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Objective: To identify collaborative instances and hindrances and to produce a model of collaborative
practice.
Methods: A 12-month (2005–2006) mixed methods clinical case study was carried out in a large UK
ambulance trust. Collaboration was measured through direct observational ratings of communication skills,
teamwork and leadership with 24 multi-professional emergency care practitioners (ECPs), interviews with 45
ECPs and stakeholders, and an audit of 611 patients
Results: Using a generic qualitative approach, observational records and interviews showed that ECPs’
numerous links with other professions were influenced by three major themes as follows. (i) The ECP role: for
example, ‘‘restricted transport codes’’ of communication, focus on reducing admissions, frustrations about
patient tasking and conflicting views about leadership and team work. (ii) Education and training: drivers for
multi-professional clinically focussed graduate level education, requirements for skill development in minor
injury units (MIUs) and general practice, and the need for clinical supervision/mentorship. (iii) Cultural
perspectives: a ‘‘crew room’’ blue collar view of inter-professional working versus emerging professional
white collar views, power and communication conflicts, and a lack of understanding of the ECPs’ role. The
quantitative findings are reported elsewhere.
Conclusions: The final model of collaborative practice suggests that ECPs are having an impact on patient
care, but that improvements can be made. We recommend the appointment of ECP clinical leads, degree
level clinically focussed multi-professional education, communication skills training, clinical supervision and
multi-professional ECP appointments.

T
his paper is the second of a two-part report which
summarises the full findings of a clinical study focusing
on inter-professional collaboration in unscheduled out-of-

hospital emergency care. Readers are encouraged to read the
quantitative report1 (or the combined full report available from
the lead author SC).

The context and background to this study are fully described
in the quantitative report.1 In summary, recent UK initiatives
have led to the development of the emergency care practitioner
(ECP) role,2 defined as an ‘‘advanced practitioner (paramedic or
nurse) capable of assessing, treating and discharging/referring
patients at the scene’’.3 Characteristics of collaborative working4

have been identified as shared decision making, partnership
working, mutual dependency and power sharing.5 With the
view that improved collaboration through inter-disciplinary
education may reduce medical errors6 and enhance team
working in the community and emergency room,7 8 we under-
took a mixed methods9 clinical case study of ECPs’ collaborative
practice in three regions of the Westcountry Ambulance Service
NHS Trust (WAST) (UK). ECPs were trained to certificate (level
1) over 3 months or graduate level (level 3) over 2 years. We
aimed to develop an overview of the current ECP role by
identifying instances and hindrances to collaboration and from
this to develop a model of collaboration in unscheduled care.
Inter-professional collaboration was defined as ‘‘working in a
positive association with more than one professional group’’.
We incorporated quantitative observational approaches (mea-
suring leadership, team work and communication ability), a
patient audit1 and generic qualitative methods based upon
interviews with ECPs and stakeholders.

METHODS
In this mixed methods study one of our key objectives was to
triangulate data from a number of sources,10 for example
observational records and ratings,1 to inform the focus of
interviews and to ensure that findings could be compared and
contrasted. A positivist observational rating approach was
supplemented by a generic qualitative approach which Caelli
et al from the work of Merriam11 describe as studies that ‘‘seek
to discover and understand a phenomenon, a process, or the
perspectives and worldviews of the people involved’’. This is a
similar approach to the ‘‘interpretative description’’ of Thorne et
al12 13 which was developed from clinicians’ desire for metho-
dological flexibility in the context of clinical objectives and
settings. The credibility of a generic approach is discussed in the
conclusions of this paper and three examples are listed.14–16

From a purposive sample, in order to include a range of
perspectives (gender, profession (nurse/paramedic) and educa-
tional qualifications), 24 ECPs across the Westcounty region
were interviewed (following a period of observation1). This
sample was augmented by a ‘‘snowball’’ cascade approach,
identifying stakeholder participants as the study progressed. A
total of 21 stakeholders were interviewed at the end of the
observational phase of the study and included, for example,
senior health authority and trust managers, A&E consultants
and senior nurses, paramedics, general practitioners (GPs) and
practice managers, care home managers, social services and

Abbreviations: CUTS, Cullompton Unscheduled Treatment Service; ECP,
emergency care practitioner; GP, general practitioner; MIU, minor injuries
unit
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Falls group leads. Field notes were made during observations
and semi-structured 20–30-min interviews focussed on the ECP
role and collaborative experiences. Data analysis was based the
three stages of analysis of Miles and Huberman.17 18 In the first
data reduction and display stage, we (SC and JO) indepen-
dently read and reread the transcripts (maintaining awareness
of our preconceived ideas and categories). Independently, we
then identified key codes and categories which were placed in
context charts. Secondly, we drew conclusions by identifying
category clusters and noting relationships within the data
which led to the development of overarching themes and
subthemes (which were discussed within the team). Thirdly,
we confirmed the results by weighting the evidence and
making contrasts and comparisons, before triangulating the
data with other findings1 to ensure there was agreement (or at
least no contradiction). Finally, at the end of the study all
participants were asked to a respondent event to discuss the
provisional findings and to seek new and alternative
insights.19 20

