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An ethnographic investigation into multidisciplinary team collaboration – the role of 
psychological safety in a high-secure forensic in-patient hospital in Germany 
Lettie Theunissen-Schuiten 
 
Abstract 
Background: Multidisciplinary team (MDT) collaboration in high-secure forensic in-patient 
hospitals is, although essential to the work, hardly studied. The culture of MDT 
collaboration differs due to their composition and the environment. Psychological safety 
(PS), that is the interpersonal feeling that the environment is safe enough to engage in 
MDT collaboration, without fear for personal consequences, could support staff to 
construct and better accumulate knowledge about patients between the different 
professions. 
 
Aim: To explore factors of influence on the culture of MDT collaboration and PS in the 
constantly changing MDT in day-to-day life. To understand how interactions with the 
environment and people in the environment become meaningful and are enhanced or 
create barriers which prevent staff from engaging in MDT collaboration. To study the role 
of PS and which factors, if any, influence it and how they interact with each other.  
 
Methodology/methods: A symbolic interactionist ethnographic methodology was used, 
with an emic approach to data collection and an eclectic approach to data analysis. Ten 
observations of weekly treatment meetings and 13 interviews (with a psychiatrist, a 
psychotherapist, a social worker, a teacher, five nurses, two ward mangers, two 
occupational therapists) were conducted and analysed through thematic analysis (TA). 
Reflexivity was used to constantly feedback on the role and presence of the researcher in 
the study. 
 
Findings: Four central themes were discovered: a shared approach to care; support and 
informal relationships; leadership and power and hierarchy; and PS, influenced by all and 
influencing all. The themes are visualised in a model of the social construction of MDT 
collaboration and PS. They are distinct and interrelated and discovered on four levels of 
social interaction in the hospital. The absence of a shared model of care, the supportive 
relationships, leadership, and the personal interpretation of the interactions between staff 
exerted the most influence on MDT collaboration and on PS. The absence of a 
multidisciplinary shared model of care kept the features of the total institution (TI) and the 
totality of the medical model in place. The traditional inequality and power issues between 
the professions responsible for the treatment and their knowledge, and the supporting staff 
created barriers to effective MDT collaboration and PS. The locally constructed meeting 
chaired by the nursing staff, the relationships, support, sub-teams, and inclusive 
leadership and behaviour enhanced both MDT collaboration and PS as a team emergent 
state (TES). These factors promote a culture of equality, belonging and perceived value. 
However, without a shared model of care, the relationships and perceived equality and 
support in sub-teams promoted dependencies on the knowledge and the support of others 
and revealed detrimental effects of high PS in sub-teams on MDT collaboration. 
 
Implications: MDT collaboration is complex and requires an unequivocal, carefully 
designed setting informed by a shared model of care with meaningful roles for all 
professions, inclusive leadership, and supportive informal relationships. Findings include 
the need to: diminish the deeply embedded unequal culture of collaboration informed by 
the TI and the medical model; diminish the dependencies on knowledge and support of 
others; promote an innovative culture of safe MDT collaboration with no fear for personal 
consequences for its members. Further recommendations for practice, education, and 
further research have been made. 
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No fear.” 
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Chapter 1 Background to the study 

 

1.1 Introduction to the chapter 

 

Multidisciplinary collaboration is essential in the work of forensic mental health care, 

which seeks to provide security and treatment for mentally ill offenders and the  

rehabilitation of patients into society (Barr et al., 2019; Haines et al., 2018; Marshall & 

Adams, 2018; Mason et al., 2002; Orovwuje, 2008; Whyte & Brooker, 2001). 

Psychological safety (PS) is a belief that the environment is safe enough to take the 

inter personal risk and employ oneself without fear for negative personal 

consequences (Edmondson, 1999; Kahn, 1990). This thesis is the report of a symbolic 

interactionist ethnographic study, which presents the daily life of staff members 

collaborating in a MDT and the role of PS, in a forensic high-secure in-patient hospital 

in Germany from an insider emic approach. An emic approach means being close to 

people in their daily life and looking around instead of an etic approach, which refers 

to a methodology of looking from the outside in (Hammersley & Atkinson, 2007; 

Liamputtong, 2012). To my current knowledge this is a unique study.  

 

This chapter provides the background and the rationale that framed the research. It 

gives insight into the context and the narrative that supported me to construct the study 

and refers to the symbolic interactionist ethnographic methodology (Atkinson et al., 

2007; Blumer, 1969; Hammersley & Atkinson, 2007; Howell, 2013) and its influence 

on the construction of the study’s design, methods for data collection and data 

analysis. Finally, the chapter gives a detailed overview of each chapter that illustrates 

my journey.  
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Knowing my own history in forensic mental health care in various European countries, 

I was aware that as soon as l entered the research field, I would become a part of the 

construction of the daily world of the MDT and that would be the strength of this study. 

To secure the scientific integrity of the research, a continual process of self-reflection 

and self-reference was necessary (Hammersley & Atkinson, 2007). Yet, this study was 

not autoethnographic, and this thesis is not solely a description of what I have seen 

and experienced in the field while claiming an objectivity that was simply impossible. 

This thesis is a scientific representation of the research and builds an argument about 

the interaction in MDT collaboration and the role of PS in an unequal environment; it 

is underpinned by a strong connection between the researcher and the field under 

study. Therefore, to establish rigour, reflexivity, interpretation, and dense description 

had an essential pragmatic role in this research and in the writing of this thesis (Davies, 

2008; Hammersley & Atkinson, 2007; Liamputtong, 2012; Maanen, 2011).  

 

The thesis is written with two groups in mind that are related and determine the 

authority of the study (Davies, 2008; Maanen, 2011). One group was the academic 

group that has knowledge of the field of research and research projects, theoretical 

paradigms, methodologies, and research designs. The other group was the group that 

lived the daily life of the research, the participants who were the staff members of the 

MDT in the field. They had a significant influence on the data, the analytical process of 

the data and the findings. These two groups, together with my voice as a reflexive 

researcher with a history in the field under study, led to a multi-vocal approach in the 

writing of this thesis (Davies, 2008; Maanen, 2011). The first voice is the voice of the 

ethnographer, an experienced observer who knows the field. The reflexive accounts 

as an ethnographer are mostly written in the first person, which is my own voice from 

the field. Second, I use the voice of the critical analyst researcher. For example, the 
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literature review, the methodology, the data analysis, and the discussion chapters are 

mostly written in the third person with the critical analyst researcher voice, unless there 

is a reflexive account or justification made by me with the ethnographer voice. The 

third voice is the voice of the participants when they join the presentation of what 

happened. The voices of participants are presented verbatim as quotes in this thesis. 

Verbatim in this study means that the quotes are a presentation of the raw data spoken 

originally in the German language, and translated by a professional translator into the 

English language (Atkinson et al., 2007; Davies, 2008; Hammersley & Atkinson, 2007).  

 

1.2 The background to the study  

 

In social research it rarely happens that a researcher has no interest in the field 

under study. It is even said that all researchers are in some way connected to 

the object under study (Davies, 2008, p. 4). 

 

1.2.1 The story of the ethnographic researcher 

 

After finishing University with a degree in social studies in 1995 in the Netherlands, I 

started working at a newly built, high-secure forensic youth facility in Rotterdam. This 

institution was governed by the justice department and offered space for 100 juveniles 

aged between 12 and 21. The facility was divided into an area with 60 beds for youths 

with a prison sentence and an area with 40 beds for youths with a two-year forensic 

treatment sentence. From the outside the institution with its high walls and cameras 

looked like a prison. The inside was, although bright and colourful, also built like a 

prison, with the difference that the forensic treatment wards with only a maximum of 

eight beds per ward, were smaller. In the role of a social environment therapist, I guided 
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young offenders with personality disorders. MDT development and reflecting on our 

multidisciplinary collaboration on the ward was part of our culture and MDT 

development was facilitated by the higher management of the institution. After two 

years I was promoted to the role of ward manager of two wards. Most of the colleagues 

on the ward had, like myself, a social pedagogical background. A social pedagogical 

perspective meant that staff were focused on the social, environmental, and 

psychological influences on thoughts, feelings and behaviours of clients and staff. 

There were no psychiatric nurses working in our MDT. Only during the night, the 

presence of at least one staff member with a medical background was mandatory to 

handle any medical issues if necessary. During weekdays and working hours there 

was a special medical department with nurse practitioners and a doctor to cover any 

somatic needs. Apart from a child psychiatrist there was hardly any medical influence 

in the treatment of these young offenders. 

 

Sometimes consciously, but mostly unconsciously, l learned the importance of 

colleagues in the MDT knowing and understanding each other, of the relationships, 

supporting each other, and reflection and feedback, and the influence of the secure 

environment on our collaboration. I learned that MDT collaboration was necessary to 

feel safe and stay mentally healthy as an individual, because the work with mentally ill 

offenders in a closed, sometimes violent environment could be challenging. Offering 

treatment to juveniles in a prison-like environment with many restrictive rules and 

regulations was a daily challenge. In the year 2000 l changed jobs and became a care 

manager in a forensic hospital for adults in a large institution for mental health care 

governed by the health care department located in the south of the Netherlands. During 

my first years as a manager of the out-patient clinic I was responsible for more than 30 

staff, i.e., psychologists, psychiatrists, psychotherapists, social workers, and nurses 
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specialised in working with forensic patients who were not hospitalised. After a few 

years I became the manager of four wards at an in-patient hospital for forensic 

psychiatric patients. In the Netherlands, patients under psychiatric care are called 

clients and a care manager is, together with the head of therapy, responsible for the 

overall quality of care for clients, buildings, finance, and all staff from all professions. 

In 2002 I moved to Germany and drove to the Netherlands every day. It was also the 

year the whole institution including the forensic hospital, transferred into a network 

organisation, strategically informed by treatment programmes based on a model of 

care for clients with a focus on reintegration into society. This meant that organisational 

development, leadership, and innovation were based on and informed by the 

knowledge of the needs of psychiatric clients and forensic care.  

 

Staff development and MDT development were an important part of my daily life at the 

institution. Psychiatric nurses were working side by side with social environment 

therapists, psychiatrists, occupational therapists, psychologists, art therapists, and 

psychotherapists on the wards and although in a high-secure system, the whole culture 

was open, inviting and as unrestrictive as possible for clients. The treatment process 

of individual clients was led by psychotherapists or psychologists and psychiatrists with 

additional psychotherapeutic training focused on rehabilitation. Physicians, who did not 

have an additional psychotherapeutic training, were mostly working on a consultant 

basis to guide the medical treatment of clients. Some clients never met a psychiatrist 

simply because they were not on medication. As for the staff, clinical supervision of all 

MDTs was mandatory and consciously without ward managers or other line managers 

being involved. This was to ensure that management issues were excluded from the 

team development and learning process and to secure equality. It was a widely 

acknowledged and a common opinion that staff members may not be as open about 
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sharing thoughts, giving feedback, and evaluating cases or sometimes traumatic 

experiences, when the line manager was present; therefore, the line managers were 

not present during supervision sessions. Sometimes a ward manager or I was invited 

to join the supervision when the theme of the session involved the management. The 

clinical supervision had a focus on professional, personal and team development, 

collaboration and communication and staying healthy as a team in a therapeutic 

environment. The professional knowledge of staff encompassed psychology, 

psychotherapy, pedagogy, evidence-based risk assessment, and the influence of 

environmental factors on the behaviour of clients and staff members. Behaviour was 

linked to the clients’ psychiatric illness, group processes, levels of restriction and 

reducing this as much as possible, and an emphasis was placed on how to support 

the client towards rehabilitation. There was a culture of giving clients as much 

responsibility for their own lives as possible, with a focus on the outside world and how 

the behaviour of the client developed in terms of risk. I thrived in this culture and grew 

personally and professionally. 

  

In 2009 l became, although not a nurse myself, director of nursing and educational 

services of a high-secure forensic in-patient hospital in Germany for patients with an 

addiction. I was under the illusion that, with this position, a dream had come true, 

however, reality turned out to be the opposite. I went from working with an attitude of 

equality in a progressive and innovative social psychiatric culture with psychotherapy 

as the main paradigm and a focus on standard international risk assessments to 

support decisions, into a world of psychiatry based on a strong, hierarchical, medical 

paradigm led by power issues between professions, and not informed by a model of 

care nor by international risk assessment methods. The hierarchical medical 

organisation with its rules, responsibilities and regulations kept in place a strong 
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demarcation between the nursing and the medical-therapeutic staff, in which the 

medical director had a powerful role. Personally, and professionally, I did not thrive 

well. Although l loved the work with staff and patients, the system and the people 

incorporating and occupying the system caused power and inequality issues between 

individual staff members and professional groups that l was not able to solve.  

 

Although living in Germany since 2002, between January 2009 and June 2010 l 

experienced a cultural clash that made me doubt every decision l had made previously. 

I did not understand the world I was in and why all the professional knowledge and 

skills l had, although appreciated by the staff l worked with, felt useless and unsafe in 

this hierarchical medical culture. In June 2010 l resigned and after a period of physical 

and mental recovery l founded my own business in Germany in October 2010. As a 

clinical supervisor and organisational consultant my business flourished from day one 

and this caused me to wonder why.  

 

In the field of forensic psychiatry, MDT collaboration is seen as an essential method in 

the treatment of patients: to assess risk and secure safety for all, to share information 

between professions, to learn, to improve treatment of patients, discuss ethical issues, 

and to gain support and feedback from colleagues in this complex line of work (Jellema 

et al., 2017; Kremer et al., 2016; Salize et al., 2005; Schippers et al., 2014; Völlm et 

al., 2018). Although l had worked in and with MDTs throughout my professional life, I 

realised now, for the first time, that I took this collaboration for granted. The change of 

culture and environment had caused me to feel unsafe to speak and unsafe to share 

my knowledge and learn from others. Through my personal experience and my own 

business in guiding MDTs in Germany, l became aware that there were factors in the 

environment of the MDT that influenced the collaboration among staff members of the 
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various professions. It was my experience that these factors that hindered or enhanced 

MDT collaboration also influenced the environment and therefore influenced patients’ 

treatment outcomes. When I attended a conference in Bielefeld in 2013, l met various 

researchers including my lead supervisor Professor Andrew Lovell. The idea to design 

a scientific study focusing on the interactions in MDTs in high-secure forensic health 

care institutions in Germany became real and in September 2014 I became a part-time 

PhD student at the University of Chester.   

 

After discussing my personal interest in this study’s research subjects l now move on 

to place the study in the theoretical context of Total Institutions (TIs) (Goffman, 1961), 

high-secure forensic hospitals and forensic psychiatry in Europe, MDT collaboration 

and PS and forensic psychiatry in Germany and North Rhine Westphalia (NRW) in 

particular to understand more about the background of forensic psychiatry and its 

institutions.  

 

1.2.2 Goffman’s Total Institution in the 1960s  

 

Nowadays it is widely accepted that the building, the organisational structure and 

culture, and ward atmosphere of forensic in-patient hospitals influence the people living 

and working in these institutions (Connell et al., 2019; Doyle et al., 2017; Konrad & 

Lau, 2010; Olausson et al., 2019; Seppänen et al., 2018; Siess & Schalast, 2017).  

Sixty years ago it was Goffman (1961) who was the first to explicitly mention that the 

most important factor influencing the patient was not so much his or her mental illness 

but the institution the person was hospitalised in. In his ground-breaking work on the 

inner life of mental health institutions, Goffman demonstrated how people, by entering 

a psychiatric institution, became patients and had to give up their identity, self-
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determination, and autonomy. Patients were forced to wear institutional clothing and 

all the life roles and activities such as working, living, having free time and education 

were performed under the same roof with the same rules, control systems and 

regulations throughout the premises and applied to every patient. Goffman (1961) 

called this the Total Institution (TI), which had the key characteristic of an 

organisational structure in which the basic needs of groups of people were dealt with 

in a bureaucratic organisation and had the same procedures and regulations for 

everybody within that organisation. He found that patients would progress satisfactorily 

in these institutions if they adjusted to the rules and regulations that were maintained 

by the nursing staff. He defined a TI as “a place of residence and work where a large 

number of like-situated individuals, cut off from the wider society, for an appreciable 

period of time, together lead an enclosed, formally administered life” (Goffman, 1961, 

p. 11). The expression “formally administered” referred to the same rules and 

regulations being applied for all patients in a bureaucratic organisation. The term “total” 

referred to the physical barriers that cut-off the institution from the rest of society, for 

example, walls, fences, barbed wire, cliffs, water, or forest and a clear hierarchical 

system held by a few who demanded obedience. These barriers are often not easy to 

cross or to get in or out of and as an outsider you must pass gatekeepers. There are 

at least four areas in life - sleep, free time, education, and work - that normally take 

place in different locations in a person’s daily life. In a TI, these different locations of 

daily life do not exist and therefore no barriers exist to entering the different areas of 

life. Goffman (1961) recognised different types of TIs in which the four general features 

varied in intensity. The most obvious example of a TI was, according to Goffman 

(1961), a prison where the inmates were seen as a threat to society and the welfare of 

the inmates was not the first goal of the institution. Other types of residence called a 

TI were, for example, senior residences and homes for people with learning disabilities. 



 

 
 

 

10 

He characterised these as institutions caring for the harmless and incapable people. 

Mental hospitals where people were considered incapable of taking care of themselves 

were another type of TI. At this time the patients in the mental hospitals were seen, 

although often unintentionally, as a threat to society. This view frequently led to 

patients being hospitalised for a long time without any legislation supporting this. Army 

barracks, the crew on ships, boarding schools, and work camps were TIs with the 

reason for their existence being work related. Finally, monasteries, abbeys and other 

convents showed features of a TI on religious grounds. A forensic in-patient hospital 

with its core business and strategy being the treatment and care of the mentally ill 

offenders and safeguarding society from criminality can be located somewhere 

between the prison and the mental hospital. Goffman (1961) knew that his presentation 

and description of the TI and its different elements were theoretical and that everyday 

life in a TI was much more complex. After he had described the characteristics of a TI, 

he added that the elements were not always clearly present, and they could vary in 

intensity from institution to institution, and probably even differ between the same kind 

of institutions.  

 

1.2.3 Staff and collaboration in the past 

 

The roles and collaboration between the professions must be placed in their historical 

context to gain a deeper understanding of how these evolved. In the 1960s the 

hospitalisation of patients did not rely on mental health legislation, and this led to many 

patients being hospitalised for long periods of time just for being mentally ill (Marshall 

et al., 2019). The rules and regulations Goffman described in the 1960s were restrictive 

and non-democratic compared with today. In the TI of the sixties managing patients 
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took place in large groups with few staff (Goffman, 1961). Duxbury (as cited in Marshall 

et al., 2019) stated that to keep the handling of these large groups of patients possible, 

traditionally the behaviour of patients was managed with medication, restraint, and 

seclusion. This non-democratic, restrictive regime, which was the same for every 

patient under medical authority, was needed to prevent escalation, aggression, or 

regression of illness which could lead to a resumption in criminal behaviour (Marshall 

et al., 2019, p. 825). At that time the professional roles of staff were defined according 

to their area of responsibility and in clearly demarcated areas of work in these mental 

hospitals. For example, the director of the institution was officially representing the 

institution in the outside world and there was also a professional role defined for staff 

dealing with visitors and other connections who entered the institution from the outside 

world, the early social workers. According to Goffman (1961), there were two levels of 

staff undertaking the major professional roles for patients inside the hospitals. One 

level was the physicians, and the other level comprised the nurses and assisting staff. 

The highest level of staff in this medical model, the professional group of the 

physicians, was responsible for providing professional medical services to patients; 

they covered the treatment part. The lower level of staff was the group in close contact 

with patients, which comprised of the nursing and assisting staff, who traditionally 

presented the demands of the institution to the patients. Major professional role 

differences existed between the physicians and the nurses (and supporting staff). In 

those days custody and care appeared to be divided by professions: care/treatment 

by the physicians and custody and care by the nurses and support staff. Goffman’s 

studies have shown that because the physicians were the highest level of staff, they 

did not discipline the patients, they were only responsible for the individual medical 

treatment of patients. The professional role of maintaining the house rules and 

managing the patients in all areas of life, sleep, eat, work and free time, under the 
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same authority for all, was done by the nursing staff. By doing so, the nurses took over 

the autonomy, self-determination, and freedom of action for all patients. Nursing staff 

who were close to patients had to manage the tension between custody and care. On 

the one hand, they had to manage the areas of life that served to create a home world 

for the patients, and on the other hand they had to manage the patients in large groups 

and had to control the expectations and demands of the institutional world in which 

they worked. Goffman found that having no part in the formal treatment of patients and 

the fact that the nursing staff were the ones to discipline the patients, led to nursing 

staff justifying their actions based on a system of privilege for obeying the rules and 

punishment for breaking the rules. This was accomplished under the premise of 

handling the danger of patients as part of the nurses’ formal task of moving patients 

through a formal hospital system.  

 

In his work Goffman (1961) described patients and staff close to patients not only as 

powerless, but also as passive and giving up their identity, being the underdogs and 

not able to grow or do something about their situation. Describing people in TIs as 

powerless, is a critique heard more often about the work of Goffman (Hacking, 2004; 

Scott, 2010). Goffman must be understood in the context of the time his research was 

conducted. Goffman described the system of privileges and how for most members of 

the nursing staff this was a coping system, as a result of being low in status but of high 

importance to patients. This appeared to be the way the nursing staff handled the 

closeness to patients, and it gave them a great deal of power and control in the 

institution. Conclusions from the work of Goffman suggested that the major professions 

responsible for the patients in the TI did not have a shared meaning or understanding 

of their professional work and did not collaborate. The nursing staff were not seen as 

a profession that contributed to the treatment of patients. The power and hierarchy 
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were lived openly, and the different professions did not collaborate to provide 

professional treatment to patients. In other words, the MDT and MDT collaboration as 

we know it today did not exist. 

 

Goffman’s work was always concerned with individuals in their environment and how 

they were shaped and influenced by them. Consequently, his research was often 

called ‘bottom-up research’ that started from face-to-face interaction in locations. This 

has also resulted in criticism that Goffman’s work failed to describe how the institutions, 

with their dominant influence on the interactions of the people in the institutions, came 

into being (Hacking, 2004). Essentially, Hacking, (2004) argued that Goffman provided 

insight into what a TI is, but not into why or how the TI became what it is. Although, 

problematic for the exploration of the origin of institutions, this research aimed to 

explore how the TI may influence the interaction between staff members in a MDT. 

More recent studies have pointed out that the TI places great emphasis on the social 

interaction in organisations and that these interactions are intertwined with forms of 

surveillance, control and punishment at the subjective organisational and societal level 

(Clegg, 2006; Geppert & Pastuh, 2017; Scott, 2010). This supports the assumption 

that exploring the social interactions in forensic in-patient hospitals could also lead to 

increased insight into the influence of the organisation on the interactions between staff 

and how they collaborate. With his description of the inner life of TIs Goffman was not 

trying to simplify the daily life in TIs, instead he used the descriptions more as a starting 

point to gain a deeper understanding of the complexity of the daily life of the people 

within these institutions.  

 

Goffman’s research contributed to the understanding and knowledge of the social 

construction of interactions in the daily life of patients and staff (Schliehe, 2016). Sixty 
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years ago Goffman’s work already displayed what is nowadays seen as biggest 

challenge for staff working with patients, that is, finding the balance between custody 

and care (Barr et al., 2019; Goffman, 1961; Haines et al., 2018; Lovell & Skellern, 

2020; Marshall & Adams, 2018; Mason, Lovell, et al., 2008). In the 1960s when 

Goffman’s work was published it did not receive much acknowledgement. Conducting 

an ethnographic study with a symbolic interactionists approach was not very popular 

at a time when structural functionalism was the dominant paradigm in sociology (Clegg, 

2006). SI claims that people unconsciously act on the meaning things have for them. 

This meaning is shaped in interaction with others by a process of noting, interpreting, 

and assessing the situations confronting them (Blumer, 1969). The strength of 

Goffman’s work, bottom-up and shaped by meaning of the participants, is the 

methodology of this study. SI offers the possibility to explore, in-depth the often-

unconscious interactions in MDT collaboration from the inside of a TI. This study 

explored the interactions of staff working in high-secure forensic in-patient hospitals, 

the interactions in a high-secure hospital with patients is omitted from further 

consideration. Having introduced the environment of high-secure hospitals and the 

methodology of this study, I will now move on to review forensic psychiatry and MDT 

collaboration in Europe. 

 

1.2.4 Forensic psychiatry in Europe 

 

Forensic psychiatry in Europe, although being a small field in the world of medicine 

and psychiatry, is almost constantly part of the public and political debate (Salize et 

al., 2005; Völlm et al., 2018). Furthermore, forensic legislation and its enforcement, the 

services, the education, and the collaboration in forensic mental health care institutions 

in Europe differ between and even within the countries. These differences are caused 
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by historical, cultural, legal, political and structural backgrounds and perspectives in 

each country (Connell et al., 2019; Salize et al., 2005). For example, some countries 

such as the UK have high, medium, and low secure forensic in-patient institutions and 

others, like Germany, have mainly high-secure in-patient institutions and a network of 

regional mental health care institutions for the different phases in treatment. As well as 

the differences, studies have also reported common goals and aims of forensic 

psychiatry in European countries. One perspective they all seem to agree on is that 

mentally-ill offenders need to be protected by law, because they cannot be measured 

by the same legal measures none mentally-ill offenders are measured by. In most 

countries in Europe this perspective leads to the certainty that if a mentally-ill person 

becomes an offender, he or she will require treatment. Another commonality is that the 

courts in the different countries are obliged to gain evidence and become informed by 

experts about the level of mental responsibility of an offender before the courts can 

deliver a verdict. To be effective this requires the law and psychiatry, with all their 

interfaces, to work closely together with all clinical and non-clinical health care 

professionals in the field. Furthermore, at its core, the aim of forensic psychiatry is to 

improve the mental health of offenders and thereby reduce the risk of criminal 

behaviour. Finally, due to the mobility of people around the world and especially in 

Europe, researchers explicitly recommend the inclusion of international perspectives 

and standards when it comes to the improvement and/or development of 

organisational structures, regulations, treatment programmes, and in the educational 

programmes of staff working in forensic psychiatry (Nedopil, 2009; Salize et al., 2005; 

Seppänen et al., 2018; Völlm et al., 2018).  

 

These commonalities are evident in a European definition. An informal group of 40 

psychiatrists from different European countries, who were all members of the 
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European Psychiatric Association, first formulated a definition of forensic psychiatry 

more than two decades ago (Nedopil, 2009 p. 228). In time this definition has evolved 

to:  

 

Forensic psychiatry is called a subspecialty of clinical psychiatry which requires 

special legal and criminological knowledge as well as experience in the 

treatment of often complex and multiple mental disorders. The specialty is 

primarily concerned with individuals who have either offended or present a risk 

of doing so, and who also suffer from a psychiatric condition (Völlm et al., 2018, 

p. 59).  

 

This definition is commonly used and indicates four shared commonalities in forensic 

mental health care in Europe as follows: it is a subspecialty of clinical psychiatry; it is 

complex; it requires knowledge of the law, of criminology and of the treatment of the 

mentally ill; and it shares a human perspective that implies treatment for offenders or 

those at risk of offending. Interestingly, the literature has emphasised more widely 

accepted commonalities that are not evident in the definition. For example, a 

considerable number of authors have highlighted that finding a balance between care 

and custody in the professional relationships with patients dominates the daily work 

life of all staff members working in forensic mental health care (Barr et al., 2019; Haines 

et al., 2018; Lovell & Skellern, 2020; Marshall & Adams, 2018; Mason, Lovell et al., 

2008). This dominance has further increased due to the focus on rehabilitation of 

patients back into society as a main goal of forensic treatment. The desire to have as 

few restrictions as possible and to deliver complex care, in which patient safety, staff 

safety and the public safety are addressed in their broadest terms, is seen as a 

challenge for staff members working in forensic psychiatry. Another commonality found 
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in the literature is that delivering complex care and treatment for the mentally-ill 

offender with the goal of rehabilitation, cannot be achieved by working alone. A large 

number of published studies highlight MDT collaboration as central to the work in 

forensic mental health services. The MDTs consist of professionals of various 

disciplines working collaboratively in a forensic service. These professionals are often 

occupational therapists (OTs), nurses, psychologists, psychotherapists, sport, drama 

or music therapists, psychiatrists, and social workers (SWs), where the level of 

integration of MDT work shows large variations internationally (Barr et al., 2019; 

Haines et al., 2018; Marshall & Adams, 2018; Mason et al., 2002; Orovwuje, 2008; 

Whyte & Brooker, 2001).   

 

1.2.5 Security and safety  

 

Most European countries have their own forensic legislation and forensic settings with 

various levels of security for the treatment of forensic patients (Connell et al., 2019; 

Salize et al., 2005). According to Schalast & Tonkin (2016), security should not be 

confused with safety in forensic settings. Security refers to the height of a wall or a 

fence, the number of observation cameras a setting has, the restrictive rules and 

regulations for patients, and modern technical devices and locks on doors. Safety and 

patients and staff feeling safe are an experience of an environment. For both patients 

living and staff working in a setting in which they sometimes experience aggressive 

tensions or violence, feeling safe is an essential aspect of the social environment and 

quality of work. A German validation study reported that a higher level of security in a 

forensic institution was linked to feeling less safe inside the institution (Schalast et al., 

2008). This made it necessary to explore the factors that influence the experienced 

feelings of safety not only by patients, but also by staff.  
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Salize et al. (2005) and Völlm et al. (2018) suggest that the security levels and the 

experience of safety by staff and patients in forensic settings need to be assessed from 

structural/environmental, procedural, and relational perspectives. This is because, the 

level of security should fit the phase of the treatment and the mental state patients are 

in. In addition, in-patient institutions for forensic psychiatry offer complex care, operate 

at high cost with a low volume and low turnover of patients. Patients and staff are 

limited in their freedom and these limitations should last for as short a time as possible. 

The authors seem to refer with their statement to the rehabilitation of patients on 

financial grounds and not as part of the aim of the sub-specialty of medicine. The 

studies also suggest that the debate in the institutions about the balance between, and 

efficacy of, custody, care, and treatment procedures must be permanently anchored in 

the collaborative discussions of staff within the MDT. Patients are treated against their 

will and this causes ethical issues that must be addressed collaboratively  (Jellema et 

al., 2017; Salize et al., 2005; Völlm et al., 2018). The definition of forensic psychiatry 

in Europe does incorporate the complexity and sensitivity of the discipline and 

describes the need for knowledge and expertise. Marshall et al. (2019) argued that the 

complexity of the discipline and constantly being under public and political scrutiny 

seem to have led to a focus on law, trials, public opinion, politics, stigma, risk 

assessment/risk management, reducing violence and aggression, and patient rights 

and less on the evaluation of the experienced safety by staff members and how 

collaboration between the different professions in this discipline takes shape.  
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1.2.6 Psychological safety 

 

In my early readings l came across the concept of psychological safety (PS). The next 

section provides a discussion of the history of PS to gain more understanding of the 

concept.  

 

1.2.6.1 Psychological safety in the 1960s  

 

PS shows up in the literature for the first time in 1965, in a book on personal and 

organisational change by Schein & Bennis (1965). At this time laboratory training to 

educate and support employees was popular and commonly used. Learning within a 

laboratory approach means that a residential laboratory is created where employees 

from different organisations are brought together in an unfamiliar situation and are 

trained. The authors define five main goals of training in the residential laboratory. The 

first goal is that the participants learn about their ‘self’. Through feedback, the 

participants’ own behaviour in groups and the impact their behaviour has on others is 

reflected on. Another learning goal in this approach is to teach participants about the 

behaviour of others in a group and the impact the behaviour of others has on oneself. 

The third goal is to learn about groups, how groups work and what makes them 

function. The next learning area is what the authors call “larger systems”, and 

participants learn how organisations and larger systems work (Schein & Bennis, 1965, 

p. 13). The final goal the authors describe is that participants gain insight into learning 

processes and how they can learn from their own experiences. Although residential 

training in laboratories is far removed from being in forensic in-patient hospitals, the 

idea of bringing employees together away from their familiar day-to-day life and into a 

residential laboratory learning environment is built on the same premises as the TI 
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defined by Goffman (1961). The participants, as the authors call them, are away from 

their comfort zones. The things taken for granted in the participants’ ordinary life 

become absent or changed. The authors create an unsafe situation in that there are 

no clear goals or expectations set out in advance for the participants, so there is great 

ambiguity in the situation. Schein & Bennis (1965) call this the unfreezing phase. The 

participants receive feedback about their behaviour that they are not used to, with the 

goal of creating a different perception of themselves. In the chapter where the authors 

discuss the forces that motivate learning such as unfreezing, they argue that our self, 

our beliefs, and reactions are constructed, learned, and supported through interaction 

with others, which is a symbolic interactionist approach (Blumer, 1969). Although the 

authors do not mention him, their thinking appears informed by Kurt Lewin (1890-1947) 

who argued that the group to which an individual belongs forms the basis for his or her 

perceptions, vision, feelings, and actions. Individuals only change these when the 

structure of the group to which they belong changes (Lewin, 1997). Schein & Bennis 

(1965) are convinced that when the self is isolated from the familiar life and the so-

called self-defining equipment is not there, employees can be open to learning new 

behaviour. With the laboratory approach they establish a TI so that employees can be 

open for learning new behaviour. Within this approach Schein & Bennis (1965) 

describe a psychologically safe environment as a necessary condition of the setting so 

that one can take chances without fear and with sufficient protection. PS is identified 

as an environment where participants try out new things, where failure is tolerated 

without retaliation, rejection, or guilt. The main source of PS lies in the sense of support 

and strength the participants earned and somehow borrowed from the group (Schein 

& Bennis, 1965, p. 45). Thus, the authors describe PS as an environmental team 

condition in which the protection of the PS environment comes from of the staff 

members who guide the training. The authors say nothing about how PS is created or 
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what it is influenced by but assert its importance as an important environmental 

condition that enables learning in an uncertain environment. 

 

1.2.6.2 Psychological safety in the 1990s  

 

After Schein and Bennis (1965) it took 25 years until PS was mentioned in the literature 

again. Reasons for this included: organisations were growing, there were enough 

skilled employees, there was not much focus on the people that were working in 

organisations, and there was a strong focus on structures and bureaucracies 

(Edmondson & Lei, 2014). Increased interest in PS over the past twenty years is due 

to the expansion of work and tasks being done in teams (Edmondson & Lei, 2014). 

Hence teamworking has changed with all the new opportunities due to the technology 

era the world is living in. As a result of the growing interest in how organisations learn, 

attract and maintain skilled staff, and innovate, PS experienced a revival in the 1990s, 

when Kahn (1990) reintroduced the concept. His ethnographic study focused on 

people’s experiences of themselves, their work roles, and the context. His approach 

took PS from an organisation level to change to an interpersonal level. Interestingly, 

the studies of Goffman, “The Presentation of Self in Every-day Life” (Goffman, 1959) 

and “Asylums” (Goffman, 1961), formed the conceptual starting point of his study. 

Kahn (1990) argued that people’s attachment to, and detachment from their roles in 

life vary. The study reports that it is displayed in people’s performance, that is, in how 

they embrace or detach from a work role. The author defined attachment and 

detachment and built his study around the relationships people have with the tasks of 

their work role. Kahn (1990) then set attachment and detachment in three contexts that 

enhance or undermine employees’ motivation and sense of meaning at work (p. 694). 

Kahn’s study provides a deeper understanding of the interpersonal relationship 
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employees have with their roles in a group, a sub-group and organisational context, 

with the aim of finding psychological conditions that are powerful enough to withstand 

the range of individual differences of employees.  

 

Three psychological dimensions  

 

Kahn (1990) found three psychological dimensions that shape how people adapt to 

their role and this is where PS returns in the literature. Figure 1.1. gives an overview 

of the three dimensions and what factors from the environment they are influenced by. 

The first dimension that Kahn found stronger than the individual differences of 

employees is psychological meaningfulness: the sense an employee has of receiving 

something in return after investing in the self in role performances, which leads to 

feeling worthwhile.  

 

The second dimension he found stronger than the individual was PS. Kahn (1990) 

gave the first definition of PS: “the experienced feeling that social situations are 

trustworthy, secure, and predictable so that an employee can show and employ one’s 

self without fear of negative consequences to self-image, status or career” (p. 708). In 

Kahn’s study people felt safe when they were confident that they would not suffer from 

their own personal engagement. PS was associated with elements of social systems 

that create non-threatening, predictable, and consistent social situations in which to 

engage. In his data Kahn (1990) related the findings of PS with the four factors that 

influence the relationship employees have with their tasks: the interpersonal 

relationships, the group and intergroup dynamics, the management style and 

processes, and the organisational context. He found that when interpersonal 

relationships were supportive, trustworthy, open, and flexible, with no threat, PS was 
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promoted. Kahn (1990) mentioned various threats to PS, such as interpersonal 

relationships that reflected differences in position (hierarchy) and power. Another 

factor was group- and intergroup dynamics, which he connected to an often-

unconscious informal role someone has in a team or group. He mentioned hierarchy, 

gender, and professional status as parts of this unconscious role that sharpen the team 

dynamics. These team dynamics also occur between organisational subgroups and 

influence the sense of PS. The third factor Kahn introduced was the influence of 

management style and management process on PS. Kahn found that if leaders were 

secure in their own vision and were competent in creating processes as a roadmap for 

employees to work by and if they communicated in the right tone, this would lead 

employees to feel safe enough to try out new things without fear of negative 

consequences or failure. The fourth factor Kahn discovered was that PS corresponds 

with organisational norms. Organisational norms are the behaviours in the organisation 

that are generally accepted and shared by the employees (Hackman, 1986 as cited in 

Kahn, 1990). Employees who stayed within the general shared behaviours 

experienced a feeling of safety. Employees who crossed the borders of this protective 

shared way of doing things, felt less safe.  

 

Finally, the third dimension Kahn found stronger than the individual differences of 

employees was psychological availability. It is the sense that employees have the 

ability to establish the necessary physical, psychological, and emotional resources to 

invest in the self, in the role and in the performance. With this Kahn meant, how people 

handled the balance in their lives between the different roles they had, for example, as 

a mother, a wife, an employee, a student, and a member of a club. Coping with all the 

different roles had an impact on how much a person could invest in their role 

performance at work. 
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Figure 1.1 

Three psychological dimensions 

 

 

Note. Adapted from Kahn (1990). 
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influenced by the levels of physical and emotional energy, personal/individual 

insecurity, and life outside work (p. 714). Kahn (1990), in contrast to Schein & Bennis 

(1965), gave a definition of PS and explored what factors influence PS and why it is an 

important pre-condition that allows people to connect with the role they have. 

Schein & Bennis (1965) saw PS as a supportive environment you can create at a group 

level for organisational change. Kahn (1990) considers PS to be a condition that is 

experienced on a personal level and influenced by others and the environment. Brown 

& Leigh (1996) used Kahn's (1990) definition of PS and psychological meaningfulness 

as two concepts to develop an operational definition of psychological climate. Their 

quantitative study was developed to investigate what role the psychological climate 

plays in job involvement, effort, and performance by employees. The researchers 

aimed to explore how employees experienced different aspects of the organisational 

climate and what the influence was on their own personal well-being (Brown & Leigh, 

1996). The results demonstrated a direct relationship with job involvement and an 

indirect relationship with effort and work performance if employees experienced and 

perceived the organisational climate as psychologically safe and meaningful. 

Employees who experienced PS were more productive and felt free to express 

themselves.  

 

1.2.6.3 Psychological safety from the 1990s to the present day  

 

The final breakthrough of PS occurred in the mid 1990s. Until then research into health 

care errors and failures with prescriptions, and providing and administering medication 
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was focused on the individual factors or the system factors causing the errors and less 

on protective factors that prevent errors (Edmondson, 1996). With her ground-breaking 

study, “Learning from mistakes is easier said than done”, Edmondson (1996) added a 

third perspective on human errors. She integrated individual levels and system related 

levels and focused on work group analysis. The work group is the point, according to 

Edmondson, where organisational and cognitive effects meet and play out in enabling 

or preventing errors (p. 68). The results of the study showed that the shared 

perceptions by the work group of the environment can contribute to a climate of no fear 

and openness to discuss errors and other problems. Wards with a high number of 

reported errors and mistakes were, unexpectedly, not making more errors or mistakes 

than the wards in which lower numbers were reported. The wards with the high number 

of reported errors appeared more willing to report and talk about errors and failures. 

According to Edmondson (1996) climates in teams are defined by the relationships 

within, and between, the professional groups and influenced by the communication 

between, and in, teams. Trust among team members and knowing each other were 

important factors in team members feeling comfortable being themselves. She found 

some evidence that the history of a team played a role in how PS was shaped and the 

shared beliefs how other team members would react and respond developed in time. 

With this study and the following mixed method study in 1999, “PS in work teams” 

Edmondson (1999) originates PS as a group-level construct and defines it as “a shared 

belief that a team is safe for interpersonal risk-taking, unconsciously knowing that the 

team will not embarrass, reject, or punish a team-member for speaking up” (p. 354).  

Baer & Frese (2003) studied 47 mid-sized German companies, examining the 

relationship between process innovations, climates for initiative and PS, and company 

performance. The authors cite Brown & Leigh (1996) and quote Edmondson (1999) to 
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extend the construct of team PS to an organisational climate for PS, which refers to 

formal and informal organisational practices and procedures, guiding and supporting 

open and trustful interactions within the work environment. Thus, a climate for PS 

describes an organisational environment in which employees are safe to speak up 

without being rejected or punished (p. 50). Their study introduced PS as an 

organisational level construct. 

Studies have demonstrated that PS has a strong influence on the collaboration and 

learning behaviour between staff members in different areas of health care (Carmeli et 

al., 2009; Edmondson, 1999; Edmondson et al., 2016). The MDT in forensic in-patient 

hospitals is the interface of the treatment process of patients. The environment in which 

the MDT works should be an environment in which staff members can speak about 

their worries, their ideas, experiences, and fears, and share knowledge, and expertise 

to learn, and to improve the treatment outcomes of patients and keep the process 

secure and safe for themselves, the patients, the ward, the hospital, and society 

(Jellema et al., 2017). The question remains open concerning what makes staff 

members take the personal risk to communicate in an uncertain environment that is 

often constructed by microprocesses of power, and where keeping it safe for all the 

members, the processes and the buildings is their responsibility (Barr et al., 2019; 

Haines et al., 2018). According to Newman et al. (2017) the question of what makes 

staff take the personal risk could be answered by creating an environment that is 

psychologically safe. From my own experience l knew what a lack of feeling safe in a 

high-secure hospital could cause and this made me eager not only to explore what 

meaning the MDT collaboration for staff members has, but also investigate what makes 

them feel safe enough to collaborate. l decided to consider the concept of PS as I 

explored the interactions in the MDT under investigation.  



 

 
 

 

28 

After situating the study against the backdrop of high-secure institutions in the field of 

forensic psychiatry in Europe and introducing the MDT and the concept of PS, the next 

section locates the study in the forensic psychiatry and law in Germany.  

 

1.2.7 Forensic psychiatry and forensic law in Germany  

 

Germany has 16 states with 83.1 million people residing in them in September 2021 

(Statistisches Bundesamt, 2021). To describe and understand the landscape of 

forensic services in Germany we need to look at the legislation. The legal basis for 

forensic psychiatry is written down in the German Criminal Code (StGB). This code is 

led by the fundamental legal principles of: no punishment without guilt and punishment 

comes only after measurement of the guilt. Germany embraces the commonality of the 

human perspective that mentally ill offenders need to be protected by law, because 

they cannot be measured by the same legal measures used to measure none mentally- 

ill offenders. Embracing this perspective has led, especially in the past 20 years, to a 

highly developed network from high-secure in-patient hospitals to regional low-secure 

out-patient forensic services, that ensure the treatment and rehabilitation of mentally-

ill offenders based on a traditional medical paradigm of care (Müller et al., 2017). 

 

The Court rules are based on a psychiatric and criminal evaluation by psychiatrists and 

psychologists, who must have undertaken extended, additional training. Offenders 

who are convicted of a crime committed due to severe mental disorders and who are 

expected to be in danger of recidivism due to the mental disorder, can be placed in a 

forensic psychiatric hospital, with a conviction that complies with paragraph 63, 

paragraph 64, or the temporary conviction of paragraph 126a of the StGB. Since 2016, 

the conviction that applies with paragraph 63 ‘admission to a forensic hospital for 
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psychiatry and psychotherapy’ is also a conviction with time limitations. After a patient 

has been admitted to a forensic hospital, paragraph 63 specifies that the treatment 

progress must be evaluated in court by clinical experts every two years. The treatment 

path of patients in paragraph 63 forensic hospitals is shaped and is internally evaluated 

through multidisciplinary collaboration (Hax-Schoppenhorst & Schmidt-Quernheim, 

2008; Müller et al., 2017; Nedopil, 2009). 

 

As in some other countries in Europe, there is a continuous rise in the number of 

patients hospitalised in forensic in-patient hospitals in Germany (Statistisches 

Bundesamt, 2020; Tomlin, 2021). This continuous increase in patient numbers led to 

hospitals being overcrowded and forced an expansion of high-secure hospitals 

throughout Germany. As shown in Table 1.1, 77 forensic in-patient hospitals are in 

operation in Germany. This number does not include local partners of high-secure 

hospitals or forensic wards or departments in regional general hospitals or prisons. 

The literature suggests that not only is the increase in the numbers of patients causing 

problems in the in-patient hospitals, it is also the duration of their stay. In other words 

the time spent by a patient in these mostly in-patient high-secure hospitals influences 

the capacity as well as the quality of forensic treatment in Germany (Connell et al., 

2019; Müller et al., 2017). Table 1.1 illustrates the number of forensic patients 

hospitalised in Germany in December 2016; these are the latest numbers available.  
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Table 1.1  
Number of forensic patients hospitalised in Germany 

 

 Paragraph     Total patients in 2016  

63 64, 126a  

Number of 

patients  

5,972 4,394  10,366 

 

Total number 

of hospitals 

         77   

 

Note. Adapted from Im psychiatrischen Krankenhaus und in der Entziehungsanstalt 

aufgrund strafrichterlicher Anordnung Untergebrachte, 2017 in Statistisches 

Bundesamt, (https://www.destatis.de). 

 

In Germany each state is responsible for the enforcement of the forensic legislation to 

provide treatment and secure custody in psychiatric or detoxification hospitals. 

Consequently, there are not only differences in the law, the organisation, and the 

enforcement of forensic psychiatry between Germany and other countries in Europe, 

there are also differences between states within Germany. Currently there are 16 

different forensic enforcement laws in Germany. Therefore, it will, and does, make a 

difference if a patient is hospitalised in a forensic facility in Bavaria, Berlin, or NRW 

and this is also the case for staff working in these facilities. The literature has 

emphasised how the differences in the enforcement of the paragraph 63 sentence 

between the states make it difficult to create standards and find evidence on what 

makes treatment work (Müller et al., 2017; Müller-Isberner et al., 2000). 

Multidisciplinary teamwork and collaboration are reported in all states in Germany as 

central general elements of care delivery, because the decisions about treatment 

progress and the level of freedom for patients have to be made in MDT meetings 

(Müller et al., 2017). The hospital in which the fieldwork of this study was conducted is 
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located in the state of NRW. The next paragraph will describe the landscape of forensic 

in-patient services in NRW. 

 

1.2.8 Current forensic in-patient hospital landscape in North Rhine Westphalia  

 

NRW, with 17.9 million people, is the most populated state in Germany. It is also the 

state with the most hospitalised forensic patients and the most forensic health care 

facilities in the country. The enforcement law for NRW is written down in the forensic 

hospital order (Ministerium des inneren des Landes NRW, 2021). Table 1.2 shows that 

in 2016 a total of 3,050 patients were hospitalised in forensic mental health care in 

NRW. Of these 3,050 patients, a total of 2,009 were accommodated in paragraph 63 

StGB high-secure in-patient hospitals (Statistisches Bundesamt, 2017).  

 

Table 1.2  
Number of forensic patients hospitalised in North Rhine Westphalia (NRW), Germany  

 

 Paragraph Total patients 

in 2016 

Number of 

hospitals 

63 64, 126a   

NRW 2,009 1,041 3,050 14 

Germany 5,972 4,394 10,366 77 

 

Note. Adapted from Im psychiatrischen Krankenhaus und in der Entziehungsanstalt 

aufgrund strafrichterlicher Anordnung Untergebrachte,  2017 Statistisches 

Bundesamt, (https://www.destatis.de). 

 

Currently, 14 forensic in-patient hospitals are in operation. The network of low-secure 

wards, out-patient services, and forensic wards in NRW are not considered here 

because they are of no relevance to this study.  
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Twenty years ago there was a lack of studies on how forensic services in Germany 

were organised, consequently, most of the organisation of in-patient hospitals was 

based on the ideology and beliefs of the medical profession (Müller-Isberner et al., 

2000). It was also the time when care and treatment in forensic mental health care 

became more person-centred and the care and treatment path of patients became part 

of the formal task of forensic in-patient hospitals (Olausson et al., 2019). The rights of 

patients came into focus and needed to be guaranteed in law and the enforcement of 

the law. In 1999, this led to amendments in the internal legal position of forensic 

patients in in-patient hospitals in NRW (Hollweg & Saimeh, 2013) and the design of an 

authority structure between the Ministry of Work, Health and Social Care in NRW and 

the forensic in-patient hospitals in which the Ministry is the highest state authority for 

this sector and appoints the State Commissioner for forensic health care. Since 1999 

the State Commissioner has been responsible for overall supervision of all forensic 

services in NRW. However, the State Commissioner sadly passed away in April 2020 

and subsequently the Ministry decided not to appoint another. This means since 2020 

the Ministry is in direct contact with the umbrella organisations representing the 

hospitals to discuss budgets, security, law, staff, and development of the sector. Figure 

1.2 illustrates two kinds of umbrella organisations responsible for the enforcement of 

forensic mental health care. The state association Rhineland (LVR) and Westphalia-

Lippe (LWL) currently represent 12 high-secure forensic in-patient hospitals, and two 

different private organisations with sovereign powers, represent two hospitals. All 

hospitals have diverse populations of both genders covering a variety of paragraph 63 

and paragraph 64 hospitals including a paragraph 126a hospital and a variety of 

diagnoses.  
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Figure 1.2 

Hierarchical position and organisation of forensic in-patient hospitals in North Rhine 

Westphalia  

 

 

 

Note. Adapted from Hollweg & Saimeh, (2013). 

 

International studies recommended building the organisational model of the future of 

forensic services based on the knowledge of the mentally disordered and on the 

knowledge of the effectiveness of the organisational models (Hodgins, 2002; Olausson 

et al., 2019). The in 1999 implemented model of bureaucracy for all the in-patient 

hospitals in NRW based on a medical model of care delivery with clearly defined rules, 

regulations, roles, and responsibilities for both staff and patients (Hollweg & Saimeh, 
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2013). All 14 forensic in-patient hospitals as shown in Figure 1.3. have a three-headed 

hospital board with a director of nursing, a director of medicine, and a chief executive 

officer. The director of nursing is not a member of the hospital board in every hospital. 

The director of nursing in most hospitals is responsible for the largest budgets, the 

largest number of staff, the wards within buildings, and the security on all levels in the 

hospital, yet is a sub-ordinate to the medical director. Two decades after the first 

implementation, the medical model of bureaucracy has become the norm in NRW. 

Consequently, there is no social-therapeutic approach or influence in the 

organisational structure of high-secure forensic services (Hollweg & Saimeh, 2013).  

 

Figure 1.3 

Internal hierarchical structure of forensic in-patient hospitals in North Rhine Westphalia 
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and hierarchy in all the in-patient hospitals in NRW led to more transparency for the 

public and secured the legal rights of patients. It also led to clear roles, responsibilities, 

and accountability in the hospitals. On the other hand, the organisational structure had 

also led to more costs for bureaucracy, and this had a negative effect on the number 

of staff working with patients. Due to the rising number of people working in the 

administration of the hospitals, there were less people working with patients because 

they are all paid from the same hospital budget. Unfortunately, up until 2021, there is 

still no reliable statistical information available on the total number of staff working in 

the different professions in forensic mental health care in NRW. Another conclusion of 

the evaluation was that there was a significant tension found between standard 

procedures and the accompanying bureaucratic regulations and the ability to establish 

a progressive therapeutic treatment culture in the in-patient forensic hospitals. This 

appears to be a consequence of 20 years of an organisational structure of forensic 

services without the influence of a therapeutic approach (Hollweg & Saimeh, 2013). 

