend interprofes-
sional interactions in the hospital division of labor. In our study, we understand power in negotiated order as fluid,
unfinalized, contextually situated, and inherent in all negotiations. The power of the actors therefore continuously
transforms in response to unfolding events over time. Through such a lens we align ourselves with Clarke,** who
emphasizes that power clearly matters in negotiations.

Studies of health professional interactions have used the negotiated order perspective to characterize the range of
negotiations that take place, from those agreements easily made to those more forcefully put in place,” *® demonstrating
how negotiations can be seen as processual arrangements between actors that influence structure.*>*” At the same time,
calls have been made for more attention to be paid to the order in negotiated order to increase comprehension of what
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such structures do to healthcare interactions.***® Inspired by a constructionist approach,*” we use empirical data from
outpatient hospital services to explore how structural arrangements impact the governing rules of negotiation and action
when health professionals demarcate their own domain of expertise and control in the distribution and enactment of
tasks. In this article, we understand professional tasks as “human problems amenable to expert service” based on three
acts: classifying a problem, reasoning about it, and taking action on it.* In this context, we formulated the following
research question: how do RTs and OTs negotiate tasks in outpatient hospital services?

Methodology

Context

The Norwegian welfare state has increased healthcare spending considerably in recent decades, and political concerns
over public healthcare funding contributed to implementing reforms inspired by New Public Management to increase
efficiency and coordination.’®>' Following a hospital reform in 2002, the state has responsibility for hospital healthcare.
Both hospitals in our study are specialized in rheumatology, privately owned through trusts and not for profit. State
funding and referral mechanisms are equal to public hospitals.

In rheumatology, the introduction of new medicines into clinical practice over the past two decades has revolutionized
the treatment of major chronic inflammatory diseases. Disease remission became an achievable target that improved
outcomes.”? Consequently, in-hospital treatment of numerous complex patients was transferred to rheumatology depart-
ments focusing largely on outpatient services. This transformation influenced healthcare organization and, subsequently,
OTs and RTs work. In Norway, persons with hand OA should mainly be attended to in primary health care.>®> However,
due to poor access to relevant services, they are often referred to outpatient specialist care where services are mainly
provided by RTs and OTs.**> The diagnosis is based on the patient’s history and a clinical examination.’®
Recommended treatment for all persons with hand OA include patient education and hand exercises, while orthotics,
pain medication and surgery are considered individually.’’

Research Team

Our study is part of a three-phase project with the following aims: to gain a comprehensive understanding of current hand
OA healthcare practices and task distribution along the trajectory (qualitative methods); to evaluate through a randomized
controlled trial whether OT-led care is as safe, effective and cost-effective as traditional RT-led care with respect to
treatment response and patient satisfaction,”® and to design a novel, safe and feasible care pathway for patients with hand
OA and develop strategies for implementing this pathway (Delphi consensus process). The first author, HIM, currently
a PhD student, has 20 years of clinical and managerial experiences as a physiotherapist and humanitarian health worker.
The co-authors include two professors and an associate professor with occupational therapy backgrounds, one of whom is
also a sociologist, and a patient research partner. Additionally, an international advisory board was consulted, consisting
of researchers representing diverse professional backgrounds.

Participant Recruitment

Two hospitals providing services to persons with hand OA were included to provide “similar and contrasting” contexts.’ ?
Eight OTs and six RTs were included after being approached by a study coordinator. Upon agreeing to participate, the
professionals were contacted by HIM for further information about the study. The participants included two men and 12
women aged between 27 and 67, six of whom worked in hospital A and eight in hospital B (Table 1).

Relevant consultations for observation were identified by the study coordinators or through RT referrals evaluation.
Participants were asked by HIM during interviews if she could participate in consultations subject to the patients’
approval. Four OTs and three RTs agreed. The remaining seven participants had either changed job or said they no longer
worked with the patient group. Patients with suspected or confirmed hand OA were contacted for inclusion by study
coordinators and gave their approval prior to the consultations. Consequently, a relationship between HIM and the
included professionals had already been established through interviews conducted prior to the observations, while
encounters between HIM and the patients took place for the first time. To ensure rigor, authors continuously discussed

Journal of Multidisciplinary Healthcare 2023:16 hetps: 3059

Dove:


https://www.dovepress.com
https://www.dovepress.com

Magnussen et al Dove

Table | Participant Demographics

Occupational Rheumatologist
Therapist
Gender
Male | |
Female 7 5
Age
Under 40 4 |
40-55 | 4
Over 55 3 |
Years of professional experience with hand OA
Under 2 3 -
2-20 2 5
Over 20 3 |

analytical steps, including adequate number of study participants. Malterud’s information power, determined by study
objective, participant specificity, theoretical framework, quality of interviewing and analytical approach® informed our
decision to stop at 14 interviews and 16 consultations. Our evaluation was guided by study participants having specific
characteristics for the study aim, application of negotiated order theory to the analysis, and HIM’s health professional
background and previous qualitative in-depth interviewing experiences facilitating quality dialog.

Data Generation

Our research question about how health professionals negotiate tasks was approached using qualitative interviews with
RTs and OTs and the participation of HIM in hand OA clinical consultations (Table 2). Data were generated between
December 2020 and February 2023. In-depth interviews were seen as applicable in exploring participants’ perspectives,
providing us with detailed accounts of events and situations that would otherwise be inaccessible. We developed and
piloted an interview guide (Supplementary Material 1) that focused on tasks and responsibilities, collaborative practices,

and competencies. Interviews were 45—75 minutes in length. Eleven interviews took place face to face in rooms in the
hospitals that allowed for private conversations, and three interviews were conducted digitally.