QUALITATIVE RESULTS
Figure 1 illustrate s the findings in a model of collaboration.
Described as ‘‘influences on collaboration’’, the central core
describes the professional and organisational groups that ECPs
contact and the outer three circles illustrate the key themes,
identified by the researchers, related to the ECPs’ role (cultural
perspectives, education and training). All influence the
‘‘collaborative core’’ either positively or negatively. The three
boxes that link all the circles illustrate the key predicted
requirements for the enhancement of collaborative practices.

In the following section the key themes are discussed with
quotations identified by participant, ECP or St (stakeholder),
and by setting Int (interview) or Obs (observation).

Influences on collaboration: ‘‘injecting the core’’
The core (key collaborative links)
The core objective of the ECPs’ collaborative role was ‘‘being
able to keep the patient in the most appropriate place…their
home…or family’s home…not in an A&E department’’ (ECP,
Int). To achieve this there was considerable multi-agency
working, especially within minor injuries units (MIUs), where
skills were built and maintained. Generally, associations with
social services (via Call Direct) were positive, however, there
appeared to be issues with Call Direct’s ability to log and record
calls, resulting in protracted waits on-scene and a lack of
understanding of the ECP role. In addition, the lack of out-of-
hours services for several agencies led to the use of out-of-hours
doctor services and possible inappropriate ED admissions.

Positive liaison with ED departments was a common theme,
but cross boundary working with psychiatric services was poor.
ECPs were perceived as a ‘‘transport service’’ and mental health
services were referred to as ‘‘witches and witchcraft…psychia-
tric…wooh…we don’t really get much training through the
Ambulance Service’’ (ECP Int).

The GP played a key role in ECP collaboration in a variety of
situations and settings. This included out-of-hours services as
well as a GP-led Unscheduled Treatment Service in
Cullompton, Devon (CUTS). Here ECPs worked as part of a
multi-professional team, triaging, seeing and treating, and
manning a ‘‘hear and treat’’ telephone service, with the support

Figure 1 Influences on collaboration.
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of other professions and ‘‘the ability to bounce off each other
with clinical decisions’’ (ECP Int).

ECP role (positive/negative influences on
collaboration)
The clinical roles of assessment, treatment and referral, holism
of care and avoiding the emergency department were referred
to often and clearly generate a rounded role and high degree of
job satisfaction. For example, there was substantial evidence of
the ‘‘see and treat process’’, for example, tissue adhesive and
suturing on scene. However, there were concerns about referral
processes: ‘‘you can be given the run around by agencies’’ (ECP
Int), which was particularly the case with social services
(through Call Direct) where the lack of call logging systems and
out-of-hours services, and understanding of the ECP role
caused problems. But in practice many bridges were built by
the ‘‘blended role’’ of the ECP as the ‘‘orchestrator of services’’
(St Int).

Based upon the transport service tradition, the team-working
culture and the use of language, we identified what we have
called a ‘‘transport service’’ code. This ‘‘code’’ draws upon the
notion of the ‘‘restricted communication code’’ originally
explored by Basil Bernstein.21 22 In the ambulance service, a
restricted language code was seen in the form of ‘‘crew room
banter’’, which in the clinical field led to implicit meaning such
as ‘‘we just gel, without having to talk’’ (ECP Int).
Unfortunately, when dealing with other professionals, this
‘‘implicit meaning’’ often caused collaborative failures. By
contrast, those with a degree level of education appeared to
be more likely to use an ‘‘elaborate code’’, with a wider
vocabulary and more complex syntax, especially when arran-
ging referrals. For example, ‘‘would it be possible to arrange a
definitive examination in A&E?’’ (Obs). However, many ECPs
used both ‘‘codes’’ interchangeably, for example a restricted
code with junior ambulance colleagues and an elaborate code
for referrals to medical staff.

The ECPs demonstrated an educative role for both patients
and colleagues but cited concerns about patient tasking, targets
and response times, which were seen as a hindrance to the ECP
role and their development: ‘‘the sooner we get rid of response
times the better’’ (ECP Int). They expressed wishes to be free-
roaming and frustrations in negotiating with controllers/
dispatchers over patient care issues, especially if this conflicted
with the standard emergency service known as ‘‘the plan’’. In
fact, some stakeholders were forthright in their strategic
concerns about the ECPs’ role: ‘‘what is this new beast?’’ (St
Int) and were concerned that targets undermine clinical
decisions ‘‘time, the most valuable clinical tool, is lost’’ (St Int).