The evaluation study in 2013 did not lead to significant changes in the organisational 

structures of forensic in-patient hospitals in NRW.  

 

Setting the cultural scene of the TI, PS, and forensic psychiatry in Europe, in Germany 

and in the in-patient hospitals in NRW for paragraph 63 convicted mentally-ill 

offenders, was needed to illustrate the background of this study and informed the 

ethnographic methodology and the methods used in the study (Liamputtong, 2012).  I 

will now discuss the rationale of the research.  
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1.3 Rationale  

 

The starting point of this research was never a hypothesis or the desire to test a theory. 

Neither was it, although very interesting, aimed at studying the cultural differences 

between the Netherlands and Germany or the differences between forensic psychiatry 

informed by a social psychiatric, psychotherapeutic paradigm or a medical one. My 

personal experiences of working in forensic psychiatry in different cultures had taught 

me that knowledge, experience, and personal skills were highly influenced by the 

culture, the relationships between the people in this environment, and my own 

interpretation of the interaction in the environment in order to feel safe and engage in 

collaboration. Seppänen et al. (2018) and Völlm et al. (2018) report that due to the 

focus on law, public opinion, reducing violence and risk assessment, there is less focus 

on MDT collaboration and how it occurs. The discussion in the section on forensic high-

secure institutions and forensic mental health care and its commonalities in Europe 

revealed the link between custody and care in high-secure environments and the 

correlation of these phenomena with the lived experience of safety of the people 

working and living in these environments. It also demonstrated a possible link between 

professional expertise, sharing knowledge, and collaboration, and the length of stay of 

patients, staff attrition, and feelings of safety experienced by the staff. MDT 

collaboration is suggested as the place where the decisions involving the treatment of 

patients should be discussed and made (Jellema et al., 2017). This also implies that 

the MDT must be a place where staff members feel safe and free enough to do so.  

 

The background also provided insight that due to the different laws in every state in 

Germany the local culture exerts a strong influence within the hospital and the 

collaboration between professions. (Konrad & Lau, 2010; Müller et al., 2017; Müller-



 

 
 

 

37 

Isberner et al., 2000). Brown & Leigh (1996) found that when organisations are 

perceived as safe and meaningful employees are more willing to be involved in their 

work. Schalast et al. (2008) report that higher levels of security in forensic hospitals 

leads to staff feeling less safe in the environment, which implies that high-secure 

forensic hospitals are not perceived as safe. Forensic hospitals operate on a model of 

bureaucracy (Hollweg & Saimeh, 2013) from a medical ideology (Müller et al., 2017; 

Müller-Isberner et al., 2000). MDT collaboration is seen as central to the work and its 

setting must be a place where it is safe enough to talk about worries, share ideas and 

discuss ethical issues among staff because the professions together take the decisions 

about the freedom of patients in an unequal environment (Jellema et al., 2017; Völlm 

et al., 2018). PS is defined as the interpretation that the environment is safe enough to 

take an interpersonal risk and be oneself without having to fear personal 

consequences (Baer & Frese, 2003; Edmondson, 1999; Kahn, 1990; Schein & Bennis, 

1965) and could support staff in their collaboration.   

 

In my work I experienced how the interactions in MDT collaboration constantly 

changed, even within the institutions themselves and within MDTs. These changes 

depended highly on the people and professions that were present during meetings, on 

where the meeting took place, and on my interpretation of the interaction between the 

staff members. Therefore, l developed the presumption that if the reality of a MDT is 

shaped and interpreted by the staff members’ own personal social history they bring 

into the MDT and the environment of the hospital, then the feeling of whether the 

environment of the MDT is safe enough to share thoughts, ideas, expertise, and 

knowledge is shaped and interpreted by staff members’ own personal history as well.  

Consequently, this research aimed to explore staff-to-staff interactions and the role of 
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PS in MDT collaboration in daily life in a restrictive and hierarchical environment of a 

TI.   

 

1.4 The scope of the study 

 

The research focused on the interaction between staff of different professional groups 

with different positions in the hierarchy of the daily life in the environment of a high-

secure in-patient hospital in NRW Germany. In the 10 limited participant observations, 

the 13 interviews, and the numerous informal conversations l had with staff in the 

hospital, l included both genders, all age groups, all professions, and all levels of 

education and years of experience in a forensic hospital.  

 

The study started in September 2014, 15 years after the implementation of the medical 

model of bureaucracy in all the forensic hospitals in NRW (Hollweg & Saimeh, 2013). 

The pre-fieldwork phase lasted two and a half years. This is not uncommon in 

ethnographic studies (Hammersley & Atkinson, 2007). The time was needed to learn 

about the background that would frame the methodology. PS defined as the feeling 

that the environment is safe enough for interpersonal risk taking, was a phenomenon 

that did not appear in the literature in forensic hospitals in Germany, it was also found 

to be a relatively new term with various definitions in the literature that needed to be 

explored before entering the field (Baer & Frese, 2003; Edmondson, 1999; Kahn, 

1990). In addition, to go into the field of interest without something to test, justify, or 

prove and for a long period of time meant that the study design had to be broad and 

flexible to gain data from multiple sources (Hammersley & Atkinson, 2007). The 

research had to be directed by a methodologically clear, well-informed, and structured 

study design to ensure that all decisions made during the research would be clearly 
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specified and justified to make the study repeatable and reliable (Davies, 2008; 

Hammersley & Atkinson, 2007).  

As to be expected in high-secure forensic in-patient hospitals, the research setting was 

not easy to access, especially regarding this type of research with staff members as 

the main participants and PS in MDT collaboration as the topic. Therefore, l had to be 

able to clearly formulate the methodology and design of the study and understand the 

background of forensic psychiatry before contacting any hospital to access the field. 

The study was conducted in Germany and was regulated by European, English, and 

German ethics governance. Gaining ethical approval became a one-year journey and 

this journey led to a well-founded, in-depth ethical process, which was necessary to 

gain ethical approval in England and in Germany. The first contact with the field was 

established in November 2016. The fieldwork phase started with the data collection at 

the hospital in April 2017 and I left the field in June 2018.   

 

1.5 Outline of the thesis 

 

This classic ethnographic research studied the culture of a group of people in MDT 

collaboration. The presentation of this study in this thesis aims to provide a holistic, 

cultural portrait through dense description (Bloomberg & Volpe, 2019; Emerson et al., 

1995; Hammersley & Atkinson, 2007; Liamputtong, 2012; Maanen, 2011). The 

presentation of this thesis follows the recommendations made by Bloomberg & Volpe 

(2019). In their work, Completing your qualitative dissertation: “A road map from the 

beginning to end”, they provide an outline for a qualitative thesis and recommendations 

for ethnographic studies. The quality and standards manual “Submission of Thesis 

2021-2022” of the University of Chester, is integrated into this thesis. Each chapter in 

this thesis represents a stage in the research in which the order of the chapters does 
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not represent the process in time. For example, the review of contemporary literature, 

Chapter 2, was conducted in 2019 after the data collection, which is not unusual in 

ethnographic research (Atkinson et al., 2007; Hammersley & Atkinson, 2007). The 

order of the chapters is also adjusted because entering the field with the initial study 

design was a part of the data collection and the interpretation of that data led to 

changes in the study design. Each chapter constitutes a section of the research that 

starts with an introduction and ends with a summary. To give more detail of each 

chapter l provide a brief summary of each chapter. 

 

• Chapter 1: Introduction – provides context, the rationale, justification of the 

study, scope, and outline of the thesis 

•  Chapter 2: Literature review – critical review of the literature on MDT 

collaboration and PS and presentation of the gap in knowledge this study aimed 

to fill and the research questions that were explored  

• Chapter 3: Overall research paradigm – introduces the qualitative research 

paradigm and the justification for the symbolic interactionist ethnographic 

methodology that underpinned the study design: sets out the design of the 

fieldwork, the hospital, the aimed for participants, and justifies the eclectic 

methods of data collection and data analysis, and the additional thematic 

analysis (TA): provides a section on rigour and reflexivity to demonstrate how 

this study secured its trustworthiness, and the ethical process is critically 

discussed 

• Chapter 4: Data analysis – reports the interpretation of what happened when 

I contacted the gatekeepers of potential hospital settings, the evolvement of the 

study design and the purposively selection of the hospital, its participants, and 

the meetings; a description of how the field, and its participants shaped the 
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fieldwork, and inevitably led to amendments in ethical procedures; a full 

description of the structured Thematic Analysis (TA) and a presentation of the 

participants’ themes and how these became the final themes with the findings  

• Chapter 5: Findings – report of the TA and presents the four themes and their 

findings, supported by translated quotes from the German language into the 

English language by a professional translator  

• Chapter 6: Discussion – relates the findings to the literature and considers the 

implications and limitations of the research.  

• Chapter 7: Conclusion – conclusions of this study, recommendations, future 

research topics and a final reflection of the research journey.  

 

Each chapter is ordered in sections and sub-sections to support the reader in 

navigating through the whole body of the thesis. These are listed in the table of 

contents. A list of abbreviations and a list of all the tables and figures are supplied at 

the beginning of the thesis. All the references drawn from a wide variety of sources are 

presented at the end of the thesis. 

 

1.6 Chapter summary  

 

This introduction provided insight into how the thesis was written and the role of 

reflexivity in this research project.  The rationale and the background to the study were 

discussed together with why and how MDT collaboration and PS became my research 

topics. It introduced forensic institutions in the past and present and forensic psychiatry 

in Europe, Germany, and NRW in particular. It also demonstrated the importance of 

MDT collaboration, discussed the differences between security and safety. The 

background of PS apprised the reader of the history of the construct and how it could 
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inform MDT collaboration. Finally, l presented a detailed outline of the thesis and its 

chapters.  

 

This thesis will now move on to Chapter 2, the review of the literature. 
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Chapter 2 Literature review  

 

2.1 Introduction to the process 

 

As justified in the background (see Chapter 1), this study began – like other classic 

ethnographic studies – from a broad perspective on MDT collaboration and the role of 

PS in high-secure forensic institutions, becoming more focused on its specific aims 

during the pre-fieldwork phase and the data collection in the field (Atkinson et al., 2007; 

Hammersley & Atkinson, 2007). I worked through the same process when exploring 

the literature. At the beginning of the research project, l read the literature around PS, 

MDT collaboration, and forensic psychiatry to gain a broader perspective, gathering 

knowledge on the research background (see Chapter 1) to apply in the design of the 

study. As the study developed, the literature remained important for my own learning 

process, but there was also a need for a contemporary-focused review of the literature 

on MDT collaboration and on PS to strengthen the study and identify the knowledge 

gap. The searches for this review took place between October and December 2019. 

The aim was to define MDT collaboration in forensic mental health and PS and locate 

them in current high-secure forensic in-patient hospital settings. This chapter details 

the methods used, including the approach to the literature, the search strategies, a 

quality review, and a short outline of the inclusion and exclusion criteria. Following the 

literature review, the common themes were drawn out. This was done to identify the 

current state of knowledge and areas in need of further research. Finally, this chapter 

elaborates on the knowledge gap that this research aimed to fill, and the research 

questions explored by this study. 
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2.1.1 Approach to the literature  

 

Throughout this study, the literature was often gathered online using a snowball 

sampling strategy. This allowed me to become more informed about the research 

topics and to shape my thoughts on MDT collaboration and PS in high-secure in-

patient hospitals, which was important for writing the research proposal. The online 

snowball strategy meant that literature could be searched by topic and found in 

reference lists from articles and books, Google Scholar alerts, Sage content alerts, and 

ResearchGate, as well as through suggestions from other academics and 

spontaneous searches on other topics in the online library of the University of Chester 

(Aveyard, 2019; Liamputtong, 2012; Onwuegbuzie & Frels, 2016). The University of 

Chester’s online library keeps an extended list of databases, including some from 

outside of health and social care that are incorporated into its searches (see Appendix 

A). Although the snowball strategy naturally aligned with the qualitative ethnographic 

methodology of this study (Hammersley & Atkinson, 2007), it would be inappropriate 

for a comprehensive critical analysis of the available literature on, for example, MDT 

collaboration in forensic high-secure hospitals over the past 5 years. The review 

provided the study with a solid foundation and direction, permitting the collection of 

relevant literature on MDTs, how they collaborate, and PS that had not been identified 

through the early snowball searches (Onwuegbuzie & Frels, 2016). The following 

section provides some insights into the search strategies and outcomes of the 

searches. 
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2.1.2 Search strategies – Identification 

 

The literature review involved a combination of handpicked snowball searches and a 

systematic review of the academic literature published over the previous 5 years. As 

shown in Table 2.1, to ensure that all healthcare research and publications were 

covered, four search engines were used: CINAHL, PsycINFO, SocINDEX, and 

PubMed (Aveyard, 2019). PubMed was chosen in place of MEDLINE because CINAHL 

already covered the nursing profession and PubMed included medical and all health 

professions. 

 

Table 2.1  
Databases and their search areas  

 

Database Search area 

CINAHL Nursing and allied health care from North America and Europe 

PsycINFO Psychology, psychiatry, child development, psychological care 

SocINDEX Sociology research database 

PubMed Medical and health profession 

 

Note. Adapted from Doing a literature review in health and social care: A practical 

guide, (4th ed., p. 81) by H. Aveyard, 2019, London, United Kingdom: Open University 

Press. 

 

The first search strategy was not effective and provided no hits. Aveyard (2019) and 

Onwuegbuzie and Frels (2016) recommend to always develop a search question. After 

rethinking the process, l developed a search question. The search questions were as 

follows: “What is MDT collaboration? What factors influence effective MDT 

collaboration? What is PS in MDT collaboration in high-secure, forensic, in-patient 

hospitals?” l then broke up the questions, formulated topics, and began searching by 
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topic, alternative terms, and synonyms. Table 2.2 illustrates the search strategies and 

the four keywords or key topics: multidisciplinary teams, factors influencing teamwork, 

psychological safety, and forensic mental health. The searches with keywords 

provided no relevant literature. A study by Perrier et al. (2016) reports that the unclear 

use of the terminology “interdisciplinary”, “multidisciplinary”, “multi-professional”, “inter-

professional”, and simply “teamwork” led to a semantic quagmire in IPT research (p 

273). Because of the use of varying terminology, studies are not consistently indexed 

in literature databanks, which leaves other researchers unable to identify relevant 

studies. The authors report that this semantic quagmire also makes it impossible to 

measure and document the effects of MDT, IDT, MPT, and teamwork in health care. I 

then conducted multiple searches of various search engines, using different search 

terms and combinations of terms, as shown in Table 2.2. In consultation with the library 

of the University of Chester, l was advised to use Boolean operators. This meant using 

the advanced search tool for the online searches. This enabled me to search keywords 

in combination with other terms and the commands “AND”, “OR”, and “NOT”. When 

the word “AND” was added, the system would search for both terms and limit the 

search to results that included both. The use of the word “OR” widened the search by 

searching for results that contained one or other terms. The word “NOT” limited the 

search by excluding the specified terms from the results. (To avoid missing potentially 

relevant journal articles, the command “NOT” was not used during the searches.) The 

first Boolean searches produced thousands of hits, but most were not relevant. It 

appeared that when the keywords were not combined – for example, “multidisciplinary” 

and “team” – the search simply found every result with the words “multidisciplinary” or 

“team” in its title. Double brackets were used to search for combinations of words – for 

example, “multidisciplinary team”, “psychological safety”, and “forensic psychiatry” 

(Aveyard, 2019; Onwuegbuzie & Frels, 2016).  
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Table 2.2 
Search topics with Boolean operators  

 

Keywords 
 

Synonyms 

1 2 3 4 

Multidisciplinary 

team OR 

AND 

Interdisciplinary 

OR 

Multidisciplinary 

OR 

Interprofessional 

OR 

Teamwork 

OR 

Factors influencing 

MDT collaboration 

AND 

Enhancing 

MDT work OR 

Effectiveness 

OR 

Factors 

influencing 

teamwork OR 

Teams in 

the 

workplace 

PS 

AND 

PS in brackets    

Forensic mental 

health care 

OR 

Forensic 

psychiatry 

OR 

Forensic 

hospitals 

OR 

Forensic 

treatment 

OR 

 

 

Note. Adapted from Doing a literature review in health and social care: A practical 

guide, (4th ed., p. 81) by H. Aveyard, 2019, London, United Kingdom: Open University 

Press.   

Note. OR was used to search for synonyms, they are alternative terms for and spellings 

of each keyword.  AND is a combination with each keyword and the synonyms. 

 

To ensure the search results were as specific and contemporary as possible, they were 

also filtered by the following criteria: 

• journal articles 

• peer-reviewed articles 

• articles in the English and German language 

• articles from 2015 to the present day 
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2.1.3 Screening and eligibility 

 

The review of the literature was an intensive process. The literature search recording 

sheet 2019/2020 provided by the University of Chester was used to document all the 

searches. Detailed information is available in Appendix B. MDT collaboration is widely 

accepted as core to the work in mental health care (see background Chapter 1), and I 

wrongly assumed that it would be simple to find recent literature on MDT collaboration 

in forensic health care. However, my initial searches revealed very little relevant 

literature on MDT collaboration that had not already been detected via the snowball 

searches. The complexities in terminology addressed by Perrier et al. (2016) obliged 

me to go back in time and dig more deeply into the history of MDT collaboration, 

choosing a specific definition to use for this study (This will be discussed later in this 

chapter.) This also had consequences for the search inclusion and exclusion criteria. 

The database search led to the gathering of 235 articles in total. 

 

This first screening by title, keywords, and duplications reduced the number of articles 

from 235 to 168. The articles excluded from the structured searches were those 

already identified through snowball searches (the duplications). The 168 articles were 

all screened by title and abstract. The 108 articles that were dismissed failed to meet 

the following inclusion criteria: 

• year of publication 

• original research 

• systematic review of the literature or theory 

• related to high-secure forensic in-patient hospitals 

• add relevant knowledge to any of the key search topics 
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This reduced the number of articles to be assessed for eligibility to 60. The 60 articles 

were fully read and another 43 were dismissed because they did not meet the inclusion 

criteria, leaving 17 articles to explore. Reading all the articles was an enriching 

experience. It broadened my perspective on MDT collaboration and PS. The articles 

that were dismissed all remained in the reference database. 

 

Having justified the selection process, I will continue with a short discussion of how the 

qualities of the remaining studies were determined through critical analysis of the 

content. 

 

2.1.4 Quality review  

 

The 17 identified articles were added to the 42 obtained through snowball searches. l 

then followed the recommendations of Aveyard (2019) and Bloomberg and Volpe 

(2019), performing a structured assessment of the strengths and weaknesses of each 

article. The aim of the quality review and critical appraisal was to familiarise myself 

with the articles and critically question the literature and identify whether it was likely 

to answer my review question and relevant to the qualitative paradigm of this study 

(see Chapter 3) (Aveyard, 2019; Onwuegbuzie & Frels, 2016). The Dickens et al. 

(2016) tables of quality assessment were adopted (see Appendix C). I chose this 

method as the first step in the critical analysis to develop an overview of the 

methodologies and designs other researchers had used and identify the qualities of 

these paradigms. The data extraction table provided by the University of Chester was 

used to record the critical appraisal (see the extract in Appendix D). The 42 articles 

gathered through snowball searches were screened before the literature review. Most 

of the contemporary articles on PS were handpicked. The identified articles originated 
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in 10 European and Scandinavian countries, the United Kingdom, the United States, 

Australia, and New Zealand. I identified 18 quantitative, eight qualitative, and six mixed 

method studies. 

 

The flowchart in Figure 2.1 summarises the structured searches of the literature and 

details the numbers of included and excluded articles, as described in the previous 

sections (Moher et al., 2009). In addition to showing the articles found through 

structured searches, there is also a box showing the handpicked searches and articles 

found through the snowball strategy. 
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Figure 2.1 
 
 
Flow diagram of the literature searches 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note. Adapted from “Preferred Reporting Items for Systematic Reviews and Meta-Analyses: The 

PRISMA Statement,” by D. Moher, A. Liberati, J. Tetzlaff and D.G. Altman, 2009, British Medical Journal, 

339, p. 8. 

Note. Searches from the databases CINAHL, PsycINFO, SocINDEX and PubMed over the past 5 years 

in English and German. The handpicked snowball searches only include journal articles.  
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2.1.5 Identified themes  

 

From the critical appraisal of the 17 articles and re-reading of the 42 handpicked 

articles, the following themes evolved (Bloomberg & Volpe, 2019): 

 

• The medical model and the hierarchy of the various professions play a role in 

MDT collaboration. There is a relationship between the medical model, 

decision-making, and accountability in the MDT. 

• There is a lack of clarity in the literature around the definition of MDT 

collaboration and in the terminology used to define a MDT. Contemporary 

studies do not define MDT collaboration. MDT collaboration is taken for granted 

and its meaning is not discussed. 

• The factors influencing MDT collaboration and levels of safety appear on three 

levels: macro, meso, and micro. Contemporary studies show that PS also has 

different levels of influence (macro, meso, and micro). 

• All studies on PS refer to the findings of Kahn (1990) and Edmondson (1996, 

1999). There is a link between the TI and PS. Both originate in the 1960s, when 

early authors on PS used Goffman (1961) and the TI. These included Schein 

and Bennis (1965) and Kahn (1990) 

• Since 1999, there has been very little qualitative research on PS. 

 

This section has described the methods used to review the literature, as well as the 

outcomes of the searches. The next section provides a written report of the review, 

incorporating the themes that emerged in the critical appraisal. This will explain the 

identified knowledge gap and introduce the research questions explored by this study. 
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2.2 Multidisciplinary collaboration 

 

A first statement on MDT collaboration found in The British Medical Journal of 1979 

(Appleyard & Maden, 1979) reports that, for different professions, working together in 

a traditional medical model, in which status and power dominate, is not something that 

comes naturally. Appleyard and Maden (1979) argue that “paramedical staff, nurses, 

and social and educational experts are increasingly contributing to health care. The 

multidisciplinary approach is becoming widely accepted and seems to be the 

establishment’s answer to difficult clinical problems in the health services” (p. 1305). 

No definition of the MDT is given, nor is there an explanation of how it works; but the 

authors mention their worries about their roles, suggesting that, “this innovation is 

leading towards a formalised multidisciplinary team being taken for granted, without 

knowing of any evidence that the decisions of the team are better than the decisions 

the responsible doctor would make after consultation with his colleagues” (Appleyard 

& Maden, 1979, p. 1305). This statement reflects the physicians’ fear of losing control 

of their patients’ treatment and the importance and status that comes with a dominant 

medical role. They argue that when a doctor is not solely responsible or accountable 

for a decision, diagnosis, or treatment plan, they become dependent on other 

professions, thus responsibility and accountability must be clear and defined so that 

negative consequences for patients can be reduced. Since Appleyard and Maden's 

(1979) work, MDT collaboration has evolved. 

 

With the growth of welfare states across Europe in the late 20th century, health care 

became more complex: the human rights of patients were now widely acknowledged, 

and interest in different professions working together collaboratively towards a 

common goal was increasing. The hospitalisation of patients in forensic hospitals is a 
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procedure governed by mental health and criminal legislation (Hollweg & Saimeh, 

2013). Patients are involuntarily detained but the inner world of forensic hospitals has 

developed since the times of Goffman (1961). Decisions about patients’ treatment are 

made individually informed by a medical model and the law, and taken in MDT 

meetings (Haines et al., 2018; Orovwuje, 2008). MDT work has taken over health care, 

and the priorities are patient care, patient safety, and treatment outcomes (World 

Health Organisation, 2011). In forensic mental health care teamwork, MDT 

collaboration, experience, and skill are seen by staff as essential for supporting the 

management of violence, and ensuring perceptions of safety on wards (Barr et al., 

2019; Marshall et al., 2019; Martin & Daffern, 2006; Whittington, 2002). Treatment is 

based on therapeutic relationships, acknowledging the importance of the physical 

environment and the social climate for improving individual patients’ wellbeing and 

reaching the goal of rehabilitation (Olausson et al., 2019). A quantitative European 

study by Connell et al. (2019) evaluated the factors influencing the length of stay of 

patients in forensic services. All 16 participating countries (including Germany) 

reported that MDT collaboration, sharing of expertise, research, and professional 

development are essential to the work in forensic mental health care.  

 

2.2.1 Multidisciplinary collaboration – Medical model  

 

A more holistic view on treatment has led to an increase in professions and 

professional groups, with different roles, skills, knowledge, and responsibilities 

collaboration to bring together essential patient information in meetings (Mason et al., 

2002). For example, the professions of social work, education, nursing, psychology, 

psychotherapy, and occupational therapy have gained importance in the treatment 

process and become integrated parts of the MDT. For staff working in forensic in-
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patient hospitals and dealing with the complexities of patients’ mental illnesses, the 

ongoing search for effective treatment in a restrictive environment is challenging (Völlm 

et al., 2018). Staff must create therapeutic environments that address the needs of 

patients, whilst continually addressing the balance between relational, procedural, and 

environmental security (Olausson et al., 2019). 

 

In a mixed-method ethnographic study, Haines et al. (2018) report that, despite the 

contributions of multiple professions to the treatment of patients, the bureaucratic 

medical model continues to define the roles, responsibility, and accountability of the 

professions and the decision-making process. In their study Haines et al. (2018) found 

that each professional group brought to the MDT their own knowledge and expertise, 

as well as their professional value system, normative practices, ideological framework, 

and ethical code of conduct (p. 192). With the dominant medical and legal paradigms 

that create the framework for responsibilities and the (sometimes personal) 

accountability of the members of the MDT, the medical staff determine the treatment 

and decision-making leading to inequality in the collaboration between professions. 

Oborn & Dawson (2010), even conclude that multidisciplinary structures enhance the 

existing inequality between professions due to the privileged knowledge of the medical 

staff (p. 1835). Knowledge is socially constructed, thus the status and privilege of the 

different roles are highly influenced by the micro processes of power within the teams 

(Oborn & Dawson, 2010). The psychiatrist in a forensic hospital has the role with the 

highest level of knowledge and the most legal responsibility for the patient, the 

institution, and the representation of the patients’ progress (or lack of) in court (Niveau 

& Welle, 2018). The line manager of the psychiatrist is the medical director (MD), who 

is the highest authority in the hospital. The person in this role manages the 

collaboration and the incorporation of input from other professions in the decisions. In 
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a quantitative study, Appelbaum et al. (2020) refer to unequal collaboration in the 

medical model as “power distance”. Power distance is defined as “existing inequity 

between high- and low-status individuals, a personal belief about how power should 

be structured, rooted in cultural norms” (p. 21). The authors found that a reduction in 

perceived power distance between professions positively affected collaboration and 

PS. 

 

In a quantitative expert consensus study, all respondents agreed that care 

professionals in forensic hospitals need an understanding of all interventions delivered 

by the various professions to be able to support patients as they go through them (Tapp 

et al., 2016). However, the respondents in this study all agreed that the influence of 

the hierarchy that comes with the medical model makes it difficult to understand all the 

interventions. 

 

Since Goffman in the 1960s – and Appleyard and Maden (1979) – it remains the 

medical profession that, through a process of negotiation, determines the extent to 

which other professions may contribute to the MDT. The literature shows that the 

medical profession’s power is not necessarily derived from knowledge but rather the 

hierarchy and power distance that comes with the medical model (Appelbaum et al., 

2020; Haines et al., 2018; Tapp et al., 2016). The analysis of the studies in this section 

revealed that previous researchers have called for more qualitative research exploring 

how hierarchy and power distance influence the culture of MDT collaboration in daily 

life (Appelbaum et al., 2020; Körner, 2010; Tapp et al., 2016). 
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2.2.2 Defining multidisciplinary collaboration 

 

Today, multidisciplinary teamwork is widely accepted as the state of the art and seen 

as essential for delivering specialised care in the unpredictable and often restrictive 

conditions of secure psychiatric environments (Haines et al., 2018; Mason et al., 2002; 

Whyte & Brooker, 2001; Barr et al., 2019; World Health Organisation, 2011b). Experts 

say that multidisciplinary input is important for challenging staff members to think 

beyond the limitations of their environment to maximise patients’ gain from 

interventions and risk assessments (Tapp et al., 2016). For example, decisions about 

whether patients can go on guided leave or visit family are made in MDT meetings. 

There are also discussions about how to handle challenging behaviour in daily life, 

including perspectives about the best possible treatment for individual patients. 

However, although MDT collaboration is widely accepted and considered state of the 

art, the establishment of a definition of MDT collaboration in secure environments has 

proven more complicated than initially assumed. 

 

In a bibliometric review of 1,148 studies, Perrier et al. (2016) found no clear definitions 

of MDT, IDT, or teamwork. The only commonality identified in the studies was that all 

agreed on the involvement of two or more professions or disciplines. Interestingly, 

Perrier et al. (2016) found that most authors did not propose a specific meaning for 

“MDT” or “IDT”, which could imply that the reader was expected to intuitively know 

what was meant by “IDT” or “MDT collaboration”. In a discussion paper, Øvretveit 

(1996) reports that the multiplicity of terminology of professions working together leads 

to problems with designing and improving teams, as the same words can be used for 

different teams with various meanings and goals. Several papers note that the unclear 

definitions lead to a lack of clarity in staff members’ roles and, therefore, to problems 
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in collaboration between professions (Choi & Pak, 2006; Mason et al., 2002; Øvretveit, 

1996; Whyte & Brooker, 2001). Reviewing the articles, l noticed that whilst all the 

papers critically discussed the consequences of a lack of a definition, only a few papers 

attempted to provide one. 

 

In their review of the literature, Choi and Pak (2006) found three commonly used terms 

that describe teams combining more than one profession: “MDTs”, “IDTs”, and 

“transdisciplinary teams” (TDT). The authors highlight that these three terms seem to 

refer to different forms of collaboration on the same continuum, and they propose three 

definitions to describe collaborations that go from the most basic level to the most 

extended (i.e., transdisciplinary). The authors define a MDT as a group of different 

professions or disciplines working together at the same time; sharing the same goal, 

aim, or task; and staying close to their own profession. In the outcome of the 

collaboration, no boundaries are crossed. Although their definitions provide some 

clarity, they are static. MDT collaboration in forensic in-patient hospitals is complex 

and dynamic due to the number of professional groups collaborating, the variable 

composition of the meetings, the complexity of the patients, and – most importantly –

the influence of the hospital culture. 

 

One study undertaken in rehabilitation centres in Germany compared a MDT approach 

and an IDT approach (Körner, 2010). This study embodied and extended the early 

definition proposed by Choi and Pak (2006). Körner (2010) defines the MDT approach 

as discipline-oriented, with professionals representing their own disciplines and 

working parallel with others to create their own treatment plans and goals. There are 

clear definitions of the roles and of the hierarchical lines of authority. Similar to Goffman 

(1961) and Haines et al. (2018), Körner (2010) reports that the physician is the highest 
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authority in the MDT. In the MDT approach, the physician is responsible for the 

treatment of patients in its entirely and is the coordinator of the treatment plan used by 

all the other disciplines and professionals working with the patient. In this approach, 

the level of professional autonomy is high, every member creates their own individual 

goals to serve the treatment plan, and the goal of the communication in the MDT is the 

exchange of information. Although the study was conducted in medical rehabilitation 

centres, Körner (2010) defines IDT collaboration in a manner that somewhat aligns 

with the work of the MDT in forensic in-patient hospitals. In most forensic hospitals, the 

professionals from the different disciplines have regular meetings. They meet to 

collaboratively set goals for the delivery of treatment, utilising skills from various 

disciplines, with a high level of communication and cooperation among the members 

of the team. Forensic MDTs differ from the IDTs defined by Körner (2010) because the 

members of the MDT in forensic in-patient hospitals do not have the same hierarchal 

structure and, therefore, do not have the same professional autonomy (Appelbaum et 

al., 2020; Haines et al., 2018; Oborn & Dawson, 2010; Tapp et al., 2016; Whyte & 

Brooker, 2001). If Körner (2010) is describing the view of MDT or IDT approaches and 

teamwork that is common in Germany, this could explain why collaboration in forensic 

in-patient hospitals is primarily referred to as “MDT collaboration”. Körner (2010) 

argues that it would be almost impossible to adopt the IDT approach in Germany due 

to the dominance of the medical paradigm and the resulting power distance 

(Appelbaum et al., 2020). 

 

In an older description of MDT work in forensic mental health, Cooper (cited in 

Orovwuje, 2008 p. 24) describes MDT work as “a model of service delivery by health 

care professionals, working together in a team, sharing a common philosophy of care 

and work together to serve the needs of the individual patients”. Various authors have 
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added to the knowledge of MDT teamwork. They report that the work in a team is inter-

dependent, which means that the different professionals depend on each other’s work 

(Appelbaum et al., 2020; Salas, Reyes, et al., 2018). The different professional groups 

in the MDT reach shared goals through social interaction – for example, in patient 

meetings (Haines et al., 2018; Orovwuje, 2008). Previous studies also mention that, 

for innovation and improvement in the individual treatment of patients, the MDT 

members’ knowledge must be made accessible through communication to all the 

occupations in the MDT (Brueller & Carmeli, 2011; Edmondson & Harvey, 2018; 

Haines et al., 2018). 

 

Following the critical analysis of the current literature on MDTs, it can be concluded 

that there is no universal definition of “MDT collaboration”. Forensic in-patient hospitals 

in Germany seem to have adopted various approaches and primarily refer to these as 

“MDT collaboration”. The literature clarifies that a MDT is a team of professions with a 

shared approach to care and clear treatment goals for patients, with sometimes 

unconscious but clear hierarchical lines for the roles, responsibilities, and 

accountabilities of the team members. Based on the existing literature, I have 

formulated the following definition of collaboration between multiple professions in 

forensic high-secure institutions: 

 

A model of health care professionals working together in a team, sharing a 

common philosophy of care, and working together to serve the needs of the 

individual patients, with the collaboration being inter-dependent, and making the 

knowledge about patients socially constructed and accessible to all the 

professions through communication in meetings (Appelbaum et al., 2020; 
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Brueller & Carmeli, 2011; Haines et al., 2018; Oborn & Dawson, 2010; 

Orovwuje, 2008) 

 

2.2.3 Multidisciplinary collaboration – Intuitive  

 

The MDT is obliged by the medical and legal paradigm to meet on a regular basis to 

discuss the patients’ treatment progress and complex situations in their daily lives on 

the ward and to collaborate and make decisions (Müller-Isberner et al., 2018). The 

practice of working in and as a MDT in forensic mental health care, as different authors 

suggest, is primarily intuitive, with a general and common understanding of its meaning 

(Appleyard & Maden, 1979; Choi & Pak, 2006; Orovwuje, 2008; Perrier et al., 2016). 

The German philosopher Habermas, with his understanding of communicative action 

and our lifeworld (Habermas, 1984), offers an explanation for this common view of 

MDTs. Habermas argues that social evolution is a form of social learning, and this 

social learning lies underneath social systems. As social systems become more 

complex and differentiated, they take on a logic of their own and may no longer be 

subject to the control of individual or even collective social agents (Fultner, 2011, p. 5). 

Habermas (1984) also states that, through language, we represent the world; establish 

relationships with one another; and express our feelings, emotions, and other internal 

states. Communicative action functions as a means of social integration. It forges 

social bonds and allows a rational basis for mutual understanding. Communication 

within a culture requires no interaction to deduce or explain an act that has been 

performed or what an expression means because they are self-identifying (Fultner, 

2011). Seen from Habermas’ perspective, MDT work – as a part of the social system 
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of a high-secure in-patient forensic hospital – evolved from the social learning of staff 

members, as they sought to handle a changing culture and paradigm concerning the 

treatment of mentally-ill offenders. This extended from managing large groups in a TI 

to individual care with a focus on rehabilitation. The work of staff members gained 

complexity and has been differentiated in its required knowledge, roles, 

responsibilities, and accountability. Staff – as individuals or in the MDT as a whole – 

have become less able to control the learning process, as Appleyard and Maden 

(1979) have noted. Taking the perspective of Habermas (1984), l theorise that, through 

language and relationships, staff members have unconsciously learned and adapted 

to the changing social environment and reached a mutual understanding of MDT 

collaboration. According to Habermas (1984), culture and interaction in the MDT do 

not require any explanation of their meaning because the social bonds between staff 

members create mutual understanding and are self-identifying. This may explain why 

no specific literature was found on MDTs in forensic mental healthcare in Germany or 

internationally, nor were any specific concepts found in the literature on the 

development of MDTs in forensic mental health care. 

This highlighted another possible explanation of why no definitions of MDT 

collaboration or relevant concepts had been discovered and what could have caused 

MDTs to be taken for granted: the MDTs appear to differ between localities. 

After defining MDT collaboration and exploring why it was difficult to find contemporary 

literature on the topic, I moved onto the next stage of my review of the literature: 

investigating existing knowledge of successful MDT collaboration in forensic in-patient 

hospitals. 
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2.2.4 Multidisciplinary collaboration – Effectiveness   

 

In recent decades, teamwork has become present in daily life – from education to 

sports. Almost every workforce is called a “team” and hardly any professional task is 

now done alone (Edmondson & Lei, 2014; Salas, Reyes, et al., 2018). In healthcare, 

MDT collaboration improves the quality of patient treatment and care, providing better 

outcomes than decisions made in a single team or by a single profession (Appelbaum 

et al., 2020; Haines et al., 2018; Orovwuje, 2008; Reeves et al., 2018; Salas, Reyes, 

et al., 2018; West et al., 2012) This forces organisations, including medical institutions, 

to focus on factors that facilitate collaborative practice and learning behaviour. As a 

result, there has been a significant increase in knowledge of team functioning, team 

dynamics, team competencies, team leadership, team cohesion, and the influences on 

teams (Bell et al., 2018; D’Innocenzo et al., 2016; Driskell et al., 2018; Lovell et al., 

2014; Mason et al., 2008; Salas, Reyes, et al., 2018; Salas, Zajac, et al., 2018; 

Schippers et al., 2014; Van den Bossche et al., 2006). In 2018, The American 

Psychologist, a journal of the American Psychological Association, published a special 

issue dedicated to “The Science of Teamwork”, bringing together knowledge on the 

factors influencing teamwork (McDaniel et al., 2018). Healthcare institutions have been 

obliged to create supportive organisations and environments that facilitate MDT work 

to improve the efficacy of their collaborations, resolve conflicts, ensure safety, reduce 

errors, and – most importantly – improve team learning and team performance (Bell et 

al., 2012; Edmondson, 1999; Salas, Reyes, et al., 2018). 

 

According to Haines et al. (2018) and Reeves (2010), the influences on MDT 

collaboration and its effectiveness in forensic mental health care are varied and come 



 

 
 

 

64 

from diverse levels. The broadest level is contextual. This comprises culture, public 

opinion, the implementation of laws, and the values of risk assessment and risk 

management and are reflected in the organisational perspective. The organisational 

perspective is that of the institution itself. The bureaucratic medical model provides the 

security structures and regulations and the time and money made available in forensic 

hospitals (Hollweg & Saimeh, 2013). On a meso level, the processual factors 

determine how time, social environment, routines, rituals, procedures, and 

communication processes on wards influence MDT collaboration. Finally, there is the 

micro level, which is the relational perspective between professions. 

 

West et al. (2012) conducted a large-scale mixed-method study, commissioned by the 

Secretary of State for Health in the UK, on factors influencing the effectiveness of multi-

professional team working (MPTW) in mental health care. One of the aims was to 

identify facilitators and inhibitors of effective MPTW, including leadership, team 

processes, organisational support, and context-specific factors (p. 12). The study 

comprised three stages: 

• Stage 1 – To determine the key domains of effectiveness with the field. 

• Stage 2 – To survey 135 teams, including the key domains determined in stage 

1. 

• Stage 3 – To conduct qualitative ethnographic semi-structured interviews and 

observations of team meetings to enrich and interpret the findings of stage 2. 

 

West et al. (2012) report five overarching themes emerging from the three stages of 

the study: team functioning and effectiveness, leadership, resources, organisational 

structure and work design, and inter-team working (p. 126). The authors found that 

teams have little time to evaluate their goals, processes, and performance and thus to 
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adapt accordingly, but they do have clear goals and tasks. Clarity of goals and effective 

meetings – together with good channels of communication – are essential for effective 

team functioning. The findings at stage 3 showed that a shared focus on patients, good 

interpersonal relationships, trust, and PS (i.e., the feeling that the environment was 

safe for interpersonal risk-taking; Edmondson, 1999) enhanced the respect between 

professionals, which enabled effective collaboration. Leadership was also found to be 

critical for supporting team innovation, and PS was required for members to challenge 

the status quo and generate new ideas. The authors report that work pressure was 

critical for all aspects of team collaboration, including relationships, time to think, and 

creative problem-solving. Regarding organisational structure, West et al. (2012) found 

two key factors: first, teams require a clear mandate and shared goal, and second, 

“they need to work in a context of mutual respect” (p.136). Thus, leaders of MDTs must 

integrate the inter-team goals – including all professions – to prevent “silo thinking”, 

which is defined as professions remaining in their own professions and operating 

independently of the MDT. The study provided knowledge about the factors influencing 

the effectiveness of collaboration, as found on four levels in mental health institutions: 

organisational, procedural, team, and relational. 

 

In a mixed-method study, Whyte and Brooker (2001) identified nine factors within 

secure environments that influenced effective MDT collaboration. These nine factors 

were a combination of organisational legitimacy (that is, the willingness of 

professionals to engage with each other), interprofessional skills and motivation, 

enhanced knowledge of contemporary treatment approaches to client groups, and 

leadership and training on being a member of the team (p. 32). They found that MDT 

members in high-secure hospitals were often struggling because one or more factors 

were missing. Especially problematic was the variation in the autonomy of decision-



 

 
 

 

66 

making and the accountability between professions. The relationship between 

decision-making and accountability was confirmed by Haines et al. (2018), who state 

that “clear aims, responsibilities, and implementation actions are a prerequisite for 

effective MDT collaboration” (p. 193). Orovwuje (2008) reports that, to provide 

comprehensive and coordinated treatment that addresses the needs of patients, MDTs 

should have a balance of professional skills and knowledge, with a shared view of 

assessment, planning, treatment, and patient rehabilitation. MDT collaboration should 

be based on equality. However, according to the author, the dominance of the medical 

model makes this almost impossible. The World Health Organisation (WHO) published 

an international guide for patient safety called, “Being an Effective Team Player” (World 

Health Organisation, 2011b, 2011a). One limitation of this document is that it only 

describes what staff should do and not how they can achieve patient safety or create 

a safe environment for both staff and patients to collaborate effectively. 

 

This review of the literature provided the insight that simply bringing together diverse 

professions with different disciplinary expertise is not sufficient to guarantee effective 

MDT collaboration towards a shared goal (Haines et al., 2018; Liberati et al., 2016; 

West et al., 2012; Whyte & Brooker, 2001). It has also revealed that quantitative 

studies – and the quantitative stages in mixed method studies – have identified factors 

influencing the effectiveness of MDT collaboration but provided less inside knowledge 

on the culture of MDTs.  

 

MDT work is essential for improving treatment outcomes and the professional 

development of staff in forensic health care, but there is a dearth of studies on the 

meaning of the MDT and MDT collaboration and what makes it successful in forensic 

mental health. The structured review and snowball searches identified various studies 
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highlighting factors or conditions that could improve MDT collaboration, its 

effectiveness, and members’ feelings of safety about working in the complex 

environment of forensic mental health care (Haines et al., 2018; Orovwuje, 2008; West 

et al., 2012; Whyte & Brooker, 2001). However, none of the studies focused on the 

roles of individual staff members in MDT collaboration in the context of forensic 

hospitals. Although the studies identified the staff roles and relationships as important, 

this was in relation to improving patient care and not in relation to MDT collaboration 

and learning. 

Following this discussion of the effectiveness of MDT collaboration, the next section 

will discuss the contemporary literature on PS. 

 

2.3 Psychological safety – Relevance 

 

As explained in the background presented in Chapter 1, PS has been defined in four 

ways at different points in time. In the 1960s, PS was fundamentally about reducing 

the interpersonal risk that necessarily accompanied uncertainty and change in a 

learning environment. PS was provided by leaders and supervisors guiding employees 

in the changing and learning environment (Schein & Bennis, 1965). Kahn (1990) 

defines PS as “the employee’s sense of being able to show and employ one’s self 

without fear of negative consequences to self-image, status, or career” (p. 708). 

Edmondson (1999) defines team PS as “a shared belief that a team is safe for 

interpersonal risk-taking” (p. 356). Baer and Frese (2003) extended the construct of 

team PS to the organisational climate. A climate of PS is created through formal and 

informal organisational practices and procedures that guide and support open and 
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trustful interactions within the work environment (p. 50). A shared commonality in all 

four definitions is the need for a workplace that minimises perceptions of interpersonal 

risk for staff, thereby encouraging employees to contribute their ideas and actions to a 

shared goal or enterprise, to seek feedback, and to be creative in problem-solving. 

These factors are referred to in the literature as “interpersonal risk behaviour” 

(Edmondson & Lei, 2014; Frazier et al., 2017; Newman et al., 2017). 

Marks et al. (2001) distinguish “team process” – or what teams do, depending on their 

tasks and goals – and “team emergent states” (TES), which concern how teams work 

together as a team. The authors refer to these team states as “emergent” because 

they emerge from the individual team members’ cognitive, motivational, and affective 

states, which together define the team culture. Previous studies have reported that 

TES emerge relatively early and then continue to develop over time (Edmondson & 

Harvey, 2018; Harvey, Leblanc, et al., 2019; Marks et al., 2001). Edmondson (1999) 

identifies PS as an essential TES for team learning, whilst Bell (2012; cited in Harvey, 

Leblanc, et al., 2019) identifies four TES as vital for team learning: psychological 

safety, goal orientation, cohesion, and efficacy, which together produce a team 

learning climate (p. 1). Harvey et al. (2019) report that PS is an affective TES. This 

also explains why Edmondson (1999) defines PS as the shared belief that the team is 

safe for interpersonal risk-taking. 

Since Edmondson introduced PS in 1999 as a team-level construct, the concept has 

flourished. It has been subject to many, mostly quantitative studies that have used the 

validated scale Edmondson developed for PS, team learning behaviour, and team 

performance or adapted the scales to local situations (Newman et al., 2017). Two 

quantitative studies (Brueller & Carmeli, 2011; Carmeli et al., 2009) use the definition 
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proposed by Kahn (1990) these studies measured the role of high-quality relationships 

and PS. 

 

Previous studies have generally reported that PS enables staff members to engage in 

open communication (Harvey et al., 2019); seek and give feedback and be creative 

(Scheepers et al., 2018; West et al., 2012); and talk about their concerns and ask 

questions (Edmondson, 1996; Edmondson & Harvey, 2018; Newman et al., 2017; 

Pearsall & Ellis, 2011). PS is relevant in health care, as this is a highly specialised, 

knowledge environment in which professions must work together interdependently to 

ensure patient safety and care and provide treatment (Nembhard & Edmondson, 2006; 

Sanner & Bunderson, 2015), and it is particularly relevant in mental health care, where 

quality of care relies on collaboration between professions. In a quantitative study, 

Appelbaum et al. (2020) found a relationship between a hierarchical organisational 

environment and level of PS, team cohesion, and team effectiveness. Edmondson et 

al. (2016) reported that ‘speaking-up behaviour’ can raise fears of personal 

consequences and threats to one’s status in the group. 

 

Newman et al. (2017) conducted the largest systematic review of the literature on PS 

published between 2009 and 2015. They identified 83 articles in their investigation, of 

which 78 were empirical studies. In their review, the authors found that most of the 

input into PS were discovered on a personal and team level – such as supportive 

leadership, relationships with colleagues, and organisational practices (p. 528). When 

staff felt supported, they were more willing to share knowledge and engage in 

collaboration. Staff would report errors and failures and demonstrated learning 

behaviours. The other variables related to PS were team characteristics, diversity, and 

relationship networks (on the team level) and individual differences and relationships 
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with others (on the personal level) (Newman et al., 2017). As illustrated in Figure 2.2., 

PS is either considered to be influenced by an input on an organisational, team, or 

relational level or it is seen as a moderator that influences the desired work outcomes 

on these three levels. This perspective has led to a body of literature studying PS on 

separate levels in organisations, rather than as a holistic concept (Edmondson & Lei, 

2014; Frazier et al., 2017; Newman et al., 2017). 

 

Figure 2.2  

Psychological safety as a moderator  

 
 

 
 

 
 
Note. Adapted from Edmondson and Lei (2014) and Newman et al. (2017) 
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2.3.1 Related concepts 

 

Trust and PS are related concepts but defined differently in the literature. Although 

they both capture a sense of vulnerability and risk, trust is a feeling that someone has 

about another person or team – for example, a trust in the skills of other professions 

or those of a whole team. In contrast, PS is related to the trust a person has in the 

situation and the trust that others in the situation have in the person (Cannon & 

Edmondson, 2005; Sifaki-Pistolla et al., 2019). In other words, trust is being vulnerable 

to others and to give another person the benefit of the doubt. PS is related to taking 

risk and being vulnerable, based on a belief that the other will similarly give oneself the 

benefit of the doubt.  

 

Numerous studies have reported that, when PS is present, people are more willing to 

speak up (Edmondson & Harvey, 2018; Harvey et al., 2019; Kolbe & Grande, 2016). 

In their study “Speaking up instead of deadly silence in hospitals”, Kolbe and Grande 

(2016) define voice or speaking up as “intentionally expressing work-related ideas, 

information, and opinions” (p. 299). The authors also argue that speaking up by staff 

is not only important to prevent and learn from errors, it also facilitates teamworking in 

highly diverse teams in complex environments and is a core element of organisational 

learning. For that reason, l have used “PS” and “speaking-up behaviours” 

interchangeably in this study. 

 

In their quantitative meta-analytic review of PS, Frazier et al. (2017) refer to 

“psychological empowerment” (PE) as a potentially similar construct (p. 116). 

However, they note that PE is defined as an intrinsic motivational state in which 
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employees have a sense of control over their work, whilst PS concerns an individual’s 

perceptions of a broader social and work environment. After critically reviewing the 

literature, I accepted their argument, adding that because PE is a motivational TES it 

might be related to PS, but they differ nonetheless because PS is an affective TES 

(Harvey et al., 2019). 

 

2.3.2 Critique  

 

Most studies label PS as positive and beneficial to the team’s leaning behaviour and 

performance. A first critique comes from Roussin et al. (2016), who note that previous 

studies have focused on intact teams and consensus models. With this approach, the 

studies ignore the influence of sub-team dynamics on team outcomes and the fact that 

the level of PS in sub-teams can vary in relation to the whole team. Roussin et al. 

(2016) also observe that the studies report on teams in which PS was present, and 

they question whether the findings would differ for teams with low PS (or none at all). 

In my critical review of the literature on PS, l did not identify any studies emphasising 

a lack of PS or examining methods of repairing damaged PS. For example, Appelbaum 

et al. (2020) report that power distance between professions diminishes PS, whilst low 

power distance causes PS to thrive. The authors did not provide insights into how PS 

can be enhanced despite barriers such as power distance in the organisation. 

Another critique comes from Sanner and Bunderson (2015). In their meta-analysis of 

30 studies, the authors found that the relationships between PS and team learning 

behaviour and performance were the strongest in knowledge-intensive task settings in 
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which complexity, creativity, and sensemaking were large components of the daily 

work of employees. This caused the authors to wonder whether PS was only important 

in knowledge-based complex environments. Although they were impressed by the 

quantity of literature available on the relationship between PS and team learning and 

performance, they were critical that these studies often did not consider the influence 

of the work environment – for example, an environment may or may not be highly 

dependent on knowledge. They also criticised the generalising view reflected in the 

studies that PS would always deliver a positive contribution to all teams and improve 

how they function. The authors suggest that the studies overlook the critical effect of 

the work environment on PS. 