We used an interview style whereby participants shared experiences while HIM directed the conversation towards the
study goal by asking questions and probing.®' We intentionally used an open posture and listening style, maintained eye
contact and repeated what participants said in efforts to enhance and progress the interview encounter. The interviews
made professional practices understandable when participants talked about them,*® while we also recognized that
complementing participants’ stories with observations in clinical consultations would benefit our understanding of how
RTs and OTs negotiate tasks.®> Through observations, we aimed to study first-hand how participants went about
their day-to-day work to gain situated understandings of encounters across the two hospitals.®* Thus, HIM participated

Table 2 Overview of Empirical Sources for the Two Hospitals

Empirical Source Hospital A Hospital B
In-depth interviews with health Rheumatologists (3) Rheumatologists (3)
professionals Occupational therapists (3) Occupational therapists (5)

Negotiated interactive observation | Clinical consultations between rheumatologists and | Clinical consultations between rheumatologists and

in clinical consultations persons with hand OA (0) persons with hand OA (5)
Clinical consultations between occupational Clinical consultations between occupational
therapists and persons with hand OA (4) therapists and persons with hand OA (7)
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in 16 clinical consultations, providing an insider perspective through participation while simultaneously placing HIM on

65

the outside as an observer,”” negotiating interactively in the clinical consultations to obtain a credible role during

observations.®® Negotiated interactive observations were structured through planned consultation times and locations.
This approach was chosen to capture the clinical work that is often a central site of interprofessional collaboration.*¢’

From an ethics perspective, observing patients required us to obtain their informed consent in advance. We therefore
also made consultations the focus of observations to safeguard the process of obtaining patients’ informed consent.
During observations, the negotiated role of HIM altered from that of an observer to that of an assistant, advisor or
researcher when health professionals and patients actively engaged. Requests from health professionals to pull curtains
aside, check colleagues’ availability or confirm or elaborate on information provided to patients were examples of HIM’s
shifting roles. During observations HIM consciously positioned herself in the background as a respectful gesture to
participants. We used the Services for sensitive data secure platform to store data, in compliance with the Norwegian

privacy regulation. Audio files were immediately encrypted and transferred post-interviews.

Data Analysis

Our analysis arose from an interest in understanding interprofessional tasks division from our own experiences as health
professionals and patients, combined with a theoretical curiosity in Abbott’s professional tasks and Strauss’ negotiations.
We applied reflexive thematic analysis to report patterns in the data,®® where the subjective and active positions of the
researchers in engaging with the data and the larger context were integral to the analytical process.®”’° In practicing
reflexive consciousness about our own perspectives and welcoming the perspectives of others throughout the data
generation process, we strived to understand perspectives in context and encourage dialogue through interviews and
observations, rather than aiming for a singular truth.”' Data structuring was done through NVivo R1, 2020. All interviews
were conducted by HIM, who took field notes and transcribed 11 interviews verbatim. A research assistant transcribed
three interviews. Debriefs with co-authors and peers took place after each interview to increase awareness about how
HIM influenced the research process and data development. Such discussions were valuable to better grasp the strengths
and constraints of analyzing from HIM’s perspective as a former clinician and a current researcher. To become familiar
with the content breadth and depth, HIM initially read the transcripts in the order in which the interviews had been
conducted to gain an overview of the data material while taking reflective notes. The transcripts were thereafter organized
by profession and hospital and re-read to provide HIM with a more comprehensive understanding from a contextual and
professions perspective.

The analysis of negotiated interactive participation began in the field with note summaries and by identifying salient
ideas. Separate ficldnotes from the two hospital sites were merged to examine data from all observations jointly. We
approached the data through combining empirical data and theoretical understandings’® in generating codes and themes.
Through a combination of inductively reading the data, using scholarly literature focusing on interaction, professional
boundaries and negotiations, and her own experiences, HIM developed a series of semantic and latent codes. Semantic
codes were developed from the interview data at an early stage. Eleven out of 14 interviews had already been conducted
and the coding process was ongoing when we obtained ethical approval for the negotiated interactive observation in
consultations. Our early analysis of interviews therefore influenced the subsequent understanding of data from observations.
Integration of both data sources into one dataset resulted in the evolving and organic development into more latent codes.

Codes were thereafter sorted into potential themes, discussed by the research team, reviewed, refined, and further
discussed to ensure that patterns of shared meaning with relevance to the codes had been captured across the dataset.”
As we moved forward in the analysis, we produced empirical material which over time gave rise to refinements of
concepts and to the development of themes from codes (Table 3). Early semantic focus of the data suggested an
unequivocal division of labor with few common tasks and sparse negotiations. Through developing a more interpretative,
contextualized, and theoretically informed analysis, our analytical focus shifted from that of negotiations to that of the
social structures that framed interaction. As such, we used the accounts of participants as an introduction to enhancing
our understanding of broader sociocultural aspects of outpatient hospital work, where we viewed language as an active
creator of meaning. The iterative process gave us a deeper understanding of the themes and how they were connected,
resulting in the development of an overarching interpretive story of interprofessional hospital negotiations.”* Engaging
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Table 3 Codes and Themes Development