Leadership was an inherent role of the ECP but was not
clearly expressed. In fact, at times we were left with the
impression that wider collaborative teamwork may ‘‘be
constrained by tribal affiliations’’.23 Leadership was seen, quite
rightly, as context specific with appropriate leadership emer-
gence, but there was a notable cultural resistance to identify
clinical leaders, as leadership was strongly aligned with
management. We were left with the impression that respon-
dents saw management (and leadership) as an anathema in the
clinical setting – it was something they did at headquarters.

Cultural perspectives (positive/negative aspects of
collaboration)
The ECPs’ role was expressed as ‘‘the ability to share without
prejudice or hierarchy, combined with an understanding of
each others’ roles’’ (St Int). Collaboration was hindered at
times by professional jealousies within the service but was
enhanced in the ‘‘flat’’ multi-professional collaborative
approaches at the Cullompton GP service and in MIUs.

The ‘‘them and us’’ battle was expressed in concerns about
hierarchical ‘‘management power’’ over clinical autonomy, and
the role of HQ Control as a ‘‘controlling’’ allocator of tasks or a
communicator of care requirements. The conflict theme of
‘‘emergency service versus NHS’’ appeared to be less apparent
than previously reported.24 There was minimal alignment, with
other emergency services with ECPs seen as ‘‘the bridge
between Acute and Primary care’’ (St Int). The blue collar/
white collar divide remained apparent24 but in the form of ‘‘the
Ambulance Service is seen as blue-collar; the ECP, more
professional’’ (ECP Int). It is likely that the integration of
nurses into the role will have a beneficial impact on culture and
collaboration, as, for example, due to their multi-professional
experience they have an ability to ‘‘squeeze out referral
pathways’’ (ECP Int).

Role identity was another key theme with a heavy emphasis
on the collective rather than the collaborative. ECPs expressed
themselves as ‘‘one of the crew’’ (ECP Obs) and aided team
morale with the use of coarse humour or the re-counting of
past ‘‘jobs’’, a behaviour which appeared unprofessional when
expressed in front of patients and others. The emergent
practitioner role ‘‘filling the gap created by the change in GP
contracts’’ (St Int) was very apparent, especially where ECPs
worked for out-of-hours doctor services. But in this role
concerns were raised about ‘‘misrepresentation’’ when ECPs
appeared ‘‘out of uniform’’ at patients’ homes in a car marked
‘‘doctor’’.

Education and training (positive/negative aspects
influencing collaboration)
ECPs were concerned about the level of de-skilling while on
standby and the need to up-skill in MIUs. They also expressed a
wish to learn with others in higher education to enhance
collaboration ‘‘once you sit down and speak to people…you
find out their problems’’ (ECP Int). In fact, work by Weiss and
Davis25 found that nurses scored lower in their collaborative
practice than more highly educated professionals and Lockhart-
Wood26 found that ‘‘nurses educated below degree level were
ill-prepared for collaborative practice and found it difficult to
relate to their medical colleagues in a collegial capacity’’ (p
279).

Graduate education and skills training were issues of
concern, for example a GP indicated ‘‘level one training is too
basic’’ (St Int) as it focuses primarily on practical, wound-care
skills, at the expense of communication expertise needed for
referrals, while others expressed the view that it was essential
to employ ECPs who could see beyond the presenting complaint
(St Int).

Finally, many raised concerns over the lack of clinical
supervision.27 This could be developed in what we would
loosely term a mentorship framework, which would ensure the
safe development and supervision of trainees and fulfil ECPs’
desire for continuous professional development (CPD). The
format and style of supervision should be considered carefully,
perhaps in a loose framework of ‘‘critical friends’’, a ‘‘domain
expert facilitator’’,28 or through the development of ‘‘opinion
leaders’’.29

DISCUSSION
It is important to consider the overall rigour of qualitative work.
Caelli et al11 suggest that for a credible piece of generic
qualitative research the ‘‘theoretical positioning of the research-
ers’’ should be described, especially in relation to their
disciplinary affiliation and what brought them to the question.
In this case the research team included members of a multi-
disciplinary team of emergency nurse academics with senior
experience in the ambulance service, a business studies
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academic with an interest in organisational learning and a
sociologist, and we were drawn to the question by our previous
experience in the field.24 We came to the topic with certain
assumptions, for example, in SC’s case (as the clinician) the
view that ECPs would be effective communicators (which was
not always the case) and in JO’s case (as a sociologist) that
there would be marked inequalities in professional relation-
ships (which proved not to be the case). In fact, the balance
between clinician and sociologist created new views and
challenged many of our preconceived ideas.