Edmondson and Lei (2014) and Frazier et al. (2017) note that perceptions of PS, with 

its antecedents and outcomes (see Figure 2.2), also need to be addressed from a 

cultural perspective. Based on previous studies, Edmondson and Lei (2014) and 

Frazier et al. (2017) conclude that PS differs between countries, states, and even 

organisations. 

In a review of the literature on safety cultures in healthcare teams, O’Donovan et al. 

(2019) conclude that PS should be encouraged in healthcare teams because a safety 

culture characterised by PS, effective leadership, teamworking, and communication is 

valuable for every discipline in health care (p. 880). This suggests, first, that PS 

facilitates a safety culture, and second, that other factors also influence collaborative 

work in health care. In 2009, researchers reported that high-quality relationships with 

colleagues were positively associated with PS and that PS, in turn, was positively 

associated with team learning behaviour (Brueller & Carmeli, 2011; Carmeli et al., 

2009). High-quality relationships are important for MDT collaboration because, in 

meetings, staff socially construct knowledge of patients through communication 
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between the various professions and must handle the power distance between 

professions (see section 2.2.3). 

 

The literature reflects growing interest in the feelings of safety amongst staff members 

in high-secure institutions. This is illustrated by the number of qualitative and 

quantitative studies on social climates in forensic institutions (Doyle et al., 2017; 

Schalast & Tonkin, 2016; Tonkin, 2016). Several studies discuss how therapeutic 

relationships positively influence patients’ duration of stay and treatment outcomes and 

demonstrate that a therapeutic approach can positively influence the relationships 

between staff (Connell et al., 2019; Doyle et al., 2017; Marshall et al., 2019; Marshall 

& Adams, 2018). A critical review of these studies demonstrated that the primary topics 

of these studies did not include relationships between staff members, how they 

enhance MDT collaboration, or what staff members need to feel safe to contribute to 

MDTs. Teamwork, knowledge, experience, leadership, good relationships, and ward 

atmosphere have been studied for their influence on other factors, such as patients’ 

treatment outcomes and the social climate on the wards, as well as for their use in 

reducing the use of restrictive practices by enhancing feelings of confidence and safety 

amongst staff (Barr et al., 2019; Doyle et al., 2017; Marshall et al., 2019; Marshall & 

Adams, 2018; Whittington, 2002; Whittington et al., 2006). However, there is a dearth 

of studies exploring how these relationships influence interactions within the MDT and 

how they enhance or hinder the interactions in MDT collaboration and the feelings of 

safety in a high-secure forensic hospital. 

The number of mostly quantitative studies of PS that used the same validated scale 

(Edmondson, 1999) made it difficult to understand whether PS varied between 

organisations, professional fields, and departments or wards. After more than 20 years, 
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research on PS is still conducted on a personal, team, or organisational level and using 

a quantitative research design. Consequently, the studies do not provide a holistic 

understanding of how PS in MDTs takes shape, develops, and influences the 

collaboration in a local culture (Newman et al., 2017). 

In a paper titled, “Cursed by Knowledge – Building a Culture of Psychological Safety”, 

published in the New England Journal of Medicine, Rosenbaum (2019) states, 

“perhaps we’ve gone astray in failing to recognise that group performance may not 

merely reflect the sum of its individual parts. Although psychologists have long known 

that individuals who excel on one cognitive task tend to excel on others”. On this basis, 

it may be that all the previous quantitative studies approaching PS as a primarily team-

level construct may have distracted from the fact that PS is an interpersonal feeling of 

individual staff members and can emerge as an affective TES (Edmondson & Harvey, 

2018; Harvey et al., 2019). 

To address the above, several authors suggest more qualitative research is needed to 

explore PS as a holistic concept in the locally constructed social environment of the 

team (Edmondson & Lei, 2014; Frazier et al., 2017; Newman et al., 2017; O’Donovan 

et al., 2019). 

 

2.4 Conclusion – Research questions 

 

Various authors report that the varying terminology used to describe collaboration in 

different professions is used interchangeably and it is unclear whether the terminology 

is being used with the same meaning (Baird et al., 2019; Choi & Pak, 2006, 2007; 

Mason et al., 2002; Øvretveit, 1996; Perrier et al., 2016; Reeves, 2010; Reeves et al., 
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2018; West et al., 2012). Perrier et al. (2016) shed light on how this use of different 

terminology also led to difficulties in finding relevant studies of MDT collaboration in 

forensic facilities or the effectiveness of MDT collaboration. The field appears to take 

MDT collaboration for granted (Appleyard & Maden, 1979; Choi & Pak, 2006; Fultner, 

2011; Habermas, 1984; Orovwuje, 2008; Perrier et al., 2016). Haines et al. (2018) 

mentioned that MDT collaboration is important in forensic mental health care, differing 

as it does from community mental health care due to the custody factor. In MDT 

meetings, decisions are made about patients’ freedom (World Health Organisation, 

2011b). MDT collaboration is reported to be essential for supporting the management 

of violence, and ensuring perceptions of safety on wards (Barr et al., 2019; Marshall et 

al., 2019; Martin & Daffern, 2006; Whittington, 2002) and found to be highly challenging 

(Völlm et al., 2018). 

 

One of the aims of MDT collaboration is to facilitate decision-making about the freedom 

of patients within the structures of safety (Connell et al., 2019; Haines et al., 2018). To 

make these decisions and collaborate, staff from all professions must have the ability 

to handle power differences and inequality arising from the collaboration between 

professions (Appelbaum et al., 2020; Haines et al., 2018; Oborn & Dawson, 2010). The 

literature suggests that this happens intuitively in daily life (Fultner, 2011; Habermas, 

1984). This literature review has highlighted the ambivalence towards MDT 

collaboration found in the medical model due to the hierarchy of the professions and 

its link with knowledge (Appelbaum et al., 2020; Körner, 2010; Oborn & Dawson, 2010; 

Orovwuje, 2008). The medical professions determine the collaboration and decision-

making (Haines et al., 2018; Körner, 2010). 
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The literature provides insight into what factors influence the effectiveness of MDT 

collaboration, for example, goals, supportive organisational procedures and structures, 

leadership, and interpersonal relationships (Bell et al., 2018; Edmondson, 1999; 

Haines et al., 2018; Reeves, 2010; Salas, Reyes, et al., 2018; West et al., 2012; Whyte 

& Brooker, 2001).  

 

The literature shows that PS has been defined differently by various authors over time 

and that it is likely to have a multilevel influence on the efficacy of the MDT at the 

interpersonal, team, and organisational levels (Newman et al., 2017; Roussin et al., 

2016). Most research has examined PS within a quantitative paradigm, focusing on 

one of these three levels of influence (Edmondson & Lei, 2014; Frazier et al., 2017). 

No previous study has taken a qualitative holistic approach to address the culture of 

MDT collaboration and PS in high-secure forensic in-patient hospitals in Germany. 

 

Overall, there is a dearth of studies on the culture of MDT collaboration and how the 

culture takes shape. There is also a gap in knowledge of how staff members perceive 

the culture of collaboration and how the culture is influenced by its members and the 

environment.  

 

Research questions 

 

This study has examined the factors that lead staff members to behave in certain ways 

in the presence (or absence) of other staff members, as well as the conditions under 

which certain behaviours and feelings associated with PS arise. In other words, it has 

examined the culture of an MDT, how it is created, and what it is influenced by. It aimed 
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to identify the factors that contribute towards – or create barriers to – the effective 

functioning of MDTs in forensic hospitals. The key issues in this study were the factors 

that enhance PS in MDTs, supporting collaboration between the professions and 

promoting educational practice in forensic mental health care. To do so, it was 

necessary to investigate how staff members viewed their own work environment, 

colleagues, roles, and power and what made them feel safe enough to be successful 

in their roles. This research contributes to knowledge of PS in MDTs, how team 

members collaborate in forensic mental health care in Germany, and what staff 

members need to work together. It also contributes to knowledge of organisational 

culture, leadership, and relationships between individual staff members and their 

influence on MDT collaboration and the development of PS in high-secure forensic in-

patient hospitals. 

The research questions explored were as follows: 

- What factors influence MDT collaboration in high-secure forensic in-patient 

hospitals? 

- What is the role of PS in MDT collaboration in forensic high-secure in-patient 

hospitals? 

- What are the factors that influence PS? 

- How does PS interact with other factors that influence team collaboration in the 

MDT? 
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2.5 Chapter summary 

 

This review of the literature underpinned the choice of a qualitative paradigm and 

symbolic interactionist ethnographic methodology for this study. It sharpened the 

research questions that were initially very broad in the pre-fieldwork phase, as the 

study began with a broad holistic interest due to a lack of detailed knowledge of MDT 

collaboration and PS (Davies, 2008; Hammersley & Atkinson, 2007). 

 

This chapter discussed the lack of a clear definition of MDT collaboration and the 

diverse use of terminology IPT, IDT, and MPT collaboration. With the discussion of the 

literature, l justified the definition of MDT collaboration chosen for this study (see 

section 2.2.3) and provided insights into current knowledge of MDT collaboration and 

PS. The research questions, the chosen definition of MDT collaboration, and 

knowledge of PS and MDT collaboration not only supported me in structuring the data, 

they also enhanced my understanding of the conditions under which MDT collaboration 

and PS occur, which was vital in the process of data analysis and interpretation 

(Davies, 2008; Hammersley & Atkinson, 2007). 

 

Chapter 3 takes the reader into the research philosophy, the symbolic interactionist 

epistemology that justified the chosen ethnographic methodology, and how the 

methodology led to the methods of inquiry and data analysis. 
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Chapter 3 Overall research paradigm and methodology 

 

3.1 Introduction 

 

The following chapter discusses the philosophical position of the study. It explicates 

the ontology, my world view on what is the truth, and what can be known about reality, 

from where this study started. It discusses how knowledge, the epistemology, about 

the reality of the MDT can be gained. It will provide insight into how both the ontology 

and epistemology justified the qualitative constructionist paradigm of inquiry of this 

study. The philosophical background and the symbolic interactionist epistemology 

justified the decision for the ethnographic methodology of the study, which is presented 

in the next paragraph. A separate section on reflexivity delineates my role and impact 

in this ethnographic study and how this role is constantly made visible to the reader 

throughout the thesis. Reflexivity played an important role in the rigour of the study, 

which is highlighted in the next section. The overall philosophical position underpinning 

the study design and the methods for data collection and data analysis, which are 

discussed in the following section of the initial study design. The concluding paragraph 

gives a summary of the key points made and the main message of the chapter.  

 

3.2 Qualitative research paradigm 

 

 3.2.1 Ontology – What is reality  

 

In a research project, we approach the world with preconceptions about the 

relationship between the mind and the external reality. In other words how does a 
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researcher view reality and what can be known about reality as the foundation of 

knowledge, which is referred to as the ontology of a research project (Howell, 2013). 

The ontology has implications for what can be known about reality, the relationship 

between the researcher, and what can be discovered, which is called the 

epistemology. Howell (2013) distinguishes different ontologies with related 

epistemologies that together underpin the way a researcher studies and what he or 

she believes can be discovered about reality, and which together form the 

methodology of a study. The author defined four main ontologies: the ontology of 

positivism, the ontology of post-positivism, the ontology of critical theory, and the 

ontology of constructivist and participatory action research. Positivist ontology also 

referred to as naïve realism, rests on the premises that external reality exists and can 

be understood completely. Positivist researchers argue that the human consciousness 

is subjective and, therefore, not truly knowable, consequently scientific truth and reality 

are based on experience and knowledge. The claims of knowledge are causal and 

must be observable. This leads to an epistemology in which the researcher and the 

subject of study are completely separated, and objectivity is gained by using clear 

scientific procedures. The methodology of researchers from a positivist ontology 

stance is to conduct scientific experiments and tests that are based on hypotheses in 

experimental environments that can be manipulated, for example, in laboratories using 

quantitative methods. Post-positivist ontology, also named critical realism, claims, 

according to Howell (2013), that reality cannot be perfectly understood and can only 

be based on different levels of probability. Post-positivists assert that reality exists, but 

as humans we are unable to understand it completely. Although post-positivist 

epistemology does not insist on a total separation between the researcher and the 

subject under study, gaining as much objectivity as possible between the researcher 

and the subject being studied is still an aim. In their studies the post-positivists use 
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multi methods. Methods using etic approaches, which means looking from the outside 

in, and emic approaches that entail looking around from the inside, aim to falsify 

hypotheses and scientific laws (Howell, 2013). The post-positivist epistemology leads 

to methodologies of mixed methods, testing theory, and positivist ethnographic 

surveys. According to the critical theorists, which is the third ontology that Howell 

(2013) defines, the post-positivists could also not completely comprehend social 

research. Critical theorists challenged them by stating that scientific theory does not 

evolve by adding facts and causality, but more through a shared historical process. 

This third ontology, critical theory, is also called historical realism. Critical theorists 

argue that reality is shaped by history based on values that are shaped over long 

periods of times. Critical theorists are the first to breakdown the separation between 

ontology and epistemology. They state that the researcher and the subject under study 

are linked and that the historical values influence the research, which makes the 

discovered findings of studies subjective. The research of critical theorists aimed for 

change in power, emancipation, inequities, and politics in society. This ontology leads 

to a methodology that requires a dialogue between the researcher and the subject 

under study like critical ethnography and action research. What these three ontologies 

have in common is that they start from existing knowledge and theory and, therefore, 

a hierarchy between the researcher and the subject under study exists. Although the 

post-positivists and critical theorists acknowledge the link between the researcher and 

the subject under study, all three ontologies represented features that were not 

appropriate for the study l intended to conduct. This contrasts with the fourth ontology 

that Howell (2013) describes, which takes a different perspective, and is termed the 

constructivist/participatory ontology, and also referred to as relative realism. The 

benefit of this ontology is that reality is locally constructed based on shared experience 

between the researcher and the subject under study, therefore, there is no distinction 



 

 
 

 

83 

between ontology and epistemology. Identical to the critical theorists, historical values 

influence the research, but the findings of the qualitative methods are co-created 

between the researcher and the subjects under study and are interpreted as the 

study’s findings. Studies from this ontology do not intend to test, falsify, or support 

theories or hypotheses from existing knowledge or theoretical perspectives; therefore, 

no hierarchy between the researcher and the subject under study exists. These 

researchers aim for shared meanings and a co-construction of reality; they seek to 

understand contextualised meaning. Contrary to the first three ontologies, in 

constructivist studies cause and effect are hard to identify, and prediction is almost 

impossible. To be able to understand the meanings in a culture these researchers go 

into research settings with an emic and participating perspective. The 

constructivist/participatory ontology and epistemology lead to methodologies such as 

ethnography, phenomenology, and grounded theory (GT). When the emic qualitative 

methods are used the aim is to co-create reality and discover often unconscious 

shared meanings (Howell, 2013).  

 

The qualitative constructivist ontology reflects my stance in this study and the 

acknowledgement that realities in MDT collaboration and PS differ due to their local 

environment, and that staff present (or not,) interact and socially construct the culture 

of collaboration. MDTs had multiple realities and through this and maybe because of 

it, truth was constructed, evolved, and changed even in similar contexts because it was 

created by interactions. This study never intended to test hypotheses or falsify theory 

around MDTs or PS. Nor did it, although interesting, wish to ask large groups of staff 

members the same questions and publish general findings from a hierarchical position 

on how PS in MDTs in forensic in-patient hospitals in Germany may influence MDT 

collaboration. I was tempted to employ critical theory especially because of the power 
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and the emancipatory issues l encountered when working in practice in Germany. This 

ontology was rejected because it aims for change in power, emancipation, inequities, 

and politics in society and state and to form an opinion from a hierarchical, theoretical 

perspective. The aim of this study was to understand the meaning of MDT collaboration 

and PS in the daily life of staff. It sought to explore in depth how the interactions in the 

MDT shaped the meaning of the MDT and PS. The only way to explore the reality of 

MDT collaboration and gain knowledge was to join staff members in their MDT and be 

part of their daily life. These were the considerations that gave clarity to the social 

constructivist ontology underpinning this study. The next question was what could be 

known about the reality of MDTs and PS when l accepted the multiple ever-changing 

realities of the MDT. 

 

 3.2.2 Epistemology – How to learn about reality 

 

The study aimed to focus on the culture, the group life, and what this group life in the 

MDT in a high-secure forensic in-patient hospital was influenced by, and how it was 

constructed and developed meaning, which is according to Crisp & Turner (2014) a 

social psychological framework. Human behaviour is a consequence of people’s 

mental states and the immediate social situations they are in (Crisp & Turner, 2014; 

Denzin, 1992). Consequently, this study not only focused on those factors that led staff 

members to behave in a certain way when others were present or on the behaviour 

itself, but also on the conditions under which the behaviour, actions, and feelings 

appeared in a high-forensic in-patient hospital. The study was concerned with how 

people’s behaviour, actions, and feelings were constructed through interaction with 

others, and with how this behaviour in return, influenced staff members’ interactions 

with others (Crisp & Turner, 2014). Viewing an MDT from this perspective indicated a 
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pre-assumption that a MDT was not only socially influenced by the immediate 

presence of other MDT members, but also by the imagined or implied presence of 

others, even when not present (Berger & Luckmann, 1967; Crisp, 2015). It was my 

experience that when a MDT met for a patient treatment progress meeting, the meeting 

and the behaviour of staff members were also influenced by an extensive list of people 

or entities who were not present. For example, patients and their relatives, hierarchy 

and power, other colleagues, other wards, the forensic law, the forensic hospital site 

and its security measures, other forensic hospitals, or the hospital board, the roles and 

responsibilities of professions, and the expectations of society that defined the culture 

of the MDT. To learn more about how MDTs were constructed and if PS was a factor 

of influence in daily life, it was not only important to find out how staff members 

perceived themselves and gave meaning to PS, but also to investigate how this pattern 

in the whole MDT related to PS.  

 

In addition to the ontology, the definition of a MDT this study adopted from the literature 

(see Chapter 2) informed the decision on how to gain knowledge about this ever-

changing reality, the epistemology (Howell, 2013). MDT collaboration is defined as:  

 

A model of health care professionals, working together in a team, sharing a 

common philosophy of care and working together to serve the needs of the 

individual patients with the collaboration being inter-dependent and making the 

knowledge about patients socially constructed and accessible to all the 

professions through communication in meetings (Brueller & Carmeli, 2011; 

Haines et al., 2018; Körner, 2010; Oborn & Dawson, 2010; Orovwuje, 2008).  
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Accordingly, MDTs in forensic in-patient hospitals were groups of people who engaged 

in action and were constantly fitting the lines of action to each other in order to 

exchange information (Blumer, 1969). A MDT in forensic mental health care did not 

function automatically. A MDT functioned because staff members at different points in 

time did something, and what they did is a result of how they defined the situation in 

which they were called on to act, given a set of often unconscious meanings. They 

acted based on the meaning they gave to the situation, which was based on their 

shared beliefs. These shared beliefs of the MDT were set in a certain point in time of 

social interaction and these shared beliefs were although often unconscious, not just 

there. The shared beliefs were formed, sustained, weakened, strengthened, or 

transformed through a socially defining process in the MDT and informed and shaped 

by the background and previous actions of the members of the MDT (Blumer, 1969; 

Howell, 2013).  

 

The described shared beliefs of the MDT hold two perspectives on how reality 

develops. One is the social constructivism perspective, which argues that reality is 

locally constructed and based on shared beliefs but claims that the individual develops 

and gives meaning to the world, according to Burr (2015) this is a psychological and 

psychotherapeutic perspective. The second is the social constructionism perspective, 

which argues that reality is locally constructed, and meaning is developed through 

social improvement and agreement in the community or group with a high 

acknowledgement of the force of the social environment, such as structures and the 

interactions of the community. This is the social psychology and sociological 

perspective (Burr, 2015; Howell, 2013). What both perspectives have in common is 

that the real world is not external to human existence. They both state that reality and 

meaning are determined and defined through social interaction. Howell (2013) 
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acknowledged that the differences between social constructionism and social 

constructivism existed at the point where the self and others met to define, determine, 

and construct reality. As both perspectives agreed on the construction of reality, the 

author decided, as do Denzin and Lincoln (1994, 2000, 2005, 2018), to draw the two 

perspectives together in a generic context under the term Constructivism as a general 

paradigm of inquiry. Although acceptable as a general paradigm of inquiry for this 

study, as an epistemology it was deemed inappropriate because it was assumed that 

combining both paradigms would lead to unnecessary confusion, leading to the need 

for deconstruction of the term again later in the study. This study did not intend to only 

focus on the point where both perspectives agreed, namely on the construction of 

reality. The study went deeper and focused on where the individual staff members met 

the MDT and gave meaning; where the MDT met the individual staff members and 

created meaning as a whole; and the influence of the environment of a high-secure 

forensic in-patient hospital in Germany on the meaning of both.  

 

The advantage of the social psychological perspective symbolic interactionism (SI) is 

that it incorporates both perspectives. It identifies and gives meaning to reality as a 

process of defining self and other through defining the individual and the community. 

Mead (as cited in Howell, 2013) has argued that through structure and language we 

become the generalised other. Humans can act towards self and this ability is the 

central mechanism of existence. Consequently, community and self are intrinsically 

linked and the distinction between community and self is difficult to ascertain (Howell, 

2013). SI takes the position that staff members construct their social action in the MDT. 

Creating meaning and interpretation are crucial human processes, staff members are 

not only merely responding to an interaction or factors that appear in their world of the 

MDT or from themselves, they are also acting individuals who interpret, influence, and 
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give meaning to the interaction of factors in the MDT, so that they can handle the 

situation that appears (Blumer, 1969; Crisp & Turner, 2014; Denzin, 1992; Denzin & 

Lincoln, 2018; Goffman, 1961; Handberg et al., 2015). By interpreting and giving 

meaning staff members direct their own actions. SI is a framework that rests on three 

premises:  

 

• First‚ people behave towards something based on the meaning this something 

has for them  

• Second, the meaning of something is created by the social interaction that 

someone has with immediate, imagined, or implied others  

• Third the premise of the acting person. The meanings are modified through an 

interpretive process by the person who is coping with the situations, feelings, 

behaviour and actions he or she meets (Blumer, 1969, p. 2)  

 

Staff members are social human beings, where social is not only seen as a person 

engaging in social interaction with others, but staff members also interact with 

themselves, they interpret and act on their interpretations informed by their own history 

and background. Following the thought of Blumer (1969), staff members used this self-

interaction to construct their own social action, their own internal discussions to 

construct meanings which is the constructivist perspective; self-interaction also counts 

for the MDT a whole. The self-interaction of a MDT is the form of discussion, 

counselling, and debate the MDT uses to cope with a situation in which they must 

interpret and analyse the situation to construct a line of action of the MDT, which is the 

constructionist perspective. MDTs do not exist on their own; they are grounded and 

situated in a broad complex environment of a forensic in-patient hospital. SI also sees 

complex or large organisations, which most forensic in-patient hospitals are, as 



 

 
 

 

89 

“arrangements of people who are interlinked in their respective actions and should be 

studied and explained in terms of the process of interpretations engaged in by the 

acting participants as they handle the situations at their respective positions in the 

organisation” (Blumer, 1969 p. 58). Where the life of the organisation can be seen as 

the culture of the organisation, it is its unwritten and unspoken rules that people in 

organisations act upon (Schein & Schein, 2016). The key four premises are presented 

in detail in Table 3.1 (Blumer, 1969; Handberg et al., 2015). 

 

Table 3.1  
Symbolic interactionism  

 

Four central premises of SI 

First, people, individually and in groups, are willing to act based on the meanings of 

the objects that contain/comprise their world 

Second, the association of people is necessarily in the form of a process in which they 

are making indications to one another and interpreting each other’s indications 

Third, social acts, individually and as a group, are constructed through a process in 

which the participants note, interpret, and assess the situations confronting them 

Fourth, the complex inter-linkages of acts that comprise organisations, institutions, 

work departments, and networks of interdependencies are moving and not static 

affairs 

 

Note. Based on Blumer (1969 p. 50). 

 

A central feature of the symbolic interactionist theoretical perspective is the 

inseparability of the individual and the context in which the individual exists. Therefore, 

the symbolic interactionist approach was chosen to capture the complexities of MDT 
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collaboration and PS in daily life. The advantage of adopting this epistemology was 

that it comprised both constructivist and constructionist epistemology.   

 

SI, as an holistic approach and operationalised as above, has demonstrated enormous 

strength for social research because it is designed to enable comprehensive depiction 

of most complex environments (Handberg et al., 2015). Its strengths also caused a 

long history of critique. Denzin (1992) illustrated five categories of critique between the 

1960s and the 1990s that kept the world of science divided into two camps: those who 

saw and defended SI as a science and those who did not even bother to talk about it. 

The first category of critique he identified was a theory method issue, where the lack 

of the use of theory in advance or the reluctance to build theory, is the main critique. 

Structural bias and politics are two other categories in which critics argued that SI is 

not able to deal with macro-structural issues and has insufficient awareness of politics. 

This criticism is also made about the work of Goffman (1959) (see Chapter 1). Another 

category identified by Denzin (1992) is that SI has an over emphasis on cognitive, 

rationalistic bias and that this has led to a neglect of the emotions and emotional factors 

in social interaction. The final critique is related to the written research text. The critics 

argued that research reports had a focus on capturing the lived experience of the 

participants or were written with an authority of being in the field and produce 

knowledge from first hand, this critique was related to different ontological 

perspectives. Denzin (1992) reported that he believed the critiques have led to 

refinement and development in the approach. A more contemporary critique by 

Handberg et al., (2015) reported that SI and grounded theory (GT) are sometimes so 

conceptually linked that many GT studies are assumed to be underpinned with the 

symbolic interactionist perspective, therefore, it has become difficult to see the 

difference between SI and GT. For this study the decision not to adopt a GT 
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methodology but a symbolic interactionist approach was consciously taken. In the past 

decades, GT as an approach formalises and informs theorising from data and has 

evolved to be one of the most popular approaches in qualitative research. This could 

be a consequence of the critique on SI and its resistance to start from theory or build 

theory, because an aim from GT is to build theory from data that possibly makes it 

easier to acknowledge it as science. Handberg et al. (2015) reported that a strength of 

GT is the search for core categories or basic social processes to explain what happens 

in a social context. This strength of GT is its limitation for this study and one of the 

justifications for using SI as approach to study the MDT and PS in high-secure forensic 

in-patient hospitals. The symbolic interactionist approach sets no limitations or 

categories in advance, it has an open-minded view towards meaning, and in this way 

does justice to the multiple meanings and intersecting meanings that play a role in the 

interactions in MDT collaboration and the role of PS in a high-secure forensic in-patient 

hospital.  

 

Due to the changing realities in the context of the study, social interaction in the MDT 

cannot be put in a pre-set form or scheme. As a logical consequence this study needed 

a methodology by which the MDT interactions could be observed, constructed, and 

interpreted in their natural environment. The study focused on MDT collaboration, what 

staff members talked about, what made staff members feel safe and willing to 

contribute, and what enabled the MDT to perform complex, often stressful and most of 

all very personal work for, and with, patients in a restrictive clinical, closed 

environment. The only way to gain knowledge about these multiple realities was to go 

into the natural social environment and become part of the culture of the MDT with a 

symbolic interactionist perspective and adopting the methodology of ethnography. 
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The next paragraph introduces the methodology of ethnography. It discusses the 

origins of this methodology to study cultures and how it can be defined and linked to 

research paradigms. 

 

3.3 Methodology of ethnography  

 

 3.3.1 The history of ethnography  

 

The study of cultures has a long history; it started in the era of colonisation in the 

1800s. It was the time when the West became interested in cultures outside of Europe 

using mostly written descriptions, reports, and photographs. The anthropologists were 

interested in the so-called primitive societies, and they undertook research of people 

in their own lifeworld. They drew on individual ethnographic accounts arguing that 

people should be studied in their own natural environment, but without interpretation 

and connection in an attempt to comprehend groups in social environments of other or 

alien communities (Hammersley & Atkinson, 2007; Howell, 2013). Doing fieldwork 

during that period meant most of the time living in a very different environment than 

one’s own and over a long period. Alternatively, some researchers who did not want 

to go abroad themselves developed surveys so that people who travelled but were not 

researchers, delivered data for researchers. These data were mostly individual, 

ethnographic accounts; without a clear ontology they were much influenced by the 

perceptions of the ethnographers and positivists’ science did not think very highly of 

this form of research (Atkinson et al., 2007; Hammersley & Atkinson, 2007; Howell, 

2013).  
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In the early days of ethnography from 1800 to 1920, qualitative and quantitative 

research methods were used side by side mostly without a defined ontology. In the 

1920s Malinowski (1922) was one of the first who critically questioned the procedures 

in ethnographic research. One of his arguments was that the ethnographer should at 

least try to learn and understand the participants’ point of view by learning to think and 

even behave like an insider. By insider he meant adopting an emic approach, not 

simply reporting the point of view of the researcher from the outside of a community or 

culture, but becoming a part of the culture and be close to people (Denzin & Lincoln, 

2018; Hammersley & Atkinson, 2007). Malinowski (1922) introduced the term holism 

into ethnography, meaning to look deeper under the surface of the observed and take 

everything into account. He introduced research that was not only or simply measuring, 

but also considering the interactions and the broader issues that are themes in the 

society or environment under study. The author kept a diary with his own ideas, values, 

and feelings about the culture he was studying, which he published later. He began to 

challenge the objectivity in ethnography and set the basis for reflexivity. In the 1920s 

Malinowski (1922) was the first to pronounce the ontology that a researcher can never 

distance or disengage him- or herself, their values, or their beliefs from what they are 

studying (Hammersley & Atkinson, 2007; Liamputtong, 2012; Ryan, 2017). 

 

The first anthropologists developed ethnography as individual accounts of foreign, 

non-familiar cultures and simultaneously Malinowski (1922) introduced reflexivity. 

Between 1920 and the 1950 the Chicago school became directional for ethnography, 

but took  a different angle (Atkinson et al., 2007; Denzin, 1992; Denzin & Lincoln, 

2018). Located at the University of Chicago, the Chicago school developed their 

approach to studying human life. It was mostly based on the work of anthropologists, 

with the distinction that the Chicago sociologists termed it ‘case study’, combined it 
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with survey research, and conducted the research in their own culture. This moved 

ethnography from anthropology to the world of sociology (Howell, 2013). The famous 

scholars of the Chicago school included Mead, Dewey, Blumer, and Goffman and they 

mostly documented life patterns in communities in the city and how this life was 

influenced by the city environment (Denzin, 1992). At that time it was how sociological 

research was conducted in western familiar cultures. From 1960 onwards ethnography 

has, as the Chicago school developed it, conquered the world and all other disciplines. 

Ethnography became the way to study social sciences from different ontologies 

(Hammersley & Atkinson, 2007).  

 

3.3.2 Ethnography and ontology 

 

Liamputtong (2012) described ethnography as “an approach that involved pursuing 

shared understandings and meanings of the lifeworld (the daily existence) of societies 

and groupings through research undertaken over long periods of time” (p. 117). 

Hammersley & Atkinson (2007) argued that the complex history of ethnography is one 

of the reasons that there is no simple way to explain or define what the meaning of 

ethnography is and suggested first examine at what contemporary ethnographers do 

before stating what it is (p. 2). According to Hammersley & Atkinson (2007) as 

presented in Table 3.2. there are five features of ethnographic research. The first 

feature is that the actions and accounts of people are more likely to be studied in 

everyday life instead of in an artificial highly-structured environment created by the 

researcher. This study of people’s everyday life is conducted openly and known by all, 

or covertly when the researcher joins a group in their daily life without informing the 

group that they are being investigated. A second feature is that the data is gathered 

from different sources, mainly from observations, unstructured interviews, and informal 
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conversations. A third feature the authors described is that the data collection mostly 

develops in an unstructured manner and there are two reasons for this. One reason is 

that the research design in an ethnographic study is seldom structured and clear from 

the start, it evolves constantly during the pre-fieldwork and fieldwork phase. The 

second reason for unstructured data collection is the fact that the categories for 

analysing what people say or do are not set in advance in observations schedules 

and/or interviews structures, or categories, but rather they emerge from the process of 

data analysis.  

 

Table 3.2 

Features of the ethnographic methodology 

 

Five features 

People’s actions are studied in everyday life 

Data is gathered from multiple sources 

Data collection develops unstructured 

Small number of cases 

Data analysis involves interpretation of meanings, functions, and consequences 

 

Note. Adopted from Hammersley & Atkinson (2007). 

 

A fourth feature of ethnographic studies that the authors mention is that the studies 

mostly involve a small number of cases, as in a group, a department, or a single setting. 

These small numbers are chosen deliberately to facilitate in-depth study. Finally, the 

data analysis involves the interpretation of meanings, the functions, and even 

consequences of people’s behaviour in which quantification and statistical analysis 

hardly plays a role or only a subordinate one and the reports are mainly dense displays 

and descriptions of verbal explanations, processes, and theories (Hammersley & 
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Atkinson, 2007; Liamputtong, 2012). These features indicate that ethnographic 

research involves more than writing about observations from a reflexive perspective.  

With their presentation of what ethnographers do, Hammersley & Atkinson (2007) also 

reveal their constructionist ontology and their devotion to spelling out the implications 

of reflexivity for ethnographic practice (p. 19). 

 

Generally, two main categories can be found in history from where the different forms 

of ethnography originate (Denzin & Lincoln, 2018; Hammersley & Atkinson, 2007; 

Ryan, 2017). The first anthropological ethnographies, such as those by Malinowski, 

(1922), were mostly informed by historic, social, and cultural changes. Darwin (1860), 

one of world’s most famous ethnographers who proposed the evolution theory, is an 

example of the second category, which used both qualitative and quantitative research 

methods from a positivist ontology. According to Howell (2013), in time social research 

became less about testing, proving, falsifying theories, or counting from a positivist and 

post-positivist ontology. It became more about acknowledging the relationship 

between the researcher and the researched, which involved the critical theorists and 

constructivist and constructionist ontology. Although the post-positivists were the first 

to acknowledge the relationship between the researched and the researcher, they 

were also convinced it was possible to conduct social research and stay fully objective 

and distanced as a researcher, and not influencing the social situation (Howell, 2013). 

The Chicago school not only had a great influence on the development of ethnography 

driven by historical, social, and cultural change, but also on qualitative ontology that 

acknowledges the relationship between the researcher and the subject under study 

and denies the possibility of objectivism and distance (Denzin & Lincoln, 2018; 

Hammersley & Atkinson, 2007). Mead (1962), as a member of the Chicago school, 

was the first to have the desire to underpin ethnographic research with more qualitative 
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philosophical values. In 1962 he stated that “people become human when they interact 

with others and that human intelligence is the key to reflective behaviour “ (Mead, 1962, 

p.17). With this he set the scene for SI.  

 

Howell (2013) distinguishes three types of ethnographic methodologies; positivist 

ethnography, critical ethnography, and postmodern/constructivist ethnography, based 

on different ontologies. Positivist ethnography seeks to accumulate knowledge through 

procedures similar to the naïve realism of testing hypothesis or falsifying theory 

whereby objectivity and distance should be guaranteed because interaction with the 

subject under study would contaminate the data and the findings. The positivist 

ethnographer holds the position of the superior researcher, analysing the other and 

preferring, for example, non-participant observations. The second form Howell (2013) 

defines is critical ethnography. This type of ethnography draws on critical theory which 

acknowledges the relationship with the researcher and the social environment: this 

makes the research subjective. In critical ethnographic studies language is seen as the 

conveyer of power relations. Critical ethnography views human behaviour from a 

critical position and develops emancipatory-based social science theory that 

concentrates on injustice, inequity, and control of cultural environments. Therefore, the 

critical ethnographer must include the ethical issues of what might be at stake when 

the data and the findings are published because they interpret and transmit information 

about others.  

 

The third ethnography is postmodernist/constructivist ethnography, which argues that 

“the world is a social construct that relates to individuals who are defined and 

determined by ideology, power, politics, and culture that are implicit in this 

construction” (Howell, 2013, p. 127). This follows the ontology of multiple realities that 
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are locally constructed and makes generalisation to other settings difficult. Although 

this form of ethnography agrees on multiple realities it also would be impossible to do 

any kind of research without the assumption that there is a reality out there that we can 

gain knowledge about.  

 

3.3.3 Ethnography in this study 

 

The decisions on the ontology and epistemology informed the decision for the symbolic 

interactionist ethnography. Table 3.3 provides more detail of the three ethnographic 

methodologies and their features and the justification for adopting the symbolic 

interactionist ethnography for this research. The positivists’ ethnography was not 

suitable for this study due to the objectivity claim and quantification. The concepts of 

power, control, and inequity were not the focus of this study even though in forensic 

in-patient hospitals issues of power, inequality, and control belong to the daily life of all 

the people working in these hospitals (Goffman, 1959; Haines et al., 2018). Being 

aware of these constructs was important because they were part of this study from the 

very beginning (Charmaz et al. in Denzin & Lincoln, 2018, p. 423). Yet, central to this 

study was an investigation of the culture and the group life of the MDT and 

understanding how staff members constructed the power concepts to feel safe enough 

to communicated about patients and share their ideas and worries in the MDT. 

Therefore, the critical ethnography was not suitable for this study. Howell (2013) and  

Hammersley & Atkinson (2007) argued that the qualitative paradigm of ethnography is 

not simply about using different methods of collecting large amounts of data. More 

importantly, it is a way of looking, listening, thinking, reflecting, and writing about social 

phenomena and environments in daily life from a clear but flexible study design.  Only 

with a clear study design can the decisions made along the research be justified.  
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Table 3.3 
Ethnographic ontologies, methods, features, and suitability 

 
 
Time Ethnographic 

ontologies 
Methods Features Suitability for this study 

1800 to 1960 
 
 
 
 
 
 

Historic, social, and 
cultural changes 

Survey and 
observation 

Study of foreign cultures, a long period of 
time spent in the culture, often conducted 
by travellers, objective research 

 

 Reflexivity 
(Malinowski 1922) 

Researcher and researched are connected 
and influence each other, use of a reflexive 
diary 

 

First positivist 
(Darwin) 

Qualitative and 
quantitative methods 

Separation between researcher and the 
research object, the separation is 
hierarchical. 

 

Positivist 
ethnography 

Qualitative and 
quantitative methods 
Testing, falsifying 
theory, non-
participant 
observations 

Objectivity and separation to not 
contaminate the data and the findings, 
structured and clear research design, the 
relationship is hierarchical 

 

1960 to 
present 
 

Positivist 
ethnography 

Qualitative and 
quantitative methods 
Testing, falsifying 
theory, non-
participant 
observations 

Objectivity and separation to not 
contaminate the data and the findings, 
structured and clear research design, the 
relationship is hierarchical 

Not suitable for this study because: 
1. Objectivity is not possible 
2. No hypothesis  
3. No hierarchical relationship 
4. No causality 
5. Uncertainty what to compare 

other than the local 
construction of the context 

6. No reflexivity 
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Critical 
ethnography 
 

Qualitative and 
quantitative methods 

Concentrates on injustice, inequity, and 
control in the social environment, discourse 
is the transmitter of power relationships 
between researcher, researched, and the 
environment, the relationship is 
hierarchical, structured interviews and 
observations from a pre-set research 
design and pre-set themes 

Not suitable for this study because: 
1. No themes set in advance  
2. Focus is on all the interaction 

between staff and between 
staff and the environment not 
only on discourse as the 
transmitter 

3. No hierarchical relationship 
4. No structured data collection 
5. No reflexivity 

Constructivist 
ethnography 
(symbolic 
interactionist 
ethnography in this 
study) 
 

Participant 
observations,  
unstructured 
interviews, informal 
conversations, focus 
groups, reflexivity as 
a method and a 
source of data 

Studies every-day life over a long period of 
time, uses multiple sources of data, 
unstructured data collection because the 
design is not pre-set and categories or 
themes to study are not set in advance they 
emerge from the data analysis, mostly a 
small number of cases or one group, 
department or single setting, the data 
analysis displays no quantifying, it is the 
interpretation of meaning of behaviour,  

Suitable for this study because:  
1. Aims to fill the gap in 

knowledge about the culture 
of MDT collaboration and PS 
in daily life 

2. Study design is set in advance 
but flexible in the pre-fieldwork 
phase  

3. Gives voice to participants 
using multiple methods of data 
collection from multiple 
sources 

4. Small number of participants 
or groups 

5. No quantification of the data  
6. Data analysis participant 

driven through interpretation 
of meaning  

 
Note. Adapted from, Howell (2013) and Hammersley and Atkinson (2009). 
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The authors also point out that by acknowledging the realities change because they 

are locally constructed, by shared values, history, time, place, between the people 

present, and the researcher, and the research setting, we create the opportunity to 

study them. Following the authors recommendation, I decided the symbolic 

interactionist ethnography was most suitable to study the culture of the MDT and the 

role of PS in daily life. 

 

3.3.4 Reflexivity 

 

The positivist and critical ethnographies do not consider that social researchers are 

part of the social world they study. For the positivists the solution lies in the 

standardization of research processes. By acknowledging that I would influence every 

step and decision taken in the research process this symbolic interactionist 

ethnography took a different position. From the very start of the study I became a part 

of the construction of the daily life of the MDT under study. Reflexivity is a concept in 

research that rejects the idea that social research can be conducted anonymously and 

isolated from wider society or the researcher itself (Atkinson et al., 2007; Davies, 2008; 

Emerson et al., 1995; Hammersley & Atkinson, 2007; Howell, 2013; Liamputtong, 

2012). This study from the pre-fieldwork phase until the discussions and conclusions 

was affected by my own social processes and personal characteristics. Therefore, the 

reflexivity in this study supported the integrity and the nature of the knowledge by 

reflecting critically on myself as researcher (Atkinson et al., 2007; Davies, 2008; 

Liamputtong, 2012). From the start of the study until completing this thesis nothing was 

placed in a pre-set scheme; the study evolved during the research process (Denzin & 

Lincoln, 2018; Hammersley & Atkinson, 2007; Liamputtong, 2012). My critical self-

consciousness in this study developed and needed to be incorporated in the writing 
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process. Due to the features of this ethnographic study, (see Table 3.2) the writing 

process was not a simple straightforward process. Instead, it is an illustration of the 

journey, from the initial state of selecting the topics of MDT collaboration and PS in 

forensic in-patient hospitals, to the continuing process of writing up this doctoral thesis. 

The reflexive nature of the study led to three voices in this thesis as described in 

Chapter 1. The first voice is myself the ethnographer, as an insider with my history, 

knowledge, and experience in forensic mental health care. The second voice is that of 

the outsider, when l took the role of the critical and analytic researcher in writing up my 

field notes and analysing and interpreting the data. The third voice is that of the staff 

members of the MDT in this study evidenced in dense descriptions and the use of 

quotes (Davies, 2008). With this stated, reflexivity moved beyond just the reflection of 

my influence on the conduct of the study, it became an important method to reach the 

goal of this research, which was the production of knowledge about MDT collaboration 

and PS in forensic in-patient hospitals. Strategies that supported this process of 

reflexivity were constant discussions with my supervisors, writing reflexive diaries, and 

the actual writing up of this thesis.  

 

3.4 Rigour, the trustworthiness of the study 

 

Rigour in qualitative research is the way to demonstrate and evaluate the integrity and 

legitimacy of the research process, it is also referred to as trustworthiness by 

qualitative researchers (Liamputtong, 2012). According to Morse (as cited in Denzin & 

Lincoln 2018), the issue of rigour or trustworthiness in qualitative research has evolved 

over time and in the beginning, between 1970 and 1980, the momentum came mainly 

from the critique of quantitative researchers on qualitative research. Trustworthiness 

in quantitative research is about making the study valid and reliable, checking that the 
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findings are true, that the study is repeatable and that it will produce the same results. 

Gaining trustworthiness in qualitative studies is about making the findings credible 

following different steps in the research process (Denzin & Lincoln, 2018; Johnson, 

Adkins & Chauvin, 2020; Liamputtong, 2012). From the 1980s to the mid-1990s rigour 

and trustworthiness were based on the criteria of Guba and Lincoln (1985) who re-

contextualised reliability and validity in qualitative research from the quantitative 

language of objectivity, internal validity, external validity, and reliability, and developed 

four categories of trustworthiness (p. 801). The four categories are:  

• credibility  

• transferability  

• dependability  

• confirmability, guided by a reflexive journal.  

These four criteria were adopted and led to various strategies that were deliberately 

chosen to demonstrate the trustworthiness in this study, as illustrated in Table 3.4.  

 

High credibility, for example, in other words that the findings can be trusted, was 

reached by the extended pre-fieldwork phase, the study design, and the time spent in 

the field. The hospitals and the participants were carefully and purposively selected 

and my prolonged engagement in the field allowed thorough observation, questioning, 

and interpretation. Credibility was also gained by triangulation of the sources, the 

methods, and the form of the investigation that were used to collect the data.  

 

The second criterion Guba & Lincoln (1985) introduced was transferability of the study. 

The complexity of this study and the setting made repetition almost impossible. Yet, 

dense and rich descriptions of the context, the circumstances, decisions, and the 

situations of every phase of the study made it possible to repeat the study, and to 
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obtain theoretical knowledge that can be applied to other similar individuals, groups, 

or situations without claiming the findings to be exactly the same (Hammersley & 

Atkinson, 2007; Liamputtong, 2012; Maanen, 2011). Dependability, the third criterion 

is much in evidence in this thesis. Every step and decision are documented to make 

the study logical, traceable, and clearly documented.  

 

The fourth criterion for trustworthiness is to show that the study is confirmable. 

Confirmable means that my own relationship with PS and the MDT, and my 

involvement and connection with the field are not only acknowledged as influencing 

the study, but also acknowledged as a source of data (Davies, 2008; Hammersley & 

Atkinson, 2007; Liamputtong, 2012). By using reflexivity throughout the study, my 

involvement in the study and especially in the process of the data analysis, is 

documented. The whole project is built on what I observed, and the decisions l made. 

The dense descriptions of the processes and reflexivity are there to demonstrate that 

the findings did not derive from my own imagination but are clearly linked to the data. 

Another researcher, even by following the same steps l took in this study, may and 

probably would pick up on other interactions, themes, or indicating moments simply 

because they have a different history, experience, and therefore, the daily life of the 

MDT will be constructed differently with a different researcher present (Maanen, 2011). 

The chosen strategy of  data analysis by total coding and a thematic analysis (TA) 

according to Braun & Clarke (2006, 2013) supported by a computer program, and 

describing every step l took in the process, ensured that the findings became 

transparent and traceable (see Chapter 4).  
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Table 3.4 
Criteria and strategy for ensuring rigour in this study 

 
Rigour criteria Criteria for rigour Methods  Techniques to ensure rigour in this 

study 

Credibility Value trust: does 

the explanation fit 

the description, is 

the research 

genuine 

Field notes  

Logbooks 

Recording device 

Decision trail 

Transcripts 
 

Purposive sampling 

Triangulation of sources, methods, 

and form of data collection 

Study design 

Prolonged time in the field 
Translated quotes 

 

Transferability Applicability to 

other individuals, 

groups, or settings 

Data display 

Literature review 

Purposive sampling 

Dense description: placing the study in 

its context, the research paradigm and 

methodology, and all stages and 

decisions made in every stage made 
the study transparent 

Verbatim transcription and recordings 

 

Dependability Consistency to 

ensure that the 

findings fit the data 

they have been 

derived from 

Field notes 

Recordings 

Logbooks  

Researcher’s 

story 
Reflexivity  

Use of computer 

programs for data 

analysis 

 

Thick description of researcher 

background, the TI, MDT collaboration 

and PS, the research paradigm and 

methodology  

Triangulation of methods and 
participants  

Use of MAXQDA  

Confirmability The findings and 

interpretations of 

the findings are 
linked to the data 

Field notes 

Thematic analysis  

Decision trail 

Dense description of the thematic 

analysis and findings  

Total coding 
Use of verbatim quotes translated into 

the English language 

 

Note. Adapted from Liamputtong (2012) and Guba and Lincoln (1985). 
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It was my intention to demonstrate that with the description of the process of designing 

the study, collecting the data without pre-set ideas and theories, and analysing and 

interpreting the data, it was a participant-driven study (Hammersley & Atkinson, 2007; 

Howell, 2013; Liamputtong, 2012; Maanen, 2011).  

 

After discussing the research paradigm and the methodology, the next section of this 

Chapter will describe why and how the architecture of the study emerged as it did. It 

builds the arguments of the study design and the methods used as they related to the 

philosophy, methodology, and the culture the study wanted to explore. This section 

informs how and why the data collection was initially set up in its particular way. The 

context of the research, the research participants, the sampling, the trustworthiness of 

the data, and triangulation were the key elements in this process.  

 

3.5 The initial study design – Planning the field 

 

3.5.1 Introduction 

 

Hammersley & Atkinson (2007), state that ethnographic research cannot be 

completely programmed in advance, yet the study needed an initial roadmap to guide 

the investigation through the pre-fieldwork phase, secure rigour, and gain ethical 

approval. The initial study design was developed in 2015 and enabled me to report the 

changes and decisions l made along the journey, and with that it kept the decision-

making process transparent and traceable for the trustworthiness of the study. The 

initial design also kept the symbolic interactionist approach in focus and it was the 

foundation for gaining ethical approval in May 2016 and several requests for 

amendments in the ethics of this study (Hammersley & Atkinson, 2007; Handberg et 
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al., 2015). Chapter 3 started with the philosophical underpinning of the study. This 

section presents the consequential initial study design. It provides insight into the 

methods that were planned for data collection and the method of data analysis that 

resulted from the methodology of symbolic interactionist ethnography and why they 

were chosen. The initial design originated from the first dialogues with the field, the 

literature, my supervisors, and the background of the study (see Chapter 1). Gaining 

ethical approval for this international study was not a straightforward process and it 

took a year to get everything in place. The process and the results are written down in 

a separate section at the end of this chapter. Now that the purpose of this section is 

set out, the story of the study continues with the initial study design.  

 

3.6 The initial settings 

 

Various authors have reported that ethnographic research is grounded in first-hand 

experience and exploration of a social or cultural setting (Atkinson er al., 2007; Denzin 

& Lincoln, 2018; Howell, 2013; Liamputtong, 2012). The best way to explore the 

meaning of MDT collaboration and PS from first-hand experiences was to go behind 

the 5.5-meter-high barrier of a high-secure forensic in-patient hospital. Initially, the 

study aimed for two paragraph 63 high-secure in-patient hospitals that were built in the 

past 10 years in North Rhine Westphalia (NRW) to participate in this study. There were 

various reasons for this. First, because l wanted to explore the possible different 

meaning staff gave to MDT collaboration and the role of PS in different local 

environments, where both hospitals would be constructed according the model of 

bureaucracy the State Commissioner implemented in 1999 (Hollweg & Saimeh, 2013). 

Another reason was that the newly built hospitals integrated the same high-secure 

standards in the buildings. Table 3.5 provides an overview of the initial study design.  
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In the initial design, I preferred two MDTs. One was a MDT working with paragraph 63 

patients with a personality disorder or with learning disabilities or, a combination of 

these two. The second preferred population was a MDT working with paragraph 63 

patients with a severe mental illness, such as schizophrenia. The underlying idea in 

2015 was not to lose knowledge about MDT collaboration that could be related to the 

team dynamics that working with different patient populations could have on staff 

members and how that could influence PS and collaboration in the MDT. Another 

reason was that two MDTs in two different hospitals allowed comparison and would 

ensure as much transferability in the study as possible.  In this early phase of the study, 

I thought the findings would possibly be more generalised to other settings or situations 

if the study was conducted in two hospitals (Liamputtong, 2012). The fieldwork was 

initially designed for two high-secure in-patient hospitals over a period of six months, 

conducting six limited participant observation sessions of MDT patient progress 

meetings, followed by six in-depth interviews with staff members from different 

professions but all members of the same MDT in the hospital. The data collection in 

the field was informed by the study of documents and the field notes l wrote during the 

time spent in the field. It was planned to contact the forensic hospital in the state of 

NRW in Germany. 