Examples of Early Data Driven Recurring Codes

Examples of Refined Codes

Preliminary Themes

Themes

Interviews

RTs set the agenda

RTs make decisions

OT auxiliary role to RT

RTs available to support OTs

RTs take account of OT ideas

OTs adapt own schedule to RT availability
RTs have a fuller hospital schedule

OTs accept higher rank of RTs
Autonomous practices of OTs influenced by RT
acceptance

Negotiated interactive observations

RT exclusive use of private consultation rooms
OT consultations in shared spaces

Outpatient consultations preplanned in time and space

Elite professional status of RTs in the
hospital

Hospital organizing based on elite
professionals’ needs

RTs prioritize what constitutes
important and less important work in
the hospital

Unequal access to and use of clinical
space and equipment

Routine tasks in the hospital are taken
for granted

Unanimity in the distribution of tasks

Status differentials between RTs and OTs in the
hospital embedded in day-to-day work

Medical work at the core of hospital services
Hand OA not a priority in acute care settings
Ordering of outpatient services influenced by

power, prestige, and resources

Hierarchical ordering of hospital work

impacts interprofessional negotiations

Interviews

RTs evaluate patient referrals

RTs diagnose hand OA

RTs base evaluations on biomedical principles
Difficult to make mistakes in hand OA care
RTs decide which patients OTs encounter

OT capacity to handle more complex patients
OTs know when to consult RTs

OTs consult other OTs over ambiguity
Challenging to contact RTs when OTs in doubt
Biopsychosocial model of care directs OT practice

Negotiated interactive observations

RTs address diagnostic uncertainties in consultations
RTs use ultrasound for diagnostics

RTs use ultrasound to inform patients about hand OA

RTs responsible for classifying disease
Diagnosing an exclusive task of RTs
Conservative RT referral practices
impact OT autonomy

Few risks in hand OA care enables
increased OT responsibilities
Complementary forms of knowledge
allocate tasks

Bidirectional conduct of quality control
of clinical work

Hospital work rooted in biomedicine

Power to name disease and trajectory with RTs
Vertical stratification of knowledge systems
Daily work influenced beyond the workplace of the

hospital

Diagnostic organization of tasks preserves

RT authority
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Interviews:

Medical treatment alternatives for hand OA scarce
Injections and pain medicines RT domain

OTs provide recommended treatment

OT approaches based in a biopsychosocial care model
Hand exercises under OT expertise

RTs provide hand exercises upon OT unavailability
EULAR recommendations a joint norm

Local differences in disease trajectories

Negotiated interactive observations:

RTs frequent OT area ad hoc

OTs use a drawing of a joint to inform patients about
hand OA

OTs instruct in hand exercises

OTs provide orthosis

OTs provide information about functional aids

Shared understandings under the
influence of rheumatology
Uncontested protocols through a joint
evidence based approach

OTs and RTs do not work on common
tasks

Boundary crossing initiated from the
higher ranking professional
Bidirectional professional flexibility in
accommodating patient needs

From curing to coping with hand OA shifts
professional involvement and responsibilities from
RTs to OTs

Boundary crossing enacted to get work
accomplished in the hospital

Evidence-based recommendations in
rheumatology enhance OT professional

responsibilities

aro(q
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multiple authors in the analysis helped uncover and challenge taken-for-granted assumptions. Only HIM was immersed
in the field, and critical discussions with co-authors and peers provided a balance of closeness and analytical distance.
Our complementary data generation approach through interviews and observations, prolonged field engagement, deep
and insightful interactions with the data set, and a detailed description of the analytical process contributed to enhance the
study’s rigor.

Ethical Considerations

Ethical approval for this project was granted by the Regional Committee for Medical and Health Research Ethics (case
number 2017/742, 2020/8450) and the Norwegian Centre for Research Data (reference number 197320). The study was
performed according to the Declaration of Helsinki. Written informed consent was obtained from participants, including
publication of anonymized responses. Participants were informed that they could withdraw from the study at any time
and that data would be handled confidentially. To preserve anonymity and support participation, we have limited
participants’ demographic information. Throughout the analytical process and in encounters with participants, HIM
emphasized her role as a PhD student with an interest in healthcare encounters and with little clinical experience in hand
OA. This was done to inform participants that the research aims did not in any way involve testing their professional
competencies or skills and that the research participants were seen to hold expert knowledge about their own professional
practices.

Results

In our analysis, we developed three main themes from codes (Table 3) to explore how RTs and OTs negotiate
professional tasks in hand OA care. First: hierarchical ordering of hospital work impacts interprofessional negotiations.
Second: diagnostic organization of tasks preserves RT authority. Third: evidence-based recommendations in rheumatol-
ogy enhance OT responsibilities.

Hierarchical Ordering of Hospital Work Impacts Interprofessional Negotiations
Our analysis showed status and legitimacy differentials between the two professional groups, where medical dominance
impacted task distribution in the hospitals.”> The hierarchical organization of hospital work is well recognized.”®”” In our
study, we could observe the hierarchy in action through the allocation of clinical spaces for therapists and doctors,
exemplified in hospital B where 13 RTs and three OTs worked. Each doctor occupied a 20-square-meter room containing
an examination bench, an ultrasound apparatus, a trolley, a sink, a double desk with computer and printer, chairs and
a bookshelf. A large window with striped curtains in blue, green, and burgundy looked out onto a small forest area.
Rooms were assigned to single RTs for a full day, demarcated through a sign on the room doors showing the doctors’ full
name. During clinical consultations, RTs made use of digital patient journals, a dictation device and an ultrasound
apparatus.