Secondly, it is important to describe the methodology and
methods. The methods have been described above. We worked
to the methodological guidelines described by Mertens30 and as
a team we reflected on our values, biases and beliefs and made
each other aware of our preconceptions. We took multiple view
points from a range of professionals (n = 45) and made every
attempt not to speak for our respondents and returned to them
for confirmation and development of the findings. We
recognised our status as researchers and therefore worked
towards an adopted role of ‘‘friend or brother’’ to engender
trust. In the observational phases of the study1 we aimed to set
up a rapport while remaining as unobtrusive as possible in the
clinical setting.

Thirdly, studies should demonstrate rigour,11 the contemporary
approach to credibility and dependability. In this study our rigour
is illustrated by our theoretical approach and the close account, or
audit trail, which we have described in all aspects of the study. We
were, for example conscious of the need for independent analysis
of the transcripts and respondent validation.10 31 Mays and Pope10

describe the latter as ‘‘part of the process of error reduction which
also generates further original data, which in turn requires
interpretation’’. Morse et al20 support such an approach for case
study research as the context and meaning will not have been
decontextualised, enabling respondents to recognise themselves
and their experiences.

Finally, the analytical lens11 should be clear, in that researchers
should state how they have engaged with the data. This has
hopefully been made explicit throughout the reports. In the
quantitative report1 we described the extrinsic quantitative
influences and outputs of the ECPs’ role and in this report the
intrinsic cultural effects on collaborative practices. Here our
engagement with the data has been based upon a pragmatic
generic design, with balance from a multi-professional research
team. We have retained a ‘‘sensitivity to the ways in which the
researcher and the research process have shaped the collection of
data’’10 and have therefore taken multiple views and confirmed
findings for accurate interpretations.

In our first report1 we indicated that the study is limited by
‘‘observer effects’’ and a small sample size, and set in one
region of the UK within one ambulance trust. For example,
other trusts may have different control and response proce-
dures. However, it is likely that most trusts in the UK have
similar cultures and training programmes which this second
qualitative report highlights in a rich description of culture and
collaborative practice.

We have identified the significant number of professionals in
the ECPs’ network and the positive benefits of the ECPs’
collaborative role, for example, low and focussed referral rates,
developmental links in clinical areas (MIUs and CUTS),
enhanced teamwork and greater fluency in patient care. But
we have also identified reasons for collaborative failures, such
as level of education, communication and language failings,
leadership and team work ability, lack of clinical supervision,
process issues between Control and responders, and cultural
limitations. Staff are ‘‘ripe for change’’ and quickly adopt
innovative concepts,32 but there remain many organisational
constraints that limit collaborative practice. Finally, it is hoped
that our model of collaboration (fig 1) will engender
comparisons, and demonstrate good practice, requirements
for change and a basis for future evaluation.4 33

CONCLUSIONS
The results from the quantitative report1 and this paper lead us
to the recommendations listed in table 1. Further research is
required to fully understand collaborative practices and to
evaluate new and emerging roles. A comprehensive cost benefit
analysis for ECPs is notably lacking; we know little about the
culture of learning and influences on practice, and there is little
work which addresses the potential and actual dangers
inherent in the rapid development of roles in autonomous
settings.
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Table 1 Study recommendations for the enhancement of collaborative practices (no specific order)

Appointment of ECP clinical leads Lead ECPs should be appointed, ideally at consultant and masters level, to drive forward the clinical, education,
supervision, networking, audit and research agenda.

Degree level multi-professional education Based upon uni-professional and multi-professional sessions within a modular programme34 and encompassing,
for example, advanced clinical skills, leadership, mentorship, team working, cultural issues, communication and
handover skills.

Leadership, communication and teamwork
training

Short post-registration courses such as the current DH-funded ‘‘Developing excellence in leadership within urgent
care’’35 which aims to break down traditional boundaries and enhance relationship management, self-
management, the patient/client focus, political awareness, networking, leadership effectiveness measures, team
resource management and situation awareness.

Clinical supervision/mentorship To ensure safe practice and continuous professional development
Up-skilling – clinical practice in
MIUs/A&E/GP

To reduce de-skilling (from long periods of standby) and to enhance collaboration, ECPs should be based in areas
of high clinical activity, for example, MIUs, A&Es or general practice.

Multi-professional appointments to
the ECP role

Experienced nurses36 (and other professions) should be recruited in greater numbers to diversify the skill base,
develop the culture and enhance collaborative practice.

Improved task allocation, referral
processes and networks

Expert task allocation in HQ ambulance control and improved links with social services (Care Direct) and mental
health services

Sharing of good practice For example, the multi-professional Cullompton Unscheduled Treatment Service (CUTS)
ECP publicity Publicity explaining the ECP role aimed at providers and the public

DH, Department of Health.
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