 

3.7 Methods of data collection  

 

The recommended methods of data collection and study designs for symbolic 

interactionist ethnographic research are well documented in the literature (Atkinson et 

al., 2007; Davies, 2008; Denzin & Lincoln, 2018; Emerson et al., 1995; Hammersley & 

Atkinson, 2007; Howell, 2013; Liamputtong, 2012; Maanen, 2011). 
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3.7.1 Limited participant observations 

 

Ethnographic studies are based on observations in a natural setting, with added 

conversations, interviews, and focus-groups. The gestures, the facial expressions, the 

appearance and the body language and spoken language of participants lead to 

meaning of daily life (Howell, 2013; Liamputtong, 2012). Therefore, MDT collaboration 

and how PS developed meaning was best explored in meetings in which the different 

professionals came together to discuss the progress of patients. As a full participant of 

the meeting l assumed l would influence the whole MDT collaboration and interaction 

too much, and the progress of patients and the MDT would become my focus, instead 

of what interactions happened in the MDT. As a limited participant l planned not to be 

part of the discussions about patients but sit in the same room as part of the MDT and 

observe the process of interaction. After a discussion with my supervisory team l 

decided not to try to become a non-participant observer, because of the nature of the 

study and with all the safety and security measures on site, it would simply not be 

possible. Reflexivity and the field notes were planned to give the observations the 

scientific stance, not that they aimed for objectivity, but they were intended to provide 

the insight into how I influenced the observations in the daily lifeworld of the MDT, the 

process of data analysis, and my own development as a researcher, Chapter 4 will 

report on this extensively (Davies, 2008; Hammersley & Atkinson, 2007; Howell, 2013; 

Liamputtong, 2012).  

 

3.7.2 In-depth interviews 

 

With in-depth, semi-structured interviews this study aimed to further deepen, 

understand, and learn about the participants’ feelings, ideas, opinions, and 
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experiences concerning PS and MDT collaboration, which were observed in the 

meetings. The interviews were planned with a focus on shared experiences between 

researcher and participants in MDT collaboration, the shared experiences in the 

observation sessions, and in working in forensic mental health care. The interviews 

were initially planned to start after the observation sessions (Howell, 2013; 

Liamputtong, 2012). All the interviews were conducted with the purpose of authenticity 

and narrative inquiry.  

 

At this stage l considered conducting focus groups with the MDT members. It was 

expected that within focus groups power issues between the professions could 

influence the PS in the focus group and staff members might not feel free to speak. 

Another consideration was that focus groups with MDT members could affect PS in 

the actual MDT meetings, which could jeopardise the contribution of staff members to 

the collaboration in the MDT and, therefore, the treatment process of patients. It was 

for these reasons that l decided not to use the focus group-method.  

 

3.7.3 Field notes 

 

In addition to the recordings of the observations and the interviews, I made field notes 

throughout the whole study. These field notes contain my first impressions of the raw 

data, of my senses, of what l saw, and my interpretations of the moment from the pre-

fieldwork phase up until the moment l left the field. They include the observations 

during the visits in the field and of the meetings and the interviews that no recording 

could capture (Emerson et al., 1995). Already in the pre-fieldwork phase I had started 

writing a research diary, which evaluated the process of the research and my role in it. 

This enabled me, together with my supervisors in our meetings, to evaluate and reflect 
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on the effectiveness of the interviews and the observations, the data collection, and 

the data analysis.  

 

3.8 Sampling the fieldwork 

 

All the fieldwork was planned at the hospital sites behind the 5.5-meter-high fences or 

walls. The observations of the meeting were planned to take place in a meeting room 

in an administration building with technical facilities for recording available. Yet, 

meetings behind a 5.5-meter-high wall or fence was a different environment compared 

with a conference or a meeting in a regular office building outside a forensic hospital. 

From the moment l went through the security checks and entered a site, the power and 

restraint would be sensed all the time and everywhere. For example, when the alarm 

went off during a meeting and all staff members (except the hospital board members) 

would leave the meeting and only come back after the situation was cleared.  

 

3.8.1 The participants 

 

The study aimed to gain as much in-depth information as possible about daily life in 

the MDT and PS, this meant that participants who wanted to participate in all methods 

of inquiry were seen as a contribution and not as a problem or as a reason for exclusion 

from one of the methods. In contrast to the members of the whole MDT in the 

observation sessions, I initially preferred the participants in the interviews to work for 

at least three years with paragraph 63 patients in a MDT. This was to ensure the 

participants were experienced enough to provide in-depth information. The sampling 

strategy for the interviews was the same as for the settings: purposive with a typical 

site sampling strategy (Liamputtong 2013). Staff members were planned to be 
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deliberately selected, in the specific settings/sites of a high-secure forensic in-patient 

hospital in the specific area of NRW in Germany, because of the crucial information 

they provided. Table 3.5 provides an overview.  

 

Researchers have argued that reaching data saturation in qualitative research, that is 

the  point in the fieldwork where no new information occurs, is the moment when the 

data collection has reached its end (Liamputtong, 2012). The decision on when the 

number of interviews with the various professions and the number of observations 

needed to reach data saturation was hard to assess at the outset of this study. 

Therefore, in the initial design I planned six interviews with four staff members and two 

managers and all members of the same MDT for both hospitals, this included one line 

manager of the nursing staff of the MDT and one manager of the therapeutic staff of 

the MDT. The staff members were deliberately chosen from different professions: 

nursing staff, psychotherapists, social workers, occupational therapists, and the 

medical profession. This ensured that data were collected from the main professions 

in the MDT and included different perceptions by all the different professions in the 

MDT. These decisions in the design were made bearing in mind, that a request to the 

ethics committee for an extension in the number of participants was possible. 

 

3.9 The method of data analysis 

 

Hammersley & Atkinson (2007) suggested the analysis of data is not a distinct stage 

in the study nor are there standard steps an ethnographer must go through to make 

sense of the data. It ought to be an iterative process, in which ideas are used to make 

sense of the data and the data is used to change ideas and generate new ideas (p. 

159). The authors argued that coding is used to understand the data and to be able to 
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structure it in a transparent way and support to make sense of what is going on. I 

decided to follow the recommendation by Hammersley & Atkinson (2007) and adopt 

total coding as a method to analyse the data to make the decision process in the data 

analysis transparent and traceable and the findings true.  

 

All the interviews and the observations were to be recorded digitally, and the 

recordings of the interviews and observations fully transcribed. Fully transcribed 

means with all words from both the participant and interviewer, all silences, and 

emotions (Liamputtong, 2012). The transcribed data of the interviews and the 

observations were to be anonymised and coded as part of a TA suggested by Braun 

& Clarke (2006, 2013). As the fieldwork was not conducted with pre-set themes or 

ideas in mind, the process of total coding of the data of the interviews and the 

observations was designed to secure participant-driven, data analysis (see Chapter 

4). The TA using the computer program MAXQDA was planned and aimed to 

demonstrate every step in the process of data analysis and ensure the trustworthiness 

in the study. MAXQDA is a computer coding software program developed in Germany. 

On the company’s website (2021) they explain the name of the software, with the 

letters MAX the product name refers to Max Weber a famous German sociologist and 

QDA stands for Qualitative Data Analysis (https://maxqda.com). Because the complete 

study was to be conducted in Germany and in the German language the data corpus 

was also in the German language and analysed in the German language. Therefore, 

the use of MAXQDA was preferred instead of, for example, Nvivo which was developed 

from a native English-speaking perspective and frequently used by other researchers 

at the University of Chester. All the impressions of the data collection and the data 

analysis were to be written down. The reflexive commentaries and field notes were 
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discussed in meetings with the supervisory team to maintain an open discussion about 

my involvement in the study and to discuss the development of the study. 

 

3.10 The initial study design 

 

Table 3.5 provides an overview of the initial study design from 2015, which was the 

foundation of the study and subsequently adapted along the way (see Chapter 4).  

 

Table 3.5 
Initial study design 

 
Setting MDT meetings in two high-secure forensic in-patient hospitals in 

NRW Germany built in the past 20 years 

Participants  Staff members who were members of the two MDTs, of all different 

professions including ward managers and head of therapy 

Methods of data collection Six limited participant observations per MDT meeting 

Six interviews with members of each MDT  

Study of documents 

Reflexivity 

Method of data analysis Transcribing the interviews and observations verbatim 
Total coding as part of a thematic analysis (Braun & Clarke, 2013) 

supported by the computer software MAXQDA 

Reflexivity 

Field notes 

Dense description 

 

This design informed the process for ethical approval. How the design found its final 

shape is reported in the Chapter 4. Now after describing the initial design, the following 

section provides more detail of the ethical journey of this international study.  
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3.11 Ethics 

 

3.11.1 Introduction 

 

Ethical procedures in an ethnographic study begin with consideration of the 

participants in their daily environments and of our own views of ethical behaviour and 

how the findings of the research are to be disseminated (Hammersley & Atkinson, 

2007). Various researchers have highlighted the importance of ethics in qualitative 

social studies that aim to give true accounts of social phenomena, especially in 

sensitive areas of daily life (Atkinson et al., 2007; Denzin & Lincoln, 2018; Hammersley 

& Atkinson, 2007; Liamputtong, 2012). The German research association Deutsche 

Forschungsgemeinschaft (DFG) give their perspective in ‘Guidelines for safeguarding 

good scientific practice’, which is an ethical code of conduct for professional self-

regulation in science (DFG, 2019) and based on the International Declaration of 

Helsinki from the World Medical Association (WMA, 2013). They state, “the 

constitutionally guaranteed freedom of research is inseparably linked to a 

corresponding responsibility. Taking this responsibility into full account and embedding 

it in individual conduct is an essential duty for every researcher” (p. 7). This reflects my 

own stance in this study and regarding the participants: namely, human dignity is 

inviolable. The aim of this ethnographic study was to gather new knowledge regarding 

a sensitive area of the participants’ daily lives. It was my responsibility to do no harm, 

to provide benefits for both the research and the participants, and to protect the 

participants’ right to refuse to take part. The ethical procedures implemented in this 

study are aligned with the suggestions of Hammersley and Atkinson (2007) and 

Liamputtong (2012), concerning informed consent, the avoidance of deception, the 
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assurance of privacy and confidentiality, the prevention of risk and harm, and the 

benefits of the research. 

 

The process of gaining ethical approval for the study began with the Faculty Research 

Ethics Sub Committee (FRESC) of the Faculty of Health and Social Care at the 

University of Chester in 2015. l discussed the application forms with the supervisory 

team, and we agreed that l would begin by critically examining the ethical procedures 

in Germany, before submitting the application forms to the University of Chester. I 

understood that a solid, ethical procedure – and possibly extra ethical procedures – 

were a necessity to enter a high-secure forensic in-patient hospital in Germany as a 

researcher. 

 

The following section provides a critical examination of the ethical procedures in place 

in Germany. 

 

3.11.2 Ethical procedures in Germany 

 

The University of Essen-Duisburg in NRW, Germany, was the first university l 

contacted for information about ethical conduct in qualitative studies in the country. It 

was chosen because there was an existing connection between this institution and the 

University of Chester, through the European ERASMUS+ programme (2021). This 

programme creates opportunities for students to study in European countries 

(https://ec.europa.eu/programmes/erasmus-plus/). The aim was to ask the university 

if they were willing to host and support me with the ethical procedures in Germany. 

The feedback from the university was that they could only support me if l were 

registered as one of their students. The conversation with the university confirmed the 
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importance of critically examining the ethical procedures in Germany. For instance, l 

learned that most PhD programmes and doctoral studies in Germany were supervised 

in groups, while ethical issues and applications were dealt with in peer-group 

supervision sessions, not by independent ethics committees. In addition, l learned that 

in Germany, unlike in the UK, most universities did not have their own ethics 

committees. Rather, the universities are obliged to record their research principles in 

a statute, based on the ‘Principles for Safeguarding Good Scientific Practice’, first 

developed by the DFG in 1998. This document was amended 2019 and renamed 

‘Guidelines for Safeguarding Good Research Practice’ (DFG, 2019). The document 

states that every study conducted at a German university is obliged to follow this code, 

which is to be discussed in supervisory groups; but not every study involving human 

participants needs ethical approval from an independent panel. 

 

The University of Essen-Duisburg did not have their own independent ethics-

committee because they did not have a faculty of psychology or medicine, so I 

contacted the faculty of psychology at the University of Cologne. The University of 

Cologne had no independent ethics-committee for the review of research projects 

either. When research conducted by the psychology department involves people and 

ethical issues that go beyond the supervisory team, the supervisors of the study apply 

for ethical approval (‘Ethik Votum’) from the Deutsche Gesellschaft für Psychologie 

(DGPs; ‘the German Society of Psychology’). Interestingly, the Faculty of Psychology 

in Cologne were unable to answer my question about which ethical issues and themes 

of a study would go beyond the supervisory team and group. 

My search for clear ethical procedures for my study then led to the DFG, the 

organisation that had developed the guidelines for good scientific practice. The head 

of the Department of Humanities and Social Sciences at the DFG explained the basic 



 

 
 

 

118 

rules and regulations for ethical approval in Germany and confirmed the information 

given by the University of Cologne.  

 

My next step was to contact the DGPs, a professional association whose members 

each have a degree in psychology and pay an annual contribution. Via the DGPs 

website (https://www.dgps.de), l was able access to an organisation called ‘Transmit’ 

(https://zwpd.transmit.de/). This is a centre for scientific psychological services and 

responsible for the independent Ethik Votums for studies. The application forms on 

their website are almost identical to those used to apply for ethical approval at the 

University of Chester. Additionally, l learned that DGPs members could have their Ethik 

Votum reviewed at no additional cost. For applications like my own, where the 

researcher is not a member, a fee of 800 euros is paid. In September 2015, l sent an 

email to this committee to explain my situation. On 2 October 2015, the chairwoman 

of the DGPs ethics committee replied (see Appendix E). She said that, in principle, the 

DGPs would accept my application for this study, but she questioned the need for this. 

As there was an application for ethical approval from the University of Chester, she 

explained, they saw no reason for going through the same process in Germany. She 

also mentioned that because the study did not involve any patients, there was no 

reason for an Ethik Votum. The response from the ethics-committee chairwoman was 

discussed in the supervisory team and led to the decision not to follow this trail any 

further. After an extended discussion, we decided to establish contact with the 

European Network of Research Ethics Committees (EUREC), which brings together 

existing national research ethics committee associations, networks, and comparable 

initiatives on the European level (http://www.eurecnet.org/index.html). 
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The chairman of EUREC in Germany at that time replied in October 2015 (see 

Appendix E). In his email, he explained that research was a constitutional right in 

Germany and could only be limited if constitutional rights were at risk. He did not 

consider this to be an issue with a study conducting social research, but he added that 

the study would need to comply with German data privacy laws and regulations. This 

would mean obtaining written consent from participants and anonymising the data. He 

also recommended contacting the works council of the hospital before commencing 

the study. 

 

With this email, l was able to confirm to FRESC that, after a thorough investigation, no 

further formal ethical approval was needed in Germany. By going through this process, 

l learned that the qualitative research l planned to undertake – with observations, 

interviews, documents, and field notes – was not necessarily seen as a scientific 

research project. I realised that it would be the first of its kind in a high-secure forensic 

in-patient hospital; and to demonstrate its scientific stance, it would be necessary to 

write-up all the steps of the project (Denzin & Lincoln, 2018; Howell, 2013). 

 

3.11.3 Ethical considerations approved 

 

The application for ethical approval was submitted in January 2016 and amended in 

February 2016, and full ethical approval was granted by the FRESC of the University 

of Chester in May 2016 (see Appendix F). l developed informed consent sheets for the 

interviews and observations and a general information sheet, all in the English 

language, and these were reviewed by the FRESC (see Appendix G). Before the first 

information meeting in the field, I translated the forms into the German language, and 
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the translations were cross-checked by a native, German schoolteacher (see Appendix 

H). 

 

Besides issues of anonymity and information sharing, there were ethical 

considerations for conducting a study in a high-secure forensic hospital. For example, 

if an alarm were to sound at the hospital site, this could influence the progress of a 

meeting or interview. My intention to explore PS in the MDT could lead to staff wanting 

to talk about feeling unsafe in the MDT, which could make them feel uncomfortable. 

Thus, a clear statement was given to staff before every session and interview that 

participants could stop at any time. As l did not want to jeopardise the patients’ 

progress nor the MDT collaboration, I also asked before every meeting if anybody had 

objections. If staff indicated that they did, l would ask what they were, but l would be 

the one to leave the room so the meeting could continue. There were also opportunities 

for participants to talk to internal supervisors or to the university if they had any 

concerns that they did not want to share with me. In the ethical application form, l 

included a code of conduct that explained what I would do if informed about 

malpractice, abuse, or any form of neglect. The code explained that, if l noticed 

something of this nature, l would first offer the participant the option to report it 

themselves and support them with developing a way to do so. As a researcher, l would 

reflect on the situation with the supervisory team and then inform the hospital board, 

keeping the participant informed of what was happening. Another consideration l noted 

in my application was that l had previously worked as a clinical supervisor of MDTs in 

many forensic hospitals in the Netherlands and in Germany, therefore l knew many 

people and numerous hospitals, and this could risk the participants’ anonymity or limit 

the willingness of staff members to participate. I decided to speak with the staff 

members who were willing to participate and who l knew from other situations and 
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reflect, if necessary, with the supervisory team. A section was added around anonymity 

and the storage of data, stating that nobody besides me would have access to raw 

(non-anonymised) data. 

 

The translations in the study were an ethical issue from the beginning. The translations 

of the raw data (e.g., the quotations in this thesis) from German into English would 

need special attention. In this early phase of the study, I decided to include a native, 

English person with a specialisation in the German language to support the study 

whenever needed. This ensured the accuracy of the texts in both languages and the 

trustworthiness of the study findings. 

 

In co-operation with the knowledge-transfer office of the University of Chester, a letter 

of approval was translated into German. With this, I contacted hospital sites. Following 

the advice of the chairman of the medical ethics committees in Germany, I included 

the works council, in the German language named, Betriebsrat (Br) or 

Mitarbeitervertretung (MAV) of the participating hospital and asked for permission to 

conduct the study. The Br or MAV are employees, elected for a period of 4 years by 

their colleagues in an organisation or company and who serve two functions: ‘co-

determination’ and ‘participation’. ‘Co-determination’ means that the members also 

elect the company’s board, and ‘participation’ means that the Br or MA must be 

consulted about specific issues that concern employees and can make proposals to 

management. Examples include regulations about working hours, conflict between 

employees and management, and improvements in communication ("Works council", 

n.d.). The difference between Br and MAV is that the latter must work according to 

church labour law ("Mitarbeitervertretung", n.d.). 
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During the process of receiving ethical approval, l gained a deeper understanding of 

the German research culture. My critical analysis revealed that Germany and the UK 

differ in their ethics procedures, but not in the importance that they give to ethics. 

Discussing, analysing, and finding solutions for ethical issues in supervised peer 

groups is an interesting way of safeguarding the guidelines of good research practice. 

The Ethik Votum and the application forms from the FRESC of the University of 

Chester contain the same items regarding the required content of the study design and 

the code of conduct. As l moved through the process and gathered this information, l 

learned what it meant to act as an ethical researcher. This gave me confidence to go 

into the field and to consider possible ethical issues along the way. Seen 

retrospectively, going through this process, and taking the study through the ethical 

procedures helped me to gain access to field. It built trust with the organisations of the 

forensic hospitals, the work council, the state commissioner, and most of all, with the 

staff members, the participants in my study. 

 

3.12 Chapter summary 

  

This chapter discussed the ontology of the locally constructed MDT and argued that 

there is no one single truth or reality of a MDT in high-secure forensic in-patient 

hospitals. In order to study the interaction in the MDT in its local environment the study 

adopted SI, an approach which is based on four premises: firstly, staff members in the 

MDT behave on the basis of the meaning something has for them; and this meaning 

is secondly, created in the interaction staff members have with immediate, imagined, 

or implied others; thirdly these meanings are modified through an interactive process 

by the person or the MDT as a whole, who are coping with the situations, feelings, 

behaviour, and actions it meets; and  fourthly  the complex inter-linkages of acts that 
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comprise organisations and networks of interdependencies are dynamic and not static 

affairs (Blumer, 1969, p. 50). These four premises justify the decision for SI instead of 

the individual constructivist or the collective constructionist perspective. To understand 

more about the unconscious meaning of the MDT and its interactions, the MDT had to 

be studied from the inside of a forensic hospital. The chapter continued with a 

discussion of the history of ethnography and the various ontologies that inform the 

different ways of conducting ethnographic studies. This made the decision for the emic 

symbolic interactionist ethnographic methodology to study the MDT from the inside 

understandable and transparent. I considered the role of reflexivity and how the rigour 

and trustworthiness of the study were secured. 

 

Subsequently, the chapter described the settings, the methods of data collection, the 

participants and the method of data analysis, this study planned to collect and analyse 

the data from the field. It also reported the process of gaining ethical approval for this 

unique international study. The next chapter takes the reader on the journey into the 

field and provides insight into why and how the initial study design evolved to its final 

design. It reports in detail what happened as l entered the field of MDTs in high-secure 

forensic in-patient hospitals in NRW in Germany as an ethnographic researcher.  
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Chapter 4 Design meets the field – Data collection and data analysis 

 

4.1 Introduction 

 

The following chapter describes, discusses, justifies, and reflects on what happened 

as l went into the field and contacted possible research settings. The chapter gives 

deeper insight into how I moved between the insider role, as a limited participatory 

observer of the MDT, and the outsider role, as an analytical and interpretive 

researcher. This chapter describes in detail how the analysis of the data started from 

the first day l contacted the field (Hammersley & Atkinson, 2007). The writing up, the 

analysis, the reflection, and the interpretation of what happened in the field were a 

major part of the data analysis in this ethnographic study and guided the direction of 

the study. The chapter starts with a report of how the selection of the hospital settings 

forced me to make decisions that led to major changes in the initial study design and 

to amendments in ethics. After the selection of the settings the chapter continues with 

introducing the participants, followed by a section on how l became an insider of a 

MDT and the actual process of the data collection. The section ends with a paragraph 

on how l left the field. Some sections end with ethical considerations; these are a 

summary of the ethical issues l encountered, which led to amendments that were sent 

for approval to the FRESC at the University of Chester. To ensure that the findings of 

the study would be participant driven and not solely a report of what l had seen and 

interpreted, a TA (Braun & Clarke, 2013) was performed on both the data sets of the 

observations and the interviews after the fieldwork ended in September 2017. This 

section reports the TA, how it structured the enormous corpus of data, the decisions 

that were made in the analysis, and how the analysis led to participant themes and the 

final themes of this study. The chapter ends with a summary. 
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4.2 The gatekeepers  

 

As soon as the study was approved by the FRESC in the Faculty of Health and Social 

Care at the University of Chester in May 2016 the preparations for the fieldwork started. 

A positive consequence of my long experience in forensic mental health care and my 

national and international network was that I did not experience any problems in 

deciding which hospitals I wanted to contact or how to establish field relations with 

potential participant hospitals. The relationships with most nursing directors of forensic 

mental health care in NRW in Germany were already in place, through my 

membership, since 2002, of a forensic sub-network of the Bundesfachvereinigung 

Leitender Krankenpflegepersonen der Psychiatrie (BFLK), which is a federal 

association for senior management in psychiatric nursing and because of my former 

position as a hospital board member in a newly built hospital in NRW in 2009/2010 

(see Chapter 1). The State Commissioner for forensic mental health care in NRW was 

an important gatekeeper. Gatekeepers are people who have control over the research 

because they can open or close doors in different phases and situations of a study 

(Hammersley & Atkinson, 2007 p. 29). According to the German research association 

added ethical considerations in Germany were not necessary and research was seen 

as free to all, gaining access to a forensic in-patient hospital, however, was not free to 

all. The possible impact of the study on the safety of the employees, patients and 

society made me decide to inform the State Commissioner for forensic health care and 

state authority in NRW, to ask for his consent in advance. This was the first additional 

ethical step l decided to take. Although l guaranteed anonymity from my side, l would 

not be able to prevent participants from speaking about the research, therefore, it was 

important to inform and ask for the consent of the State Commissioner as the main 

gatekeeper of high-secure forensic in-patient hospitals in the state NRW. Although, l 
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was worried what l would do if he did not agree, I still thought it was the most 

transparent way to go, and l suspected that his approval could support potential 

participating hospitals in NRW in their decision to let me in. His friendly and 

enthusiastic approval came in August 2016, sadly he never saw the study finish, 

because he passed away in May 2020.  

 

What l did not realise upfront was that not being employed by the Landesverband 

Rheinland (LVR) or the Landesverband Westfalen Lippe (LWL), which were the main 

umbrella organisations for forensic in-patient hospitals in NRW (see Chapter 1), being 

Dutch, and not being connected to a university in Germany did not always open doors, 

even though I had the approval of the State Commissioner. These characteristics 

sometimes even created mismatches around intentions and expectations on both 

sides. It made PS an issue from the moment l contacted the field, not only as a study 

subject, but also in how I established contact with the potential hospital settings. My 

own position as an ethnographic researcher was challenged because high-secure 

forensic in-patient hospitals in NRW were also the places for future work assignments 

for me after my study, and this made the interaction with hospital sites a balancing act 

between the study and my work role. Conducting qualitative research by going into a 

forensic hospital and giving a voice to the staff had not been done in Germany before, 

and some hospitals responded not as enthusiastically to my request as l had initially 

expected. 

 

4.2.1 Sampling the settings 

 

At first l selected five hospitals purposively, because they were built in the last 10–15 

years, located in NRW, had a 5.5-meter-high fence or wall around the premises, and 
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had either patients with personality disorders or patients with psychiatric disorders. The 

first hospital I contacted presented no problems at all. It was a forensic in-patient 

hospital recently built (2010) and home to patients with learning disabilities in 

accordance with paragraph 63 of the StGB and it was a hospital l knew very well. As 

an external supervisor l had been guiding the teams in this hospital from their start and 

l have a friendly, professional relationship with the hospital board. The hospital was 

keen to give me the opportunity to do my research at their site. l was filled with positive 

energy as I contacted the other four gatekeepers of the hospitals l had purposively 

selected as candidates for a possible second setting for my research. All four of the 

gatekeepers l contacted rejected the study straight away and although the reasons for 

the rejections sounded plausible and understandable, l could not ignore the feeling 

there were reasons for the rejection that the gatekeepers were not prepared to tell me. 

This is the point where unforeseen problems arose. I received the impression that 

hospital management was not keen on research that involved staff members because 

they could not control the outcome. The gatekeepers l approached saw the study as 

an additional burden for staff and the impression grew that they were reluctant, 

because the study involved staff members and not patients. This is illustrated by the 

following quotes from telephone conversations:  

 

“There are already other studies going on Lettie”.  

“Sorry but staff members are tired of all the studies and paperwork they already 

must to do”.  

“We are reshaping and changing our MDTs Lettie, we are also rebuilding our 

wards, so unfortunately it is not the right time”. (Field notes) 
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The feeling that my ethnographic study involving MDTs and PS was causing resistance 

with hospital board members grew. Hammersley & Atkinson (2007) stated that this 

phase of preparing and setting up the study is the time when the ethnographer gets 

tested and challenged. During the time of selecting the settings for the fieldwork l was 

confronted with, and challenged by, questions from all kinds of people from the field of 

forensic health care about my deeper reasons for doing this qualitative research. The 

people from the field were suspicious, they wanted to know if the study was political, 

personal, cultural, formal, theoretical, or a combination of all these. The questions, 

although not easy to answer, tested and challenged my underlying expectations and 

assumptions. During this phase, when the study encountered problems with the 

gatekeepers, l had to manage my own disappointment and the realisation that most 

high-secure forensic in-patient hospitals in NRW were not waiting for this research, 

which was, from my perspective, a highly important and interesting study. 

 

Viewing the process from a more analytical standpoint the rejections were also a sign 

of TIs constructing barriers to the outside world (Goffman, 1961). In the background 

(see Chapter 1) l wrote about the barriers of TIs that were visually present like the high 

walls or fences, the barbed wire and cameras, and the fact that people could not enter 

or leave without passing security (Goffman, 1961). What l encountered here were the 

more invisible characteristics of a TI, such as hierarchy and control. Of course, l 

believed what the gatekeepers said, it was after all their reality. Still l could not ignore 

the feeling that at that time higher management in forensic hospitals seemed 

uncomfortable with qualitative research in which employees, and especially MDTs, 

were asked to participate in observations and interviews. As an ethnographic 

researcher l learned that conducting research in an environment that was not willing to 

host my research would make the whole project become unsafe. The reason why l 
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wanted to study PS from a symbolic interactionist perspective was that l believed PS 

could be a supportive concept in MDT collaboration and MDT collaboration was 

influenced by the people present. By forcing the fieldwork into an unwilling hospital 

would distract from the study due to all the ethical issues that could arise. The research 

needed trust and openness and not a fight with the system and the gatekeepers.  

 

4.2.2 Decision - Sampling one setting 

 

This situation made me question the reasons l had for conducting the fieldwork in two 

different hospitals. It was never planned to compare both hospital settings. The reason 

for two hospitals was that l did not want to rule out the possible influence of the patient 

population. The question was whether this was relevant for my study about MDT 

collaboration and the role of PS. As stated by various authors, ethnographic studies 

are hard to set in advance and do not emerge out of strict research designs. As soon 

as l had started up the fieldwork I experienced and learned what, until then, I had only 

been reading about. The study emerged within the processes of relationships, my own 

history, intellectual struggles and learning, and all sorts of shared experiences in the 

field (Campbell & Lassiter, 2014; Charmaz, 2004; Hammersley & Atkinson, 2007; 

Liamputtong, 2012). Selecting the fieldwork setting was the first encounter with the 

field where l had to be able to handle uncertainty and ambiguity, which stayed 

throughout the whole of the fieldwork. The reasons for conducting all the fieldwork in 

the first hospital I approached were numerous: it was only an hour and a half drive 

away, the permission had already been granted, and the hospital board was 

enthusiastic. It is commonly known that the more settings under study, the less time 

can be spent in each setting (Hammersley & Atkinson, 2007; Liamputtong, 2012; 

Maanen, 2011). As I had already reduced my working hours for the study, l realised 
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this was an important issue to take into consideration as well. The situation also made 

me revisit the assumptions and rationale of the study. Because l had the assumption 

that PS and its role in MDT collaboration was constructed in daily life and influenced 

by the presence or absence of staff and the environment and there was not one truth 

or reality to measure this by (see Chapters 2 and 3), l chose to study MDT collaboration 

and PS from a qualitative symbolic interactionist ethnographic methodology with an 

emic approach. Time, together with the fact that I wanted to study in depth the role of 

PS in MDT collaboration, led to one hospital setting becoming a real opportunity.  

 

The hospital was selected purposively and located in the northwest of NRW and it was 

expected to offer in-depth data about MDT collaboration and PS (Hammersley & 

Atkinson, 2007; Howell, 2013; Liamputtong, 2012). The hospital has been in operation 

since 2010 and had a 5.5-meter-high transparent fence built around it. It was home to 

54 patients with learning disabilities, who were convicted in accordance to paragraph 

63 of the StGB. As I finally committed to in-depth study and could let go of the thought 

that I needed two settings to make the study trustworthy, the decision was made with 

my supervisory team to conduct the fieldwork in one hospital.  

 

4.3 Meeting the field 

 

Two months before the fieldwork started l planned a meeting with a delegation of the 

hospital board to inform them about the study and show them all the translated 

documents, which included the confirmation letter of ethical approval, the informed 

consent forms, the information sheet, and the documents provided by the Knowledge 

Transfer Office of the University of Chester that would cover the insurance. The 

hospital board was informed about the methodology of the study: that l intended to 
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collect data of the lived experience of staff members in MDTs, how they construct and 

give meaning to their reality, and what influences this reality. To be able to do this I 

needed to be in the hospital and observe the MDT at work and conduct interviews to 

deepen my understanding of what l saw. During the conversation l informed the 

hospital board that the State Commissioner of NRW had given his consent for the 

research. The hospital agreed to all the aspects of the fieldwork. They had often 

participated in research involving patients; therefore, we covered in this one 

conversation all the important issues about confidentiality, the participation being 

voluntary, and how to inform the Mitarbeitervertretung (MAV) (see Chapter 3, section 

3.11), which is the formal employee representation of this Catholic hospital, and ask 

for their permission. The next decision to make was which MDT meeting would be 

most suitable to observe at the hospital. 

 

4.3.1 Sampling the meeting for the observations  

 

The following text is a translation of the text found on the hospital’s website in which 

forensic treatment and the hospital’s concept of treatment is explained:  

 

The main tasks of forensic psychiatry, i.e. “correction and protection”, as 

specified in the text of the law, are of equal importance. They are inextricably 

linked: the purpose of therapy is to create security. Patients are treated using a 

psychotherapeutic approach. This means that individuals are not seen solely in 

terms of their offences, but that their individual strengths are also taken into 

account and integrated into the therapy. The therapy is supported by primary 

care in the form of health and nursing care, among other things. The respective 

treatments offered, such as talking therapy, group therapy measures, 
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educational support, sports, and occupational therapy (including gardening 

groups and work with animals) are embedded in an architecture based on 

milieu-therapeutic considerations. 

 

Experience shows that the progress of treatment varies in speed and is always 

viewed in conjunction with the individual risk assessment. However, the 

treatment does not end at the clinic gate; long-term safety can only be achieved 

through professional forensic aftercare. For this reason, we remain an important 

point of contact for our patients, as well as for the therapists and probation 

officers who care for them after their release. (This text is, although retrieved 

from the hospital’s website, is not referenced due to the anonymity; the text is 

translated by a professional translator.) 

 

There were two different options for the observations in which the MDT meets to talk 

about the progress and development of the patients’ treatment process. The 

Behandlungsplankonferenz (BPK) was the treatment plan meeting in which the 

progress of one patient is discussed and the patient participates in the last half hour of 

the session. The BPK meeting is imposed by law and must take place every six months 

for every patient with a paragraph 63 conviction. The participants in this meeting are 

the medical director (MD) (or the deputy) who under the law is also responsible for the 

treatment, the responsible therapist, responsible nurses, social workers, and, if 

possible, occupational therapists, and of course the patient. It would have been 

interesting to observe what would happen with the interaction and the collaboration in 

the MDT when a patient joined a MDT meeting, but that would be a different study and 

require a different ethical process, so this was not the meeting to observe.  
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The hospital also held the Behandlungsteam Besprechung (BTB), this is the treatment 

team meeting in which no patients were present, and it took place every week, on the 

same day, on every ward. This meeting was joined by all the members of the treatment 

team of a specific ward, and they discussed all the patients of the ward as individuals 

and as a group. This meeting was about the daily life of the patients and discussed 

themes that the MDT members encountered in their daily work with the patients. The 

purpose was to create new or alternative ways in handling situations with patients and 

supporting each other. The hospital worked with a ‘continuity in treatment’ concept, 

which meant the staff members responsible for the patients’ treatment followed the 

patients and did not change when patients, for example, moved to another ward. 

Building a long-term professional relationship with patients was the main goal, only the 

nursing staff were bound to a ward. The goal, structure, and participants of the BTB 

meetings were set by the process guidelines written down in the quality management 

handbook of the hospital (see Appendix I for a translated English version). The aim of 

these meetings was to discuss patients’ therapy progress guided by the therapy goals, 

share knowledge between professions, and speak a joint language with a focus on 

therapy and equality between the professions. The BTB was a MDT meeting organised 

and led by the nursing staff of the ward where the meeting also took place. This BTB 

meeting seemed to be working according to the definition of a MDT (see Chapter 2). It 

meant that the MDT participants in the BTB meetings could differ in their composition 

depending on the patients who were being discussed. In my meeting with the hospital 

board a collaborative decision was made to observe the BTB meeting for the study. 

The next step was to decide which MDT and ward connected to the BTB would be 

most suitable. 
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4.3.2 Sampling the ward and the multidisciplinary team 

 

The hospital had three wards for 18 patients each located in a separate building that 

was designed like a pavilion and every ward had its own MDT. Two wards were set up 

as psychiatric hospital wards and one ward had a residential group concept. The latter 

ward operated differently, it had three small patient communities and staff had different 

roles in how they support patients, compared with the staff on the regular treatment 

wards. The patients were in an advanced phase of treatment. The patient rooms on 

this ward were small apartments with a community kitchen and patients enjoyed more 

freedom and self-regulation. At all of the five newly built, high-secure, in-patient 

forensic hospitals in the past fifteen years, these rehabilitation wards were always 

located in the high-secure zone, behind the 5.5-meter fence (Hollweg & Saimeh, 2013). 

 

The choice of MDT and the crucial information they could provide needed extended 

discussion. My supervisor role at this hospital had ended in December 2016, five 

months before the fieldwork started. This time was needed to make the transition from 

an external supervisor of MDTs to an ethnographic researcher participating in MDT 

meetings and conducting interviews from shared experiences. As a researcher I had 

to be more in the background, partly as one of the team but not actively participating 

in the discussions. The decision for a MDT responsible for the treatment of 18 patients 

on a general treatment ward was made purposively. It was expected that PS was 

present in this MDT and the relationships with the MDT members in this team were 

already established and trusted (Hammersley & Atkinson, 2007; Liamputtong, 2012).  
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4.3.3 The participants  

 

Table 4.1 demonstrates the MDT selected for the fieldwork with its professions and 

members in a hierarchical order. This information was given to me, in advance, by the 

deputy ward manager (dWM 1) at that time. A total of 41 staff members of seven 

different professions were responsible for the treatment-progress of 18 patients and all 

were planned to be involved in the study. 

 

Table 4.1  
Participants of the MDT  

 

Profession Total Gender 

 Female Male 

Psychiatrist 3  3 

Psychologist/Psychotherapist 5 2 3 

Social worker 3 2 1 

Teacher 1  1 

Ward manager 1  1 

Deputy ward manager 1 1  

Nursing staff 19 10 9 

Occupational therapist 6 2 4 

Sports therapist 2 2  

 

Note. Based on information given by the ward manager of the MDT. The professions 

are presented in hierarchical order. 
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The nursing staff worked in a three-shift system: an early, late, and night shift, to ensure 

the ward was occupied with guidance staff 24/7. All other professions worked regularly 

on weekdays between 8am and 9pm. Only the medical staff had so-called ‘backup 

shifts’. These backup shifts meant that the nursing staff could get in touch with the 

medical staff, who had a higher authority in the treatment if something was needing 

discussion outside of regular office hours and at the weekends. These backup shifts 

were a rotating system of personnel and included staff from other houses and hospitals 

on the premises outside the forensic area. 

 

4.3.4 The information meeting on the ward 

 

Once the MDT had been selected and the information sheet and consent forms 

translated into the German language, I arranged an information meeting with the 

selected MDT (see Appendix G). The main goal was to inform the MDT and provide 

them with the information sheet and the informed consent forms for the interviews and 

the observations. This first meeting was set for a month before the actual start of the 

fieldwork. This way l thought staff members would have enough time to think about 

participation, ask questions, and send in the signed informed consent forms via email 

or post. It would also give me enough time to prepare and set dates. Again, it all turned 

out differently. The meeting was scheduled for the whole MDT, but early on the day of 

the information meeting l was informed by the ward manager (WM 1) that the 

therapeutic and medical staff of the MDT were not able to attend the scheduled 

meeting. They had asked if it was possible to arrange a separate meeting earlier that 

day. The therapists were eager to participate, and so I arranged an earlier meeting 



 

 
 

 

137 

with them. This became the way we constructed daily life collaboratively from day one. 

l was aware I needed to stay focused and always question if staff members were doing 

things because of me or because it was their normal way of doing things.  

Although constructed differently from what l expected, the day went well. It emphasised 

to me the need to stay aware of ethics as a researcher, because the staff members 

were so enthusiastic, they would allow me almost anything. The WM 1 suggested, for 

example, that l have a word with the patients because they had not yet left for 

occupational therapy as I arrived. In my work as a supervisor l met patients every now 

and then, but as an ethnographic researcher it was not possible without permission 

from the ethics committee, because everything in this study was data. On the one hand 

WM 1’s suggestion demonstrated the high level of trust and acceptance of me being 

on the ward, yet on the other hand it reminded me that l was the one who must ensure 

that the ethical procedures are followed, and l had to question why he was so overly 

excited and open. From the first moment in the field, I was constantly defining and 

explaining my role as a researcher to the staff members of the MDT. In this way l hoped 

the participants would understand why l acted differently than l did as a clinical 

supervisor. Another issue on that day was the fact that both meetings, the first with the 

therapists and the second with the other MDT members, took place on the ward in the 

dining room and not in the conference room, as was originally planned. The dining 

room is located on the ward so physically l became in insider right away. Staff members 

were so enthusiastic about the study during the information meeting that they invited 

me to stay and simply start the study. Of course, l did not do that, but I drove home 

that day with 20 signed informed consent forms for the observations and 19 signed 

forms for the interviews in my bag. At the end of the fieldwork, a total of 49 people of 

seven different professions had given their consent for the observations. Twenty-five 
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of the staff members gave their consent for both the observations and the interviews 

(see Appendix H, Table H.1 for detailed information). 

 

4.3.5 Ethical considerations 

 

The works council of the hospital was informed shortly after the meeting with the 

hospital board and their approval came before the information meeting with the MDT 

was held. The director of nursing had sent them all the documents and letters of 

approval in advance. In a conversation with the director of nursing, the works council 

mentioned that they were happy to support the research with this MDT, but also 

advised the director of nursing to be aware that staff members may have had enough 

of being questioned due to previous research projects concerning patients. The work 

council also asked the nursing director for information about my previous role as a 

supervisor in the hospital and how this would be handled in the future. The nursing 

director reassured them that the supervision with this MDT had ended six months 

before the start of the study. The response of the works council made me aware of my 

different role in the hospital and the responsibility that came with that. As an 

ethnographic researcher l depended on the collaboration with the MDT and just by 

being there, l influenced the collaboration in the MDT (Davies, 2008; Emerson et al., 

1995; Hammersley & Atkinson, 2007; Liamputtong, 2012). 

 

The FRESC of the University was informed that the study would take place in one 

setting instead of two, with one MDT. As this was not a major change in the study 

design, no changes were required in the ethical procedures, therefore, it was enough 

to inform the ethics committee and no formal permission from the FRESC was needed. 
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After the decision for the study to take place in one hospital and the information 

meeting with the delegation of the hospital board, l anonymised, abbreviated, and 

translated the hospital and the professions as demonstrated in Table 4.2. This was to 

secure the anonymity of the hospital and to be able to write anonymised field notes 

and reflections from the very beginning of the research (Emerson et al., 1995; 

Liamputtong, 2012; Maanen, 2011).  

 

Table 4.2  
The hospital site  

 

German English Abbreviation 

Ärztliche Direktor Medical director MD 

Stellvertretende ärztliche Direktor  Deputy medical director dMD 

Pflegedirektor Director of nursing ND 

Stellvertretende Pflegedirektor Deputy director of 

nursing 

dND 

Therapeuten: Psychiater, Ärzte, 

Psychotherapeuten, Psychologen 

Therapists on the ward 

psychiatrists, physicians 

psychotherapists, 

psychologists, 

Therapist (s) 

Sozialarbeiter Social worker SW 

Bildung/Lehrer Teacher Ed 

Stationsleitung 1  Ward manager 1 WM 1 

Stellvertretende Stationsleitung 1 Deputy ward manager 1 dWM 1 

Mitarbeiter der Pflege und 

pädagogischer Dienst  

Nursing staff NSt 

Arbeitstherapeut Occupational therapist  OT 

Sporttherapeut Sport therapist ST 

 

Note. The professions are presented in hierarchical order. 
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4.4 Data collection – Insider 

 

The hospital board stated in our first meeting that if the hospital could learn from the 

research and support their employees better in their daily work this research is a 

chance they would not let pass by. Gaining access to the hospital and becoming an 

insider of the MDT was intense, but because I spoke the language, knew what would 

be important to have in place, and was not afraid or overwhelmed by the fences, the 

camera’s, the closed doors, and the security levels l had to pass every time l entered 

the research setting, it was not a big issue. My own knowledge, network, and 

experience in forensic psychiatry enabled and enhanced the access process 

(Hammersley & Atkinson, 2007). Various authors argue that knowing the field, having 

relationships in place, and studying one setting in depth plus using different research 

methods can reduce the time spent in the field (Hammersley & Atkinson, 2007; Howell, 

2013; Liamputtong, 2012). Although all was in place, the time I spent in the field went 

from the initially planned six months to 16 months. In these 16 months l conducted ten 

observation sessions and 13 interviews and spent a lot of time in the break room and 

back office of the NSt on the ward, waiting for a session to start or waiting between 

interviews. I travelled to the hospital 18 times during this period and spent a total of 72 

hours in the field behind the 5.5-meter-high fence. There was a gap of two months in 

the fieldwork; this gap was due to personal illness whereby l could not conduct 

fieldwork. The biggest challenges were not to get in or out of the forensic hospital and 

the MDT, but to handle the constant change of roles between the participant observer 

insider and the analytical and interpretive researcher outsider, and handling the 

languages in the different roles. Conducting the fieldwork in the German language, 

writing everything down in the English language, (with Dutch as my native-speaking 
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language) was a challenge. How the participants and I constructed this process is 

discussed in the following sections.  

 

The trust and openness l experienced in the field were based on the view staff 

members had for my work role and not yet as a researcher (Hammersley & Atkinson, 

2007). The transition in these roles while trying to keep the trusted and open 

relationships was challenging as a novice researcher.  

 

4.4.1 The research setting – Entering the zone behind the fence 

 

An extract from my field notes illustrates the setting and how to enter it: 

 

Today, l entered the site via the second entrance road. This is a long straight 

road, and as l turned left l crossed a little bridge passed the garden shop. I buy 

Christmas decorations every year from this garden shop. It is a large shop, built 

as a glass house and it is mainly run by patients and most of the articles sold in 

the shop are made or decorated by patients as well. It is an enjoyable and 

friendly place to be. From here the search for a parking space started. Today l 

was lucky and found one close to the entrance of the research site. As l got out 

of my car some patients were working outside the 5.5-meter fence cutting the 

grass and doing gardening, wearing green gardener overalls. It is only a 5-

minute walk to the hospital passing the stables and the riding hall on the left. 

Two horses were outside, and the smell of the stables took me back to a few 

years ago when l was still riding myself. As I walk up to the entrance l felt a bit 

nostalgic and l realised l miss having horses in my life. (Field notes) 
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The entrances of newly built (in the past 15 years) forensic hospitals look almost the 

same everywhere in NRW. The entrance was a 5.5-meter-high building that was 

connected to the transparent 5.5-meter-high fence with barbed wire on it. Large, dark 

windows cover the front of the entrance, through these you could not see in, but the 

people on the inside were able to see out. Only as you come close enough can you 

look through the side windows. On the right-hand side of the windows are two green 

5.5-meter-high steel doors. This is where trucks, patient transport, or emergency 

vehicles enter the forensic hospital area. When they open the double door lock system 

becomes visible. The first two doors open, the two doors behind the first stay closed. 

As the first doors are closed, every vehicle and all people are checked with detection 

devices and cameras before the second two steel doors open. The doors are on the 

right flush with the 5.5-meter-high transparent fence topped with barbed wire. 

Everywhere on the premises you can see small black bowls hanging which are 

cameras. These cameras are operated by the staff working at the entrance of the 

hospital. As the entrance is built with brick it still looks friendly, this may sound strange 

but compared with other forensic hospitals this site looks friendly. Maybe it also has to 

do with all the green fields and trees behind the fence and around the hospital. 

Needless to say the trees are, of course, far enough from the transparent fence around 

the premises to ensure they cannot be used to climb over the fence. In most forensic 

hospitals the entrance for employees and patients and/or visitors are separated, but 

not here. All visitors without vehicles enter on the left-hand side of the dark, glass 

windows. The large, glass door is very heavy and only opens when the receptionist 

pushes the button to open it. Here is also an automatic door lock system, the next door 

only opens if the first door is closed, and absolutely nobody has a key to the main 

entrance doors. From here on all the doors are transparent (unbreakable glass) and in 

this way it is visible when further down the hall another door is open, and visitors must 
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wait. As l arrived today the receptionist was expecting me and smiling. He was alone 

at that moment, he gave me my telephone, which is also the alarm system and keys, 

and said, “Have fun Lettie you know your way” (Field notes 1). The receptionist 

obviously had instructions to let me in as one of the employees; later l heard this was 

decided in the monthly security meeting earlier that day. Although it had been seven 

years since my last position as a board member of a forensic hospital, where l had to 

carry the telephone and keys with me all the time, it felt familiar and did not hinder me. 

It is part of the working clothes and working gear at a forensic hospital. 

 

Working at the entrance of a forensic in-patient hospital is the only area where you do 

not need special professional education yet, in my view, it is one of the most 

complicated areas in the hospital. This reception had approximately 15 computer 

screens where the whole hospital came together: cameras; alarms such as the fire, 

fence, doors, and personal alarm system; the internal and external telephone; key 

systems; and at night sometimes the patient telecom system. They checked everybody 

and everything, every piece of mail or parcel. They needed technical skills to handle 

all the software and hardware, but most of all they needed social skills because 

everybody going in or out had to pass the entrance. The receptionists decided who 

comes in and leaves. These employees communicated and worked with patients, 

lawyers, relatives, external firms, employees, the justice department, and more. The 

entrance area could never ever be left alone, it was occupied 24/7, 365 days a year. 

During the day there were mostly two people present, but at night the receptionists 

worked alone. To me it is still one of the most communicative, underestimated, 

responsible, technical, powerful, and ethical jobs at a forensic hospital. In my 

experience these employees determine an important part of the culture of the hospital.  
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Reflexivity and conversations with the supervisory team were important during this 

phase. The participants were so excited that setting boundaries to safeguard good 

research practice was an issue (Deutsche Forschungsgemeinschaft, 2019; 

Hammersley & Atkinson, 2007). For example, I was asked by staff members to join 

other MDT meetings where the MD was present because they wanted me to guide the 

collaboration process during those meetings. A lot of explaining was needed to 

emphasise that this study was research and not consulting or supervision, that l was 

at the site to observe and not to advise how to do things differently, and it would take 

a long time before the results of the study could be presented. Obviously, staff were 

more occupied with me as a person and my working role than they were with the 

research itself. This made me aware of the way I presented myself, termed ‘impression 

management’ by Goffman (1959, p. 208), including an awareness of how l dressed 

and how I behaved when l came to the hospital as a researcher. When getting ready 

for the information meeting l purposefully dressed in a casual jeans, a shirt, and 

sneakers for practical security reasons, but also to relate to the NSt, who I spent most 

of my time with. The dress code supported me in my move into the role as researcher 

and insider (Hammersley & Atkinson, 2007). l dressed more formally as a supervisor 

or consultant. Staff at the hospital looked at me as an experienced forensic person and 

dressing down supported me to be a novice researcher. Because l knew the rules so 

well, staff never had to worry about me breaking security rules or getting into contact 

with patients. This created safety for me to learn.  
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4.4.2 The observations  

 

The BTB meetings I observed were always on a Tuesday after the lunch period in the 

dining room on the ward. Patients were in their rooms or at work at that time. To give 

an impression of the setting here is an extract from my field notes: 

 

As l entered the ward door, the first thing l noticed was the smell of food, it was 

shortly after lunch time and in forensic hospitals the main warm meal comes at 

lunch time. I could not visually see patients, but l could hear them cleaning up 

the dining room, leaving for a smoke, or going to their bedrooms. The staffroom 

area was not accessible to patients, only to staff members with a key. The 

central staffroom had a clear demarcated front and back office and was located 

across the entrance of the ward. To the left there were two staff offices and male 

and female staff toilets. Further down the left of the hall was the entrance to a 

living area for nine patients with their personal bedrooms, a shared kitchen, a 

large dining room, smoking room, a television/recreation room, and an isolation 

room. The right-hand side was an exact copy of the left-hand side, without the 

isolation room and home for nine patients. The front office opposite of the 

entrance lays behind a glass door and two large windows with two desks with 

computers, the medical cabinet, and the intercom connected to the patient 

rooms. It was a bright room with a large window to the middle area of the ward 

with milky glass. Going through this front office l entered the back office. The 

back office was the part where visitors or patients never entered or could see 

in. It was darker and smaller, it had tall 12-cm-wide windows so that no head 

could fit through it; these were the same windows as in patient rooms and they 

hardly let in any light. On the right l saw a wall with bookshelves where the post 
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boxes for members of staff were placed. A little kitchen had a coffee machine, 

a fridge, some cupboards, and, in the middle, a table with chairs. This was the 

NSt break room where the handover of shifts took place. There were half empty 

coffee cups on the table and there was a smell of food. Staff members were 

dropping in and out and everybody seemed to take me for granted, nobody 

wondered what l was doing there, obviously they had been informed I was 

coming today. (Field notes 1)  

 

At the beginning of the fieldwork these moments felt like the early days of my own 

working career when l was still working shifts and shortly to hand over the shift. This 

was the time the colleagues from the early shift were rounding off their work and sitting 

down and happy to see the late shift dropping in; everybody could drop their 

professional face and personal information was exchanged because for a moment 

there was no need to keep up the professional role. This was the time for informal 

conversations with staff and staff used the time to talk to me.  