Three OTs shared a room situated in the same outpatient corridor. The room used for patient consultations was
a former training kitchen measuring 10 square meters, and contained a one-by-one-meter square table, two chairs and
a bookshelf, kitchen cabinets and equipment. The room was frequently used by one of the therapists. A transit area
adjoining the room was used for patient consultations. The transit area also served as an orthopedic workshop where OTs
fabricated orthotic devices. A window looked out onto the outpatient corridor, where people’s movements and conversa-
tions and various alarms impacted consultation privacy. A dark green partition wall partly covered a round table used for
consultations to maintain patient confidentiality. A sign above a door in the outpatient corridor read “Occupational
therapy services”. During clinical consultations, therapists wrote on printed paper and used an illustration of a joint and
a skeleton hand model to provide OA information to patients. These distinctions between access to and use of clinical
space and equipment contribute to labeling value, quality, and relevance in the hospital, to vertically stratifying
practitioners across groups and sustaining a taken-for-granted hierarchical ordering of outpatient services based on
power, prestige, and resources.

Such an ordering was further reflected in the therapists’ perspectives when they talked about doctors as agenda setters
and decision makers: “And the doctors set the agenda, they make decisions at the end of the day, no matter what.” (OT5).
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This influential RT position described by OTs in day-to-day hospital work shaped professional relationships to the extent
that “rheumatologists set the agenda in such a way that we [OTs] cannot make progress here if they are not on board”
(OT4). This reflects how RTs are perceived by OTs to have the power to impact the professional autonomy of OTs
through the hierarchical hospital structure when advances in OT practices depended on RT acceptance. Subsequently,
doctors’ professional status within the negotiated hospital order influences how hand OA services are defined and acted
upon. Concurrently, subjective reports of the therapists we interviewed contained few expressions of dissatisfaction with
RTs in daily work related to status or power. In contrast, therapists commended the collaboration with RTs, describing
how RTs took account of their ideas and opinions. In a similar vein, doctors made few claims in interviews to control the
therapists’ work: “I have never taken part in their patient consultations. I assume it is well taken care of by the
occupational therapist” (RTS5). Doctors conveyed that the therapists carried out independent work and that doctors
were “available in the background to help the occupational therapist” (RT2) upon request. In our study, OTs did not
contest the higher rank of RTs in making decisions and setting the agenda. This notion was further reinforced when
therapists described their auxiliary roles in relation to doctors. When discussing the expansion of clinical responsibilities,
therapists emphasized the relief they provided to doctors’ work rather than their own independent and meaningful
contribution to patient care. This serves to illustrate how, through a hierarchical structuring, the hospital work environ-
ment positions doctors at the center of activities.

The key position of doctors was further highlighted during interviews with therapists who often described planning
their own clinical tasks in accordance with RT schedules. Therapists would plan for fewer patients and have time slots
available ad hoc to cohere with the doctors’ work patterns and routines, contributing to preserve RTs position at the apex
of the hospital interprofessional hierarchy. The RTs’ strong influence on the temporal organization of work provided
stability through a predictable timetable. In combination with the flexibility of OTs, a structuring of tasks to facilitate the
patient pathway could be sustained. By understanding and complying with these rules, OTs contributed to a collaborative
environment with RTs and to sustaining the hierarchical order that influences negotiations. Given that medical work is
fundamental in the hospitals, the organization of tasks and activities is based on the needs of RTs regarding technological,
infrastructural and personnel support. As such, the medical dominance is an organizing principle in the delivery of
outpatient services and can be seen as a taken-for-granted structural feature of the labor division in the hospital.

The hierarchical structuring was also visible in disease and patient prioritization, where hand OA was perceived by
RTs to be of low priority compared with other rheumatic diseases. The low status of hand OA shows how RTs play
a central role in distinguishing between important and less important work within the hospital which have implications
for OTs, illustrating how negotiations do not take place from positions of equal power. At the same time, professional
boundaries are agreed upon and reinforced by cooperating RTs and OTs. This demonstrates how the hospital hierarchy
establishes and maintains a social order and provides a template for how to interact and execute daily tasks. Such social
structures contribute to sustaining consensual allocation of tasks and a fixed rather than flexible negotiated order through
a taken-for-granted hierarchy.

The Diagnostic Organizing of Tasks Preserves RTs’ Authority

Our analysis shows that the hand OA diagnosis shaped the hospital structure and contributed to social order through the
explanation of illness, identification of treatment and resource allocation.”® Hence, the diagnosis was useful in the
everyday organization and routines in hospitals.”® In our study, referrals of persons with hand symptoms to the hospitals
were evaluated by RTs, who decided on whether RTs or OTs should assume responsibility in the subsequent in-hospital
trajectory:

It’s like a sieve when a referral comes to a senior doctor, a rheumatologist. Once you have a good referral, you can see what it
concerns. But when in doubt, we see the patients. Not because of questions about hand osteoarthritis, but because we suspect
there may be something else, but then we need a good referral, right? It is therefore the senior doctors who evaluate the referrals.

This is about how much experience you have in the field and how much you gain by reading the referral. (RT2)

The metaphor of a sieve was used by the RT to highlight the key position of her profession in reducing ambiguity and
enabling relevant clinical decisions based on a diagnosis rooted in medical knowledge. This shows how classification
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through diagnosing is a key organizing principle within the hospitals that is controlled by RTs. The social power of RTs
to name hand OA and the subsequent disease trajectory served an important purpose in organizing the tasks of both RTs
and OTs under the RTs’ authority:

When we read referrals, we see that ok, this patient can primarily see the occupational therapist, that’s most important. If the
referral clearly states osteoarthritis, we don’t automatically channel them to a doctor; then it’s mainly an occupational therapist
and hand exercises. (RT4)

As such, doctors control the diagnostic process that structures the healthcare services organization and tasks distribution

in the hospital. These practices undertaken by RTs were often perceived as conservative by therapists:

Now, if there are some [patients] who they [rheumatologists] see clearly have osteoarthritis, then they [patients] come to us first.
I think they [rheumatologists] are very cautious about who they send to us. I feel they’re very cautious — it has to be crystal clear

to them that it’s osteoarthritis — [they] could perhaps take more of a chance on it, that we can fix this. (OT1)

In interviews, OTs expressed opinions about having the capacity to deal with more complex patients than what the
conservative RT referral practices allowed for. This shows how RTs influence OT professional boundaries when deciding
the degree of patient complexity under therapist expertise and control. Concurrently, by claiming ownership of patients
with uncertain diagnostic status, RTs preserve their own professional authority originating in a medical knowledge
system. The conservative referral practice may serve the purpose of sustaining RTs’ control of the diagnostic process.
OTs had few opportunities to influence the diagnostic process, which illustrates RTs’ decisive position in drawing up the
boundaries of medical knowledge in the hospital’s negotiated order.

When doctors saw it as their responsibility to handle diagnostic uncertainty, they also assigned the task of diagnosing
exclusively to their own profession: “I feel very strongly that establishing a diagnosis, deciding treatment, that’s the
responsibility of the doctor” (RTS5). This illustrates how diagnosing patients is a central task and closely linked to their
professional identity. It also shows how diagnosing calls for medical decisions and conclusions that are exclusively under
RTs’ area of medical expertise when they classify the problem and reason about the subsequent pathway. Therapists
shared this view: “It should be clear that it is osteoarthritis when we get them [patients]. We don’t diagnose”, (OT6) “we
don’t have the medical competence to establish a diagnosis” (OT8). Even though the task to diagnose was exclusive to
RTs in our study, the perceived low risk associated with a hand OA diagnosis impacted the clearly demarcated boundary:

I think it’s important not to sort of dilute what are medical tasks and what are not medical tasks. But at the same time, we’re at
this with hand osteoarthritis. Then you must look at these individual cases where you kind of acknowledge that there are no
clear pitfalls here. It’s hard to make mistakes here. And if you have other professions that have good experience and are well
trained and have a lot of knowledge, they also have that ability to kind of acknowledge when the patient might have to be
assessed by a doctor then, right, in the few cases there might be. In the case of hand osteoarthritis. (RT6)

The RT specify minimal risk and few consequences for patients when considering the possibility of OTs to see more
complex patients and potentially independently diagnose. RTs accepted increased OT responsibilities by therapist
abilities to know when to consult a doctor for support, limiting the scope for OTs in diagnosing. One RT described
situations where a more severe diagnosis like rheumatoid arthritis was not detected in the medical screening process:

[...] something is overlooked, presented as an osteoarthritis, and ends up with the occupational therapist after we channel them
there for hand exercises and orthosis. My experience then is that the occupational therapists react and send the patient back to
us. (RTS)

Both RTs and OTs described how therapists consulted doctors if they detected symptoms beyond hand OA. “I believe we
have a duty to report to a theumatologist if we discover something that deviates from what we know about osteoarthritis”
(OT6). New information, increased pain or symptom changes increased OT responsibilities when they had to decide on
whether to consult a doctor. Most OTs involved other OT colleagues prior to consulting a RT, either to reduce clinical
uncertainties through intra-professional discussions or by receiving confirmation from peers that could justify RT contact.

While uncertainties could often be addressed with doctors ad hoc in the joint outpatient corridor in hospital B, therapists
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in hospital A had less frequent face-to-face interactions with RTs. OTs in hospital A therefore depended largely on the
on-call doctor, and RTs were perceived as either collaborative and easy to contact or as lacking any interest in hand OA,
which subsequently discouraged OTs from contacting them. The OTs’ practice of questioning the established hand OA
diagnosis was not perceived by RTs to challenge their diagnostic jurisdiction. On the contrary, the actions of therapists in
disclosing other potential diseases were seen by doctors as acts of quality assurance in favor of good clinical practice.

The exclusive task of RTs to establish a diagnosis also influenced OTs when providing patients with orthoses.
Orthotic management was solely under therapist jurisdiction, but refund entitlement from the Norwegian Labour and
Welfare Administration depended on diagnostic confirmation and a doctor’s signature. This shows how the diagnostic
power of RTs goes beyond the negotiated order of the hospital when day-to-day work in the hospital is intertwined with
societal structures that influence understandings of who should do what in the hospital. The superiority of medical
knowledge in establishing a diagnosis and organizing work narrows the scope of interprofessional negotiations.
Subsequently, the medical knowledge system embedded in the negotiated order of the hospital contributed to preserving
RTs’ authority over the distribution of tasks.