 

The sessions 

 

Coming into the dining room the other professions, OTs, SWs, STs, and the therapists 

were mostly already present. Table 4.3 is a list of the key participants in hierarchical 

order in the observations and interviews, they are presented here to demonstrate that 

the participants were anonymised in an early stage of the fieldwork. The psychiatrists, 

psychologists and psychotherapists are referred to as therapists throughout the thesis. 

Seven of ten observation session included new staff members. This meant that every 

session started with an explanation of the study and handing out information sheets 

and the consent forms and always being prepared to answer questions and leave 
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again if somebody did not agree to me being present. The latter did not happen once, 

but l always kept the ethical procedures in place and asked for formal permission every 

time before a session started.  

 

Table 4.3  
Key MDT members  

 

Profession Name 

Psychiatrist (therapist) Mark 

Psychotherapist (therapist) Nick 

Social worker Rolf 

Teacher Walter 

Ward manager 1/nurse  Jonas 

Deputy ward manager/nurse, later ward 

manager 2 

Christy 

Nurse Henry 

Nurse Rita 

Nurse Jürgen 

Nurse Paul 

Nurse Pauline 

Deputy ward manager 2/nurse Pat 

Nurse Kees 

Nurse Piet 

Nurse Michiel 

Nurse Willi 

Nurse Susi 

Occupational therapist Rachel 

Occupational therapist Ben 

 

Note. The professions are in hierarchical order and the names are pseudonyms. The 

psychiatrists, psychologists and psychotherapists in the thesis are referred to as 

therapists. 
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In every session I explained that it would not be possible to remove specific data when 

a session was recorded, but l would always be willing to talk about any problems or 

uncertainties that might occur. l would install the recorder and find the spot where best 

to sit and observe. The average number of participants in the BTB meetings was 

approximately 16, all gathered around the dining table.  

 

During the first observation sessions l struggled with my role as an insider. Initially, 

limited participatory observations were planned and as a novice researcher l did not 

know in advance how this would work out. During the first session l found myself sitting 

between WM 1 and Mark and the participants of the meeting drew me into the 

discussions about patients. For the whole meeting l could not stay out of the 

discussions and the team dynamics. The MDT members were searching for eye 

contact and asked for my input which l automatically gave. Some reflection was 

needed on how I should handle this. l found it extremely difficult to observe what 

happened during the meeting when l was part of it. After discussion with my 

supervisory team in the next session l tried to sit in the second row during the meeting, 

this simply did not work because staff members kept making the circle around the table 

bigger to make sure l would still be part of it. 

 

After the second meeting l decided to provide an additional information letter that 

explained my role as a researcher, where l would sit and that l would not intervene in 

any discussions or give comments unless both sides agreed on it or it was decided 

necessary (see Appendix J). As I distributed the information letter to the MDT not all 

staff members were happy about its content. Nurse Henry gave words to his feelings, 

“… this is too bad Lettie you are here, and we value your input and innovative thoughts 

and now we are not allowed to use that. Can we then at least talk to you and ask 
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outside the meetings …”. Henry proposed a win-win situation with his suggestion. We 

negotiated a compromise that gave the MDT members the opportunity to talk to me 

informally after the meetings and it gave me the opportunity to have informal 

conversations with staff members in the back office or walking the hospital site. l kept 

ethics in place by defining and asking if the input was data or a personal conversation. 

The moment this was cleared staff accepted me more and more in my role as 

researcher. Still, it took until the sixth observation session before I was allowed to sit 

on a chair alone against the wall, outside the circle with my notebook jotting and 

observing the meeting. We negotiated this at every meeting and after some meetings 

it became acceptable for the MDT when l stood up during the observation to see if the 

recording was still working and l was allowed to laugh or be shocked without becoming 

part of the discussion. The staff members let me in to be a part of the natural daily 

environment of the MDT.  

 

From day one in the field, the data analysis started with interpretation of what I had 

witnessed, that is, with listening and interpreting what l had heard and seen, 

experienced, and given meaning to. The themes l picked up on were written up in the 

field notes and my reflections in a research diary and were used in the preparation for 

the following day in the field. After the first day in the field experience led me to believe 

that the observation sessions could not be transcribed verbatim. During the first 

meeting 16 staff members were present and it would be impossible to pull the different 

voices apart, separate the different discussions and anonymise the participants. Also, 

the meetings were about patients, therefore, their names were mentioned all the time, 

and it would not be ethically right to have these discussions transcribed. After listening 

to the recordings in MAXQDA and writing the field notes after the first session l realised 

that it was not necessary to transcribe the observations because l had my jottings and 
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the recordings, and with MAXQDA it would be possible to code the recordings. 

Hammersley & Atkinson (2007) argue that the process of data analysis must always 

be seen in the light of what the study aims for and have a funnel structure going from 

broad to focused. Language is a major vehicle in the construction of the interactions, 

the culture and the environment of the MDT (Hammersley & Atkinson, 2007), but the 

aim of this study was to find participant themes and patterns that influenced MDT 

collaboration and PS, not the analysis of how the language constituted MDT 

collaboration and PS (Braun & Clarke, 2013). Taking these arguments together l 

decided not to transcribe the observations. 

 

The first two observation sessions were confusing for more reasons than simply my 

role and not knowing what to expect, this was because l did not understand the 

construction of the meeting. In the first, approximately 20 minutes, the NSt discussed 

patients with hardly any in-depth discussion. After everybody was informed about 

these nine patients, the nine patients on the ‘other’ side of the ward were discussed in 

depth and by all professions. It felt as if l was observing two different meetings with the 

same staff in the same time frame. After the second observation l asked WM 1 to 

explain to me what was planned to happen during the meeting and l asked for a 

process description of the meeting. It turned out that l was observing two meetings in 

one. The first 20 minutes of the BTB meeting was devoted to handing over the shift 

between the NSt for nine patients with the whole MDT present, the aim was for 

everybody to stay informed about what was going on with those patients. After handing 

over the shift, the actual BTB meeting started with a discussion concerning the patients 

of the other side of the ward. This process alternated sides every week between the 

left and right sides of the ward, which led to every patient being discussed in depth in 

the MDT every two weeks. This was an example of how everybody, including myself, 
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came to the view that there was shared knowledge and an understanding of what we 

were doing. After reflecting on this l realised that I should have had more thorough 

conversations to define and understand the agenda of the BTB meeting.  

 

After the fourth observation l had the impression that six observation sessions would 

not be enough to gain in-depth information about the interactions in the collaboration 

and culture of the MDT. This is when l sent in a request for an extension to the number 

of at least ten observations, which was granted by the FRESC at the University.   

 

During every session l wrote down the key players and my impressions of the session 

that I wanted to explore in the interviews or in the next session. Table 4.4 is a summary 

of the lists of the number of staff present l made after every session, and which 

profession they represented during the meeting. This enabled me to have an overview 

of the key players in the MDT in time and an impression of the meeting for later in the 

day at home as I wrote my field notes and listened to the recordings.  
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Table 4.4  

Observations 

Observation  WM present Staff present Impressions/first ideas 
1. WM 1 (sick) 

Christy dWM 1 
16 members of staff  
Mark psychiatrist 
(therapist) leading, 6 
OTs, 1 SW, 1 ST and 
sit in the second row 
lower on couch, 6 NSt 

- WM 1 not there but influenced decisions  
- There is sarcasm about WM 1 being sick 
- Therapist leading content discussions 
- Leadership, power, PS?  
- My role, l didn’t understand the meeting, staff kept including me in the conversations 

2. WM 1 
Christy dWM 1 

20 members of staff  
Mark psychiatrist 
(therapist), WM 1, 
Christy (dWM 1), 4 
OTs, 1 ST, 4 
therapists, 8 NSt 
 

- WM 1 clear lead, making suggestions, decisions, taking responsibility, creating safety by taking over, no 
spontaneous discussions, NSt hardly spoke 
- Power discussions between Mark and WM 1, about who was right  
- Themes were primary nursing, hierarchy, leadership, power between different professions, communication, PS, 
there were some dominant males at work today  
- Responses and handling by the MDT of one therapist being different  
- My role 

3. WM 1 holiday 
Christy dWM 1 

18 members of staff  
Christy, Mark 
psychiatrist (therapist) 
and Nick 
psychotherapist 
(therapist), 3 
therapists, 4 OTs, 7 
NSt, 1 ST 

- Christy’s influence very evident, invites people to reflect on why they do what they do, purpose of the meeting 
and roles discussed 
- Open atmosphere, friendly inviting communication, clear roles, lots of therapeutic discussion 

4. Christy dWM 1 
WM 1 
suspended 

13 members of staff  
Christy, 1 therapist, 2 
SWs, 8 NSt, 1 ST.  
Mark, Nick, and the 
OT staff are not 
present today 

- Only Christy and l know about the critical incident.  
- NSt are eager to find out what I know (conversations in back office) 
- Two people write protocol, meeting and preparation are not discussed 
- Discussion about who is to decide  
- NSt. lead the meeting almost autocratic, no asking if anybody else has an opinion  
- Relaxed atmosphere, staff know something is going on  
- Hardly any therapeutic discussions 

5. 
Interviews 
start 

Christy dWM 1 
WM 1 has left 
 

16 members of staff  
Nick, Christy, 4 
therapists, 6 NSt, 1 
SW, 1 ST, 3 OTs 

- Everybody is informed, sense of relief 
- Shared values are around patients?   
- Safety in therapeutic discussions, lots of invites, not personal 
- Christy’s office looks cleared and ordered 
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- Same people sitting next to each other, supporting openly 
6. Christy WM 2 

No deputy WM 
16 members of staff  
Christy, 3 therapists 
(2 in practical year)   
7 NSt, 4 OTs, 1 Ed 

- For the first-time l am sitting outside the circle  
- Relaxed atmosphere  
- Staff members are actively asked to give input  
- Mark not here today, not much therapeutic discussions  
- Christy allows discussions and exchange of information 

7. Christy WM 2 
Pat dWM 2 

15 members of staff  
Mark, dMD, 2 
therapists, 7 NSt, 1 
ST, 1 Ed,  

- Mark and dMD openly admit failure, after this the atmosphere lightened and staff speaks openly with dMD 
- Pauline feels safe, gets support from therapists,  
- Mark and Nick create safe feeling in the MDT, prevent discussions getting out of control 
- Invitations to (therapeutic) discussions about patients 
- Discussions are not about personal irritations but more about who gets the support from the therapists in their 
approach to patients’ treatment, subtle discussions between sub-teams 

8. Christy WM 2 
Pat dWM 2 

23 members of staff  
Christy, Pat, Mark, 9 
NSt, 1 SW,  
3 OTs, 6 therapists, 1 
ST 

- A new psychiatrist is present today who is the therapist for some patients on the ward                                              
- Introduction of new patient, massive story of life and offence shocks all staff, it is not talked about, view seems 
to be ‘it is the way it is, this is what we do’  
- Difference between agreements made in the MDT and agreements made among NSt, no personal battles, 
discussions seem based on shared values best for patients 
- Intense meeting, lots of therapeutic discussion  
- OT falls asleep  
- The same people sit next to each other, l observe their relationships 

9. Christy WM 2 
Pat dWM 2 

19 members of staff  
Mark and Christy are 
not present, Pat leads 
the meeting 
3 therapists, 4 OTs, 2 
SWs, 9 NSt and one 
colleague from 
another ward 

- Couches are gone                                                           
- Pat guides and takes decisions 
- SW who must deliver bad news to a patient, asks for help, expects difficulties with the patient, MDT supports 
- Decisions and discussion between NSt and OTs. NSt determine the actions of the OTs and the latter are OK 

with that  

- Therapists are not much involved, they lean back.  
- Lots of energy and support between the various professions 

10. Christy WM 2 
Pat dWM 2 

10 members of staff  
Mark, Nick, and 
Christy are not 
present today, Pat, 6 
NSt, 4 OTs 

- Totally different atmosphere, lots of almost sarcastic laughing, many personal attacks 
- I interrupt twice and wonder about the construction of knowledge, risk assessment, and safety when the 
therapists are not present 
-Staff present lose the structure of the meeting  
- Staff answer telephones during the meeting 
- Pat handles situations by keeping structure and guiding  
- No therapeutic knowledge present  
- Power within NSt, and between NSt and OTs 



 

 
 

 

154 

4.4.3 The critical incident 

 

Between the second and third observations the director of nursing (ND) informed me 

about a critical incident that happened at the hospital. This incident did not involve 

patients, but instead the ward management of the MDT under study. As it was my 

highest priority to do no harm and follow the ethical procedures in the study more than 

one conversation with my supervisory team and the hospital board was needed to 

decide how to continue, and how to write about the incident which played such an 

important role during the study. Out of respect and appreciation for the participants 

and the hospital board who allowed me to continue the research and speak openly 

with the participants about what had happened, l decided not to describe the incident 

in detail, but to give an overview and summary. An excerpt of the field notes illustrates 

this: 

 

… the ND called me. I could hear in his voice that what he had to say was 

urgent, he sounded serious, and the normal informal enthusiasm between us 

when we speak wasn’t there. He informed me about the ward manager (WM 1) 

behaving fraudulently with the shift plan system for his own benefit. According 

to the ND this had been proven to be going on for months, maybe even for 

years. To my question how “did you find out?”, he told me that the whole betrayal 

was uncovered by a colleague from a lower management position. This 

colleague had suspected it for months and collected evidence, but was afraid to 

tell anybody. After talking to important others, the colleague felt supported 

enough to collect the proof and inform the ND. The ND said the colleague had 

explained to him that the colleague had been afraid to talk about it because WM 

1 was older and respected, had a quick-tempered character, and was very 
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experienced in forensic mental health care and the colleague feared nobody 

would believe it. The ND described his response, and it became clear to me that 

he supported the colleague by believing it; he wanted to find out the truth and 

said the colleague did absolutely the right thing and he promised it would not 

have any negative consequences for the colleague. The WM 1 was suspended 

from all duties and found a new job a few months later. The hospital board hoped 

the findings of my research would prevent something like this from happening 

again, therefore, they wanted me to continue. (Field notes) 

 

My previous roles as a clinical supervisor and a consultant and my role as an 

ethnographic insider were tested and stayed under the constant guidance of my 

supervisory team, to make sure l stayed in the role of an ethnographic researcher. WM 

1 was somebody l had known for a long time, and it was important to discuss my 

position on this. We discussed how l would further respond to the ND and how l should 

manage the situation in the field. It was decided to keep the perspective on PS and not 

on whistleblowing. This was because the person who informed the ND at a certain 

point decided it was safe enough to talk about the incident with the responsible people 

at the hospital. There is a difference between PS and whistleblowing. Whistle blowers 

are referred to as staff who reveal wrongdoings they have observed in organisations 

or society and do this outside their organisation. Whistleblowing is not a signal of an 

organisation having high PS; Edmondson (2019), describes whistleblowing rather as 

a signal from an organisation lacking a PS environment of feedback and learning 

behaviour and employees having to go outside the organisation to report what they 

know (Edmondson, 2019, p. 202).  
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4.4.4 The interviews 

 

Initially six interviews were planned to start after the observation sessions had finished, 

and the selection of the participants for the interviews was done purposively with a 

typical sampling strategy. The staff members of the MDT were asked to participate 

because of the critical and rich information they could give, which l could not gain in 

any other way (Hammersley & Atkinson, 2007; Liamputtong, 2012). The impact of the 

incident described above was huge, and the BTB meetings as well as the informal 

conversations were filled with information about the incident, about collaboration, 

about PS and its construction and more. Therefore, l decided to start the interviews in 

parallel with the observation meetings and select the participants for the interviews 

using a theoretical sampling strategy. This form of sampling is used if certain 

characteristics of participants might contribute to building an argument (Howell, 2013; 

Liamputtong, 2012). The argument was that the incident could provide in-depth 

information on how MDT collaboration and how PS was experienced, constructed, 

became meaningful and what it was influenced by. It was also clear, that six interviews 

would not be enough to reach data saturation. The FRESC gave permission for both 

the extension of the number of interviews and the theoretical sampling. By the end of 

the fieldwork, I had conducted a total of 13 interviews, as shown in Table 4.5.  

 

In the initial design l considered to having e-mail and telephone contact with 

participants before the interviews were held. Because l already had so many consent 

forms signed after the information meeting, e-mail was not necessary. During the days 

in the field l asked staff if they were willing to participate, l made sure we were alone 

when l asked and explained that participation was voluntary. Nobody declined to 
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participate and only one participant mentioned explicitly he would only agree to the 

observations.  

 

Some of the staff members were disappointed at not being asked for an interview. One 

member of the NSt agreed to an interview and just as we were all set to start, the 

memory card of my recording device was full and I had not brought a spare. We were 

both disappointed that the interview could not take place and sadly we did not find 

another moment, due to holidays and shifts, to try again. As demonstrated in Table 4.5 

nine complete interviews took place in the conference room in the central staff building, 

in the middle of the forensic hospital.  

 

Table 4.5  

Overview of the interviews  

 

Interview  Profession Location Names  

1 (d)WM 2/nurse Conference room Christy 

2a + 2b Psychiatrist Office on the ward Mark 

3 Nurse Conference room Rita 

4 Nurse Conference room Jürgen 

5 Nurse Conference room/ office  Paul 

6 Nurse Conference room Pauline 

7 Psychotherapist Office Nick 

8 Social worker Office Rolf 

9 Nurse Conference room Henry 

11 dWM 2/nurse Conference room Pat 

10 Occupational therapist Conference room Rachel 

12 Teacher Conference room Walter 

13 Occupational therapist Break room  Ben 
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The pseudonyms of the participants and the locations are relevant in Table 4.5 

because it demonstrates how l provided anonymity and created an environment where 

nobody could just walk in and disturb the conversation and staff could feel at ease. 

Here staff were allowed, if they wished, to turn their alarm device and phone to silent. 

Spending so much time of my own working life in forensic in-patient high-secure 

hospitals l was used to alarm devices beeping so it was no problem if staff kept their 

devices on, l had one myself as well.  

 

Both the secretaries of the MD and the ND were fantastic and provided me with coffee 

and cookies and every now and then a cola. Only the secretaries knew when l would 

be coming in and l informed them of how many staff members l would be speaking to. 

The secretaries had to be informed when l visited, because they were the gatekeepers 

of the conference room. They reserved the conference room for me or let me know if 

the interviews had to take place somewhere else because the room was already 

booked. Before the participant came l closed the window roller blinds and made sure 

the drinks were already in the room. This way l guaranteed anonymity. The participants 

did talk to each other and other colleagues about the research. I never asked them not 

to as this was part of daily life. Every interview started with a check of the consent 

forms and an explanation of the time, and the construction of the interview. L would 

explain that the participant could withdraw at any time and their data would be deleted 

and that this was possible up until the data was incorporated in the data analysis and 

the thesis submitted.  

 

The interview with Mark was conducted in his office because the conference room was 

occupied. The interview was interrupted because the recording device gave warning 

signals it was not recording although it did. At this point I stopped the recording device 
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and pushed reset. Luckily, it worked and we could continue but this is the reason for 

two transcripts of the interview. The interview with nurse Paul was interrupted by a 

telephone call and we had to change rooms during the interview. That was an 

interesting experience, but we easily picked up where we had left off. Most interviews 

took approximately one hour.  

 

4.4.5 Ethical considerations 

 

The incident that happened with the ward management at the hospital led to changes 

in the initial design of the research. In a separate meeting the hospital board explicitly 

wanted me to continue the research and allowed me to talk about the incident and start 

the interviews. Being an insider at this hospital for so long in different roles meant that 

sometimes l was informed about situations or steps in the process of dealing with the 

incident before the rest of the staff members of the MDT. This was mostly information 

l needed to be able to understand the situations I would encounter during the MDT 

meetings. An example of this is the fact that the ward management changed 

completely within a few weeks and l knew who was to be the new WM before the others 

did. I needed to know this because the WM was the gatekeeper for the planning of the 

observations and the interviews. The WM was also the person who informed the 

hospital reception of the days I would be coming so that l was expected, and my keys 

and phone would be ready. Looking back l realised how important it was to have 

cleared so many ethical procedures in advance in this area of research where staff 

and patients are vulnerable (Deutsche Forschungsgemeinschaft, 2019; Hammersley 

& Atkinson, 2007; Liamputtong, 2012; World Medical Association, 2013).  
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Another ethical concern was the extension of the number of observations and 

interviews and the theoretical sampling. For both, l wrote an amendment to the FRESC 

and approval was confirmed via e-mail within two weeks.  

 

My supervisors guided me through this turbulent time. They made sure l stayed on 

track. In joint discussions they supported me with conversations about the boundaries 

of ethics, so that l could continue to investigate with respect for the privacy and 

anonymity of the participants guided by my field notes and reflections.  

 

4.4.6 Field notes and language 

 

During the planning stage of the study, I had no idea of the impact language would 

have during the fieldwork. From the moment I entered the field with telephone calls, 

meetings, and reflections I realised the impact of the three languages, German, Dutch, 

and English would last throughout the whole study because I learned the English and 

German languages via my native language of Dutch. Consequently, processing data 

in the German field meant l heard or experienced something in the German language 

and experienced difficulties translating this straight into English, because my brain 

wanted to translate the German into Dutch first. This is how my brain functioned. As a 

result of this, the double-entry notebook l planned to use for my field notes turned out 

to be useless during the first observation. The double-entry notebook required a 

distance between myself and my participants if l was to write clear observations, and 

later write about my interpretations (Liamputtong, 2012). Through my participation in 

the field l was sufficiently close to staff members to observe how they found their way 

in dealing with uncertainties and sometimes ambiguities. This closeness also enabled 

me to observe how, through talking and collaborative action, the MDT created meaning 
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and understanding. Being a participant in this process, all l could do during my time in 

the field was jot down my impressions, thoughts, and experiences and work on their 

interpretation at home on the same or the next day (Emerson et al., 1995; Maanen, 

2011). The observations were recorded so I chose to write up what I could not hear.  

The process of writing down a brief summary of observations, events, or experiences 

in key words and phrases is called jotting and according to Emerson et al. (1995) there 

are two forms of jotting. In the first form, the researcher identifies a topic in advance 

and writes down key words or phrases related to this topic to support the researcher 

at a later time to remember in more detail. The second form is writing down the exact 

words that are used to capture a dialogue. I used both styles. Sometimes l took the 

topics from an earlier observation into the meeting to focus on a certain process. Mostly 

l just wrote down everything because so much happened it was not possible so focus 

on one process or theme in the meeting. Jotting became increasingly important in 

remembering significant experiences as I was writing up my field notes. Mostly l jotted 

openly for everybody to see, not hiding anything, and this helped me and others to stay 

in our roles. I jotted down phrases, described situations with key words and sometimes 

I drew a picture. Only occasionally did I use the Dutch language if l did not want others 

to accidently read what my first impressions or thoughts were. Every now and then, 

when l was forced to pay full attention to what was going on, or if l simply had nothing 

with me to write with, for example, when l was just walking around the premises or 

coming back from the bathroom, l would go into the back office, or sit aside somewhere 

and write things down directly after the event so that I did not lose my first thoughts.   
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Here is an example of this:  

 

During my preparation of setting up the recording device and other staff 

members entering the room, I noticed some NSt putting sheets as covers on 

the two leather couches. I saw it and asked: “Why do you put covers over the 

couch before you sit on them”? The three NSt members who were doing this 

were visually uncomfortable with my question. They looked away, looked at 

each other and at first l thought nobody was going to answer. It took a few 

seconds before one nurse answered, “Well you know patients are normally 

sitting here and well … you know Lettie, you never know what they (patients) 

have been doing before”. I responded with, “Oh okay” and let it rest and the 

awkward situation passed. (Observation 4 in the field notes).  

 

Nine months later I entered this room again for the ninth observation session 

and the couches were gone, for months a nurse said. Nobody could say when 

or why, and l left it for what it was. (Observation 9 in the field notes) 

 

As l left the pressure of making structured notes behind, my handwritten jottings 

sometimes contained three languages, strange sentences, and pictures or tables, and 

became a treasure box of detailed data. Back home after a day in the field I moved 

into the role of the analytical researcher and the jottings were transformed on my 

computer into field notes in the English language and discussed with my supervisors.  

 

Moving from insider to outsider, sometimes even during the fieldwork, was exciting and 

exhausting, the latter especially at the beginning of the fieldwork. Moving from field to 

desk also meant changing the field language of German into the desk language of 
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English. When l came home from a day in the field, l went up to my office because I 

wanted to write up the field notes of the day as quickly as possible for two reasons. 

One reason was that the next day mostly meant going to work and having no time. The 

second reason was to write out my jottings as soon as possible so that the memories 

of this day in the field would not fade (Emerson et al., 1995). In my office I turned on 

the tape recorder of the observation session closed my eyes and went back into the 

situation in the German language and interpreted it and wrote about what l had seen 

and experienced that day in English. This way l went from participant and descriptive 

observer to the critical, analytical and interpretive researcher (Goffman, 1959; 

Hammersley & Atkinson, 2007; Howell, 2013; Liamputtong, 2012; Maanen, 2011).  

 

This process of jotting down all my experiences throughout the days in the field and 

transforming them into field notes led to thorough reflexivity of what happened and my 

own role in the field and I constructed detailed field notes as an in-depth source of data 

of the lived experiences of the MDT and my role in this (Maanen, 2011). 

 

4.4.7 Leaving the field 

 

During the period of the 16 months in the field l had spoken regularly with participants 

about what would happen when I left the field and what was to be expected after that. 

For example, I informed them that the findings would take at least a year or two before 

they would be ready to be presented. I promised the hospital board and the participants 

that before anything was published the participants would be informed first. One 

participant, who already knew he would be leaving the hospital because he had 

accepted a different position, explicitly asked me to inform him when l would be 

presenting the findings to the hospital.  
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There was still so much to see and to experience in the world of the MDT in forensic 

mental health care and the quality of the established relationships with the participants 

was making it hard for me to leave the field at the point of data saturation (Hammersley 

& Atkinson, 2007). Together with my supervisors, the decision was made to set this 

date for the last observation session after l had finished the planned interviews. 

 

The last day in the field was a sunny day in June. The session again gave insights into 

interesting interactions in the collaboration. Sadly, some key players were not on duty 

or present that day. As l left the hospital, I said goodbye to the participants and left for 

home feeling a bit sad to say goodbye, but also a bit relieved because l already knew 

how much data l had.   

 

The next section continues with a report of the TA of both the observations and the 

interviews, which was conducted after the fieldwork.  

 

4.5 Data analysis – From insider to outsider 

 

4.5.1 Introduction  

 

Data analysis was a continuing process that started from day one in the pre-fieldwork 

phase. By writing down every step, and the interpretation of what l had seen, heard, 

smelled, and experienced sharpened the study. It kept the focus on SI and the meaning 

of MDT collaboration and PS during the fieldwork (Hammersley & Atkinson, 2007). 

These different steps in the data analysis were chosen deliberately to secure the 

study’s triangulation. Triangulation in qualitative research is different from triangulation 

in quantitative research (see Chapter 3). In this study triangulation was pursued by 
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catching multiple truths through different voices using various methods of data 

collection from different sources, such as individuals, the MDT as a group, and various 

professions all with different roles and responsibilities, and by different methods of data 

analysis  (Braun & Clarke, 2006; Guba & Lincoln, 1985; Hammersley & Atkinson, 

2007). Figure 4.1 illustrates that the data analysis started from the moment l contacted 

the field. 

 

Figure 4.1  

Methods of data analysis 

 

 

 

The previous section has described the first part of data analysis, which was to come 

as close as possible to the multiple truths about MDT collaboration and PS in this 

context. The following section reports the structured TA. It explores if and how the 
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themes of the different data analysis approaches matched and maintained the 

participant-driven ethnographic approach.   

 

In the first stages of the TA by (Braun & Clarke, 2013) l have put all my field notes, first 

thoughts and ideas of the observations, and analysis as described in the previous 

section to one side and concentrated with an open mind on the TA as presented in this 

chapter. In a later stage of the analysis l brought all the data back together. This section 

continues with explaining the decisions that were made along the way. This is followed 

by a report of the process utilised in the different stages of a TA as described by Braun 

& Clarke (2006, 2013). The section leads the reader through the TA to the participants’ 

themes and the final themes of this study. The chapter ends with a summary and an 

introduction to Chapter 5, which presents the findings in the themes.  

 

4.6 Thematic analysis – Decisions 

 

During my time in the field before the TA of the observations and the interviews was 

performed there was such a large quantity of data that l did not always know where to 

start and where to locate what. Performing a TA supported the organisation and 

description of the data. According to Braun & Clarke (2006, 2013), a TA can be 

conducted in two ways. One is a straightforward way that describes, summarises, and 

gives voice to participants and sometimes interprets. The second way is a more 

demanding way that tells the story and locates the data and the participants in a wider 

social, cultural, historical, political, and ideological context, and interprets and makes 

an argument. To tell the story of the participants of the MDT in its cultural context of a 

high-secure forensic in-patient hospital in NRW in Germany the analysis of both data 

sets was performed according to the more demanding TA in the German language. To 
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keep a focus on the quality of the analysis, l used the 15-point checklist of criteria for 

a good TA developed by Braun & Clarke (2006, 2013). This checklist covered the five 

main parts of the process: the transcription, the coding, the analysis, the overall 

analysis, and the written report (p. 287) and are used to structure the section on TA in 

this thesis.  

 

The decision to conduct the TA in the German language was made for pragmatic, 

ethical, and content validity reasons (Braun & Clarke, 2013; Hammersley & Atkinson, 

2007; Liamputtong, 2012). Pragmatically it would have been an enormous time-

consuming, ethical, and expensive process to translate all the data. This symbolic 

interactionist ethnographic study needed to stay close to the data and minimise the 

risk of error in capturing the meaning of participants when translating the data sets. 

Because MAXQDA is a German computer program (see Chapter 3), and my 

understanding of the German language is high, and the fieldwork was conducted in 

the German language, I decided not to start translating before reaching the point of 

participants’ themes and patterns in the analysis. This was to secure the meaning of 

the participants, which was the number one priority. All the changes made in the quotes 

in the English language were documented to ensure the quotes did not lose their 

original meaning during the writing of this thesis. During the TA and the writing l 

returned to the original data regularly. The first visual mapping was done in the German 

language. Conducting the data analysis in the German language had consequences 

for the presentation of the analysis in this thesis. In this section, l provide more detailed 

information on the analysis. The deliberately chosen screenshots from MAXQDA in the 

German language, to illustrate and justify the process of data analysis are presented 

in Appendix K.  
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The demanding way of conducting the analysis followed the seven stages of coding 

and analysis of a TA suggested by Braun & Clarke (2006, 2013). The process of 

analysing the observations data set followed a slightly different path as shown in Table 

4.6. From Stage five of the TA onwards, the separation between the two data sets was 

set aside.  

 

Table 4.6  
Stages of coding and analysis  

 

Stages Data set 

 Interviews Observations 

1 Transcription Decision not to transcribe 

2 Listening, reading, and 

familiarisation, taking notes of 

items of potential interest 

Listening and familiarisation, taking 

notes of items of potential interest 

3 Complete coding across 13 

interviews, data driven 

Complete coding across 10 

observations by selecting anything 

and everything interesting in the 

recording and writing memos 

linked to this selection 

4 Search for patterns – went from 

codes to sub-themes to 

participants’ themes and patterns 

Analysis of the memos and the 

field notes, leading to participants’ 

themes 

5 Review of the patterns and the relationships between the patterns and 

between the data sets 

6 Defining and naming the themes 

7 Writing – finalising the analysis 

 

Note. Adapted from Braun & Clarke (p. 287, 2013). 

 



 

 
 

 

169 

Reviewing the themes and defining and naming the themes, writing up the themes, 

finalising the analysis, and presenting the findings was when the analysis came 

together. The field notes, memos, and logbooks were used during the process of 

interpretation and analysis of the possible meaning of the participants’ themes.  

 

After setting the scene for the TA, the following section describes the process and the 

decisions that were made in the different stages of the analysis of the data sets (Braun 

& Clarke, 2013). 

 

4.6.1 Stages 1 and 2 Listening and transcribing  

 

Stages 1 and 2 started immediately after a day in the field (see previous section). They 

began with listening to the recordings, revisiting my jottings, writing the field notes, and 

writing a logbook of the recordings in which l set out my first impressions of the 

dialogues that took place during the observations. The night before l went back into 

the field for another session, l would read through the field notes and logbook and 

listen to the recordings to slowly move back into the insider role with the happenings 

of the past visit in focus. This was the process of moving from analytical and 

interpretive researcher into the role of informed participant insider (Braun & Clarke, 

2013; Davies, 2008; Hammersley & Atkinson, 2007). This process of moving between 

insider and outsider is shown in Figure 4.2. During the first presentation of the study at 

the hospital, shortly before submitting the thesis, staff members asked how l did this. 

Figure 4.2 supported this process of explaining. 

 

The interviews were transcribed verbatim right after an interview took place. In the 

initial design I intended to perform the transcribing myself as a part of data analysis 
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to really absorb the interview. After my first attempt at transcribing an interview l 

decided to hire a professional organisation to perform the transcribing. The reasons 

for this decision were pragmatic; transcribing was an enormous and time-consuming 

process for me. 

 

Figure 4.2  

Circular process from insider to outsider 

 

.  

 

Writing in German whilst listening to a recording without professional equipment and 

not being a native German speaker made it too hard for me and could jeopardise the 

meaning of the participants’ words. The 13 interviews were transcribed by an 

organisation called Abtipper.de. This organisation was specialised in transcribing for 

scientific purposes and had a detailed data protection file on its website (Abtipper.de, 

2018). The audio was sent via a secured link and returned transcribed after one week. 

The transcription was done rigorously with editing according to the four eyes principle. 
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The four eyes principle meant that a recording was transcribed and checked by a 

language analyst to assess if the transcribing had been done correctly 

(https://www.abtipper.de). With the decision to have the interviews transcribed 

professionally l was able to regain a balance between the research, my work, and my 

private life. 

 

Listening to the recordings of both the observations and the interviews, writing the field 

notes, and reading the transcripts of the interviews were important methods of data-

absorption and provided the first analyses of my time in the field. Most importantly, 

these actions turned out to be indispensable preparations to gaining the in-depth 

knowledge necessary for performing a participant-driven TA (Braun & Clarke, 2013). 

Figure 4.3 illustrates the TA of both data sets and the data analyses of all the sources 

and methods that were used in this thesis, of which the process and the results are 

assimilated in this chapter and in Chapters 5 and 6. The figure gives an insight into 

how l constantly moved back and forth between the data sets, the methods of analysis, 

of where l made the transitions between the English and German languages and the 

overall process of the analysis that led to the final themes of the study. The following 

sections describe each stage of the TA in more detail. After l had left the field and all 

the verbatim transcriptions had been returned and checked for their correctness, l 

moved on to Stage 3.  
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Figure 4.3  

Overview of data analysis 
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4.6.2 Stage 3 Coding and memo writing  

 

Although PS was a concept that this study explored, there was no theory or hypothesis 

set in advance (see Chapter 3). PS within the TI of a high-secure forensic hospital was 

set as a research question to explore its meaning in the interaction and collaboration. 

Therefore, the data of the interviews and the observations were completely coded 

without a search for any pre-set researcher-driven themes. These are called semantic-

codes or data-derived codes, because as a researcher l did not put any interpretative 

frame around the codes. This is in contrast to selective coding where the data is 

searched for specific phenomena or themes that the researcher is interested in and is 

called researcher-derived or latent-codes (Braun & Clarke, 2013 p. 206). After the 

transcripts of the interviews and the recordings of the observations were inserted into 

the software program MAXQDA, anything and everything that was interesting and 

possibly related to answering my research questions in the transcripts and recordings 

became a code. In the complete coding of the data l gave each section of text or 

recording that l deemed interesting a word or a brief description that captured the 

essence of what it said and why I had picked up on it (Braun & Clarke, 2013). With 

every chunk of text l coded l had to decide if l would give it a new code or use one l 

had already established. When naming the codes l ensured that the codes captured 

what the selected part was about so that l was be able to group the codes together 

later without having to go back to the original whole data. Appendix K, Screenshot K.1 

illustrates the coding process of the interview with Nick.  

 

In one day, l could code a maximum of two interviews for the first time and one 

interview for the second time. Every interview was coded twice to code what l had 
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missed the first time; this involved creating a new code or renaming one or adopting 

existing codes.  

 

The coding process for the observations was slightly different because the data set 

was recorded and not transcribed. The analysis of the recordings of the observations 

rested strongly on the symbolic interactionist premises of how participants gave 

meaning to the collaboration and how the interpretations of the meaning shaped the 

daily life of the MDT. MAXQDA made it possible to mark parts of a recording and write 

a memo connected to this recording as illustrated in Appendix K with Screenshot K.2. 

 

In the fieldwork, as l listened to the recordings, l wrote a logbook to capture what l had 

seen during the meetings and my first interpretations of those perceptions. Coding the 

data set of the observations after l had left the field meant that l marked every part of 

the recordings that was interesting and wrote a short memo attached to it. I repeated 

this process several times, the last time being in 2021 as l was finalising the 

presentation of the findings (see Chapter 5). During the first two rounds of coding the 

observations and writing the memos l left the logbook and the field notes l made during 

the fieldwork completely out of the process, to allow me to keep, as much as possible, 

an open mind for the coding. This process led to 115 marked recordings written in a 

memo book in the German language, and these were analysed and interpreted with 

support of the logbook. 

 

After l coded the 13 interviews and the 10 observations I had 1402 data-derived codes 

and 115 marked recordings. The next stage was to search for related codes and bring 

them together to identify patterns first within, and in a next step across, the data sets 

to start telling the story of the participants in this ethnographic study.  
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4.6.3 Stage 4 From codes to patterns – The participants’ themes 

 

In this stage recurring ideas were identified through a bottom-up process. After each 

interview and each observation, I viewed all the codes and made code groups between 

the 13 interviews and the 10 observations sessions. Nothing was set in advance and l 

focused on exploring what the data told me. When identifying the reoccurring ideas, l 

identified participants’ patterns in each separate data set and in a later stage across 

the data sets. Identifying patterns in the data rests on the idea that if codes reappear 

in the data “they say something either socially or psychologically interesting about the 

data” (Braun & Clarke, 2013, p. 223). This process was not about quantifying the 

codes, but about going back and forth between the data and the codes allowed me to 

group related codes together. For this stage it was essential that l did not shift between 

the languages. Appendix K Screenshot K.3 provides more detail on how, for example, 

l brought together all the codes related to sub-teams and work styles across all the 

interviews.  

 

Finding the patterns in the data was about finding those parts in the data that were 

most meaningful to answer my research questions (see Chapter 2). These thoughts 

were in mind all the time during this stage and helped ensure that my analysis of the 

meanings the MDT staff members gave to the situations they encountered took the 

symbolic interactionist approach. By identifying the patterns in the data, the analysis 

became more about my decisions as a researcher on what was meaningful and what 

was not. Questioning my decisions and writing a logbook about the decisions in English 

was an important step in the stages of coding and data analysis. Not only did l decide 

on what was interesting and what became a code, this stage also demonstrated where 

my judgement informed the decisions on which codes were related and reappeared 
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and which were to be left out of further consideration. Writing the TA in this qualitative 

study was the process through which the analysis developed, and how all the 

information from different sources was brought together, and l learned that analysing 

qualitative data is writing about it at the same time (Braun & Clarke, 2006, 2013; 

Charmaz, 2004; Hammersley & Atkinson, 2007).  

 

The data and the codes were reviewed more than once to find the overlap and 

relationships between the codes. In this process l searched for concepts, issues, and 

topics that could be used as central organising concepts in the data and across the 

data sets of the interviews and the observations, the field notes, the logbook, and the 

memos. MAXQDA was a good support during this process. l could click on a code and 

automatically the text to which this code was connected appeared and with the 

software it was easy to bring related codes together to display a participant’s pattern. 

After l read the code again in its context, I decided to either create a new pattern, or 

check if the code fitted to an already existing pattern because it was recurring. 

Sometimes a code was a pattern in itself and sometimes l left the code for what it was.  

Appendix K, Screenshot K.4. provides insight into the process of going from one code 

to the next to create a pattern with the use of the creative coding tool in MAXQDA.  

 

Reorganising the codes between the 13 interviews and the memos of the 10 

observations led to the identification of 18 identified participant patterns in the 115 

coded memos that were related to parts of the recordings of the observations. The 

process also led to the identification of 23 participant-driven patterns based on 1402 

codes in the interviews. These patterns were extracted from MAXQDA in the German 

language and translated and listed as presented in Table 4.7.  
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Table 4.7 

First identified participant patterns 

Participant patterns 

18 participant patterns in the observations 23 participant patterns in the interviews 

• OT staff become active after being invited to contribute • Being different leads to less confidence in professional knowledge and skills 
 

• Inviting behaviour of therapists and inviting leadership leads to contributions • Thinking differently is embraced in the meeting, diversity, all cultures  
 

• Power of the nursing staff, the changes in leadership (WMs 1 and 2) and their 
effect on the meeting and the level of contribution 

 

• Purpose of the meeting is seen differently by professions and individuals 

• Discussions have a therapeutic content when therapists are present 
 

• MDT competencies – communication  

• Discussions in MDT are ensured by the therapists, who do not allow them to 
become personal for the professions lower in hierarchy, this makes it safe for 
the nursing staff to contribute 
 

• Leadership competencies – guiding the interfaces, bringing it all together 

• The MDT ignores a therapist who is too different, this is not discussed in the 
MDT 
 

• Making mistakes 

• Strong personalities and experienced staff always give their opinion 
 

• Organisation medical or therapeutic, a shared strategy? 

• Nursing staff are directive and sometimes autocratic when presenting and 
discussing patients, it is as if they allow no other opinion from other 
colleagues from nursing, other staff members either retreat or get loud. 
Direction is determined by the most convincing and loudest opinion; it is not a 
therapeutic discussion between the nursing staff  
 

• Influence of professional knowledge theoretical and practical 

• Strong personalities and experienced nursing staff actively search for support 
for their ideas among the therapists and with me  
 

• Is PS always positive? 

• Irritations among the professions lower in hierarchy are indirect: rolling their 
eyes, retreating, displaying tension and hesitation, giving blunt responses; 

• Shared approach to patients  
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therapists maintain the discussions on a patient level and sometimes ask 
what is going on 
 

• Two sub-teams, nursing staff and OT staff, members of each support each 
other openly, the two groups have two different approaches to patients, 
maternal or paternal, often combative with each other, this is sometimes very 
subtle and sometimes loud and directive 
 

• Shared ideas about collaboration 

• Relationships determine the progress in the MDT, knowing each other 
releases tension, makes people share their thoughts without fear of later 
personal consequences 

 

• Influence of sub-teams in the MDT 

• Tension is displayed in nervous laughing, seeking eye contact within own 
sub-team  

 

• Differences between WM 1 and WM 2 

• SWs seem to not depend on collaboration so much, they come and go, 
deliver information, and collect information about patients 

 

• PS is participant’s opinion 

• Professional knowledge and experience play a role between the professions, 
there is a dependency on the knowledge of others  

 

• Influence on PS – personal, team, leadership, organisation 

• Dependencies between the professions in the MDT risk assessment – when 
no therapists are present risk is not always assessed or managed  

 

• Hierarchy and power processes 

• Hierarchy in professions and the presence of deputy medical director set 
examples by their collaboration, making mistakes is OK 

 

• Value appreciation of the professions/staff being acknowledged for 
contribution 

• Falling asleep is tolerated 
 

• The incident and feelings 

• Inviting behaviour of therapists and inviting leadership leads to contributions • Reasons staff not talking about the incident 
 • PS is the reason to speak or not to speak in the MDT 

 
• Culture of the MDT and the nursing team 

 
• Relationships, knowing each other 

 
• Reasons for working in a forensic hospital 
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Now I focused on how the 41 identified participant-driven patterns of both data sets 

including the field notes and the analytical notes l made during Stages 1 and 2 (see 

previous section) informed the research questions. This was the phase where l left 

MAXQDA and simultaneously used yellow post-it notes to track the 41 patterns of the 

interviews and observations written on them. In two rooms in my home, l hung up 10 

flipcharts, adding more when needed, and started to group the patterns across the 

data sets. See Appendix K, Screenshot K.5 for an example.  

 

At this point in Stage 4 of the analysis the writing content changed. It went from writing 

about the decisions and steps in the data analysis to analytical and reflexive writing. 

This writing examined what the patterns were telling me and why l picked up on the 

pattern whilst I reviewed the raw data and identified the first quotations and supporting 

parts of the observations. The identified patterns were set against my own background, 

history, and experience in forensic mental healthcare, which influenced how l 

interpreted the meaning of the words in the transcripts and recordings of the 

participants (Braun & Clarke, 2013; Davies, 2008; Hammersley & Atkinson, 2007). This 

focus was not designed to analyse my involvement, but to justify why l picked up on 

the pattern of the medical approach and the hospital structures, the strong hierarchy 

between professions, the construction of knowledge, and the demarcation between 

professions that influenced the MDT collaboration. Through reflection and the TA of 

the data these personal responses were transformed into potential findings and the 

visual mapping remained a method in this next phase (Atkinson et al., 2007; Braun & 

Clarke, 2006). Figure 4.4 provides a detailed overview of these early stages and how 

115 codes from the observations and 1402 codes from the interviews transitioned into 

41 patterns then to two overarching themes, five themes, and 15 sub-themes.  



 

 
 

 

180 

Figure 4.4  

First identified themes and sub-themes 

 

 

Note. In this phase the analysis included two overarching themes, five themes, and 15 

sub-themes. 

 

At this stage the themes identified were provisional and still participant themes; 

second, the themes were not defined in a quantitative way, they identified patterns 

across all data; and third the themes did not aim to represent the whole dataset, they 
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were identified themes to address the research questions (Braun & Clarke, 2013). This 

visual mapping went on until the final themes of this study were identified. The 

flipcharts also guided the writing and going back and forth to the data and the analysis 

was a continuous process until this thesis was ready to be submitted (Braun & Clarke, 

2013). All the codes of the interviews that were not used remained in MAXQDA in a 

group called ‘reflections’. The first themes as demonstrated in Figure 4.4. were 

identified with the TA. This stage of the TA was followed by revisiting the original data 

sets and the first identified participant patterns as shown in Table 4.7. I used the field 

notes and the logbook to generate quotes and extracts from the field notes to define 

the themes, as described in the next paragraph.  

 

4.6.5 Stages 5 and 6 Revisiting and defining the themes  

 

Through writing, revisiting the data and the first ideas I generated during my time in 

the field, selecting the quotations and extracts from the field notes, and continuous 

visual mapping with the research questions in mind, initially, five themes were 

generated and further analysed. The first theme was the incident and its influence on 

collaboration and the role of PS. The second theme was the shared approach to 

treatment and to the purpose of the collaboration and how this affected the value, 

appreciation, and the acknowledgement of the professions in the MDT. The third theme 

was about the relationships and the sense of belonging this created in the sub-teams, 

and between the professions. The fourth theme was about inclusiveness, leadership, 

hierarchy, power, and control. The fifth was about the levels of influence on PS (see 

Chapter 2), the possible meaning of PS, and the question whether PS is always 

positive. Two themes were overarching at that time. Overarching meant that they 
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structured the data, appeared in all the themes, but did not contain any codes 

themselves (Braun & Clarke, 2013, p. 226). They were present in all the data and 

played a role in every aspect of MDT collaboration. One was PS and the other one 

was the professional knowledge and experience of staff members. During the writing 

of the findings and selecting the quotes l decided to let go of the first theme, which was 

the incident. Although the incident was clearly a participant theme, l decided to let it go 

because the findings in the data about the incident were all part of the other themes. 

This study was not a case study on the incident and the role of PS, but about MDT 

collaboration and PS. The incident with WM 1 influenced MDT collaboration. However, 

this was not a result of the incident itself, but instead what was significant to this study 

was the way the MDT dealt with it and how it related to PS. This decision was also 

informed by the fact that l wanted to do no harm to the participants and secure their 

anonymity (see Chapter 3). Consequently, I decided to let go of PS as an overarching 

theme because PS, what it was influenced by and how it interacted with other factors 

that influenced MDT collaboration, was a research question.  

 

The final overarching theme and four themes 

 

The decision to let go of PS as an overarching theme and the incident as a theme led 

to a reorganisation of the findings and the generation of four interrelated themes and 

one overarching theme. Figure 4.5. provides the first overview of the four themes and 

the overarching theme, the following Chapter 5 will present the themes and the findings 

in detail. The overarching theme is the hierarchy of professional knowledge and how 

this influenced every aspect of the collaboration on every level in the hospital. The first 

theme includes how the MDT’s approach to treatment and collaboration played an 

essential role in MDT collaboration. The shared strategy was not consciously 



 

 
 

 

183 

discussed and varied between professions. This led to uncertainty within various 

professions about the level of professional knowledge that was needed, the value of 

the profession to the meeting, and the contribution of staff members to the MDT.  

 

Figure 4.5 

Four themes and their meaning 

 

 

The second theme includes how MDT collaboration was built on the relationships 

between the staff members. It reports the importance of belonging to the team, 

knowing each other and how the relationships were informed by professional 

Overarching theme
The hierarchy of professional 

knowledge

Theme 1: Approach to treatment and care
The MDT's approach to treatment and care play an essential role in 

MDT collaboration. They are not talked about and vary between 
professions. There is uncertainty within the various professions about 
the professional knowledge needed and the value and contribution of 

professions to the MDT.

Theme 2: Support and relationships
MDT collaboration is constructed of supportive informal relationships, 

feelings of belonging, of knowing each other and these are informed by 
professional knowledge and experience. The various sub-teams are 
built around personal work style and feelings of belonging. Being too 

different jeapordises the collaboration.

Theme 3: Leadership and hierarchy and power
The formal hierarchy and informal power create barriers to MDT 
collaboration. Collaboration is constructed through invitation and 

inclusion of knowledge, professions, personalities, leadership styles and 
the environment. The formal power of the medical professions grows 

when MDT collaboration is constructed in the medical model.

Theme 4: PS Influenced by all and influencing all
PS in MDT collaboration is a personal feeling of staff members based 

on the consequences for the self and sometimes for close staff 
members. It is constructed by personal background, professional 
knowledge, and experience and interrelated with the absence of a 

shared model of care, support and relationships and leadership. PS 
influences all and is influenced by all and it is not always positive.
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knowledge and experience. The sub-teams in the MDT were built around personal 

work style and feelings of belonging, but being too different in the MDT caused 

problems in the collaboration.  

 

The third theme covers leadership and inclusion, the formal hierarchy of professions, 

and informal power and how these influenced the MDT collaboration. The theme 

provides insight into how collaboration and knowledge sharing was constructed 

through invitation and inclusion of knowledge, professions, personalities, leadership 

styles, and the environment. It also informs how the power of the medical professions 

determined the culture of the collaboration when a MDT meeting was owned and 

chaired by the medical director. Finally, theme four presents how PS in MDT 

collaboration was a personal feeling of staff members, and was informed by the 

interactions with environment, the people in the environment, and the expected 

consequences for the self and sometimes for other close staff members. PS became 

meaningful through the interaction with the staff member’s own personal background, 

professional knowledge, and experience. Theme four includes how PS influenced all 

and how PS was influenced by all and that PS did not always lead to positive outcome 

in the collaboration.  