Evidence-Based Recommendations in Rheumatology Enhance OTs’ Responsibilities

In our study, hand OA diagnostic confirmation by doctors changed the disease trajectory from that of providing
a potential cure to one of offering patients support to cope with the disease based on recommendations rooted in
evidence-based medicine and healthcare. This major evidence-based trend has gained substantial momentum in the past
decade,®® advocating that effective healthcare interventions are based on scientific knowledge. Accompanying guidelines,
checklists, and performance indicators in increasingly bureaucratic healthcare systems contribute to further standardizing
the practices of clinicians.*'*®* The change in disease trajectory in our study was accompanied by a transfer of
responsibilities from doctors to therapists:

When it comes to hand osteoarthritis, we as rheumatologists cannot offer a specific rheumatic treatment. Patients will get the
most relevant help from occupational therapists. (RT3)

RTs had few medical alternatives beyond temporary pain medication for patients with hand OA. OTs were consequently
given a key role in providing services:

It’s obvious that hand exercises and the right use of assistive devices are central to treatment; it’s the only treatment when it
comes to improved function, that’s how I see it. (RT6)

As such, OTs are in the position to take action to address the problem.

Doctors emphasized how they fell short of treating hand OA as long as research evidence and experiences for medical
interventions was scarce. Concurrently, RTs highlighted the relevance of clinical interventions by therapists, often
aligning with the European Alliance of Associations for Rheumatology’s (EULAR) hand OA management recommenda-
tions when they cited information, patient education and hand exercises as central to patient management. OTs expressed
similar views: “We have EULAR’s guidelines, we follow the guidelines that are laid down in rheumatology” (OT3),
emphasizing their own pertinence in providing relevant interventions: “I think that seeing an occupational therapist is the
most important thing for these patients” (OT1); “Patients don’t get it elsewhere, they don’t get it from their GP, they
don’t get it from the rheumatologist, they have to get it from us” (OT4). This shows how professional tasks are structured
in line with current medical research and disciplinary recommendations. A joint evidence-based approach enabled
a disease trajectory without contested boundaries. Influential EULAR recommendations contribute to sustaining order
by uniting doctors and therapists in interpreting, understanding, and managing hand OA. The consolidated scientific base
allowed for tacit agreements where shared understandings and knowledge existed under the umbrella of rheumatology.
Altering such an evidence-based order would require the emergence of new knowledge and the availability of more
efficient medicines, illustrating how the division of tasks can be more prone to external developments than to day-to-day
negotiations in the workplace arena.

A clear indication of a hand OA diagnosis resulted in different negotiated orders and trajectories in the two hospitals
in our study. In hospital B, where a randomized controlled trial had taken place to evaluate whether OT-led care was as
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safe, effective, and cost-effective as traditional RT-led care, persons with hand OA were assigned to individual outpatient
consultations with a therapist. OTs and RTs worked in proximity to each other along the same hospital corridor. This
proximity facilitated a culture where day-to-day work frequently included brief encounters to discuss patients, request
support and check availability. Observations showed that RTs repeatedly entered the OT’s office to ask for therapist
availability in following up individual patients. OTs made efforts to accommodate such requests even though that was not
always possible due to heavy workloads. In interviews, both OTs and RTs highlighted flexibility in accommodating
patient needs:

I can say that it is successful when I have a patient who mainly has a hand osteoarthritis and I get an appointment for that patient
with the occupational therapist on the same day. Then I feel it’s successful. (RT5)

This shows how continuous negotiations over patient management take place in daily encounters to address patient
needs.

In hospital A, doctors routinely referred patients with hand OA to a monthly one-day patient education program
organized by OTs. Health professionals (nurses, nutritionists, physiotherapists, and OTs) and a patient representative
provided information about hand OA, hand exercises, orthosis, assistive devices and medicines, followed by participants’
questions, comments and exercises. Finally, an RT would attend for one hour to answer questions and “tie up loose ends”
(RT1). Through the structuring of the patient education program, a social order was negotiated and sustained. OTs were
responsible for the organization while RTs assured quality and concluded the day, aligning with their higher rank and
superior medical knowledge. Negotiations about the low status hand OA diagnosis during monthly interactions in
hospital A take on different forms than daily negotiations over need of individual patients with hand OA in hospital
B, thus contributing to different hospital orders.

Even though RTs and OTs did not work together on common tasks, our analysis also indicate boundary crossing in the
division of labor. RTs who instructed patients in exercises for the hands made on-The-spot accommodations to overcome
boundary rigidities: “And occasionally, if an occupational therapist is not available, I give some instruction in training
methods and refer to websites that may be useful” (R6). In situations where patients had travelled long distances or where
functional limitations made it challenging to return to the hospital later, RTs performed work outside of their regular
scope of practice. These impromptu acts were performed to accommodate individual patient needs in the absence of
available OTs rather than to intentionally enter and test the therapists’ jurisdiction. Such a rupture in the hospital order
was initiated by the RT, the elite professional. OTs were aware of these practices, though with some reservations:
“Rheumatologists present easy solutions; patients don’t get the careful explanations we provide” (OT2). Therapists
emphasized how they “do exercises with the patients, make sure they are doing it right, explain why they should do it this
way and that way so that they can understand the purpose” (OTS). This illustrates how OTs perceived hand exercises to
be within their domain of expertise and control. When highlighting the superficial approaches to hand exercises by RTs,
OTs demarcate the professional competence of hand exercise therapy from that of RTs. Concurrently, RTs do not claim
the task, possibly because it is too rudimentary, but see it as a way of getting things accomplished in the hospital. Such
emphasis on getting things done in the workplace increases the negotiating space in both directions.