 

In this stage the quotes used from the interviews were still in the German language. 

They were translated at a later stage, shortly before the final annual progress meeting 

with the University of Chester in 2021. From that point onwards all the translations and 

the anonymised quotations from the German raw data used in this thesis have been 

cross-checked by a professional translator, and corrected, when necessary, by a 

professional proof reader (see Appendix L for an impression). In this way the 

independent panel and my supervisors could see the coherence in the analysis and 
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the presentation of the findings, and the quotes stayed in their original form during the 

writing up of the findings within the themes.  

 

4.7 Chapter summary  

 

This chapter reported, discussed, and justified the evolution of the initial study design 

of this research from two hospitals into one hospital to explore one MDT in depth in 

their daily collaboration. This has involved conducting 10 observation sessions and 13 

in-depth interviews and collecting field notes. The chapter has informed the reader how 

the ethics and additional ethical procedures secured the robustness of the study and 

kept the study transparent (Hammersley & Atkinson, 2007). It discussed how the 

process of data collection was guided by an incident, which did not jeopardise the 

study, but instead gave it even more depth and opportunities. The participants 

demonstrated with their responses that this study was shaped through our shared 

knowledge and understanding of the work and our relationships. Through the dense 

description of the field, the study design, and the TA (Braun & Clarke, 2013), the 

research has become repeatable and, through reflexivity, transparent and participant 

driven without denying my own contribution to this process (Denzin & Lincoln, 2018; 

Hammersley & Atkinson, 2007; Liamputtong, 2012). The chapter gave an overview of 

the structured TA that was conducted on the complete data sets of the interviews and 

the observations, first as separate data sets and later as one merged, whole data set. 

The participants’ themes from the TA, together with the field notes and the reflexivity 

and impressions l wrote down during my time in the field, identified the final four themes 

of this study. The four themes: approach to treatment and care; support and 

relationships; leadership and hierarchy and power; and PS influenced by all and 

influencing all; were generated through visual mapping, going back and forth between 
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the data sets, interpretating and writing, using a process which also structured the data 

and the findings. The chapter may give the impression that the stages were clear and 

demarcated, in practice from Stage 5 on they were not. All the lists, tables, thematic 

maps, codes, and patterns that informed the analysis and emerged from the different 

stages of analysis were brought together to produce the integrated form of this study’s 

findings (see Appendix K). They provided insight into how the different stages were 

conducted and they justify the next stage of the data analysis, the presentation of the 

themes and the findings of this study as presented in the following Chapter 5.  
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Chapter 5 The findings  

 

5.1 Introduction  

 

The purpose of this ethnographic study was to explore the culture of MDT collaboration 

and what factors influence the collaboration between the staff members of the various 

professions in the MDT. A definition of MDT collaboration arose from the literature 

review as a model of health care professionals working together to serve the needs of 

the individual patients, with the collaboration being inter-dependent, and making the 

knowledge about patients socially constructed and accessible to all the professions 

through communication in the meetings (Appelbaum et al., 2020; Brueller & Carmeli, 

2011; Haines et al., 2018; Oborn & Dawson, 2010; Orovwuje, 2008) (see Chapter 2). 

The study had a special focus on PS, the sense of staff the situation is safe enough to 

take the risk to engage in MDT collaboration within a high-secure forensic in-patient 

hospital (Edmondson, 1999; Kahn, 1990). Chapter 4 described the path of the 

fieldwork and the process of how the data were collected and analysed, and how the 

process of total coding and the TA of the data led to the participant themes. The 

interpretation of the participant themes led to four central categories, (see Figure 4.5, 

Chapter 4) that capture the essence of the findings of this study. The reader will notice 

the identified, overarching theme: the hierarchy of professional knowledge as an 

underlying thread running through the four themes. The purpose of this chapter is the 

presentation of the findings of the 10 observations of the MDT meetings, numerous 

informal conversations, and the 13 in-depth interviews with staff members of five 

different professions and all the members of one MDT. What the findings potentially 

add to the understanding of MDT collaboration, with reference to the research 

questions, will be discussed. Following the structured data analysis that led to the 
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participant themes, this chapter is a presentation of what l identified from a symbolic 

interactionist perspective and how the findings relate to the research questions. The 

four themes are: 

 

Theme 1 The approach to treatment and care  

The majority of the participants indicated that a shared strategy to treatment and 

the purpose of MDT collaboration was missing but were essential factors to 

define the collaboration and the contribution. The purpose and goals of the MDT 

collaboration were not consciously discussed. Some professions had doubts 

about what to contribute, the importance of their contribution, the professional 

knowledge needed, and the role of the profession in the treatment of patients.  

 

Theme 2 Support and relationships  

All participants indicated that the support and relationships between staff 

members enhanced the sharing of professional knowledge between professions 

and solving conflicts. Some professions were highly dependent on the 

professional knowledge of other professions. The relationships enhanced the 

feelings of equality between the professions, the feelings of belonging, the 

status of professions and the status of the individual staff members and 

supported safe contributions and interactions in the collaboration. 

 

Theme 3 Leadership and hierarchy and power  

The interactions in the meetings were constantly influenced by the interpretation 

of the power of personalities, the approach to treatment, leadership styles, the 

status of professions and professional knowledge, and the formal power of the 

hierarchical medical model of bureaucracy in the hospital. Inclusive behaviour 
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of the experienced, knowledgeable staff members and of the professions high 

in the hierarchy, and inclusive leadership diminished the influence of the formal 

hierarchy and the power of the medical professions in the collaboration. 

 

Theme 4 PS influenced by all and influencing all  

PS became meaningful through interactions with the environment and with the 

people in the environment. The decision on whether or not the situation was 

safe enough to contribute and share ideas, worries, or observations was made 

and acted upon after interaction with the participant’s own history, previous 

experiences, and knowledge, and the possible personal consequences and 

consequences for others they were close to. PS could be different for all and a 

feeling of PS in a sub-team did not always lead to positive supportive 

collaboration. 

 

To guide the reader through the themes and the key findings within each theme, the 

findings are presented in the separate paragraphs from 5.2 to 5.5 and each paragraph 

is constructed with sub-paragraphs. The presentation of the findings starts with a 

summary of the key findings in the theme and which research question they address; 

each finding is presented with context and quotations. The quotations that are used to 

illustrate the findings in each theme are anonymised and sometimes double 

anonymised to ensure the confidentiality of the participants. Initially, l translated the 

quotations, and the anonymous translations were cross-checked in close collaboration 

with a native English person who works as a professional German translator (see 

Appendix L). To ensure that the meaning of each German participant’s comments was 

accurately conveyed and comprehensible in English, some of the quotations were 

adjusted. Each presentation of the findings in a theme ends with a short summary. 
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Although this chapter is a presentation of what the participants shared with me, it is 

possible and feasible that another researcher with a different personal history, 

perspective, experience, and knowledge would present other quotations or other 

observations. The data of the observations, the informal conversations, and the 

interviews constantly informed each other, consequently, the findings are presented in 

an eclectic way within the presentation of the themes and not separated by method. 

These features capture the essence of an ethnographic methodology with a symbolic 

interactionist lens (Denzin & Lincoln, 2018; Hammersley & Atkinson, 2007). 

 

5.2 Theme 1: The approach to treatment and care  

 

5.2.1 Findings 

 

The findings address the first research question: What factors influence MDT 

collaboration according to participants. 

• The majority of the participants indicate the importance of MDT collaboration for 

the therapeutic progress in the treatment of patients, and feeling supported in 

their work.  

• All the participants noted that a shared strategy to treatment and the purpose of 

MDT collaboration were not discussed, and this led to different interpretations 

of the purpose of the meeting among staff.  

• Some participants expressed the view that professional knowledge was not 

needed for their daily work but in the meetings, they were dependent on the 

knowledge of therapists or experienced staff members. 

• Some participants commented that, due to a missing distinct therapeutic 

approach and a lack of shared purpose, it was not clear what professional 
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knowledge or behaviour was expected in the MDT and participants relied on 

their own interpretation of what knowledge was needed.  

• Some participants felt uncertain about their contribution to the MDT and 

questioned the role and importance of their professions in the treatment of 

patients, this influenced how confident and safe participants felt to contribute 

and speak their mind.  

 

5.2.2 The purpose of multidisciplinary collaboration  

 

All participants drew attention to the importance of the MDT collaboration in- and 

outside the meetings for a variety of reasons. A common view among the nursing staff 

and the occupational therapist participants was that the meeting was a place to gain 

different perspectives on the care of patients. Staff would come together and support 

each other with their different perspectives because they were convinced that the work 

could not be done alone, as one experienced participant said:  

 

… everyone has a different view on patients and that is good, I actually think it 

is a bit like a puzzle you have to see that the puzzle comes together in the right 

way, in this case really constructing together, not alone. (Henry, nurse).  

 

This view was echoed by Rachel, an occupational therapist, who described the 

meeting objective as “to simply gain different views from the psychologists to act for 

the benefit of the patients”. It was a common understanding among the participants 

that the different professions in the MDT were there for the benefit and care of patients. 

Ben, another occupational therapist in his fifties, who had no therapeutic education or 

experience, described his experience with the MDT as “let me say what connects us 
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[in the MDT] is this basic humanitarian idea of caring for people in difficult situations, 

the basic attitude is definitely that this is what we need to do”. The view of the therapists 

was different; they saw the MDT meetings as an opportunity to guide the other 

members of the MDT in their work with patients. Mark, who was the responsible 

therapist for the patients on the ward, mentioned that the meeting and his time on the 

ward were more about sharing therapeutic knowledge to support the other professions: 

 

In principle my main task doesn’t involve the patients directly, it is more getting 

the team here on site to interact with the patients in such a way that they [the 

patients] can get better. (Mark, therapist) 

 

His remark not only indicated the different purposes of the MDT meeting for staff, but 

also the hierarchy in professional knowledge between the professions. The nursing 

staff were responsible for the initiation, facilitation, and structure of the meetings, they 

brought the topics to the agenda for discussion and the other professions gave their 

input from their point of view (see Appendix I). Although the psychotherapeutic 

approach was written down in the process description of the meeting, and on the 

website, the majority of the participants said the therapeutic approach did not inform 

and guide the work of the non-therapeutic professions of the MDT. Ben the 

occupational therapist, who worked with the patients taking care of the garden and 

animals behind the 5.5-metre-high fence, described his personal view in his work with 

patients as follows: 

 

The basis is always that you try to address the patient’s problems but always 

with the intention not to sanction or make any kind of reprimand. No, l think 

professional knowledge is the least of it, but what you need here, is openness 
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– that is actually the decisive factor … and then the result, to create something 

that you can see … a tangible visible result, don’t you agree? (Ben, occupational 

therapist) 

 

Ben did not think the therapists were particularly necessary for guiding the patients 

because they used language that was too complex and that was not what the patients 

needed. From Ben’s perspective occupational therapy with a tangible result was more 

important. This provides insight into the different approaches to the treatment of 

patients, and to the continual discussion of which profession was more important. One 

participant seemed unaware of the therapeutic intention behind the meeting. He did 

not worry if his contribution would be professional enough or if he had enough 

professional or specialist knowledge, because the meeting was all about the daily life 

of patients, he described it as: 

 

Simply because here [in the MDT meeting] it is often about everyday life with 

the patients, you do not need specialist knowledge for that. And you can just 

say “this and that was going on” or “today this behaviour was completely out of 

order”. That doesn’t require any specialist knowledge. (Walter, teacher) 

 

Walter’s view prompts the question: what would happen if all members of the MDT 

said that specialist knowledge was not needed? Who would be able to provide deeper 

understanding about the behaviour of patients and how could the behaviour and the 

reaction of staff to it, be interpreted and handled for the benefit of patients and staff? 

Increasing the well-being of those on the ward was after all the purpose of the meeting 

and the therapeutic approach. With his remark Walter implies that there were other 

professions in the MDT that would bring professional knowledge to the discussion and 
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that he did not need it. This implies a dependency on therapeutic professions with 

professional knowledge to provide the deeper understanding of the behaviour of 

patients. The behaviour Walter describes was observed during the meetings. The 

nursing staff and sometimes occupational therapists talked about the behaviour of a 

patient and mainly the therapists responded and started a discussion or asked more 

questions.  

 

According to some participants the lack of a shared approach to treatment and 

collaboration led to different work styles which were informed by a personal approach 

to patients. Within the nursing staff this seemed to lead to a focus on either care for a 

patient or custody for a criminal. Jürgen, a learning disability nurse, questioned the 

reasons behind the work of the nursing staff regarding the patients’ therapy. He 

suggested that an approach should not only be about custody or care, but also be 

about treatment of a mental illness. He said that not having the same goals as a team, 

lead to difficulties in the collaboration: 

 

… raises the fundamental question “what do we do with the patient?” Are we 

here because the patients need care, because they need support in their daily 

lives? Or because the patients have committed a crime? … there is no real team 

spirit ... that we are really pursuing the same goal, that we all have the same 

aspirations for our work. I think everyone’s personal expectations are different 

and that accounts for the different ways of working. (Jürgen, nurse) 

 

Jürgen indicates that the missing shared approach to treatment led to staff members 

pursuing their own perspectives, and this influenced the collaboration in the MDT. 
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This idea of a missing link between treatment and knowledge and the behaviour of 

patients was supported by the therapists, who suggested that the nursing staff and 

occupational therapists lacked the therapeutic knowledge or skill and there was no 

collective understanding that gave direction.  

 

… many colleagues do not want to deal with this [behaviour of patients] either 

because they may feel overwhelmed, or because they really have no idea how 

to tackle it. … you can see very clearly that the team is overwhelmed by it …. 

There is no common thread. (Nick, psychotherapist) 

 

Nick indicated here that the lack of a shared approach and of professional knowledge 

also led to inequality in the collaboration. This comment gives an indication of the 

hierarchy of knowledge between the professions. When the psychotherapists and 

psychologists were present the shared information from the professions gained 

therapeutic interpretation, discussion, and reflection. This was created by the presence 

of staff members with professional knowledge and experience who were responsible 

for the treatment of the patients on the ward as the following extract from the field notes 

illustrates:  

 

After a while there was a discussion about patients who were forming a gang 

on the ward. Mark (therapist) invited all staff members to join in the discussion 

to form an opinion. Mark and Nick, both experienced and knowledgeable 

therapists, took the lead in the discussion by asking questions, summarising, 

and sharing their therapeutic insights to support the nursing staff in how to best 

handle this patient’s behaviour on the ward. (Field notes of observation 1) 
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This extract highlights the importance of the presence of the professional knowledge 

and experience of the therapists to the collaboration in the MDT and how this presence 

determined the approach to the situation. At the 10th observation session there were 

no therapists or social workers present. The field notes of that meeting provide an 

example of what happened when professional knowledge and experience were not 

present. The following extract illustrates the dependency of the nursing staff and 

occupational therapists on the interpretation of situations by therapists and 

experienced staff members for risk assessment based on the information they share: 

 

An occupational therapist informed the nursing staff and occupational therapists 

present in the meeting about a patient’s behaviour during an individual 

occupational therapy session. Although everybody listened, nobody really 

responded to the information shared about the situation. As a researcher l 

listened and observed the occupational therapist describe the situation and 

observed how the others responded. As an experienced professional in forensic 

in-patient hospitals, l was alarmed. The description of the situation by the 

occupational therapist sounded potentially dangerous, for both the patient and 

the occupational therapist. I was convinced that if a therapist had been present 

today the situation would be discussed in detail. As nothing happened l decided 

to intervene by asking some questions about how the situation could be handled 

if it happens again. The staff present immediately took over and started asking 

questions and talked about the situation in more detail. These staff decided to 

stop the individual occupational therapy for the patient until the situation could 

be discussed with the therapist and the mentor of the patient. This response 

was identical to what l had witnessed throughout the fieldwork. When the 

therapists or other experienced colleagues had picked up on something that 
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was said, the nursing staff and other professions would start a discussion 

supported by the therapists. (Field notes of observation 10) 

 

The BTB meeting was the place where the observations and daily experiences of 

patients were shared, discussed, and interpreted. For the interpretation of the daily 

experiences and risk assessment in particular, it was necessary to have the therapists 

with their professional knowledge and experience present during the meeting. This 

indirectly indicated a hierarchy of professional knowledge between the professions. 

These meetings were clearly focused on the daily life of staff members with patients 

on the ward, but they lost part of their structure and meaning when there were no 

therapists with therapeutic knowledge present. 

 

Participants expressed disquiet regarding the different views and approaches of the 

various professions to the work with patients and concern that this had a negative 

effect on the MDT collaboration and the treatment progress of patients. The second 

ward manager (WM 2) Christy, who had replaced the first ward manager (WM 1) after 

the incident (see Chapter 4), indicated how the different approaches to treatment led 

to staff members going their own way, which became a problem in the treatment of 

patients but also for her own understanding and safety. This is illustrated by the 

following extract from the field notes of the observations when Christy shared her 

concern about a missing element in the collaboration, in a dialogue with experienced 

nurse Henry during the meeting:  

 

Nurse Henry asked Christy, WM2, about her opinion of a proposal on how to deal 

with a patient’s behaviour that the MDT had discussed. Christy answered that it 

was hard to have an opinion about it because everybody seems to handle and 
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implement the decisions of the MDT differently. She asked what the consensus 

was amongst the whole MDT on dealing with the patient’s behaviour. (Field notes 

of observation 3) 

 

Talking about the missing element in the collaboration in the interviews, Rolf, a social 

worker in the MDT, explained that the goals of the patients are clear, but an approach 

to the collaboration and treatment was missing and this caused problems. He indicated 

that a concept was needed as a point of orientation for all professions and the BTB 

meeting was the place to create the shared direction and approach do this: 

… it is important to have a common goal. We have many patients, we have 

many goals …. but you have to have a common concept that you can use for 

orientation. Yes, because I believe that if the direction we have to take is not 

clear, it can cause problems. … the BTB meetings are also very important, 

because of course a bit of the common … the common direction ... (Rolf, social 

worker) 

All participants indicated that it was important to have a shared approach to the work 

and the lack of it caused problems in collaboration and in the daily work with patients. 

Although the majority of the participants were aware of the issue, the concerns or the 

problems were not discussed in- or outside the meeting. The findings demonstrate that 

the collaboration in the BTB meetings was in no way doubted for its importance, this 

was supported by the fact that the MDT meetings were well attended and mostly took 

place in a pleasant atmosphere. The participants suggest that because the 

collaboration is such a natural part of the daily life of working in the MDT it has become 

self-evident and is not discussed or evaluated for its purpose.  
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5.2.3 Purpose and contribution  

 

The contribution to the discussions by the professions in the meetings on the ward 

varied. Some participants explained that they did not contribute because if all 20 staff 

members shared their opinion, the meeting would go on forever. Most participants 

suggested a difference in the status of the professions in the meeting had implications 

for their contribution. In particular, the occupational therapists and the teacher seemed 

to hold back when they thought their information was not important or felt their 

profession was not as valued as other professions. They needed an invitation by the 

therapists or nursing staff to contribute. As Walter, a teacher, indicated when he said: 

“So sometimes I am not sure if what I consider important is what the rest of the MDT 

also considers important”. When talking about the contribution of the various 

professions and staff members to the meeting, three participants explicitly pointed out 

that there was a wish for more contribution by the occupational therapists and one 

participant explained how and why he tried to create an environment to invite the 

occupational therapists to contribute. Experienced forensic nurse Henry explained: 

 

You have to speak to them [occupational therapists] personally. l make a 

deliberate effort to involve them, in a relaxed way … I believe that people are 

much more likely to speak up in a relaxed atmosphere. (Henry, nurse) 

 

The expected contribution of the various professions to the meeting and to the overall 

treatment was not always clear, which seems to lead to an uncertainty among a 

minority of the participants, who saw their own contribution to the MDT as important, 

but questioned if the other professions viewed and valued their profession as 

important. Rachel, an occupational therapist, questioned, for example, the importance 
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of occupational therapy to the overall treatment plan of patients if other therapies took 

more precedence. It often happened that patients would not attend their scheduled 

occupational therapy because a therapist had planned a psycho-therapy session, or 

the nursing staff went on guided leave with the patients. Rachel’s reticence in the 

meeting suggested some insecurity in the status of her profession and in the value of 

her contribution to the MDT. She said: 

 

… yes, indeed it would be really good if occupational therapy would be 

prescribed to patients someway. Like, that way occupational therapy would get 

the same status or for some people possibly a higher status. (Rachel, 

occupational therapist) 

 

Rachel indicated a hierarchy between professions that expressed less value for the 

occupational therapy. The therapeutic staff were responsible for the therapeutic 

process of patients, but it seemed they were also responsible for how the treatment 

was operationalised on the ward. There was a moment when the nursing staff had 

difficulties with an aspect of the treatment plan of the patient that they operationalised 

on the ward. The therapist proposed that a better approach would be to search for 

ways to adapt the programme or to support the nursing staff to handle it as the WM 2 

suggested. This is described in the following extract from the field notes of the 

observation illustrates: 

 

One patient bent the rules all the time and the MDT discussed if the nursing 

staff should stay responsible for guiding and evaluating a particular part of the 

therapy plan with the patient which was designed to deal with this behaviour. 

Therapist Nick asked the nursing staff their opinion and he was supportive in his 
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manner, asking questions in a friendly inviting tone. He argued that the patient 

will always try to bend the rules, which is part of his illness, but the question was 

whether the team could handle that in their shifts on the ward or if he should 

take over again. Christy, the WM 2, was for leaving the evaluation of this part of 

the patient’s programme with the nursing staff so they could work on their 

communication and learn to inform each other so that the patient could not 

manipulate the team. The rest of the nursing staff favoured Nick’s proposal to 

resume responsibility and the decision was made that Nick would take over 

again. (Field notes of observation 5) 

 

This finding indicates a hierarchy in professions based on knowledge and skills that 

were stronger than Christy’s wish to find ways within the MDT to remain the 

responsibility within the nursing staff.  

 

Talking with Mark, the responsible therapist on the ward, about the contributions of the 

various professions to the collaboration and treatment and what knowledge was 

needed to inform this work led to a conversation about knowledge and in-house 

training for staff of the MDT. Mark described how the therapists make a request to the 

nursing staff and other members of the MDT at the start of in-house training events:  

 

“…. tell us which topics are at the top of your lists, what interests you?” And of 

the 11 topics covered during the year we do advanced training, I can say that 

10 are determined by us [the therapists]. However, there is definitely great 

interest [by the nursing staff] if I offer something specific and if we take it further 

together. If you relate this to a very practical example, there is great willingness 

and great interest. (Mark, therapist) 
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Mark pointed out that there was not only a lack of professional knowledge within the 

nursing staff, but he also suggested a lack of insight or ability within other professional 

groups to give words to what knowledge was needed or what the staff wanted to learn 

more about to gain skills in daily work with patients. 

 

5.2.4 Summary  

 

Overall, these findings suggest that the treatment process and the collaboration in the 

BTB meetings were differently interpreted by the professions in terms of their meaning 

and purpose, and this affected the contribution of professions to the collaboration in 

the MDT. These various perceptions reinforced the hierarchy and power between 

professions and insecurities about the contributions and the value of the different 

professions to the meetings and to the treatment of patients. Staff members of non-

therapeutic professions indicated they held back in the meetings because of these 

influences. As one participant said: “Sometimes l have the feeling you mention 

something and it doesn’t get picked up. It’s just notified, and people carry on talking, 

as if it’s, quote-unquote “only occupational therapy” (Rachel, occupational therapist). 

Alltogether the uncertainties and individual interpretations were likely to remain 

because the formal role and meaning of the meeting, the collaboration, the 

professional knowledge, and the precise contribution of the professions to this meeting, 

were not discussed and seemed self-evident. The nursing staff and occupational 

therapists seemed unaware that the therapists’ view was that they lacked knowledge. 

They just seemed to accept it was part of the complexity of daily life.  

 

Although a shared approach to the treatment and the purpose of the MDT collaboration 

was found to be missing and was not discussed, the collaboration between the 
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professions went smoothly and most of the time in an open and friendly atmosphere. 

The next point to consider is what made the collaboration in the MDT work and what 

factors were required to achieve this.  
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5.3 Theme 2 Support and relationships  

 

5.3.1 Findings 

 

The findings in this theme address two research questions: what factors influence MDT 

collaboration and what factors influence PS? 

• The majority of the participants expressed the view that supportive 

communication and informal relationships with members of all professions were 

essential for MDT collaboration.  

• Supportive communication and informal relationships led to personal well-

being, feelings of belonging, value, and equality between the professions, and 

the feeling that it was safe to speak and contribute.  

• All participants recognised the presence of sub-teams in the MDT. Participants 

found support and a sense of belonging within a sub-team that represented a 

work style that matched their personal approach, but the sub-teams were 

contrasted to each other in their work style.  

• Participants of the nursing-staff and occupational therapy in particular, indicated 

that these sub-teams not only influenced the work on the ward, but they also 

strengthened the contribution of the professions to the meetings and the MDT 

collaboration.  

• A minority of the participants noted that the sub-teams and their often-opposite 

approaches to the treatment of patients led to the discussions among the 

nursing staff and sometimes the occupational therapists, that easily moved to 

discussions about the person and not the approach.  
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• A minority of the participants mentioned feeling safer in the MDT meetings when 

the therapists were present, rather than in meetings without them, because the 

discussions led by the therapists were about the patients and the treatment and 

not about the personal staff member.  

• The majority of the participants agreed that being too different made the whole 

environment of the meeting and the collaboration in the MDT unsafe.  

 

5.3.2 Supportive and inclusive behaviour  

 

Participants indicated that although the therapists and other experienced members of 

the MDT invited other staff members to be involved and contribute to the meetings, 

this did not happen by itself. Openness and acceptance towards each other were 

important conditions. Mark, a therapist, described the culture of the MDT as “… here I 

see that communication is open and that there are very different characters involved. 

Not always [of] the same opinion, but very willing to discuss things with each other”. 

(Mark, therapist) 

 

All 13 participants reported the importance of their relationships with other staff 

members of all professions and how these enhanced their value among professions. 

With the relationships staff members seemed to create situations in which where they 

did not have to worry about hierarchy and personal negative consequences during the 

meetings. As an experienced nurse said:  

 

It is very important to feel that you are being taken seriously, that you are being 

noticed ... And so far, l haven’t met a single therapist here who has given me 
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the feeling ‘what does this little nurse want from me?’. I’ve really never 

experienced that here. (Pat, nurse) 

 

It took several meetings to see the patterns the staff members of sometimes different 

professions created in the MDT. Some staff members made sure they sat next to each 

other every meeting they attended, and some staff members were having side 

conversations before one of them would speak. Groups of staff members such as the 

occupational therapists and the teacher always sat next to each other in a row or on 

the couch, and the psychologists who entered the room together sat together, and one 

occupational therapist always sat next to the sport therapist. The motivation for this 

seemed to be a mixture of friendship and for strategic reasons. The latter two were 

friends outside of work hours, but the sport therapist was also a part-time nurse on the 

ward, which made her a bridge between the nursing staff and Rachel, the occupational 

therapist. The nursing staff were so numerous that one could easily think they 

automatically sat together, but the patterns that were recognised also identified how 

this supported the speaking in the meeting within the nursing staff as well. The 

following extract from the field notes illustrates this: 

 

The younger, less experienced nurse was sitting next to nurse Henry again 

today. Every time, before and after she spoke, she looked at Henry and waited 

for his response. Henry was supportive with non-verbal communication, 

nodding and smiling to encourage her. (Field notes of observation 8)  

 

Non-verbal communication was seen all the time and everywhere during the meetings 

and informal talks. This included people nodding when another person said something 

they supported or shaking their head to signal disagreement non-verbally, or rolling 
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their eyes, or laughing sarcastically when somebody said something they did not agree 

with. These findings are related to the research question concerning what factors 

influence PS, because they suggest that before the meeting started situations were 

created in which staff may have felt comfortable and supported. The staff members 

who did not seem to have a preferred location for where to sit, and with whom, during 

the meetings, were the therapists, the social workers, and the ward manager. These 

were the staff members who were mainly working individually with the patients and 

had clear professional roles and responsibilities within the hospital. Overall, this finding 

demonstrates that feeling safe with others was, motivated by more than merely 

profession and professional knowledge. It was also encouraged by supportive 

communication and feeling valued as a profession and as a professional, which 

influenced the contribution to the meeting.  

 

5.3.3 Sub-teams and their influence  

 

When reflecting on the relationships, feeling valued, and the verbal and the non-verbal 

communication in the meetings, interestingly, all participants agreed on the existence 

of sub-teams in the MDT. Participants indicated that these sub-teams had great 

influence on the collaboration and the contribution of staff members to the meetings 

and the overall treatment of patients, especially among the nursing staff and the 

occupational therapists. It was a common view among the participants that the sub-

teams originated in the nursing staff and were based on, and named after, the 

approach to the patients. Mostly members of one sub-team referred to the other sub-

team as a contradiction or opposite to their own sub-team. Examples of the named 

references to sub-teams were collected from the interviews and the informal 

conversations to give an impression, not to provide a complete picture:  
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… the structured versus the unstructured, the good versus the bad, the moms 

versus the dads, close-in guiding the patients versus the longer leashes in 

guiding the patients, the dominant versus the laissez faire, responsible versus 

the irresponsible, the ones that care about patients versus the ones that care 

less about patients, the ones that know about forensic versus the ones that don’t 

know about forensic. (Interviews and field notes of observation 5,6,7, and 8) 

 

Therapist Mark gave some more details on how he viewed the sub-teams and their 

focus, and on what grounds staff belonged to a sub-team that demonstrated the 

different personal approaches to the care of patients in the social environment on the 

ward:  

 

A paternal style and a maternal style. So, one group is very energetic, not overly 

empathic. Well, they are empathetic in their hearts, but they don’t really let that 

show and are more likely to tell you what’s what. And they are also very 

supportive when it comes to overcoming a lack of drive or keeping things clean 

or whatever tasks need to be done. And sometimes simply ending a conflict and 

not discussing it for hours …. Structured – that is the right word, setting limits. 

Then the maternal style, which is of course very much a cliché, is very inclusive, 

caring, much closer to the patients in terms of time, more loving. But I know that 

both styles are very focused on the well-being of the patients. (Mark, therapist)  

 

Nurse Henry gave words to the positive and negative view of the sub-teams among 

each other: “… so, there is the bad shift and the experienced shift, and I am one of the 

good guys of course, they have totally different ways of working”. Nurse Rita 

mentioned:  
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One shift adheres to the rules more than the other whereas the other shift is 

more indifferent. Their motto seems to be more, “we’ll follow our plan for the day 

and then it’s good, we’ll be left in peace, and we won’t enter any discussions”. 

(Rita, nurse) 

 

Nurse Pat described her experience more as a difference in how friendly some 

colleagues were to patients: “… yes, some are a little friendlier to the patients, while 

others are a little stricter, and there are people who prefer to circumvent the rules a bit 

and are too nice …”. (Pat, nurse) 

 

The sub-teams were bound to a shift group, which meant that the members of the 

different sub-teams did not mingle. They only met the members of other sub-teams 

when handing over the shifts and during meetings on the ward. The sub-teams 

recurred in all the meetings and not only in ‘who sat next to who’, and ‘who was 

supporting who’. Depending on which members of the nursing staff were present that 

day, the content of the discussions could vary from being open and dynamic and 

searching for new ways to guide patients, or the content of the discussions stayed 

within the standard rules and regulations for all. The present members of the sub-

teams were often indirectly battling each other, first to maintain their perspective and 

second, to convince the members of the other sub-team their perspective was the 

better one. The number of staff belonging to a sub-team seemed to determine the 

content of the discussions and members of the sub-teams used this form of interaction 

to get their way in discussions in the meetings. When members of both sub-teams 

present became too harsh in their discussions, the therapists made sure the 

discussions did not escalate; they often did this by supporting an approach, in which 
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they were a referee and moved the discussions away from a personal and relational 

level, back to a patient level. 

 

A majority of the interviewees agreed that the discussions in meetings without the 

therapists present were less about the patients and their treatment and more about 

which approach was the right one and who was the most convincing. There were some 

negative comments about situations in which members of the nursing staff met to 

discuss patients or processes without the therapists or the WM Christy present. The 

discussions, for example, during the handover of the shifts within the nursing staff, 

could easily turn into discussions about the work style and approach of staff members 

of the other sub-team, instead of talking about the patients. Some participants felt 

these discussions were more about who was allowed to say what and that the person 

with the most support and followers present would get their way. When talking about 

this issue with the interviewees, experienced nurse Pauline indicated that she 

sometimes felt judged and maltreated by her own nursing colleagues in these 

discussions and as a result she avoids the discussions in the nursing team: 

 

… and then I couldn't cope with that, not if l were being attacked, I don't want 

that …, you know, it would be again yes but that’s you, you take that approach 

... then I always get it again anyway … and then I just don't feel like discussing 

anything with them …. (Pauline, nurse) 

 

Pauline indicates that some discussions did get very personal, and staff were attacked 

on a personal work style level, if they were not willing to adjust their view to the general 

opinion of the present (sub)-team members and this caused fear and staff holding 



 

 
 

 

211 

back. A minority of the participants said that the arguments used by the nursing staff 

to discuss interventions for patients were often personal and emotional arguments 

based on their own values or the work style of the sub-team they belong to. It was 

indicated by the therapists that this way of arguing was related to a lack of knowledge 

of mental illness and missing a shared point of reference taken to approach patients. 

Therapist Nick suggested that if one is not able to relate the behaviour of patients to 

their mental illness, it might also be hard and even impossible to recognise, discuss, 

and deal with the influence of the patients’ behaviour on the staff members themselves 

and the MDT collaboration:   

 

… I would say that the lack of knowledge, or frequent lack of knowledge on the 

part of colleagues, leads to a different discussion, a very emotional discussion 

… and then to enter into discussion about it, I find that extremely difficult. (Nick, 

psychotherapist) 

 

The findings indicate that the feeling that they belonged and were appreciated was a 

point of reference for nursing staff members and supported their contributions in the 

meetings. The findings also demonstrated divergent and often conflicting discourses 

among, and between, the individual nursing staff members and between the sub-

teams. They also suggest that with more staff of the same sub-teams present, the 

nursing staff felt emboldened to discuss their viewpoint in the meeting. The personal 

work styles and values of the nursing staff informed their work and defined the 

relationships in the sub-teams. The therapists linked the sub-teams to a lower level of 

professional knowledge and emotional discussions.  
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5.3.4 Relationships and collaboration 

 

The majority of the participants said that knowing each other was the most important 

factor that enhanced the feeling of safety in the meetings and improved the 

collaboration.  Rachel described her experience with a colleague: 

 

… but I mean I know how to take him and I know he likes me, I like him …. Then 

I know how to take it, if I didn't know him, that is to say him specifically, then 

maybe l would be [more careful] …. (Rachel, occupational therapist)  

 

Besides knowing each other, participants also indicated that if characters and values 

matched, the shared understanding of the work grew without having to talk about it, 

and this aspect recurred in the conversations about the sub-teams. Highly experienced 

nurse Paul explained: “yes, that is being on a similar wavelength without having made 

it a major issue … with colleague Pauline when she is there, then it’s easy, it works we 

have a similar way of looking at things”. 

  

Some participants mention that especially around conflict prevention or resolution in 

the work with patients as well as in the work with colleagues, the relationships and 

knowing each other, and almost being able to predict, the response of colleagues, is 

crucial for the own feeling of safety. When talking about a conflict that occurred during 

a meeting I had observed between two colleagues, nurse Pauline mentioned, “… yeah, 

Lettie but that’s no problem I know how to handle him. He gets a bit grumpy when he 

doesn’t get his way, but he comes around. l know what he’s like”. It appeared that to 

be able to discuss issues in the MDT especially when a colleague did not agree, it was 

necessary to know the relationship did not suffer from the discussion. This also 
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demonstrates that the discussions were not always informed by professional 

knowledge and a shared professional attitude, but by an old-style of getting grumpy 

when a staff member did not get his way and had no arguments left. This could also 

demonstrate the difference in approach of sticking to the set rules and regulations 

versus being open to new ways of approaching patients, in their social environment of 

the sub-teams.  

 

A minority of the participants mentioned that knowing the skills and the professional 

knowledge of other staff members were factors that influenced who to approach for 

help and support in the MDT collaboration and in managing patients:   

 

… of course I notice that of myself when I have an issue and, for example, I am 

sure that my colleague can do something well. And if there is someone else 

[but] I think it could be stressful, or might not work out the way I imagine it, then 

of course I’ll turn to the colleague in whom I have more confidence. (Rolf, social 

work) 

 

With this Rolf indicated that it is also the professional knowledge and skills and 

previous experiences with colleagues that influence the relationships and 

collaboration. One interviewee alluded to the notion of the influence of the informal 

relationships especially with the therapeutic staff, on value appreciation and equality 

by the different professions. For the staff lower in hierarchy the informal relationships 

indicated being equally valued by the professions higher in hierarchy and this 

enhanced the feeling of belonging, professional status, and meaning on all levels:  
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So, I think it’s good that we address almost all doctors and therapists informally 

… we just know each other; we all work together. … the feeling l get, is that our 

opinion is also valued.  And that also shows that the work is valued just as much, 

even though it is different – even though you haven’t necessarily studied at 

university, but are quote – unquote “just a qualified nurse”. (Pat, nurse) 

  

The following information is given to fully understand the meaning of what Pat 

explained when she mentioned knowing each other informally. In Germany there is a 

formal and an informal way to address people in daily life often related to age and 

position. Within professions in healthcare, it is likely that the staff call each other by 

their first names and use the informal ‘du’, which in English translates to ‘you’. Between 

professions it is more likely that people address each other by their last names, the 

physicians often including their title and the formal ‘Sie’ which also translates in English 

to ‘you’. On the wards at this hospital, all staff members addressed each other within 

and across professions in-, and outside the meetings, with their first names and the 

informal ‘du’. This explicitly did not happen between the medical director, his deputy, 

and all the other staff members at the hospital. The formal way of addressing people 

is also an expression of the formal hierarchy. Pat indicated that the informal 

relationships and inclusive communication diminished the hierarchy and enhanced the 

experience of equal collaboration.  

 

Nurse Pauline said that the professional knowledge and the supportive environment in 

the BTB meetings gave her a feeling of belonging and acceptance. In contrast to the 

discussions within the nursing staff, she had no problem in talking about difficult issues 

in the large MDT meetings because the therapists made sure the meeting was about 

patients: 
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… and the certainty is knowing that I always have support in the MDT, and so, 

I wouldn’t have any inhibitions about addressing something in the big team, 

absolutely not. … exactly, if it’s not about me then I'm strong yeah. (Pauline, 

nurse) 

 

Pauline described what l had observed in the meetings. The therapists ensured the 

meetings stayed on a patient level and the discussions did not get personal. Some 

nursing staff members with strong feelings of belonging to a sub-team, or the MDT, 

were also able to stand alone and contribute in the meetings without a dependence on 

other staff members in a sub-team or worry about relationships. Participants indicated 

that this contribution was related to personality, professional knowledge or experience 

and approach to patients’ treatment. As Pat said, for example, “… but when it comes 

to professional matters, I don't even think about it, I just do it. So, if I think this is my 

opinion now, and I believe it’s important, then I’ll say something” (Pat, nurse). Henry, 

explained that his knowledge, experience, and personality were reasons why he was 

accepted by all and belonged to the MDT, 

 

I think the simple fact that I justify a lot of things, rather than just tossing them 

into the room, means that people tend to accept me. I’m sure I often come over 

as a know-all, a bit of a clever clogs. (Henry, Nurse) 

 

Henry indicates that it was his knowledge and experience combined with his strong 

personality that made him able to speak freely. Sometimes the tension within and 

between the sub-teams and the subtle influence this had in the meetings gave the 

insight that the sub-teams and their approaches to patients, seem to mirror how some 
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staff members found ways to reduce their insecurities and uncertainties by belonging 

to a group and supporting the approach of the group. The relationships enabled staff 

to collaborate across and within the different hierarchical levels, to gain support for the 

complex work with patients.  

 

“… well, it gives me the certainty that I am trying to maintain good contact with 

the team and always keep in touch with them and talk to them, including about 

problems, or with several people to see other points of view and have support. 

(Pauline, nurse) 

 

The finding demonstrates that some staff members felt confident to contribute in the 

MDT because the discussions were about patients and less about the personality and 

because their own professional knowledge and experience provided the confidence 

which enhanced PS.  

 

5.3.5 Exclusion – Being too different  

 

The above findings illustrate the dependencies of all staff members on relationships, 

feelings of belonging, and the appreciation of knowledge and skills to collaborate 

effectively. Most staff members embraced openness and accepted other approaches 

and perspectives on treatment and collaboration from all other professions and staff 

members. The data previously indicated (see Theme 1) that diverse views were not 

only welcome, but were also recognised as a necessity for the progress of patients in 

their treatment. There were limitations though in the acceptance of diverse 

perspectives. When a member of the MDT behaved too differently and became too 

divergent in his actions the collaboration became unsafe. This was especially true 
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when this person had a therapeutic role and responsibility in the treatment of patients 

that other professions, such as the nursing staff and occupational therapists, depended 

on for professional knowledge and guidance to keep the discussions on a patient level 

and not become personal. The following extract from the field notes of the observations 

illustrates a situation around a psychologist and the response of the members of the 

meeting:   

 

Today one psychologist was already sitting alone at the table as all entered the 

room. There was no conversation with him at all and the circle of chairs was 

formed around and behind him. It was awkward, nobody sat next to the person, 

and nobody showed an intention to integrate him into the discussions. When 

other staff members spoke, he did not look at them or respond in any other way, 

he just sat there. When he finally asked a question, side conversations between 

other staff members started and no other staff member directly responded. WM 

1 continued the discussion as if the psychologist had never asked a question. 

(Field notes of observation 2)  

 

The response of the MDT, the sub-teams, including his own professional group and 

the individual staff members, was to exclude the person from the discussions and from 

collaboration. Talking about this observation in an informal conversation after the 

meeting, on the way out, some participants mentioned there had been several 

incidents with this psychologist. The psychologist had used information he had heard 

in the break room of the nursing staff in official reports of patients. The nurses felt he 

had disqualified the nursing staff in doing so. Some participants also said they did not 

feel safe around this therapist and could not take him seriously because he had 
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proposed the strangest ideas for therapy with patients in the past. One participant 

described the situation:  

 

… so in this respect the question is whether this is just being different or whether 

it simply has to do with individual decisions and ideas that simply stand there 

quite alone …. Others stand out, but in a positive way. They may come up with 

different ideas … how we can shake things up here … but you can always see 

if the ideas are any good. (Walter, teacher)  

 

The majority of participants suggested that it was difficult to work with somebody who 

had an important leading role in both the treatment of patients and in the MDT 

collaboration yet could not be trusted and did not seem to incorporate the security 

standards in his work. He put pressure on the collaboration within the MDT and the 

treatment of patients with his divergent behaviour and ideas. One participant 

summarised this:  

 

… again and again he had ideas where everyone would clap their hands to their 

foreheads and thought where the heck does he get that from, some of those 

ideas were, when we look at security rules and regulations, not good. … if I have 

someone who I can no longer take seriously because they have strange ideas 

in their head too often, then l go into a conversation in a completely different 

way and have less the feeling that something useful will come out. (Walter, 

teacher)  

Without knowing what happened, participants mentioned a few weeks later that the 

psychologist was released from all his duties. The finding illustrates that being different 

and having different ideas were welcome if the ideas were founded in professional 



 

 
 

 

219 

knowledge and with an awareness of the safety requirements in a forensic mental 

hospital. In that circumstance the relationships among the staff members were not 

jeopardised.  

 

5.3.6 Summary  

 

The findings in the theme demonstrate that the support, the informal relationships, and 

the sub-teams, supported staff in feeling safe, belong, equally valued for their 

contribution, and created equality between the professions. These factors 

demonstrated the willingness between and across the professions to share knowledge 

and to support others and ask questions, which were noted as essential to the MDT 

collaboration. A therapist was not trusted for his knowledge and support, and this highly 

influenced the negotiated status quo in the collaboration. The findings in the informal 

relationships and sub-teams also represented the sometimes subtle but strong 

hierarchy and demarcation between professions and their knowledge in the interaction.  

It was noted that the dependency on the professional knowledge of staff higher in the 

hierarchy, influenced the engagement of staff in the MDT collaboration. The therapists 

kept the discussion focused on patients and prevented personal attacks among the 

NSt and OT.  

This leads to the next theme, how a formal hierarchy, the status of professions, and 

personalities influenced the MDT collaboration and the feelings of the staff members 

that it was safe enough to contribute and engage in collaboration.   

 

  



 

 
 

 

220 

5.4 Theme 3 Leadership and hierarchy and power  

 

5.4.1 Findings 

 

The findings in this theme address all the research questions; the findings give insight 

into factors that influence MDT collaboration, and they indicate the meaning of PS in 

the collaboration. The findings also give insight into the factors that influence PS and 

how PS interacts with other factors that influence MDT collaboration. 

 

• All the participants indicated that the inviting and inclusive leadership styles of 

WM 2, the knowledgeable therapists high in hierarchy, and the experienced 

nurses enhanced MDT collaboration and supported the contribution and value 

of professions in the meetings.  

• The overwhelming majority of the participants mentioned the inviting and 

inclusive personalities and leadership styles as the most influential factors in 

feeling safe to collaborate in a multidisciplinary environment where a 

hierarchical structure exists. 

• Most participants indicated that the dominance of the inviting and inclusive 

behaviour in the MDT collaboration lost its influence in the Visite debriefing with 

the MD present. In these meetings the formal hierarchy and the responsibilities 

of the high-secure hospital that were held and controlled by the hospital’s 

medical director, gained influence.  

• Most participants indicated that they held back in the Visite debriefing meetings 

not only because the medical paradigm acquired more weight, but also because 

the medical director of the hospital was also the formal line-manager of the 

physicians and all therapeutic staff.  
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• All the participants recognised the status and power of the medical professions 

as the highest in hierarchy both in the culture of the MDT and in the institution.  

 

5.4.2 Leadership styles  

 

A common view among the participants was that the shape and the content of the 

discussions in the MDT meetings on the ward were not only influenced by the formal 

positions and hierarchy of, for example, the WM and the therapist Mark, but more 

significantly by their personal leadership styles and knowledge. The incident 

mentioned in Chapter 4 involved two ward managers (WM 1 and WM 2) and 

highlighted two different leadership styles attending and influencing the interaction and 

contribution of the staff during the MDT meetings. During the first three observations 

of the meetings, WM 1 was the manager of the ward. WM 1 made sure that the issues 

the nursing staff wanted to present and discuss in the meeting were discussed with 

him and the nursing staff before they were introduced in the meeting with the other 

professions present. Two participants indicated that WM 1 did this to use the time as 

effectively as possible. It also led to hardly any discussions between the nursing staff 

and the other professions during the meeting. As Ben the occupational therapist 

explained: 

 

… in the meetings I say, they all go to the table, and then, bang, bang, bang it 

all kicked off when WM 1 was seated … because everything was discussed 

beforehand within the nursing staff, basically only the results came, they were 

communicated and then the subject was over … well, I soon realised it was all 

hierarchical. (Ben, occupational therapist) 
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The autocratic approach by WM 1 kept most of the discussions of the nursing staff 

outside the MDT meeting. Therefore, the members of the nursing staff were hardly 

involved in the discussions during the BTB meetings because the contribution of the 

nursing staff was mostly presented by WM 1 and prepared in advance. The 

experienced nurses found their ways around this, and this led to tension in the first 

three BTB meetings. During the meetings WM 1 made sure there were no decisions 

made about patients when they were not discussed with the mentor of the patient 

before the meeting and the mentor was not present on the day of the meeting. This 

may sound contradictory to what has been asserted previously, but this finding 

indicates that WM 1 also paid attention to the professional status of the nursing staff 

as illustrated by the following extract from the field notes: 

 

In all discussions today WM 1 explained the view of the nursing staff and he did 

not actively involve the nursing staff present. At the end of the meeting WM 1 

stopped a discussion between the nursing staff present and Mark (therapist) 

because the mentor of the patient was not there, WM 1 said he wanted to 

discuss the situation with the mentor first before any decision was made. (Field 

notes of observation 2)  

 

This gave status to the mentor who was not present, but it diminished the contribution 

of the other nursing staff present and slowed down the process of decision-making. 

 

Discussing the differences in leadership styles between WM 1 and Christy (WM 2) 

there were some negative remarks from participants regarding the leadership style of 

WM 1. Some participants commented that with his style he wanted to be in control of 

everything that happened on the ward: and yet, he wanted the nursing staff to present 
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themselves as a capable and knowledgeable profession, which put pressure on the 

nursing staff. Nurse Pat remembered in her interview how WM 1 had confronted her 

with his irritation about her behaviour in the meeting. She felt he was embarrassed by 

her because she had discussed something with the other professions present without 

discussing it with the nursing staff or with WM 1 in advance: “He [WM 1] said directly, 

how can you ask something like that, you have to be very diplomatic and you can’t do 

something like that in the MDT meeting” (Pat, nurse). This gave Pat the feeling she 

was not allowed to discuss everything openly, because she may say something wrong, 

and she was not knowledgeable enough to discuss things without discussing it with 

WM 1 first. This feeling was echoed by Rachel, occupational therapist, who was 

summoned by a manager after a meeting and told not to talk so much and first think if 

it was important enough to mention: 

 

… we were told that we actually should think if it would be so important for the 

whole MDT or we could also discuss things after the meeting. And now we feel 

that we have been gagged. This is always a problem for me now … it’s rubbish 

anyway it doesn’t make any sense in my eyes. (Rachel, occupational therapist) 

 

With his style and personality WM 1 influenced the decision about whether or not it 

was safe enough to contribute even when he was not present in the MDT meeting. His 

style influenced the hierarchy and power issues between the professions, and this 

influenced the atmosphere and the collaboration between professions in the meetings. 

Experienced nurses especially showed irritation because they did not feel free to 

decide on anything when WM 1 had not previously been informed. Some participants 

said the behaviour of WM 1 gave them the impression that it was more a hidden battle 
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between WM 1 and the therapists about professional status. The following extract of 

the observation illustrates this view: 

 

Today there was a discussion in the MDT about a patient changing bedrooms, 

or not. After a while therapist Mark asked if the whole nursing staff agreed on 

this one option. There was complete silence and only nurse Henry nodded, 

‘yes’. Mark asked again and somebody mumbled “no, not really”, although all 

the staff members present today agreed. Therapist Mark asked if WM 1 had 

been informed or asked about this and the nursing staff replied with “no”. Mark 

decided immediately there was no decision to be made today. He explained this 

with the words, “he did not want to hear WM 1 say, why did you do this, why 

wasn’t l involved”. In particular nurse Henry, seemed upset about this and 

wanted to call WM 1 at home. (Field notes of observation 1) 

 

There were lively discussions and many contributions when WM 1 was not present, 

but no decisions were made, and this irritated the experienced, skilled nurses who felt 

they were not involved and not allowed to take responsibility for patients. The 

interesting point here is that Mark had the authority to decide, but did not do this out of 

fear of the response of WM 1 who was not even present. The topic was raised again 

in the next meeting, two weeks later: 

 

Today WM 1 was present and therapist Mark tried to discuss changing the room 

of the patient again. WM 1 refused to even discuss it and the subject was 

deemed to be off the table, although all the staff members present wanted to 

discuss it. WM 1 did not articulate a reason why he did not want to discuss it, 
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and all staff members accepted the veto by WM 1. (Field notes of observation 

2)  

 

Although the veto by WM 1 was accepted it caused tension during the rest of meeting. 

The experienced staff members rolled their eyes, mumbled with each other, and l could 

sense how unhappy they were. With their behaviour they seemed to express that they 

felt silenced and not appreciated or valued for their input. 