Discussion

In our study we engaged the negotiated order perspective to explore the division of tasks between doctors and therapists
in hospital outpatient services. By giving prominence to the order in negotiated order, we sought to capture how hospital
social structures had ramifications for health professionals in negotiating and enacting tasks. Our analysis showed that the
hierarchical localization and organization of work narrowed negotiation spaces and opportunities to shift taken-for-
granted tasks when RTs and OTs negotiated jurisdiction from different positions of power. Furthermore, the organization
of diagnostic tasks preserved RTs’ authority and favored medical knowledge over therapeutic approach when RTs
classified the diagnosis and reasoned about it. Changes in constructs of professional boundaries were realized when
international treatment recommendations in rheumatology assigned OTs responsibilities to act and enable patients to cope
with the disease. This shows how fuzzy workplace realities can be more prone to change through negotiation than can
structures influenced by legal and public arenas where adjustments to task division take longer.*

3068 e Journal of Multidisciplinary Healthcare 2023:16

Dove!


https://www.dovepress.com
https://www.dovepress.com

Dove Magnussen et al

Interprofessional Interactions in an Uneven Negotiating Order

Medical influence on the division of labor in hospitals frames interactions between health professionals® and sustains
fixed rather than fluid boundaries between the RTs and OTs in our study, where the structural ordering had more impetus
on interactions than vice versa. This is in line with previous studies that refer to a “non-negotiated” rather than
a negotiated order of a hospital.””** Reeves et al** found that negotiations between different professionals rarely took
place in hospital departments where non-medical health professionals were not comfortable engaging in medically
oriented dialog, resulting in few opportunities for rich interprofessional negotiation. In our study, interprofessional
interaction in the outpatient department was infrequent, which left few arenas for explicit negotiation. Contrary to a study
by Allen,* where the initiation of medical tasks by nurses created challenges in collaborating with doctors, our study
identified the existence of social agreements whereby higher-status RTs initiated the workflow of lower-status OTs. This
shows how negotiations are few when tacit and explicit agreements about work distribution allocate resources efficiently
without the need for substantial interpretive work. Consequently, consolidated understanding prevails.

When doctors maintain their historically developed advantaged position,®> OTs abide by an identity defined in the
workplace and rooted in biomedicine.*® Our analysis demonstrates a biomedical scaffolding of tasks where an inter-
professional hierarchy and medical knowledge influence health realities and interaction.®’ These social structures
contribute to shaping the epistemic space for OTs and RTs to enact tasks by framing what is conceivable and achievable.
In our study, influential RTs frame both clinical and organizational hospital circumstances, resonating with Nugus
et al’s™ study of hospital clinicians’ exercise of power. They found that doctors determine patient care. Consistent
with other studies, the OTs in our study have challenges in initiating negotiation from their own biopsychosocial base.*®
Moreover, when the OTs describe their role as auxiliary to that of RTs rather than emphasize their own contributions to
hand OA care in line with evidence-based interventions, they contribute to sustaining a taken-for-granted medical
dominance. OTs who position themselves as gap fillers rather than key professionals providing relevant healthcare
have previously been described,®” and impact how OTs navigate their therapist identity within the hospital. Such an
understanding contributes to sustaining the biomedicalization of OT knowledge and practice in the hospital,”® under the
influence of medicine.

Chronic lllness Calls for Action Beyond Medicines’ Traditional Knowledge Base

Hospitals that are structured to respond to acute illness must also increasingly relate to and incorporate practices to
accommodate chronically ill patients. In our study, patients with chronic hand manifestations are referred according to
certain rules whereby RTs establish a diagnosis and OTs provide relevant treatment. Consultations are pre-planned in
time and space and performed according to specific standards and procedures. Unlike in-hospital acute activities, hand
OA accounts for a limited number of patients with specialized problems in outpatient services provision. Unforeseen
occurrences rarely take place, and open disagreements over medical or therapeutic procedures are also rare. Contrary to
Terpstra et al’s'? claim that RTs have a distinct and important role in hand OA treatment, our analysis showed that the
work of RTs often ended with the establishment of a hand OA diagnosis, accompanied by shifting clinical responsibilities
from RTs to OTs. The chronic nature of hand OA and the lack of relevant medical interventions call for action beyond
medicines’ traditional knowledge base.*® In our study, OTs with less institutional power have developed a high level of
expertise in hand OA management. Consequently, OTs increase their own possibilities through less status-based
interaction when they enact tasks that are non-medical yet are in line with accepted international recommendations in
rheumatology. This shows how OTs increase their authority base due to the limitations of medicine in providing a cure.
Weber et al’! showed how power based on situational control can trump power based on social status. In our study, the
social status of RTs could not influence the outcome of a chronic condition like OA. OTs were thus invited to frame
a situation where they could become responsible for patient treatment, similar to a study of rheumatology clinical nurse
specialists optimizing management of hand OA in secondary care.”” Hence, OTs circumvent ambiguity about the
enactment of the task to enable patients to cope with the disease, thus precluding further negotiation. As such, their
position to provide relevant interventions becomes an available resource that brings agentic power in planning and
strategizing how to use what is available. Moreover, chronic conditions like hand OA enable stronger opportunities to
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complement each other’s professional worldviews and to equip OTs with the ability to act independently of the
constraining power of social structure.