 

With WM 2 Christy, the deputy WM who took over the position of WM 1 after the 

incident (see Chapter 4), the culture during the meetings changed immediately. Christy 

demonstrated an almost opposite style from WM 1. For example, she did not take the 

lead in discussions, she stayed in the background until she was asked to share her 

opinion or felt she had to respond or take the responsibility. Immediately, Christy 

included all staff members in the discussions, and she allowed decisions to be made 

in the MDT meetings. The following extract from the field notes illustrates Christy’s 

different leadership style in her first official meeting after the incident and the influence 

this had on the MDT as a whole:  

 

WM 2 Christy did not take the lead to start the meeting today, the nurses of the 

morning shift did. It was her first meeting after WM 1 had officially left. The 

meeting went smoothly and was trouble-free, there was only one therapist 

present today, Mark was in court. There was a change in the atmosphere, there 

was a lot of laughter and it felt as if everybody was relieved that WM 1 had left. 

As in meeting one and two, a patient was having trouble with patients on the 

side where he had his bedroom. Again, there was a discussion in the meeting 

about his request to change rooms. At the end of the discussion everybody 
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present today looked at Christy. Christy waited a while and then asked: “Oh, 

you want me to decide?” Everybody laughed and nurse Piet answered “Yes, we 

do”. Christy replied, “If you all agree on it, why shouldn’t this happen? So let’s 

do that, l don’t need to decide this”. (Field notes of observation 4) 

 

All staff present displayed almost surprise at Christy’s response. She took the MDT 

and the discussion seriously and trusted in the knowledge and experience of the staff 

who worked with the patients. The atmosphere and discussions during the meetings 

changed to being open, friendly, and collaborative.  

 

When I asked participants about the differences in leadership styles between WM 1 

and WM 2 Christy, staff described a relaxed environment with Christy as a ward 

manager. The participants were unanimous in their view that Christy’s way was more 

inclusive and inviting which led to staff felt more valued and willing to engage in the 

discussions. 

 

Ben, the occupational therapist described the differences as follows: 

 

So, for me, for my time management, the way WM 1 did it was more effective. 

But if you want to contribute or if you want to get a better personal understanding 

of something, I’d say this second variant with Christy is more effective. (Ben, 

occupational therapist)  

 

In an informal conversation one nurse said: “Yeah, oh well Christy is doing a great job, 

she has to learn but she’s straight and fair and treats everybody the same and that is 

very important” (Field notes). Learning disabilities nurse Jürgen mentioned in his 
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interview that with Christy: “Yes, that we are included, the monitoring and control 

relaxes a bit”. Nurse Paul commented on how the behaviour of the ward management 

set an example for the rest of the MDT:  

 

If I have a line manager who says, ‘I don’t care’, that attitude is passed on to 

others. If I have a line manager who treats everything very seriously and I have 

the feeling that I am accepted and not disparaged, well that attitude is also 

passed on. (Paul, nurse) 

 

This leadership style of taking everybody seriously, involving and inviting staff 

members to join in the discussions and treating staff even-handedly, seemed to reduce 

stress and fear in the collaboration within the nursing staff. Talking about this with 

Christy in her interview, it became evident that this was not only a response by staff 

members to feeling happy about the absence of the control exerted by WM 1. In their 

comments staff members mirrored the values of Christy, although she seemed not very 

aware of her own style: 

… I talk to the team because I think it’s important that we work together and that 

it’s not ‘I am the ward manager so here I decide, and you implement it the way 

I tell you to’. I think that’s important and then [they] somehow catch the mood 

and respond to it, because I believe that then the entire ward is happier, and the 

work goes better, you work together more rather than everyone for themselves. 

(Christy, WM 2) 

Although Christy was not very experienced, she did notice the positive effect of her 

non-hierarchical approach of the nursing staff feeling happy to contribute. 
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5.4.3 Inclusion  

 

When the formal hierarchy such as the ward manager and the therapists, who had the 

highest professional status in the treatment of patients on the ward, were present the 

meetings went smoothly. Although there were a lot of discussions, the decision-making 

process and who was responsible for what were clear and accepted. The participants 

indicated that the WM 2 Christy and the therapists facilitated the discussions by inviting 

everybody to join in and made sure the discussions did not get out of control by keeping 

the structures and processes in place. Talking about this, therapist Nick described the 

MDT as:  

 

Maybe we can imagine the MDT as a neural network, it is glowing everywhere, 

and the managers are the connecting points of the neurons. They bring the 

lightning bolts together and forward them or not forward them or send them back 

so maybe you can imagine now what I mean. (Nick, therapist)  

 

 Walter, the teacher, commented on hierarchy and power in the meeting on the ward, 

saying that: “Hierarchy in the sense of a clear structure yes. Yes, there is someone 

who might have the final say, but the role of the multidisciplinary team has to be taken 

seriously”. This indicates that formal structures and responsibilities were appreciated 

and accepted if every profession and staff member of the MDT was appreciated, 

valued, and involved in the discussions and decisions. Then hierarchy had a positive 

contribution because it brought clarity about roles and responsibilities.  

 

In their interviews most participants confirmed what was observed in the meetings, that 

the collaboration on the ward was also highly influenced by the experienced members 
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of the nursing staff and the psychotherapists/psychologists with experience and a high 

level of therapeutic knowledge. Conscious or unconscious professional knowledge and 

experience in the work with patients seemed to give status and power to the 

professions, but also to some individual staff members from a profession lower in 

status. For example, experienced nurses with more dominant personalities were 

inviting others to join the discussions, but were also clear and direct in giving 

assignments to other nurses and occupational therapists. This status and behaviour 

seemed to be accepted by all professions: 

 

Experienced nurse Piet presented the patients today and he actively passed the 

lead on to nurse colleagues when their patients were discussed, encouraging 

them to speak with his support. Nurse Henry suggested to one of the 

occupational therapists a work project to address some issues and difficulties in 

the behaviour of a patient and he left not much room for discussion. This 

suggestion from nurse Henry and the work project were accepted by the 

occupational therapists, without questioning nurse Henry’s intentions or 

suggesting another strategy. (Field notes of observation 5) 

 

Nurse Henry’s confident attitude gave direction to the collaboration and created safety 

but also indicated the sub-ordinated role of the occupational therapists. When talking 

about the status of professions in the collaboration, nurse Pat made it clear that in her 

opinion, in the MDT collaboration on the ward everybody was treated equally and 

asked for their opinion:  

 

Yes, in the meeting big decisions are actually made together, everyone is asked 

whether someone has an objection … that means everyone can actually say 
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what they think … which means that these things are being looked at and not 

just decided without consultation …. (Pat, nurse) 

 

The therapists had overall responsibility for the therapeutic treatment of patients on the 

ward and ensured the therapeutic interpretation of the discussion in the meetings. The 

decisions during the meetings were based on the input of their therapeutic knowledge 

and experience, all the other professions were heard and invited to voice their ideas 

and opinions and they could put in a veto. The therapists seemed to be followed in 

status by the WM 2 Christy, who had the formal role and responsibility for the ward, 

the patients, and the nursing staff, and an inviting inclusive leadership style. The social 

workers worked more independently, and they came and went as it suited them. They 

were allowed to intervene and ask for help as they needed. They were hardly involved 

in the discussions about the behaviour of patients in their social environment. The 

findings demonstrate the major influence of the nursing staff on MDT collaboration in 

the meetings, first because they formally owned the meeting, therefore, they 

determined what was discussed; second, because the nursing staff were the largest 

profession represented in the meeting; and third because some nurses had a high 

professional status based on their experience and professional knowledge. These 

experienced nursing staff members were able, and allowed to, to speak and behave 

as owners of the MDT meeting on the ward. The occupational therapists and sport 

therapists were, although called therapists, not trained, or educated therapists nor felt 

valued in the MDT as such. Sometimes they felt silenced because they were told their 

contribution to the meeting may not be sufficiently important, and this influenced PS 

and the collaboration. They did not make any decisions, nor did they claim particular 

knowledge, and they appeared to have the lowest professional status.  
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Taking the findings of Theme 1 and Theme 2 into consideration, so far, the findings 

indicate that the professional status of the various professions in the MDT was 

informed by knowledge and experience, the relationships, and the inviting and 

inclusive behaviour of the professions in the MDT meeting on the ward. The formal 

managers, the professions with the higher status and the experienced staff members 

that displayed inclusive and inviting behaviour to other staff were highly appreciated 

because it created value and equality. Their approach to other staff members positively 

influenced the environment and interactions within the MDT and made the staff feel 

safe to engage, therefore these findings relate to all four research questions. 

 

5.4.4 Hierarchy and power – A one man show 

 

When talking about hierarchy, power, and collaboration between professions in the 

interviews, 10 of the 13 participants including the therapists referred in their answers 

not to the MDT meetings on the ward, but to a meeting called the ‘Visite debriefing’ 

that took place in a meeting room in the central administration building of the hospital. 

The Visite was the process in which the medical director of the hospital, and his deputy, 

visited the patients in their rooms followed by all the staff members involved in the 

patient’s treatment. The Visite can be seen as the classic ward round in a general 

hospital where the chief doctor accompanied by other doctors, therapists and nurses 

of the ward visits the patients together with the social workers and a representative of 

the occupational therapists. The Visite took place once a month. After this tour through 

the hospital there was a debriefing meeting with all the therapists, physicians, the 

primary nurses of the patients, sometimes occupational therapists, and the medical 

director present. This was the meeting in which the participants noted collaboration 

was not informed by a therapeutic supportive culture. This was a meeting informed by 
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the traditional medical model and instantly the traditional roles and responsibilities and 

hierarchy between the professions seemed to determine the culture of collaboration. 

The majority of the participants associated the Visite debriefing with power issues 

between the therapeutic and the medical professions and the medical director and the 

rest of the staff. These power issues became part of the communication that influenced 

the MDT discussions and the contribution of the various professions during this 

meeting. In particular, the therapeutic staff members did not seem to feel as free to 

speak during the Visite debriefing as they did during the MDT meetings on the ward. 

Yet, interestingly, some of the nurses seemed to collaborate more easily in these Visite 

meetings in which the medical director of the hospital had the lead and determined 

what was discussed: 

 

Well, it’s the medical director who is running the show and there is a strong 

demarcation between the single professions, on the one hand where doctors 

and nurses are very strong, but then also the social workers and psychologists 

on the other hand, there is a fairly clear demarcation also from the hierarchical 

position. (Rolf, social worker) 

 

Therapist Nick mentioned that “… he, [the medical director] includes all at a superficial 

level, yes, he includes everyone. But really it’s more of a one-man show. That’s quite 

clear”. Nurse Pauline disclosed that she felt safe in these meetings where the patients 

and their treatment are the focus and not the staff members, and where the medical 

professions took the lead. This was the same sort of comment she gave as the one 

she made when talking about MDT meetings on the ward. The hierarchy in the medical 

approach of this meeting did not seem to hinder some of the nursing staff from 

speaking:  
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Yes, the deputy medical director, yes, I’ve vetoed that and …  if there is a level 

of trust and it is about the patients then I stay factual and then I say “no we can’t 

work like that here now” and I explain my reasons for that. (Pauline, nurse) 

 

Pauline commented here how she in a Visite debriefing stood alone as the 

representative of the nursing staff of the ward and said, “we are not going to do this”.  

Nurse Henry explained it differently, but gave an indication why he felt safe to 

contribute in these meetings. It was because his views were taken in consideration, 

and he felt valued by the medical director:  

 

Well, above all I need safety and I just really feel like I’m being taken seriously 

here. So, during the Visite debriefing I also think it’s extremely important to 

ensure a good atmosphere. Of course, that makes it more pleasant for me, but 

I also think that you are simply more productive that way. (Nurse Henry) 

 

In contrast to Pauline and Henry, the majority of the participants used the comparison 

between the MDT in the Visite debriefing and in the BTB meeting on the ward to 

indicate they did not speak as easily in the Visite debriefing as in the MDT on the ward. 

The therapists and social workers, in particular, implied that the Visite debriefing was 

more complicated. Not only because of the power issues between the medical and the 

therapeutic professions, the different approaches, and the differences in professional 

knowledge, but also because the medical director was the formal line-manager of all 

the therapists and physicians present and they all sensed the power of the medical 

director: 
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Well, I would say my head probably won’t actually roll, but I definitely have the 

feeling, for example, that there is a lot more respect shown during the ward 

rounds debriefing. And I would say that this feeling of PS – will my head roll or 

not? – isn’t really present … there are many moments when we other colleagues 

look at each other and we might all be wondering what the boss is saying, but 

nobody opens their mouth. The classic silence, of course. (Nick, therapist) 

 

With this comment Nick suggested that the hierarchy made him reticent and cautious 

because he was not sure of the consequences. The medical director was known for 

his condescending remarks when he did not appreciate a staff member’s behaviour 

during a meeting.  

 

Social worker Rolf was impressed by the use of power by some staff members during  

the Visite debriefing meetings. When he had just started working at the hospital and 

he had not yet earned his legitimate status, one staff member told him how to behave:  

 

… at the beginning I rather fell flat on my face, I have to admit. I was a bit too 

pushy and l thought well this is how l see it, or l am going to give my opinion ... 

and later Mr X, he was in a more senior position here, said that we had a duty 

to perform and with only two months’ experience I shouldn’t be interfering.  

(Rolf, social worker) 

 

Participants related professional knowledge and the purpose of the meeting to 

hierarchy, power, and status of professions. It is noteworthy that participants did not 

mention what professional knowledge was being referred to, they seemed to know 

what knowledge or experience was meant in this context and assumed that others 
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shared that meaning. The findings demonstrate that the status of professions and the 

approach to treatment changed in the MDT meetings held in the administration building 

with the medical director of the hospital present. The lack of a shared approach 

throughout the whole treatment of patients in order to provide an orientation was 

repeatedly highlighted. As psychotherapist Nick shared his thoughts, he indirectly also 

critiqued his own boss, 

 

“… this is really just my personal opinion, but I think people could do a lot more 

on a psychotherapeutic basis here. There is a considerable lack of knowledge 

and there is also a large knowledge gap between doctors and 

psychotherapists”. (Nick, therapist) 

 

According to the participants in the Visite debriefings not bound to the ward the 

influence of the medical paradigm increased, and the psychotherapeutic approach 

represented by the therapists lost influence and status. The participants indicated that 

the Visite debriefing differed in four factors compared with the meetings on the ward. 

First, the number of staff members representing a profession was different from those 

on the ward. In the Visite debriefing often all the therapists of the hospital were present 

and only one member of the nursing staff per ward and one occupational therapist. 

Second, often all the medical staff of the hospital were present. Third, the Visite 

debriefing was owned and chaired by the medical director of the hospital who had the 

overall responsibility and accountability for the treatment of all patients, in- and outside 

of the hospital. The fourth factor was that the medical director of the hospital was also 

the formal boss of all the doctors and therapeutic staff members. The professional 

status of the therapeutic staff changed outside the ward, and it seemed that as a result 
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the therapeutic influence and the inclusion and its influence on the collaboration and 

PS changed with it.  

 

5.4.5 Summary  

 

The different leadership styles of WM 1 and WM 2 influenced the MDT collaboration 

and PS. The inclusion and invitation to participate by staff members had a positive 

influence on PS and the more authoritarian style of WM 1 was seen as negative and 

controlling. The encouraging and supporting behaviour of WM 2 (Christy), the 

therapists, and the experienced staff members was informed by experience and 

therapeutic knowledge, and based on a personal approach to collaboration, 

relationships, and leadership. Compared with the MDT meetings on the ward, the 

therapists felt less safe and secure to speak their mind in the Visite debriefing 

meetings. Although the therapists were often responsible for the individual progress 

and development of the patients on the ward, they were not the ones with the highest 

professional status in the Visite debriefing meetings with the medical director of the 

hospital present. This changed their behaviour of inviting and supporting other staff 

members in the therapeutic approach on the ward, to that of defending the therapeutic 

approach and challenging the medical paradigm and their own line manager, in central 

meetings with the medical director of the hospital present. In the Visite debriefing 

meetings the construction of the MDT collaboration changed and the participants 

experienced hierarchy and power between professions. This change influenced the 

equality in the relationships, and the feelings of belonging, the meaning and impact of 

the contribution and PS of the therapeutic staff and the social workers. Table 5.1 

provides an overview of the discovered differences between the meetings that were 

related to the demarcation between professions and the experiences of hierarchy and 
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power, which influenced the feelings of equality, belonging, meaningfulness and 

safety. On the left-hand side are 12 unique features in the construction of the meeting 

on the ward, which enhanced the experience of equal MDT collaboration and PS of 

staff in an unequal knowledge environment. The right-hand side illustrates 12 features 

suggested by the overall data that increased the experience of power issues between 

professions, feelings of vulnerability, and feeling less valued in an unequal hierarchical 

environment. 
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Table 5.1  
 

The social construction of the meetings 
 

 Meetings 

MDT meeting ward Visite debriefing meeting 

 1. Paradigm Psychotherapeutic, social Medical model of care 

 2. Owner, chair, and location Nursing staff, the wards Medical director, central administration building 

 3. Aim To support staff in daily life with patients on the ward Diagnoses and treatment progress of patients 

 4. Language  Daily life  Professional expert  

 5. Formal leadership  Nursing staff, inclusive and inviting Medical director, formal hierarchy and position 

 6. Decisions  Informed by knowledge, role, and experience, equal Informed by knowledge, role, and status, hierarchical 

 7. Construction of knowledge Dependency between professions, sub-teams Individual/Interdependent between professionals 

 8. Line management Ward manager of nursing staff Medical director of all therapeutic staff and social work 

 9. Relationships Informal and equal Formal and hierarchical 

10. Communication Informal, inclusive and inviting by all and to all Formal to inform the MD, a one man show 

11. Largest number of staff present  

12. Decision-making  

Nursing staff and occupational therapists 

Based on equality between professions  

Physicians and therapists 

Based on hierarchy, responsibility, and accountability  
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The findings suggest that the traditional medical approach, the hierarchy, the 

professional knowledge, and the leadership styles of leaders influenced the MDT 

collaboration and PS on all levels of the environment. Besides experiences of equality, 

belonging, and meaningfulness these factors also gave meaning to the feeling it was 

safe enough to take a personal risk in those meetings or not, which leads to the 

presentation of the findings to the next and final theme.  
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5.5 Theme 4 PS Influenced by all and influencing all 

 

5.5.1 Findings 

 

The findings in this theme address all four research questions because they report how 

PS interacts with other factors that influence MDT collaboration.  

 

• All the participants indicated that their own feeling of PS was informed by the 

fear of possible personal, often negative consequences.  

• It was a common view that the decision to speak or contribute was made after 

setting the external influences against one’s own professional knowledge, and 

own personal history and experiences in- and outside the hospital. Therefore, 

PS may be different for everyone.  

• All the 13 interviewees agreed that PS was a personal feeling informed by all 

the interactions with others and the interaction with the whole organisation and 

its structures behind the 5.5-meter-high fence. PS influenced all the interactions 

because staff members acted upon their PS.  

• The participants indicated that in some cases PS was a feeling within a sub-

team that did not lead to speaking about important issues in the MDT. The 

findings suggest that when participants talked about issues in a sub-team and 

had a common opinion about the issues, it was not discussed elsewhere.  

• All the participants reported that PS was not talked about in the MDT nor in the 

hospital, but was, as found with professional knowledge, a shared approach to 

treatment, the relationships, forensic experience, and leadership style, clearly a 

part of the culture of the hospital.  

 



 

 
 

 

241 

5.5.2 A personal feeling 

 

A majority of the participants viewed PS as a personal feeling and a personal decision. 

The personal feeling was influenced by the interaction with all areas of collaboration 

within the hospital and the meaning this interaction had for them. Christy, WM 2, was 

the person who had finally reported the incident (see Chapter 4). In our conversation 

about her reasons for reporting it and what had hindered her or supported her in the 

decision to speak about it, she specified various reasons. A main reason for her not 

consulting with the MDT or with other staff members regarding her worries about the 

behaviour of WM 1 was out of fear for personal consequences. She was new in the 

role as deputy WM and she was worried the management team of the nurses would 

not believe her, and would hold it against her:  

 

… this management team had been around for so long and at some point, I 

thought l am the new one who joined the team, and then I thought that my 

opinion didn’t really count … and everyone might be thinking, ‘oh but WM 1 is a 

cool guy’, and so maybe they would see it negatively if I said something negative 

and then I would be the one looking stupid … then l just thought OK if I do that 

[speak about the fraud], then my life here won’t be good. (Christy, WM 2) 

 

Nurse Pauline explained how her personal experiences from a long time ago in the 

hospital still informed her feelings of PS today. Her history in the hospital goes back to 

the times when the nuns were still in charge of the wards. When we discussed why 

she did not speak out about the behaviour of WM 1 she mentioned she had negative 

experiences with the nuns who were higher in the hierarchy and how the nuns had 
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covered up unethical behaviour in the past. The reaction of Pauline when somebody 

in a powerful hierarchical environment is not behaving ethically, is illustrated here:  

 

… I already came across that [fear for personal consequences when speaking] 

a long time ago during my nurse training, when l was in my probationary year, 

with one of the nuns. An old nurse said: “I have had enough of this I’m going to 

report this nun now. You still have a long career ahead of you, and you don’t 

want to have that on your record”. Well, that’s such a very old experience that I 

have, and even nowadays … yes, [in this case] I just looked away…. (Pauline, 

nurse) 

 

This illustrates that PS was informed by personal history and how staff acted on this 

history today, but was also strongly related to hierarchy and power.  

Some participants were confident in their view that PS and the openness in the culture 

of the MDT were there because of the personalities in the MDT and the personalities 

were influenced by everything that happened behind the 5.5-meter-high fence. Mark, 

the therapist of the ward, explained that in his view PS was influenced by the 

personalities of the members of the MDT because “… I actually think the personality, 

I couldn’t imagine otherwise because nobody abandons their personality at the front 

gate and is then suddenly only a professional. We all come in with our own style and 

personality” (Mark, therapist). This finding was echoed by Ben, an occupational 

therapist, who was convinced that PS was something within himself and had to do with 

self-confidence:  
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… well, for me it’s within myself… I feel relatively detached from what is being 

said around me. My attitude is ‘go right ahead, I don’t give a shit anyway’ I am 

employed here with a temporary contract, which makes it relatively easy…. 

(Ben, occupational therapist)  

 

Ben did not see this as a problem for himself, but he did assert that it may for other 

staff who might not be as confident as he was and that considerations about their 

employment, for example, a temporary contract, was an influential factor for the 

contribution during meetings and PS. 

 

Psychotherapist Nick mentioned the importance of personality type in combination with 

professional experience and knowledge to feel safe enough for staff members to speak 

their thoughts about patients: “… because of that alone I think that you have to have a 

very strong personality as someone from nursing in order to open your mouth and be 

heard at all in the Visite debriefing meeting especially with little professional 

experience” (Nick, psychotherapist). Rachel was convinced PS needed brave 

individuals to speak up in the MDT meetings:  

 

… I think it [PS] is also a matter of how people interact with each other. … I 

mean of course you have to have the courage. I do not think everyone is willing 

to speak up in front of maybe 20 people …. (Rachel, occupational therapist) 

 

These findings indicate that personalities of staff play a role in PS. The findings suggest 

that PS stems from personal history, knowledge and experiences, and the 

interpretation of the interaction with the environment.   
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5.5.3 The environment 

 

The findings presented within the previous three themes demonstrate the possible 

impact of the absence of a shared approach to treatment and the purpose of the 

collaboration, the relationships between staff, the level of professional knowledge, 

hierarchy and leadership on the personal decision taken by staff members on when it 

is safe enough to speak. A recurring pattern in the interviews and the observations was 

that PS was a personal feeling, but it became meaningful in the interaction with all 

other staff present, with leadership styles, and with structures and rules and regulations 

on a hospital level. 

 

Some participants suggested that not knowing how to professionally speak about 

patients and the possible feeling of devaluation may be a reason for some staff not 

contributing to the meeting. The participants differentiated between strong 

personalities, being knowledgeable and informed, and knowing how to articulate this 

in the meeting. Nick described his experience with the nursing staff: 

 

… I have the feeling that some nursing colleagues are holding back because 

they may also be concerned that their opinion is not expert enough and they 

hold back because they are overwhelmed with it, but are either unwilling or 

unable to say so. And this is often interpreted as weakness. The fear of being 

judged can also play a role. (Nick, psychotherapist) 

 

Nick was aware that with his comments he was referring to a professional group that 

he defined as less knowledgeable and by making these comments he was himself 

judging them. As he explained during the interview, his response during the BTB 



 

 
 

 

245 

meetings was to be empathic and he tried to include and be supportive to all staff, and 

with his approach he enhanced PS. 

 

Although unspoken, the inclusive and inviting culture in the MDT meetings on the ward 

initiated by the communication styles of the therapists were there deliberately as the 

comment below by therapists Mark illustrates:  

 

 … ultimately the MDT creates it [PS] themselves. And I believe that the leaders 

have to be at the forefront. The better those in charge approach openness … 

and the more positively they respond to openness, even if it is initially 

unpleasant, the more likely it is that there will be an open atmosphere. (Mark, 

therapist) 

 

Mark’s comments related to the difference between WM 1 and WM 2 and they also 

mirrored a meeting when the deputy medical director was present. The following 

extract from the field notes illustrates a situation during a meeting in which two staff 

members high in hierarchical and professional status deliberately influenced the 

culture of the MDT: 

 

Today the deputy medical director of the hospital was present at the meeting. 

There was tension in the room and staff members responded irritably and 

harshly towards each other. At one point as the MDT was talking about a 

situation that had occurred with a patient during the weekend, therapist Mark 

openly asked the MDT if he had made a mistake the Friday before. He did not 

come to the ward that day to talk to a patient, although he explicitly received a 
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question by the patient and the staff on duty that day. There was some (nervous) 

laughter and tension, staff members looked at the deputy medical director of the 

hospital and at each other. Finally, one member off the nursing staff said: “yes 

that was not good because we felt left alone with this patient, we did not know 

how to handle him”. Mark apologised and explained what his therapeutic 

intentions were for the patient at that moment and that he had not realised that 

it was also a request by the team on the ward. The deputy medical director 

responded with understanding and said he missed the fact that it was a question 

from the team as well and was sorry the nursing team had felt left alone on that 

Friday and the weekend. It is notable that after this moment the tension and 

irritation between the staff members disappeared and the discussions displayed 

an open and inclusive atmosphere again. (Field notes of observation 7) 

 

Taken together these observations suggest that both the therapist and the deputy 

medical director experienced PS and seemed aware of their role in the MDT. With their 

invitation to critically evaluate their own behaviour, they set an example and invited 

and enabled MDT members to talk about their worries and feelings. Two discrete 

messages were sent. First, it was shown that no matter what position or knowledge 

you have, you can openly speak about failure, and second, the therapist Mark was not 

disciplined by the deputy medical director, he was supported. This led to a reduction 

of tension and opened the door to a discussion in which the staff could reflect on what 

had happened and how it influenced the weekend without blame, and what was 

learned from it.  
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When talking about PS therapists Mark explained and defined PS as a mixture and 

interplay of different influences such as those that are possible causes of a mental 

illness, and that nothing stands on its own:  

 

… but PS and the three levels [of influence: personal, team, organisational] … 

I would say that from my point of view, it’s very similar to the way many mental 

illnesses develop. It’s multi [level] … it comes from different angles, and they 

interlock. So, it’s not so much one of these factors, but more the interplay 

between them. (Mark, therapist) 

 

This finding indicates there was not one factor that influenced PS, there were many 

environmental factors that influenced it and the interactions with these factors also 

influenced each other. Nurse Jürgen also mentioned the interplay, “No, PS that sort of 

depends on the environment … yes, you need to have a counterpart. If I want to speak 

freely about something then l am actually quite dependent on the other person being 

willing to listen”. Social worker Rolf explained: “… I would say it’s a mixture of all three 

[levels]. If l had to choose one, I would say … it’s a feeling a team creates in you”. Nick 

the psychotherapists mentioned the importance of knowing the colleagues to feel safe: 

 

… all factors play a role in my view. So from the organisation and the individual 

to, of course, the team or ward components. … I would say that the personal 

component plays a very large part. (Nick, therapist) 

 

One participant suggested not speaking was related to the failing trust in leadership:  
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… that was the case with us for a while, many colleagues kept running back to 

WM1 … and complaining about this colleague and about these problems. You 

knew that with WM 1 there just wasn’t that level of trust any longer. It just wasn’t 

present in the team at all. (Pauline, nurse) 

 

Walter, the teacher, mentioned, just as Ben did, that his contract was temporary, and 

for him this made speaking freely difficult, “I am employed here on a temporary basis 

… but people should be aware that it’s difficult”.  

 

Nurse Jürgen remarked on the importance of the role of behaviour of the higher 

management during the incident (see Chapter 4) and how the response of the higher 

management not to blame WM 2 Christy for talking about it shaped his PS:  

 

Well, I thought the interaction in itself was very encouraging … I would not have 

expected this reaction, maybe I should have said something earlier. And also, it 

was also dealt with very openly and very quickly. That really encouraged me to 

think … maybe you could have said something earlier. (Jürgen, nurse) 

 

With their response to the incident and to Christy the hospital board, and especially 

the director of nursing, had set an example on an organisational level. It demonstrated, 

as did the deputy medical director in the previous example when he supported Mark 

and apologised to the team, that it is okay in this hospital to speak up, and that this is 

not held against anyone but positively supported. Jürgen suggested that if he had 

known that this would be the response, he would have felt safe enough to speak about 

it.  
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With her comment on PS nurse Pat brought together all the findings and addressed 

the four research questions. She referred to factors that influenced MDT collaboration, 

to the meaning of PS, what factors influence PS, and how PS interacts with other 

factors that influence MDT collaboration together:  

 

… as far as PS is concerned, I think feelings have a lot to do with it. If you feel 

more comfortable because it somehow fits in with everything, I think you feel 

more confident about saying something. Because it is relatively easy going and 

informal then you have a slightly different relationship with one another ... and 

[this] makes it easier for me to raise something without having to be afraid that 

someone will make a fuss about it. Actually, it’s all linked together, I think, in 

fact, I think you can’t look at things separately .... As far as the MDT is 

concerned, we must be able to rely on each other, but it also must fit with the 

organisation and the space we have available. It’s all closely linked. (Pat, nurse) 

 

The findings in this theme indicate that PS was personal and socially constructed 

through the interaction with others, the environment on the ward, and the environment 

with its structures, roles, and responsibilities outside the ward. PS, in return, influenced 

the contribution of the staff members to MDT collaboration and communication about 

patients in- and outside the meetings. As PS was set and acted upon by staff’s 

personal history and experiences and knowledge, PS could differ for all. 

 

5.5.4 Psychological safety – Not always positive  

 

Nine of the 13 participants said they knew about the misbehaviour of WM 1 that caused 

the incident described in Chapter 4. All nine interviewees agreed that the behaviour 
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was bad, and that the knowledge of it influenced the MDT collaboration. The behaviour 

was openly discussed and ridiculed by staff members in sub-teams and between other 

staff members of various professions in- and outside the MDT. The issue was never 

brought to the table for open discussion and to seek change. Especially among the 

nursing staff, who were directly confronted with the behaviour on a sometimes-daily 

basis, the knowledge was widespread, and they talked about it when WM 1 was not 

present. Participants mentioned various reasons for not speaking about the situation 

openly. The following extracts from the field notes illustrate this. These comments were 

made by participants when we were in the back office on the ward, having a coffee 

about half an hour before a next meeting and staff members of various professions 

were walking in and out. A few days after the incident had been communicated to all 

staff of the hospital and WM 1 was officially suspended, staff members were eager to 

talk about what had happened and were very open about the fact that the whole 

nursing staff had known: 

 

“Well, you know Lettie nobody can have that many days off and to be honest I 

never knew it was that bad” and “l always thought there must be a good reason 

for it or he’s probably having special arrangements cleared with the director of 

nursing, actually l thought it was not my responsibility”. Another comment was: 

“Yes, good finally something happened, l wasn’t surprised”. One nurse gave 

more words to the situation and described the unfairness of the behaviour of 

WM 1, but also the relief that action had been undertaken, 

 

… well, there were a lot of things that weren’t right here, he just went over the 

top, he was not fair. Of course, there are some people still a bit shocked or feel 
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sorry, but absolutely nobody is saying that it’s wrong. (Informal conversation 

with a nurse reported in field notes) 

 

As the conversation continued l was shocked, when a nurse admitted that everybody 

knew and that there was discussion about it, but it was laughed away by the staff 

members, as if it wasn’t that bad. “As I said Lettie, we all noticed it, we also talked to 

each other, and we smiled ….” Some participants mentioned that the behaviour was 

openly discussed within sub-teams and between the professions, but not discussed in 

the MDT because of some members own personal benefits, or people simply accepted 

that the things were the way they were. The findings also suggest that because there 

was no direct harm to patients, staff members did not seem to feel the need to change 

anything. Nurse Rita openly spoke about the advantage she had from knowing about 

what WM 1 did:  

 

Live and let live Lettie, no I never questioned it. Ultimately, I was always able to 

arrange my shifts to suit me. He also made everything possible for me. Listen, 

I got my shifts sorted the way I wanted them, why should I slag him off? (Rita, 

nurse) 

Therapist Mark and nurse Henry made very clear that they did not talk about it because 

of the respect they had for WM 1, for his knowledge and experience with patients: 

He [WM 1] always thought in terms of the patient, and we benefited a lot from 

his forensic experience especially in the early days, as it was much more 

advanced than ours. … we always worked well together right up to the end, with 

regards to the patients. (Mark, therapist) 
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… and I am still very grateful to WM 1 for what I have learned from him, maybe 

not in the area of leadership, but the way he interacted with patients … I still 

think he was terrific. (Henry, nurse) 

 

All nine participants said they felt safe enough to talk about these themes in their sub-

team; these sub-teams sometimes also included other professions and people higher 

in hierarchy in the MDT.  

 

One participant said that the problems with WM 1 were known by many staff members 

for a long time and this person had even seen proof. The participant had the role and 

the formal hierarchical responsibility to bring the issue out into the open, but decided 

consciously or unconsciously not to. This participant did not confront WM 1 with the 

knowledge in a one-to-one conversation or discuss it in the MDT meeting out of loyalty 

to colleagues:  

 

… I’ve known some of them for decades now. And of course, we also have our 

basis of trust. … it happened sometimes that I was just called in … and people 

with whom I have a very good relationship of trust … they just noticed it wasn’t 

right, so really, really bad things … So, they took me into their confidence, which 

created a very awkward situation for me, because I had to continue working with 

WM 1. So, absolutely a total conflict of loyalties … with the colleagues who told 

me about it, who insisted that l shouldn’t tell anyone … the way I understood 

them at the time, I think they were worried about reprisals … Yes, I can simply 

say I didn’t do anything and in the end … I doubt very much that was the right 

thing to do … l mean somebody had to call him out at some point …. But in 
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retrospect, I have to say, I should have intervened at the point I realised what 

was going on. (Anonymous) 

The participant said it was the loyalty between staff that had prevented the participant 

from speaking out about it, but the participant also realised that something should have 

been done. The participant illustrated the power of loyalty and relationships between 

colleagues, how they are needed in this complex construction of the MDT, but also 

how relationships can get in the way of constructive MDT collaboration and ethical 

behaviour. All nine participants suggested that agreeing in the sub-teams that the 

behaviour was wrong had led to an environment with a shared understanding among 

those who knew, but not to a constructive solution and I wondered why this was. 

 

5.5.5 Summary  

 

PS became meaningful through the interactions with all factors of the environment and 

the people present, or not, in the environment of the MDT. PS was experienced as a 

personal feeling because the interactions were interpreted and set against staff’s own 

background, experiences, and professional knowledge. The findings indicate staff high 

in the hierarchy with a notable level of knowledge experienced elevated PS. PS was 

influenced by absence of a shared philosophy of care, support, and informal 

relationships, and the hierarchy between the professions. These were the same 

environmental factors that influenced the feelings of equality, belonging, 

meaningfulness, and the ability to engage in collaboration, and they all interlocked. 

The findings in this theme demonstrate that high PS did not always lead to a positive 

outcome of staff reporting unethical behaviour. Decisions not to report this seemed 

strongly related to the existence of often long-standing relationships between staff, 
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rather than feeling responsible for the behaviour of a WM, or to previous personal 

experiences, or retaining the personal benefits staff received from the unethical 

behaviour. Staff also noted they did not know how the hospital board or other 

managers were going to respond when staff would have reported the unethical 

behaviour which made them not talk about it.   

 

5.6 The four themes interrelated  

 

The findings in the themes are interrelated with four levels in the environment of the 

hospital: the macro hospital level, the meso level, the micro level of the social 

interaction and the relational factors, and the personal interpretational level. According 

to the participants MDT collaboration and PS were influenced by the same 

environmental factors as illustrated in Figure 5.1, yet the influence differed in the 

meetings. This provides knowledge for the research questions regarding what 

influences MDT collaboration and what influences PS according to participants (see 

Chapter 2). Staff indicated that a missing shared approach and strategy to treatment 

reinforced the demarcation and hierarchy between professions, and different views 

and interpretations of the purpose and meaning of MDT collaboration among its 

members. This caused staff to question what professional knowledge was needed of 

what professions.  

 

Professions with less experience and/or professional knowledge of forensic psychiatric 

treatment and who were lower in the hierarchy stated they felt vulnerable and doubtful 

about their contribution to the collaboration and the importance and value of their 
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profession. The absence of a shared philosophy of care also created insecurities in 

individual roles, and raised questions about the personal value in the collaboration, 

which negatively influenced PS among staff members and created barriers to MDT 

collaboration. The relationships between staff members and the fact that many MDT 

members had known each other for a long time and addressed each other by their first 

name, provided staff members with a sense of equality, belonging and value and 

created a safe basis from which to contribute in the meetings, to share ideas and 

depend on the knowledge and experience of others. The theme of support and informal 

relationships demonstrated the special role of the sub-teams in collaboration. 

According to the participants, belonging to a sub-team and the informal relationships 

gave support for a work style that produced a feeling of ability and safety in mainly the 

nursing staff, occupational therapists, and sport therapists that encouraged them to 

contribute in the MDT meetings or to defend their view towards others. It also created 

a dependency on the presence of members of their sub-group to defend their opinion 

in the MDT meetings. Furthermore, by inviting staff members to contribute during the 

meetings and including the opinions and views of all staff in the discussions and 

decision-making, the experienced staff members, the professions high in the hierarchy 

of knowledge, and leaders were crucial for the MDT collaboration and having 

contributions from all the staff members and professional groups in the meetings. The 

participants indicated that with inclusive behaviour the therapists reduced the fear of 

the negative personal consequences of hierarchy and power between professions and 

between sub-teams. In the Visite debriefing meetings where the approach to care was 

medical, chaired by the medical director, and held a prominent role for the medical 

professions, PS was low, and the therapeutic professions, the psychologists and 

psychotherapists, particularly felt less valued. 
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Figure 5.1 

MDT collaboration and PS are influenced by the same factors 

 

 

 

 

All staff members influenced the MDT collaboration and the feeling that the situation 

was safe enough for interpersonal risk-taking in the collaboration from a personal level.  

 

The participants noted that their personal PS was influenced by their personal 

perception of all the factors of the environment and of the interactions with the staff in 
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that environment. Their interpretation of these influences was set against their own 

history, background, and experiences. The findings in the four interrelated themes 

illustrate that staff not only acted upon their PS but also on their feelings of equality, 

ability, value, and belonging in the MDT or sub-team. The participants commented that 

these feelings were most influenced by their direct interactions with other staff in and 

outside the meetings as illustrated in Table 5.2. The engagement in collaboration was 

a personal decision and was not only related to PS. According to the participants, there 

was a positive relationship between the engagement in collaboration and; the equality 

between professions, the perceived value of the profession and meaning of the 

contribution, feelings of belonging, the ability to contribute and PS. The findings provide 

knowledge regarding the role of PS in MDT collaboration. 

 

Table 5.2 
Meaning of the micro level  

 

Factor of influence à Perceived feeling on a 

personal level 

ßà  PS 

Support, informal relationships  à Equality, value, and 

belonging 

ßà PS 

Inviting behaviour  à Value, and belonging ßà PS 

Shape and form of the meeting à Equality and value ßà PS 

Inclusive leadership  à Equality and value ßà PS 

Knowledge and experience, 

and sub-teams 

à Equality, value, belonging, 

and ability to contribute 

ßà PS 

 

The interrelatedness of the four themes provides knowledge on how the personal 

feeling of PS interacted with the four levels of influence on MDT collaboration.  
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The findings as illustrated in Figure 5.2 provide deep insight into why, according to the 

participants, PS was influenced by all and influenced all. PS is an interpersonal feeling 

and becomes meaningful through the interaction with, and interpretation of, the 

context, the processes, and the people in the environment.  

 

Figure 5.2  

The social construction of psychological safety in MDT collaboration 
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PS is determined by the perceived equality, sense of belonging, ability to engage, the 

perceived value of the professions, and the contribution. These feelings and 

interpretations are assessed based on personal history, experience, and the 

professional knowledge of the individual staff member.  

 

5.7 Chapter summary  

 

This chapter presented the findings uncovered by this study. The findings were 

organised according to the four central themes that emerged from the participant 

driven TA (Braun & Clarke, 2013). The data from the observations of the MDT 

meetings, the 13 in-depth interviews, and the numerous informal conversations, 

revealed the participants’ perceptions of MDT collaboration and the role of PS in the 

collaboration. As is typical for symbolic interactionist ethnographic studies the 

presentation of the findings is supported by comprehensive quotations using 

participants’ own words (Hammersley & Atkinson, 2007). The quotations clearly 

demonstrate the relationship between the data and the findings and show that the 

analytical themes and key findings did not arise from my own imagination. With that 

they ensure the rigour of the study (see Chapter 3, Table 3.4) (Denzin & Lincoln, 2018; 

Guba & Lincoln, 1985; Liamputtong, 2012). Yet, the presentation of the findings in this 

chapter is not pure description. Its constructions derive from my selection and 

interpretation to provide context and make sense of the findings so they could become 

meaningful (Hammersley & Atkinson, 2007).  

 

The findings presented in this chapter justify the chosen symbolic interactionist 

ethnographic methodology this study adopted (see Chapter 3) (Blumer, 1969; Crisp & 

Turner, 2014; Denzin, 1992; Denzin & Lincoln, 2018; Goffman, 1961; Handberg et al., 
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2015). Staff members constructed their social actions in the MDT. They interpreted 

every aspect of the environment and gave meaning to the interactions and PS in the 

MDT so that they could handle the situations in daily life as they appeared to them 

(Blumer, 1969). Just as with MDT collaboration, PS was influenced by the environment 

and the interactions between staff. 

 

A key finding in this study is that the members of the MDT did not share a common 

philosophy of care. This reinforced hierarchy and a demarcation between the 

professions which was noted to be related to having professional knowledge, or the 

lack of it.  

 

The nursing staff, the occupational therapists, and sport therapists, felt vulnerable and 

doubtful about their contribution to the collaboration and the importance of their 

profession. The insecurities and questions about personal value, and the value of the 

profession, negatively influenced PS and created barriers for staff engaging in the 

social construction of knowledge in the meetings.   

 

The locally constructed meetings on the ward, which were owned and chaired by the 

nursing staff and the social interaction in those meetings, characterised by inclusive 

leadership, informal relationships, and support between staff members and in sub-

teams were interpreted as factors that enhanced MDT collaboration and the feeling of 

PS. They provided the culture of the MDT meetings with equality and value for all 

professions and their contributions. Overall, these factors were interpreted by staff as 

factors that diminished the power and hierarchy between the professions and made 

the meetings safe enough to construct knowledge and share information about patients 

and enhanced the collaboration between the professions.  
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In the Visite debriefing meetings, owned and chaired by the MD, the hierarchy and the 

autocratic leadership style created fear for personal consequences and PS was low. 

The culture in these meetings diminished the feelings of equality, value, meaning, 

belonging, and the ability to engage in the collaboration and most staff referred to this 

meeting as one in which where they did not feel at ease. 

 

PS became meaningful for staff members because the interaction within the MDT with 

its members and with all the levels of the environment of the hospital were set against 

staff members’ own personal history, personality, own professional knowledge, 

feelings of safety, belonging, meaning and experienced value in the MDT and therefore 

PS is likely to differ between staff. As staff acted upon their interpretations, they 

influenced the collaboration in the MDT or in a sub-team. 

 

According to the participants their PS was not the sole factor that supported their 

engagement in collaboration. Equality, value, belonging, and meaningfulness of their 

contribution and their profession had to be present as well. 

 

On the one hand, the participants’ informal relationships and support in the sub-teams, 

and the absence of hierarchy and power between professions in the sub-teams 

enhanced PS in the sub-team. On the other hand, participants expressed a 

dependency on the loyalty and support of the sub-team in the daily collaboration, which 

led to the detrimental effect that most participants individually knew about the unethical 

behaviour of WM 1, but it remained a well-known secret among a large group of staff. 

Overall, the study provides knowledge that PS in the MDT meetings interacted with all 

the factors of the environment and the people in the environment. The decision on 
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whether the situation is safe enough is made after an internal dialogue with the 

individual staff members’ personal history, knowledge, and experience of the individual 

staff member. With their response, individual staff also influenced the interpersonal 

feeling of all the people in the environment. The findings suggest there is an 

interrelation, an interaction, and a dependency between the social construction of PS 

in the meetings and the environment, and the micro and personal levels exerted the 

most influence on the culture of collaboration. Hierarchy, power, and demarcation 

between professions play a prominent role in the social construction of knowledge 

about patients multidisciplinary. 

After presenting here the four central themes with their key findings the next chapter 

will discuss the key findings in relation to the current literature. 
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Chapter 6 Discussion  

 

6.1 Introduction 

 

The purpose of this qualitative symbolic interactionist ethnographic study was to 

explore the culture of MDT collaboration and the role of PS in the daily life of staff in a 

restrictive and hierarchical environment of a high-secure forensic TI. I hoped through 

observations and in-depth interviews, to gain a better understanding of the perceptions 

of the participants of a MDT, to provide insights into what factors led staff from different 

professional groups to feel safe enough to take the interpersonal risk to engage in 

collaboration and share their thoughts and knowledge about patients in the constantly 

changing setting of the MDT, within the environment of a TI. I sought to deliver this 

knowledge back into practice to support staff collaborating in their understanding of 

staff-to-staff interactions in MDT collaboration and raise awareness of the role of PS 

that would encourage and strengthen staff in current and future MDT collaboration. To 

my knowledge this is the first study conducted from a symbolic interactionist emic 

ethnographic methodology in the conceptual framework of a TI (Goffman, 1961) behind 

a 5.5-meter-high fence. 

Ethnographic research is referred to as funnel research (Denzin & Lincoln, 2018; 

Hammersley & Atkinson, 2007; Liamputtong, 2012). As illustrated in Figure 6.1 the 

‘funnel in’, this study started broad with little knowledge of the subject under study and 

became more focused and gained depth through the different phases and stages of 

study. Defining the background, reviewing the literature, and defining the methodology, 

study design and the process of ethics supported me as l entered the field as novice 

researcher.  
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Figure 6.1  

Ethnographic study – The ‘funnel in’ 

 

Note. Adapted from Bloomberg & Volpe, (2019) and Hammersley & Atkinson (2007). 

During the fieldwork the stages of data analysis and the presentation of the findings, 

turned the funnel around again as illustrated in Figure 6.2, the ‘funnel out’. These 

stages were not as clearly demarcated and chronological as Figure 6.1 and Figure 6.2 

suggest, which is not uncommon in ethnographic studies (Bloomberg & Volpe, 2019; 

Hammersley, 1998; Hammersley & Atkinson, 2007; Liamputtong, 2012).  

The purpose of this chapter is to provide interpretative insights into the findings within 

the four themes that were presented in Chapter 5. The key findings are discussed by 

considering the meaning, functions, and the contribution and their implications in 

relation to existing knowledge (Bloomberg & Volpe, 2019; Braun & Clarke, 2013; 

Hammersley & Atkinson, 2007; Maanen, 2011) in order to answer the questions: what 
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does this study add to what is already known and how can it support the field. It is 

necessary to ‘funnel out’ to make the knowledge accessible to the field and the 

literature. Therefore, some recommendations are made in this discussion chapter, 

which will be further reviewed in the final chapter, Chapter 7. This ensures the rigour 

of this ethnographic study (Denzin & Lincoln, 2018; Guba & Lincoln, 1985; 

Liamputtong, 2012). 

 

Figure 6.2 

Ethnographic study – The ‘funnel out’ 

 

Note. Adapted from Bloomberg & Volpe (2019) and Hammersley & Atkinson (2007). 
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The title of this this research ‘An ethnographic investigation into multidisciplinary team 

collaboration – the role of psychological safety in a high-secure forensic in-patient 

hospital in Germany’ not only refers to the symbolic interactionist ethnographic 

methodology this study adopted, it also comprises the research aims and questions 

(see Chapter 2). The discussion of the findings takes an eclectic approach and 

discusses the key findings this study revealed in terms of their meaning. This 

ethnographic study was about providing deep insight into a culture of MDT 

collaboration and gaining better understanding of the role of PS; it is not about 

discussing the four analytical categories, which justify this decision. The final section 

of this chapter discusses the strength and limitations of the research and how these 

might affect the interpretation of the findings.  

In the summary of the chapter l return to the four themes. In this final section of the 

chapter, I summarise how the discussion sharpened each distinct theme. Secondly, l 

elaborate how the themes are interrelated in their influence on the social construction 

of MDT collaboration and PS as demonstrated in the over- arching model in Figure 5.2 

(Chapter 5). 

 

6.1.1 Key findings  

 

MDT collaboration happened in every interaction between staff and was self-evidently 

a way to handle day-to-day life in the work with patients. The four central themes: the 

approach to treatment and care; support and relationships: leadership and hierarchy 

and power; and PS influenced by all and influencing all, provide knowledge of how the 

TI and the power that comes with the medical model penetrated the perceptions of 

staff in the MDT and their decision whether it was safe enough to be oneself and take 
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the interpersonal risk to engage in collaboration. The hierarchy and demarcation 

between professions and their professional knowledge created barriers to MDT 

collaboration. The unique locally constructed MDT meeting on the ward gave, through 

its shape and interaction, power to the NSt and diminished the power distance between 

professions. The peer support in the sub-teams, inclusive leadership, informal 

relationships, and supportive inclusive communication, in- and outside the meetings, 

enhanced the feelings of equality, belonging, and meaningfulness, and the value of 

the supporting staff who were lower in hierarchy. They created a culture where the 

knowledge about patients became socially constructed and accessible to all 

professions in the meetings and enhanced PS. When staff experienced equality, a 

sense of belonging to a sub-team or the MDT, meaningfulness, and the ability to 

contribute, staff could bypass the power of the demarcation between professions and 

the hierarchy and PS thrived. The personal interpretation of these feelings strongly 

influenced the culture of the MDT because staff acted upon their feelings and with that, 

they influenced the interaction and each other in the meetings. PS was not the sole 

essential factor that enhanced MDT collaboration. Unexpectedly, PS and support in a 

sub-team did not automatically lead to high PS in the whole MDT, nor did high PS 

automatically lead to a positive outcome. The perceived equality and support in a sub-

team and the dependency on the loyalty and the support of the sub-team in MDT 

collaboration to overcome the power and demarcation between professions also led to 

detrimental effects attributable to high PS.  

 

6.2 Psychological safety – Theoretical implications  

 

The research questions supported an exploration into what factors influenced MDT 

collaboration and the factors that influenced PS. The data revealed that MDT 
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collaboration and PS,  the interpersonal feeling that the environment is safe enough to 

be oneself and take the risk of engaging in MDT collaboration (Edmondson, 1999; 

Kahn, 1990) were influenced by the same characteristics (see Chapter 5, Figure 5.1). 

The data provide knowledge that PS, as distinct from MDT collaboration, also 

interacted with all levels of the environment and the people in it, as shown in Chapter 

5, Figure 5.2.  

 

Although the process of the collaboration was the same every week, the culture in the 

MDT meetings was dynamic. It depended on the context, for example, if the meeting 

took place on the left- or the right-hand side of the ward, and the composition of the 

participants of the MDT. Both changed every meeting and consequently the 

environment and the people in the environment who noted, interpreted, assessed, and 

acted upon the interpretation differed as well. The active process of interpretation by 

staff was set against staff’s own background, knowledge, and experience, therefore, 

the meaning and interpretation of the collaboration was personal and differed between 

staff and this influenced the culture of collaboration.  