Crossing Professional Boundaries to Accommodate Patient Interests

In our study, the therapeutic-medical boundary was constructed within a larger social context where a united interprofes-
sional aim to provide quality healthcare was central to task distribution and enactment. In healthcare, the person-centered
approach is regarded as essential for health professionals in delivering high-quality services where an egalitarian patient—
health professional relationship is the ideal.”**** In our study, patients were transformed into boundary objects through the
shared values and joint commitment of the two professional groups in responding to individual patient interests. Such
arrangements were useful for everyday organization and routines in the hospitals.>® Our analysis align with a study by
Apesoa-Varano’> where boundary crossing was enacted in the name of patient care. In situations where RTs instructed
patients to do hand exercises, they justified the informal boundary-crossing as being in patient interests when OTs were
not available, also contradicting a result of Apesoa-Varano®> where physicians never assisted other professional groups in
enacting non-medical tasks due to their status.

Patient interests were also the main concern when OTs suspected a diagnosis other than hand OA and consequently
entered the diagnostic territory of RTs. RTs did not perceive this practice to threaten their professional jurisdiction. On the
contrary, quality of care was emphasized, and resonates with Fullerton et al’s’® study of a health rheumatology triage
initiative where rheumatologists trusted therapists to identify patients with urgent needs to see rheumatologists in a timely
manner. These professional practices show how doctors in our study perform therapeutic tasks and therapists in our study
perform medical tasks within reason. Such task enactments that obscure formal jurisdictional boundaries allowed
practitioners across groups to get things accomplished and make things work in the hospital.*** The shift in focus
away from the professions themselves in order to respond to patient interests illustrates how tasks can be crossed without
being significantly transformed when health professionals take person-centered action without claiming jurisdiction over
new tasks in the workplace. Hence, the social order in the hospital is maintained. Status and prestige are sidelined when
practitioners act in what they consider to be the best interests of their patients, surpassing clearly demarcated professional
boundaries. Our analysis highlights the dominance of medicine over therapeutic dimensions of healthcare where OTs are
appraised against a medical standard. It also emphasizes an interprofessional person-centered focus that contributes to
a move towards patient interests rather than to narrowing clinical realities in the realm of medicine to a question of
whether doctors or therapists should perform the task.

Limitations

Focusing on negotiated order theory enriched our data analysis, adding depth and consistency, while also limiting our
insights into other aspects of negotiating professional tasks. By employing negotiated order theory, we recognize the
challenges in capturing and interpreting meaning in interactions that are socially constructed and dynamic. Within such
an ever-changing social order, implicit negotiations and tacit understandings are not easily recognized in our analysis.
Regardless, such interpretivist approaches to health professional negotiations over tasks enable us to gain more insights
into how both interactions and structures impact RTs and OTs experiences in enacting tasks. Thus, our analysis may be
relevant beyond the therapeutic-medical boundary in rheumatology when we contextualize rather than generalize
through producing illustrative accounts in telling one story, not the story about negotiating professional tasks.”” Our
choice of methods and HIM not being a trained ethnographic observer influenced the moving of observations from
ordinary and clinical looking to the rigor of systematically seeing.”' To enhance rigor through adequate preparation and
in developing a clear purpose, HIM observed clinical hand OA consultations in a hospital not included in this study prior
to data generation as part of practicing ethnographic skills.

Focusing on actions in structured clinical consultations due to ethical regulations limited our access to daily health
professional interactions. Observing day-to-day activities in the hospital beyond clinical consultations would have
allowed for a more comprehensive understanding and made proximity to participants less influenced by time and
space limitations. Each interview and consultation were unique and our choice to analyze based on commonalities
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across settings over local variations led to some loss of nuances.”” HIM’s presence influenced participant actions, for

3070 e Journal of Multidisciplinary Healthcare 2023:16

Dove!


https://www.dovepress.com
https://www.dovepress.com

Dove Magnussen et al

example emphasizing certain tasks to provide a good impression of own practice.”® The health professional background
of HIM facilitated trust and an understanding of clinical management and hand OA trajectories. However, reflexive
practice was important to cast light on how ideas and assumptions about patients, health professionals, and healthcare
interactions informed and influenced the research process.

Conclusion

Our study generates novel knowledge of doctor—therapist relations and seeks to provide an additional layer of under-
standing through negotiated order theory. We have drawn attention to the negotiated order perspective to explore how
health professionals negotiate outpatient tasks. Overall, our analysis shows that RTs and OTs enact tasks in succession
and do not share common tasks. Higher ranking doctors initiate patient inclusion into the hospital by classifying the
problem, by establishing a diagnosis and by reasoning about the subsequent in-hospital trajectory rooted in a medical
knowledge system. Henceforth, when medicine does not possess available treatment options for patients, doctors initiate
the work of therapists. Through providing relevant therapeutic interventions that are entrenched in international
recommendations in rheumatology, therapists take lead action in service delivery to equip patients with tools to cope
with chronic illness. Hence, occupational therapists’ high level of expertise becomes central in directing and enhancing
services for persons with hand OA. In our attention to order and to negotiation, we highlight that negotiations do not take
place from equal power positions when status hierarchies and the knowledge criteria that portray them frame professional
practices. At the same time, health professionals enact tasks in ways that are highly influenced by their workplace. In the
arena of the workplace, they work together in concert despite professional differences in expertise, interests, and opinions
when their patients are transformed into boundary objects in the process of providing relevant healthcare. We highlight
the viewpoint that professionals negotiating tasks with each other is central for getting things accomplished, which
demonstrates the dynamic connection between negotiations and order in negotiated order. By delegating tasks based on
competence and expertise rather than professional titles, OTs and RTs can enhance interprofessional relationships,
leverage each profession’s strengths, and work together to ensure that decisions and actions are aligned with the best
interests and preferences of patients, while equalizing power dynamics.
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