 

MDT collaboration is highly dynamic, socially constructed and according to Kozlowski 

& Chao (2018)  a multilevel phenomonem that emerges from the interactions between 

staff bottom-up. The literature distinguishes team processes, for example, the 

described structure of the meeting (see Appendix I), and team emergent states (TESs). 

Marks et al. (2001) define TESs as “cognitive, affective, and motivational states of 

teams that are dynamic in nature and vary as a function of the team context, inputs, 

processes and outcomes” (p. 357). According to Rapp et al. (2021, p. 69) a state is 

emergent “when it originates in the cognitive or affect behaviours or other 

characteristics of individuals, is amplified by their interactions, and manifests as a 
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higher level collective phenomenon”. In a recent literature review on TESs spanning 

the past 20 years, Rapp et al. (2021), report PS is either defined as a cognitive TES 

and referred to as a PS climate that concerns individual members beliefs and thoughts, 

or as an affective TES and termed team PS, which is related to individual members’ 

feelings, attitudes, and emotions. The data of this study suggest the culture of MDT 

collaboration was influenced by its context, inputs, processes, and the interactions 

between staff.  The interactions between staff demonstrated the team emergent states. 

This explains why MDT collaboration and PS were influenced by the same factors of 

the environment, both are dynamic and socially constructed. The holistic emic 

approach of this study and spending a long time at the hospital, enabled me to find PS 

to be both cognitive and affective, and observable both individually and as a TES; the 

latter occurred mostly when staff also experienced equality, value, a sense of 

belonging, and meaningfulness.  

 

The findings of this study are consistent with the theory building studies of Kahn (1990) 

and Edmondson (1999) who defined PS as a personal feeling of staff they can engage 

in collaboration, speak up and be themselves without fear for negative personal 

consequences. Although Edmondson (1999) defined PS as a shared perception in the 

team, she clearly acknowledged PS as an interpersonal feeling and the shared belief 

in a team as an emergent state (Edmondson & Harvey, 2018; Edmondson & Lei, 

2014). Kozlowski & Chao (2018) reported that shared beliefs and shared models in 

teams develop and emerge in time through a process of sharing individual viewpoints 

among its members.  

 

This study’s findings are contrary to the perspective of the study by Baer & Frese 

(2003). In their quantitative study Baer & Frese (2003) approached PS as part of an 
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organisational climate, which they defined as an aggregation of psychological climates. 

They discovered relationships between organisational climates and performance and 

defined PS as an organisational construct that enhanced performance and innovation. 

By approaching PS as part of an organisational climate it became a moderator for an 

organisational outcome and unintentionally separated PS from its original definition as 

an interpersonal feeling experienced by staff. Contrary to Baer & Frese (2003) this 

study’s findings demonstrate that PS is not an organisational construct, but rather it 

emerges through social interaction with all levels of the environment as demonstrated 

in Figure 5.2 in Chapter 5. However, this study does confirm the findings by Baer & 

Frese, (2003) that the organisational environment influences PS. This study’s data also 

displays similarities with Schein & Bennis (1965) the pioneers of the concept. The 

authors did not define PS, but identified peer support and support by managers and 

superiors, as they called them, as the factors that enhanced the feelings of safety by 

staff, and that were needed for organisational change. These factors of influence, 

although not always positive, also emerged in this study.  

 

Kahn (1990) had discovered that PS was an interpersonal feeling that was constructed 

bottom-up by employees, through four levels of influences in the environment: “the 

interpersonal relationships, group and intergroup dynamics, management style and 

process and organisational norms” (p. 705). Yet, the literature review demonstrated 

that the theory building studies led to PS being explored from separate levels in 

organisations, on a team, procedural,  leadership, and organisational level from mainly 

a quantitative paradigm (Frazier et al., 2017; Newman et al., 2017; O’Donovan & 

McAuliffe, 2020) and on the influence of the input or the outcome of PS (Edmondson 

& Lei, 2014; Newman et al., 2017), (see Chapter 2, Figure 2.2). PS in MDT 

collaboration is a dynamic TES because it is socially constructed. This study’s data 
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provide knowledge that PS is not the only decisive factor for staff to engage in 

collaboration. This study recommends that PS is studied as an interpersonal feeling 

from a holistic approach, to explore how different TESs interact with each other in MDT 

collaboration, using both qualitative and quantitative methods. 

The findings have implications for the definition of PS; a preliminary suggestion is 

presented here: 

 

PS: a personal interpretation that the environment is safe enough for 

interpersonal risk-taking and to be oneself. The feeling becomes meaningful 

through the personal interpretation of all the elements of the environment and 

the people in the environment. This personal interpretation is informed by one’s 

own background, history, professional knowledge, and the feelings of belonging 

and being equally valued. The actions that follow the interpretation inform the 

interpretation of the interaction and the environment by other individual 

members and PS becomes a TES. 

 

6.3 The Total Institution – Four totalities  

 

Previous studies on PS have in common that they associate PS with interactions of 

employees in non-threatening social systems or environments. The studies define high 

PS as a positive contributing factor that enhances engagement in collaboration, and 

promotes giving and seeking feedback, and creativity, and organisational innovation 

(Cannon & Edmondson, 2005; Carmeli et al., 2009; Edmondson, 1996; Edmondson & 

Lei, 2014; Frazier et al., 2017; Grailey et al., 2021; Newman et al., 2017; O’Donovan 

& McAuliffe, 2020). This is the first study that was conducted in an unequal and 

sometimes threatening social system, in which supportive and trusting relationships to 
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create a safe environment for all were a necessity on all levels of the organisation (see 

Chapter 2).  

 

The study highlights that the lack of a shared approach to treatment and care 

reinforces the demarcation between professions and knowledge that lies deep within 

the culture of daily collaboration. It was noted that different views and interpretations 

existed between the professional groups and individual staff regarding the meaning 

and purpose of the meeting and the need for professional knowledge. The NSt, in 

particular, questioned their role and contribution in the treatment of patients and the 

SWs did not play an active role in the discussions in the meetings. The OTs clearly 

expressed that they themselves did not question the importance of OT for the progress 

of patients in daily life in the TI, but the therapists with their behaviour towards 

occupational therapy, did. This created barriers to MDT collaboration and PS.  

Due to the growing body of knowledge on the impact of the social environment on 

patients’ well-being and the safety of patients and staff, contemporary models of care 

integrate the social environment and the three levels of security in forensic hospitals: 

the technical, the procedural in rules and regulations, and the relational level between 

staff and patients (Baird et al., 2019; Bowers et al., 2014; Löhr et al., 2018; Seppänen 

et al., 2018; Völlm et al., 2018). These models of care and risk assessment such as, 

for example, Recovery, Safewards, or the Early Recognition Method, are deliberately 

implemented on wards to support staff in providing a social climate through 

relationships (Baumgardt et al., 2020; Fluttert et al., 2010; Gerdtz et al., 2020; 

Shepherd et al., 2016). The implementation of the models have proved to reduce 

violence and incidents and consequently seclusion and aggression (Bowers et al., 

2014; Fletcher et al., 2019; McKeown et al., 2019). Models of care improve the climate 
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of the ward and job satisfaction for staff (Jäckel et al., 2019). When the model was co-

created across disciplines and the voices of all staff were heard and mattered, the 

implementation of these models improved (Kipping et al., 2019). In a recent qualitative 

study by Olausson et al. (2021) patients even report that a carefully designed hospital 

with a perspective on what is best for patients can be a place that makes the 

“institutional life become bearable as a homelike atmosphere that is established under 

non-homelike conditions” (p. 8). Patients report that the experience of the social 

environment, with meaningful occupation and trustful relationships are the decisive 

factors for their well-being (Olausson et al., 2021). 

According to Kennedy (2021), a model of care broadly defines the way forensic health 

care is delivered, it outlines best practices for a patient or a population, and it ensures 

that the right patients receive the right care, from the right professionals and the right 

team at the right time (p. 1). Additionally, studies report that a model of care enhances 

stability and support over longer periods of time and that the continuous improvement 

of patient care and outcomes is initiated and facilitated by a circle of research, 

development, teaching, and training of staff (Kennedy, 2002, 2021; Sampson et al., 

2016; Völlm et al., 2018).  

 

In the past 20 years there has been a shift in the demand on treatment, moving from 

a medical model with a focus on diagnosis, treatment, and risk assessment, to a focus 

on the patients in their social environment, their well-being and rehabilitation (Olausson 

et al., 2019; Seppänen et al., 2018; Tapp et al., 2016). The data in this research 

indicate that this shift has not taken place in the hospital under study. The absence of 

a shared model of care led to a continuing focus on, and dominance of, the medical 

model. There was no MDT approach to collaboration, development, or training and 
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teaching of staff and the supporting staff had no specific knowledge to refer to in the 

discussions in the meetings.  

 

This can be explained by the dominance of medical model of bureaucracy 

implemented by the State Commissioner for forensic health care in 1999 (see Chapter 

1). The medical model of bureaucracy did provide an organisational structure equal 

across all hospitals in NRW, Germany, but it lacked social therapeutic influence in all 

its processes (Hollweg & Saimeh, 2013). In the hospital under study there was no need 

for a MDT approach to care because forensic psychiatry defined as a sub-specialty of 

medicine and the organisational structure (see Chapter 1), determined the professional 

roles, knowledge, and the shape of the collaboration. According to Müller-Isberner et 

al. (2000), Nedopil (2009), and Völlm & Braun (2019), the medical approach is deeply 

anchored in the history of forensic psychiatry in Germany. 

The high-secure hospital under study was organised and occupied according to a TI 

(Goffman, 1961). The classic characteristics of the TI (see Chapter 1) the same rules 

and regulations for all, cut off from the outside world, and the loss of privacy, provided 

a culture of demarcation between those in power and those who are not. The 

combination of the power and hierarchy provided by the TI and the medical model of 

bureaucracy determined a culture of dependency in the collaboration between the 

professions.  

Bracco Bruce (2020) studied the barriers of a patriarchal and symbolic TI and reported 

that even without clear visual outside barriers the power of the interactions keeps the 

separation from the outside world in place. Geppert & Pastuh (2017) reported the 

negative influence on job satisfaction of employees caused by the totality aspects of 

managerial control practised in large retail organisations in Germany such as Aldi and 
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Lidl. Tompkins et al. (2017) found that the features of a TI in residences for people with 

mental health issues may have softened their influence in time, but they are still clearly 

present in the daily life of residents. These contemporary studies, although all outside 

forensic mental health care, report a TI to be locally constructed with the following 

same characteristics: segregation from the outside world, a rigid structure of the 

environment, strict rules and regulations that apply to all, a repetitive daily routine to 

serve a higher plan, restrictions on self-determination, and finally that the environment 

is characterised by a hierarchical authority system that demands obedience and 

conformity of people lower in status (Bracco Bruce, 2020; Geppert & Pastuh, 2017; 

Tompkins et al., 2017).  

 

Consistent with the literature this study’s findings illustrate that, especially the 

hierarchical system and the demanded conformity of staff lower in status, were all 

present in the culture of MDT collaboration. The roles of staff demonstrated the 

hierarchical system and their status: the therapists responsible for the treatment were 

also the staff with knowledge about patients, and their illnesses and treatment, they 

were often academics, and they had the highest status in the hospital. The roles of the 

NSt, the OTs, the STs, and the teacher with their specific services for patients, were 

defined as supporting staff, who provided a supportive social therapeutic environment 

for the therapy of patients (retrieved from: website hospital cannot be referenced due 

to anonymity). They were lower in status and were perceived by the therapeutic staff 

as professions with a lack of knowledge about the patients, their illnesses and 

treatment. The therapists expressed that they had to be close to the ward to make sure 

the patients received the right treatment by the supportive staff.  
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The SWs were occupied with the process of guiding patients outside the hospital. 

Although the SWs, from an educational perspective, had professional knowledge 

about patients in their social environment, they hardly played a role in the discussions 

between staff in the MDT meetings on the wards. The explanation for this appears 

twofold. First the roles and responsibilities of the SWs were mainly focused on work 

with patients outside the hospital or guiding patients on their way to the outside and 

other living facilities. A second explanation is that the SWs were a part of the 

hierarchical medical model and therefore they had, like the nursing staff and the 

occupational therapists, a subordinated role in the treatment process in the medical 

model, and no role in the work with the patient in his social environment on the ward. 

The findings have similarities with a previous study by Liberati et al. (2016), who found 

that the long history of the medical model with its disciplines determined a hospital’s 

structure, identity, and the social norms of the culture of the hospital. They reported 

that when the medical professions were present and leading the meetings, they 

determined the collaboration and shaped the interaction between the professions and 

established rules for regulating the boundaries between the professions. 

A discussion paper, Plea for a transformation of the measures of §§ 63 and 64 StGB 

Organisational, empirical and legal policy. Arguments for a change in sanctions law, 

was recently published in Germany. Feißt et al. (2022) provide an explanation for the 

complex, unequal culture characterised by hierarchy and dependencies on knowledge 

and the demarcation between the professions within high-secure forensic in-patient 

hospitals in Germany. Feißt et al. (2022) argue that treatment of individual patients, 

with the main goal of rehabilitation, is not possible in a high-secure forensic hospital in 

Germany. The authors base their argument on four, totalitarian features of forensic 
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psychiatry in high-secure hospitals in Germany: total control, total therapy, total 

responsibility, and the totality of medicine, which are summarised in Table 6.1.  

As is the case with the hospital under study, Feißt et al. (2022) argue that high-secure 

in-patient hospitals in Germany are TIs (Goffman, 1961) that have total control over all 

the people in the institution. With its completely planned and structured restrictive inner 

world to serve a rational plan, behind a 5,5-meter-high fence, the hospital maintains, 

even with individual treatment plans, the same rules and regulations for all. Every 

aspect of life takes place under the same roof and under the same autocratic regime, 

which leads to the loss of patients’ individual social identities. Patients are constantly 

close to other patients and staff, that leads to a loss of privacy. Secondly, therapy and 

treatment take place 24 hours a day, from individual therapy to group therapy, to 

occupational therapy, and every aspect of free time is guided by staff from the wards, 

which leads, according to Feißt et al. (2022) to total therapy. The third totalitarian 

feature the authors mention is related to the integration of the prognostic assessment 

of the dangerousness of patients into the medical model. This makes the medical 

director (MD) representing the hospital totally responsible for the diagnosis, the 

treatment, the risk assessment, and the discharge of patients in a security-needy 

society. In contrast to other European countries, such as the Netherlands and the UK 

that use reliable, validated, standardised, and multidisciplinary risk-assessment 

methods (Kamorowski et al., 2022; Sampson et al., 2016; Völlm et al., 2018), Germany 

is traditionally dominated by unstructured and structured clinical risk assessment by 

clinicians and therapists in the medical model, to not only to advise the courts, but also 

for the clinical assessment of risk in patients’ treatment progress in the social 

environment of daily life (Müller-Isberner et al., 2000, 2018; Seifert, 2007). This 

explains why, for example, during the last observation session when the therapists and 
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experienced staff were not present, the NSt and OTs did not notice the risk in the 

information the OTs shared. It demonstrates how the knowledge was demarcated 

between professions. Finally, Feißt et al. (2022) argue that the problems of patients 

are more diverse and go far beyond the treatment of their psychiatric illness. The basic 

formula that dominates forensic psychiatry in Germany incorporates the medical 

totality, their fourth totalitarian feature. If the patient is mentally ill, he/she is also 

dangerous, and therefore, when he/she is healthy, he/she is not dangerous anymore, 

is “ultimately a dysfunctional trivialisation and overwhelms the medical profession” (p. 

8).  

Table 6.1  

Totalitarian factors of forensic psychiatry in Germany 

Totalitarian factors Main characteristics 

Total control TI cut off from society, every part of daily life under the same roof, 

and regime, loss of social identities and privacy all to serve an 

overall plan 

Total therapy All professions provide a form of therapy, 24 hours a day 

Total responsibility The integration of dangerousness into the medical model leads to 

MD being responsible for diagnosing, treatment, and discharge of 

patients 

Medical totality Ill and dangerous – healed and not dangerous anymore 

Note. Adapted from Feißt et al. (2022). 

The culture of MDT collaboration in daily life was characterised by inequality caused 

by the inconsistency in the medical knowledge provided by the staff with higher status 

in the hierarchy and the need for knowledge by the supporting staff in the daily social 

environment. The findings of this study broadly confirm studies by Kennedy (2021) and 
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Sampson et al. (2016), who reported that without a contemporary model of care, 

traditionally, forensic institutions tend to consolidate the treatment and safety for 

patients, staff, and broader society they have created over time. Further research is 

needed to gain more knowledge about the interrelation between a contemporary model 

of care and the social construction of safe MDT collaboration in a hierarchical high-

secure knowledge environment. The development of a shared philosophy of care 

based on patients’ needs that staff can refer to is recommended because this will 

encompass all knowledge from all professions and creates equality between 

professions.  

 

6.3.1 Hierarchy, power, and knowledge 

 

The hierarchical structure and the demarcation between the professions negatively 

influenced the feelings of value, meaning, belonging, and the perceived ability to 

engage in the MDT collaboration between professions. Power is socially constructed 

(Raven, 1993) and defined as the ability and potential of the person in power to 

influence others using the resources available, and is based on personal beliefs of how 

power should be structured (Appelbaum et al., 2020; Raven & French, 1958).  

The data reveals differences in the sorts of power resources that were used within the 

meetings. The therapists in particular mentioned the differences in status between the 

medical and the therapeutic staff in the meetings with the MD (see Chapter 5, Table 

5.1). The power of the MD was seen in how he superficially included all, but demanded 

staff to follow his decisions. This power seemed based in his formal position as head 

of the hospital and in the formal hierarchy between the professions; the physicians 

were the highest in status in this hospital. The MD was also overall responsible and 
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accountable for the treatment of patients according to the law and he was the formal 

line manager of all therapists, the SWs, and the teacher. The power and the 

demarcation between the medical professions and the therapeutic professions 

influenced the collaboration when the MD was involved in the meetings. Even when 

the MD would say something about a patient that was doubted by the therapists, they 

would interpret the situation as not safe enough to question the MD’s perspective. 

Raven & French (1958) (cited in Raven, 2008) called this legitimate position power. 

Staff mentioned that when they disagreed with the MD they often did not show it. The 

data indicate that staff either felt obliged to agree with the MD because of his position 

and responsibility or because staff feared negative consequences for their career or 

being ridiculed in the meetings. This created an environment in the meetings in which 

staff did not feel free to collaborate.  

In the observed meetings on the ward the influence of power was illustrated in the 

professional knowledge provided by the therapists. As in the definition of MDT 

collaboration that emerged from the literature review (see Chapter 2), the therapists 

made their knowledge about patients accessible to all through communication in the 

meetings to improve patient care and support the staff on the wards who, in their eyes 

lacked knowledge. The MDT collaboration became hierarchical and powerful because 

the supporting staff were dependent on the presence of the knowledge of therapists 

for the interpretation of the behaviour of patients. Raven & French (1958) (cited in 

Raven, 2008) called this expert power, based on the idea that the therapists had 

knowledge and experience that the supporting staff did not have.  

The study demonstrates that the motivation for this applied influence by staff was 

based in the purpose and the desired outcome (Raven, 2008). The therapists intended 

to share knowledge and improve the care of patients on the ward and improve the 
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knowledge and understanding of the patients by the supporting staff. The participants 

noted that the Visite debriefing meetings was a one man show by the MD, who seemed 

to aim for control and did not want too many other opinions or resistance. The 

consequences of the sort of power used differed between the observed meetings and 

the Visite debriefing meeting. In the meetings with the MD present staff lower in the 

hierarchy experienced inequality, a sense of not belonging, and they doubted the 

meaningfulness of either their contribution or their profession.  

Hierarchy and demarcation between professions are well documented in the literature. 

Nembhard & Edmondson (2006) reported that staff higher in hierarchy have increased 

freedom to express themselves in collaboration. Baird et al. (2019) found that the 

commonly existing power structures in health care prevented staff lower in hierarchy 

from questioning the decision-making of those higher in the hierarchy. In an evidence 

synthesis of 62 papers from 19 countries on the presence and impact on PS in health 

care, Grailey et al. (2021) found that the hierarchy and the lack of inclusiveness of 

professions created barriers to PS. Orovwuje (2008) reported that although 

collaboration in forensic mental health care had evolved, MDT collaboration mirrors 

the medical model, and too much focus on clinical medical practices created a 

demarcation between professions, and lacks a focus on the influence of the social 

environment on the treatment of patients. Körner (2010) found that communication 

between professions was a critical factor of influence in MDT collaboration and in 

Germany this was a consequence of the dominance of the hierarchical medical model.  

Interestingly, the findings of this study suggest that the hierarchy was appreciated 

when the MDT and its professions were taken seriously. It was noted that the 

organisational structure and the hierarchy also provided clarity about the roles and 
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responsibilities of the staff and in the process of collaboration and decision-making and 

the overall accountability of the different professions for patients and the hospital.  

In the literature hospital policies, procedures, and reporting systems, and clear 

expectations of roles and responsibilities are reported to enhance MDT collaboration 

and are seen as facilitators of PS (Grailey et al., 2021; Hollweg & Saimeh, 2013; Petit 

dit Dariel & Cristofalo, 2018; West et al., 2012). The findings and the literature refer to 

the interplay between the context, the processes, the behaviour of staff high in the 

hierarchy and the TESs in MDT collaboration (Grailey et al., 2021; Rapp et al., 2021). 

The clear rules and regulations and clarity in decision-making became meaningful 

through the interaction between how staff acted in the process and the interpretation 

of their behaviour by their fellow staff. The participants indicate that it was not the 

hierarchy as a part of the organisational structure of the hospital itself that caused the 

inequality and demarcation between professions. It was the manifestation of power by 

the professions higher in the hierarchy expressed in their behaviour and the 

interpretation and actions of staff lower in the hierarchy that determined the 

experienced equality (or inequality), value, and meaningfulness in the collaboration.  

In the literature this is referred to as perceived power distance and is defined as an 

individual perception of a situation demonstrating the existing inequity between high- 

and low-status individuals (see Chapter 2) (Appelbaum et al., 2020). The findings of 

this study suggest that perceived power distance also refers to the inequality between 

high and low status professions and becomes meaningful in the interactions in the 

MDT. Overall, this study’s findings reveal the power distance between professions to 

be a socially-constructed perception of a situation and as a TES. For example, when 

the dMD and the therapist both openly apologised for not listening well enough to 

needs of the NSt, the power distance was reduced in the meeting. The findings suggest 
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further qualitative research is needed to investigate perceived power distance and its 

role in MDT collaboration and how it becomes a TES.  

The data indicate that the power distance was enhanced by the knowledge deficit of 

the supporting staff. Without training and development of staff informed by a shared 

model of care a culture emerged in the MDT meetings in which there was a reliance 

and dependency on either the medical dominance or the professional knowledge of 

others, to dictate the work of the supporting staff. The data suggests the supporting 

staff were, due to a knowledge deficit in patients’ mental illness and treatment of this 

illness, less valued for their contribution to the meeting and this led to inequality, staff 

feeling vulnerable and insecure, and sometimes holding back in the meetings.  

 

6.3.2 Power distance and knowledge 

 

The therapists suggested that the NSt were not able to give words to their needs for 

knowledge in the in-company training, possibly because the supporting staff did not 

have professional knowledge. Most supporting staff had, like the therapists, that is, the 

physicians, the psychotherapists, and the psychologist, and the SWs, received 

education, or advanced training. Most of the nurses had at least three-years of nursing 

training or were learning disability nurses. Three of the OTs received advanced training 

for occupational therapy, and the ST had as well as her three years of nursing 

education, additional training in sport, and the teacher was a trained teacher. It was 

likely that without a model of care with a focus on the social environment of patients, 

the supporting staff did not see the need for further training, because, according to the 
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medical model of bureaucracy (Hollweg & Saimeh, 2013), they were trained for the 

job. The nurses were trained nurses and therefore skilled according to the medical 

approach. This finds support in a previous qualitative study by Lovell & Bailey (2017). 

They reported that nursing staff with different educational backgrounds, for example, 

general nurses, mental health nurses, or learning disability nurses, who work together 

and had to build relationships with learning disability patients, often lacked the 

background knowledge of the population of learning disabilities to be able to build 

these relationships and feel fully effective. They also reported that these nurses had 

difficulty addressing this deficit due to their lack of knowledge of the population. 

Relating this to the findings of this study, supporting staff not being able to emphasise 

their need for knowledge can also be explained by their lack of knowledge of the mental 

illnesses of their patients and the influence of the social environment on the behaviour 

and needs of patients.  

The in-company training was organised by the MD to enable the medical staff to gain 

their obliged points for accreditation and for the other staff to gain knowledge. It was 

likely the experienced supporting staff felt the in-company training was not about what 

the NSt wanted or needed but what the MD, the therapists and the knowledgeable and 

higher status staff imposed on them. It is possible that the in-company training was not 

interpreted the be about gaining knowledge, but about hierarchy and perceived power 

distance between the professions (Appelbaum et al., 2020). This could be another 

reason some members of the supporting staff did not mention their need for training. 

Interestingly, the supporting staff did not mention a knowledge deficit; one OT even 

noted that professional knowledge was not needed. It was the perception of the staff 

higher in status in the hierarchy that the knowledge of the supporting staff was limited, 
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which seemed to have led to the encouraging behaviour by the therapists in the 

meetings.  

This study found that the knowledgeable therapists only experienced less PS in the 

meetings chaired by the MD, due to the power issues and not because there was a 

knowledge deficit in the medical model. The members of the supporting staff with long 

years of forensic experience, and advanced training did not hesitate to contribute 

during these meetings, nor did they doubt their importance or the value of their 

professional contribution or the value of their personal contribution. The data illustrate 

that knowledge and experience lowered the power distance between the professions 

and provided the supporting staff with high PS. 

The importance of professional knowledge to gain security, equality, and status in 

order to engage in team collaboration is not new knowledge and finds broad support 

in the literature. Marshall et al. (2019) reported that when knowledge and experience 

in working with forensic patients grows, the staff’s sense of safety improved as well. A 

previous study by Whittington (2002) noted that staff with greater experience felt more 

confident in their work with patients exhibiting aggressive behaviour. Kahn (1990) 

reported that feeling available to perform at work was also related to the intellectual 

resources of employees. In a recent review of the literature on the presence and 

potential impact of PS in healthcare settings, Grailey et al. (2021) mentioned that 

knowledge deficit is found to be a personal and a team barrier to PS. Lovell et al. (2014) 

reported that knowledge assimilation is critical to the understanding of how to best 

communicate with others and make effective decisions.  Recent qualitative studies by 

O’Donovan et al. (2021) and Remtulla et al. (2021) highlighted the role of the individual 

staff members’ professional knowledge and their perceived impact on experiences of 

PS in health care teams. This study found that the role of a shared perception of the 
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MDT on what knowledge is needed by all professional groups appears essential for all 

aspects of MDT collaboration.  

 

The data reveal that the perceived power distance between the supporting staff and 

the staff higher in the hierarchy diminished when a member higher in the hierarchy was 

not trusted or valued for his/her skills. Team trust is an acknowledged cognitive 

emergent state and different from the affective TES PS, defined as “team members’ 

beliefs in the dependability and trustworthiness of individual team members” (Rapp et 

al., 2021, p. 77). Translating the definition of team trust to the MDT and the situation 

with the therapist, who was not taken seriously nor invited to participate in the 

discussions, team trust as an emergent state provides an explanation. The NSt, in 

particular, lacked confidence and trust in the professional knowledge and skills of the 

therapist. This was due to individual previous experiences with the therapist, which 

damaged the trust in the relationships between the therapist and the NSt and reduced 

the therapist’s expert power of influence (Raven, 1993; Raven & French, 1958). This 

lack of trust emerged in the meeting as a negative decisive influence on the 

collaboration. All ideas and personalities were welcome, accepted, and seen as the 

main purpose and strength of the MDT meetings. Although when the collective 

supporting staff did not trust the skills and knowledge of a staff member high in the 

hierarchy, with hierarchical responsibility and accountability in the treatment of 

patients, the carefully negotiated construction of relationships, support, and 

dependency came under pressure. Although the psychologist has high status in the 

hierarchy, he lost influence and respect in the MDT. His expert power diminished and 

lowered the perceived power distance with the supporting staff and the supporting staff 

did not feel obliged to respond to his contribution nor actively discuss his, in their eyes 
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not useful, contribution. The data provide an insight into the complexity of the 

construction of knowledge in the meetings and how knowledge influenced the status 

of individual staff, and the perceived power distance as a TES in the meetings.  

The hierarchy and demarcation between professions, the knowledge deficit, and the 

dependency on the knowledge of others explain why it became so important for staff 

to have good relationships, and to be taken seriously and receive respect from other 

professions for their skills and contributions in the MDT collaboration (West et al., 

2012). The local social construction of the meetings provides an explanation how this 

worked in day-to-day life.
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6.4 The social construction of the meetings  

 

The literature describes the dominance of the hierarchical medical model as an 

obstacle to the implementation of democratic models of communication between 

professions (Haines et al., 2018; Körner, 2010; Kreindler et al., 2012; Long et al., 2006; 

Orovwuje, 2008; Petit dit Dariel & Cristofalo, 2018). The medical professions mostly 

determine the decision-making in meetings in forensic mental health care, which is 

deeply imbedded in the hierarchy of professions and the history of the hospitals culture 

(Haines et al.,2018). In contrast to these previous studies the unique locally 

construction of the MDT meetings I observed enabled the implementation of a 

democratic model of communication and decision-making in this hospital. A key finding 

in this study is that the unique local social construction of the meetings on the ward 

owned and chaired by the NSt reduced the perceived power distance between 

professions, and positively influenced the perceived equality, ability, and 

acknowledgement of the value of the professions and the contribution of the supporting 

staff, and enhanced MDT collaboration and PS. 

 

This can be explained by the subtle but highly influential difference in the hierarchical 

structure of this private forensic in-patient hospital. Due to its sovereign powers over 

the enforcement of forensic mental health care (see Chapter 1, Figure 1.3), this 

forensic hospital was part of a larger organisation that had a different organisational 

structure and could, contrary to the nine other forensic hospitals in NRW, implement a 

different hierarchical structure. Figure 6.3 illustrates, in addition to the clear 

demarcation between the professions, the difference in the hierarchical structure of the 

hospital board compared with that in Figure 1.3 in Chapter 1.  
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Both the ND and the MD were equally high in the formal hierarchy of the hospital, but 

both were lower in hierarchy than the regional manager. The three of them formed the 

hospital board. In particular, the fact that the ND was not a sub-ordinate of the MD as 

is the case in most of the other forensic hospitals in NRW, the local shape and form of 

meeting was determined by the NSt, and this provides an explanation for the less 

hierarchical and more democratic model of communication in these meetings.  

 

Figure 6.3  

Hierarchical structure in the hospital under study 

 

 

 

Note. Adopted from the data and the hospitals’ organisation chart. 

 

The social construction of the observed MDT meetings with their context, processes, 

the inclusive leadership of the NSt and inclusive behaviours of all staff, the informal 

relationships, and the sub-teams enhanced the power and status of the supporting 

staff and diminished the perceived power distance between professions in the 

meetings. 
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A recent study by Remtulla et al. (2021) found evidence of the positive effect of chairing 

meetings in rotation on the confidence and motivation of staff lower in status to speak 

up. In their study the meetings were chaired in rotation by all professions, but not 

completely owned, documented, or chaired by the nursing staff. The rotation enhanced 

the feelings of being in control and equal communication and reduced the perceived 

power distance temporarily, but it did not reduce the dominance of the professions of 

higher status in the hierarchy. The data of this study indicate that the shape and form 

and the leadership style of the NSt prevented the medical dominance and the 

therapists from hierarchical decisions and top-down collaboration and enabled the 

dynamic social construction of knowledge about patients to be accessible for all 

through communication in a pleasant atmosphere.  

 

 6.4.1 Leadership 

 

Inclusive leadership played an essential role in establishing a culture of equality, 

belonging, meaningfulness, and value in the collaboration in the MDT meetings. The 

inclusive leadership was performed by the NSt and therefore there was no legitimate 

position power or expert power (Raven, 1993). The intention behind the inclusive 

leadership style was to encourage and include all staff members in the discussion and 

to hear the ideas of the supporting staff who otherwise would not be heard. All 

professions sharing information and staff sharing their worries, ideas, experiences, and 

feelings in the MDT was essential because in these meetings the ethical decisions 

about the freedom of patients and their treatment plans were made (Jellema et al., 

2017). In this study the inclusive leadership style of WM 2 and inclusive behaviour of 

the therapists and other experienced staff reduced the perceived inequality between 
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professions and enhanced the feelings of value and belonging and being able to 

contribute. The inclusive leadership and behaviour were unspoken strategies of WM 2 

and the therapists based on their personal feelings and beliefs and the informal 

relationships and not in a defined leadership strategy of the hospital or a common 

agreed style of leadership.  

 

These findings are explained by previous studies that define inclusion by leaders as a 

relational leadership style that promotes PS (Brueller & Carmeli, 2011; Carmeli et al., 

2009; Edmondson & Lei, 2014; Shore & Chung, 2021). Randel et al. (2018) reported 

that inclusive leadership incorporates behaviours that accept staff members for who 

they are and allows them to contribute from the uniqueness of their abilities, which 

fosters the sense of belongingness of all professions. In the meetings this was noted 

because the inclusive leadership and behaviour did not focus on differences between 

the professions but on the equality. This explains why inclusive leadership and 

inclusive behaviour of all staff in a meeting is an important factor in equal collaboration.  

 

The importance of inclusive leadership and the impact on PS is reported by Nembhard 

& Edmondson (2006), who defined leader inclusiveness behaviours as attempts to 

include others in discussions and decisions in which their voices and perspectives 

might otherwise be absent in order to overcome differences in status between 

professions (p. 947). Their study noted that leader inclusive behaviour was related to 

the PS of especially low professional status team members and that inclusive 

behaviour, such as openly asking questions and supporting staff in meetings, 

encourages professionals with lower status in the MDT to contribute.  
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The perceived equality and sense of belonging depended strongly on which members 

of staff with what leadership style chaired the meeting. The autocratic style of WM 1 

for example, led to staff holding back in discussions and not making decisions even 

when WM 1 was not present. In this way autocratic leadership strengthened the 

perceived power distance because the discussions were not equal, and the supporting 

staff feared their contribution was not important enough to share in the meetings. The 

autocratic behaviour led to staff becoming dependent on the perspective and decisions 

of WM1 and staff being less likely to engage in MDT collaboration.  

This finding is reflected in previous studies on PS and MDT collaboration, which 

reported that an autocratic leadership style leads to dependencies and to less risk 

taking in team collaboration and creates boundaries to PS. The style promotes feelings 

of being lower in status and opinions being less valued (Edmondson, 1996; Findlay et 

al., 2021; Kahn, 1990; O’Donovan et al., 2021; Petit dit Dariel & Cristofalo, 2018; 

Remtulla et al., 2021; Shore & Chung, 2021). It was noted by participants that it was 

not only feeling inferior or fear for personal consequences that made staff hold back. 

The NSt did not engage when they felt their contribution would not make a difference 

and this seemed based on previous experiences in the collaboration. The discussion 

about the patient changing rooms is an example of this. Staff did not continue the 

discussion because it was of no use when WM 1 would not agree. This finding has 

associations with the findings of a study by Sherf et al. (2021). In their study the authors 

found that when employees had the feeling their contribution mattered, they were more 

likely to speak.  

The inclusive and inviting behaviour especially by experienced, knowledgeable, and 

academic staff members, constructed an atmosphere in the meeting that the staff 

members present not only interpreted as safe, but also as being treated as equal and 
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valued for their contribution, and this diminished the hierarchy and enhanced the 

collaboration. Findlay et al. (2021), in a qualitative study of MDT collaboration within 

clinical cancer care, reported that participants from the supporting staff mentioned that 

a leader with inclusive skills, made sure the supporting staff were part of the MDT 

discussions and encouraged them to overcome their hesitations to contribute in the 

hierarchically powerful medical meeting. In this study the data provide insight into how 

inclusive leadership and inclusive behaviour enabled staff of all professions to share 

knowledge and talk about their worries without the influence of power and demarcation 

between professions. Staff felt at ease and their contributions valued. It is 

recommended that leaders of all professions are trained in inclusive leadership skills 

and all staff in inclusive supportive communication because it encourages staff no 

matter their position to share information, ideas, and worries, which is highly important 

for safety in a forensic hospital (Marshall et al., 2019; Völlm et al., 2018).  

 

6.4.2 Informal relationships and knowledge 

 

In a previous German study Schalast et al. (2008) found that the higher the levels of 

technical and procedural security in a forensic hospital, the lower the experience of 

safety in the environment by staff (see Chapter 1). This study’s data demonstrate that 

good informal relationships of staff in the MDT not only proved to be protective in the 

work with patients, as reported by Marshall et al. (2019), they were also experienced 

as protective in the collaboration between staff. Unconsciously, the informal 

relationships were a form of power that influenced the social interaction in- and outside 

the observed MDT meetings in a way that automatically made staff feel at ease and 
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lowered the perceived power distance between professions (Appelbaum et al., 2020; 

Raven, 2008). The strength of supportive relationships is mentioned in the early theory 

building studies on PS (Kahn, 1990; Schein & Bennis, 1965) and in relation to MDT 

collaboration (O’Donovan et al., 2021; O’Donovan & McAuliffe, 2020; Petit dit Dariel & 

Cristofalo, 2018; Remtulla et al., 2021; West et al., 2012). The symbolic interactionist 

perspective of this study provides the knowledge that when staff knew each other and 

had good solid informal relationships, they also knew how the other was going to 

respond in the meeting and if the other would appreciate their contribution or not. This 

explains why the informal relationships played such an important role in the meetings 

on the ward.  

 

The uniqueness of this study provides insight into how participants perceived and 

experienced the collaboration when the communication, the language, and the 

relationships were hierarchical and formal, and when the discussions were more 

persuasive and imposed as in the Visite debriefing meetings with the MD present. Staff 

did not know the MD very well because they did not see him very often and noted they 

did not feel at ease in these meetings. The formal relationships together with the 

autocratic leadership style, diminished the support and the protective function of the 

relationships and enhanced the perceived power distance between the professions. 

Staff lower in the hierarchy felt vulnerable and knowledge sharing became difficult 

because this was not experienced as the intention behind the meeting.  

 

The informal relationships removed the insecurity about the value of the contribution 

and diminished the demarcation between professions and their knowledge and the 

power distance between the professions. In an unequal sometimes threatening system 

of the TI, the informal relationships enabled discussions to take place on an equal level 
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and supported staff to handle day-to-day life. The informal relationships established an 

equal culture of collaboration, so that even without a common philosophy of care it was 

possible to make the knowledge about patients socially constructed and accessible to 

all the professions through communication in the MDT meetings (Brueller & Carmeli, 

2011; Haines et al., 2018; Oborn & Dawson, 2010; Orovwuje, 2008).   

 

6.4.3 Sub-teams  

 

This study found that the meaning and interpretation staff gave to the environmental 

factors on a personal level exerted the most influence on MDT collaboration and PS 

because staff acted on this meaning and with their actions, they influenced other staff 

members. The data suggest that the lack of a common, shared philosophy of care and 

the medical orientation enhanced the development of personal work styles among the 

NSt and led to two main work styles that evolved into sub-teams within the nursing 

team on the ward. PS in a sub-team emerged from an active process of personal 

interpretation of the interactions between staff and the context related to the personal 

background and history, previous experiences, and each staff member’s own 

professional knowledge. The number of members of a sub-team present in a meeting 

and being a member of a certain sub-team either enhanced or created barriers to the 

contributions. Depending on the composition of the meeting, how many members of a 

sub-team were present, the ideas, and discussions tented to move in the preferred 

directions of the sub-teams. 

Previous studies have reported that sub-teams represent micro-climates in larger 

teams and these micro-climates are often characterised by relationships and formed  

by commonalities in work style and have different levels of PS (Carton & Cummings, 
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2013; Roussin et al., 2016). In a recent review of the literature O’Donovan & McAuliffe 

(2020) found peer support reported as one of 13 facilitators of PS in nursing teams 

because it creates shared worker norms and unity in the team and these enhanced 

PS. Shore et al. (2011) defined workgroup inclusion as “the degree to which an 

employee perceives that he or she is an esteemed member of the group through 

experiencing treatment that satisfies his or her needs for belongingness and 

uniqueness” (p. 1265).  

The findings of this study suggest that belonging to a sub-team reduced insecurities 

and uncertainty around knowledge deficit and the value of the nursing profession in 

the treatment of patients. Belonging to a sub-team supported the NSt to express 

themselves without fear for personal consequences. It gave them support to defend 

their opinions in the meetings between professions and the other sub-team within their 

own profession. High PS in a sub-team did not mean high PS in the MDT as a whole. 

In a qualitative study, Remtulla et al. (2021) found support within small groups, to be a 

facilitator of PS, because the support gave staff the strength to speak up in meetings. 

Yet, they urged caution with this finding because it related to teams with dominant 

hierarchy and low PS. The authors also reported that the leader of the sub-team 

reduced power distance when he/she represented the group in meetings. This 

comment provided me with an explanation on why the behaviour of WM 1 in the first 

three meetings I observed was particularly appreciated by some members of the NSt. 

WM 1 presented the decisions that were made in advance of the meeting with only the 

NSt; he was presenting and defending their joint decisions. WM 1 also delayed 

decisions when the primary nurse of a patient was not consulted before the meeting 

and was not present at the meeting. This behaviour of WM 1 gave power to the NSt, 

but also caused group dynamics within the NSt that were not positive. For example, 
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the experienced staff did not accept this behaviour of WM 1 and felt less valued for 

their contributions which led to power distance in the meetings and openly fought 

battles that created tension in the atmosphere. Kahn (1990) already mentioned the 

negative influences of hierarchy and professional status on intergroup dynamics which 

he related to an often-unconscious informal role someone had in a team or group. 

Contrary to Kahn (1990), in this study it was not an unconscious act of an informal role 

but a conscious act of setting boundaries by a formal hierarchical role.   

The findings demonstrate that the support from the sub-team did not only have positive 

effects. It reinforced the perceived power distance within the supporting staff and some 

members relied on the presence of members of the sub-team in order to speak in the 

MDT. Therefore, some supporting staff members were not only dependent on the 

knowledge of the therapists, but also on the presence of other sub-team members 

during the meetings to engage in the discussions. This was noted, when for example, 

an OT and the ST, who always sat next to each other, first had a side conversation 

before one of the two spoke, and the sub-teams that clashed with each other, 

especially when the therapists were not present, as the NSt handed over the shift. In 

an ethnographic study that focused on the invisible walls within MDTs, Liberati et al. 

(2016) found these interactions were used by staff members as ways to identify and 

distinguish themselves from other professions or from other groups within the same 

professions.  

Lovell et al. (2011) noted three groups of staff who were behaving differently in 

relationship to change, and this provides another explanation of the interaction in the 

meetings. The authors identified one positive group that was dynamic and embraced 

change and new approaches to the work. In this study this group were the staff who 

were closest to the patients, who made an effort to provide individual care, and they 
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made exceptions for patients and did not maintain the same rules and regulations for 

all; they were referred to as the less structured ones and were often attacked by the 

other sub-team. Lovell et al. (2011) described the second group as individuals with a 

negative attitude towards change. In this study these were the staff who were more 

resistant to change and placed an emphasis on security and keeping things the way 

they were. Sometimes they had many years of experience in forensic mental health 

and relied on what they had always done to keep it safe because their practices always 

worked (Kennedy, 2021). This, for example, was noted in the grumpy response of a 

member of the NSt who did not get his way in the meeting. The third group, which 

Lovell et al. (2011) named the ‘toggle group’, was a group that tended to follow the 

dominant ideology within a group and found that the members of this group were often 

characterised by uncertainty. In this study this could be the less experienced and less 

knowledgeable staff in the meetings who followed the strong personalities within the 

sub-teams. All three forms of behaviour were observed in the meetings. The existence 

of sub-teams and their influences in the meetings was related to the lack of a shared 

MDT approach to care. 

 

6.5 Detrimental effects of psychological safety  

 

The incident with WM 1 was not a focus of this study (see Chapter 4), but the response 

of staff members and the role of the experience of PS related to the influence of the 

different environmental levels in the organisation, in their responses was. This study 

found that the high PS within sub-teams and the informal relationships between all staff 

led to them not sharing the knowledge of unethical behaviour by a leader. This runs 

contrary to the findings of previous studies that found, especially in high risk and 

knowledge work environments such as health care, when PS is in place it supported 
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staff members to grow, to learn, and to give feedback, be creative and contribute, and 

related PS to improved patient safety outcomes and reduced staff errors (Edmondson, 

1999; Frazier et al., 2017; Leroy et al., 2013; Newman et al., 2017; O’Donovan & 

McAuliffe, 2020; Roussin et al., 2016). 

 

In a recent qualitative study by O’Donovan et al. (2021) that explored the personal 

experiences of health care professions in relation to PS, staff mentioned that their 

personal characteristics, their previous experiences with other staff, and their individual 

sense of being valued, played a role in their PS. Staff also commented that they would 

only talk about highly sensitive issues within a small group or with a team leader (p. 9). 

The involvement of WM1 in the incident explains why staff did not discuss it with their 

WM. Yet, the social construction of PS does not explain why if PS was high in the sub-

team and staff felt safe enough to extensively discuss and judge the fraud in the sub-

teams, even with professions with formal responsibility and high in the hierarchy 

involved, the behaviour was not openly discussed to improve the collaboration and 

patient care.  

 

To my current knowledge, the literature provides only three studies that reported 

possible detrimental effects of PS in small groups that could explain the findings. The 

first study was by Pearsall & Ellis (2011), who explored unethical behaviour and the 

influence of TESs among student groups and found that unethical behaviour and 

decisions were more likely to appear in teams with a utilitarian focus, that facilitated 

the benefits of staff. According to the authors, PS was the mechanism that made group 

members feel comfortable enough to conduct unethical behaviour themselves. In an 

ethical framework based on formalism, with a focus on ethical norms and rules of the 

organisation and society, group members were less likely to conduct unethical 
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behaviour or make unethical decisions. Relating the findings to the perspective of 

Pearsall & Ellis (2011), the staff were members of sub-teams either because of the 

shared work style or because of strong and long-lasting relationships. There was a 

great loyalty among the individual staff members and staff felt safe to be themselves 

within the sub-teams. Some staff, especially the strong personalities, who knew about 

the unethical behaviour seem to have adopted a utilitarian ethical framework whereby 

they interpreted the possible outcomes of how to deal with the issue according to their 

own views and benefits. They influenced the sub-team with their opinion so that the 

sub-team collectively decided to leave things the way they were. This is noted, for 

example, in statements by staff that it was not their responsibility to report their 

suspicion of unethical behaviour or that they did not want to jeopardise their shifts.  

 

This finding is confirmed by Stühlinger et al. (2021) who was the first to discover 

evidence that increased PS strengthens both positive and negative attitudes towards 

desired behaviour and the demonstrated behaviour depends on whether the person’s 

attitude is in line with an organisation’s goal or ethical values (Stühlinger et al., 2021, 

p. 19). As in this study, the authors found when the individual’s values were not in line 

with the organisation’s values, but PS was high, strong personalities determined the 

behaviour of the group, because high PS leads to staff feeling free to be themselves. 

Relating this to the findings in this study, staff belonging to the sub-teams followed the 

strong personalities in the sub-teams who had various personal reasons for arguing 

that it was not the responsibility of the NSt to report or discuss the behaviour of WM 1. 

Contrary, to the staff in the sub-teams, the dWM who reported the unethical behaviour 

adopted an ethical framework based on formalism with a focus on ethical norms and 

rules of the organisation and society (Pearsall & Ellis, 2011) and decided to speak up, 
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despite her fears. She did not discuss her suspicion with anyone in the MDT or a sub-

team, she discussed the issue with another WM and finally with the ND.  

 

Deng et al. (2019) provided another possible explanation of this complex finding. The 

authors tested a conceptual two-path way model inspired by Edmondson who noted in 

2004 (cited in Deng et al., 2019, p. 1115) “if people are so comfortable with each other 

that they spend an inappropriate amount of time in casual conversation at the expense 

of their work, that psychological safety climate may dampen the level of overall work 

motivation in groups because individual members may lack the edge to drive 

themselves forward”. Deng et al. (2019) discovered a positive relationship between PS 

and team learning behaviour, through a reduction in fear of failure in the team. When 

PS as TES was high, staff did not fear personal consequences when they would make 

a mistake, which enhanced team learning. The authors also reported a negative 

relationship with team learning behaviour because the collective reduction in fear of 

failure also led to a collective reduction of motivation for the work. This effect was 

enhanced in individualistic groups. Deng et al. (2019) even concluded that in 

individualistic groups low PS is desirable to maintain motivation, especially when staff 

do not feel accountable for the situation.  

The perspective of Deng et al. (2019) can explain the behaviour of the sub-teams of 

not sharing the knowledge about the unethical behaviour of WM 1. The NSt often 

shared information in and about daily life of patients. They spend eight hours a day in 

close collaboration, and they knew each other well, often also outside of work. There 

was no perceived power distance in these sub-teams and the informal relationships 

were strong. Several staff members mentioned they did not feel responsible for 

discussing the behaviour of WM 1 openly and there were some very individualistic 

benefits that kept the motivation to talk about it low even when other staff members 



 

 
 

 

302 

were damaged by the situation. This could have led to a combination of staff feeling 

comfortable and experiencing high PS in the sub-team and not being highly motivated 

to take the risk of getting into trouble themselves, and the strong individualistic staff 

members who wanted to keep their benefits and overruled the staff who suggested 

speaking about it by asserting that it was not their responsibility to do so. This 

combination appeared to have led to a status quo, where almost all members of the 

MDT knew about the unethical behaviour, all agreed it was wrong, but nothing 

changed.  

 

The hospital’s culture was the result if the four totalities (see Table 6.1) which are often 

perceived as unsafe. There was no formulated ethical code of conduct, and this 

created a culture of uncertainty, in which staff could not know how the information 

would be taken by the organisation if they did talk about it. The data suggest that in 

the environment of a TI, with high technical and procedural security and perceived 

power distance between professions, a sub-team with strong informal relationships 

and loyalty and dependency between individual staff, high PS could, unintentionally, 

also support detrimental unethical behaviour. It is recommended that a code of ethical 

conduct is developed that informs all staff at the hospital about the process for handling 

the presumption of unethical behaviour by colleagues. It is highly recommended that 

a moral debate takes place in which staff of all professions explore moral issues in 

their work with patients and each other and learn to discuss these issues openly 

(Jellema et al., 2017; Kremer et al., 2016).  
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6.6 Multidisciplinary collaboration and psychological safety 

 

A key finding in this study is that the context of the meetings, the informal relationships, 

the professional knowledge and experience that is present, inclusive leadership and 

behaviour, and the sub-teams, created a culture that enabled staff to bypass the power 

distance, hierarchy, and demarcation between professions and to socially construct 

knowledge about patients and share information that otherwise would not be heard in 

meetings even without a shared common philosophy of care. This was not achieved in 

the meetings with the MD present and PS was low.  

 

The data highlighted it was not only PS that was influenced by the micro level of 

influence in the meetings. It was also the staff’s interpretation of equality between 

professions, the meaningfulness of their profession and their contribution, and being 

able to contribute in the meetings that played a role in their decision to contribute or 

not, and evolved to TESs that enhanced MDT collaboration (see Chapter 5, Table 5.2).  

 

These findings are broadly consistent with Kahn (1990) who found three dimensions 

that shaped employees’ decisions to engage in collaboration or not and these were 

stronger than the individual beliefs of staff (see Chapter 1, Figure 1.1). These 

dimensions are psychological meaningfulness, PS and psychological availability. 

According to Kahn (1990) employees ask themselves three questions: how meaningful 

is it to engage in collaboration, how safe is it to do so, and how available am l to do so. 

The social construction of these dimensions explains why the culture of collaboration 

in the meetings was not only related to high or low PS of staff. Contrary to Kahn (1990) 

this study took a holistic approach and explored how the factors of influence on MDT 

collaboration and PS were interrelated. This study’s data indicate that professional 
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knowledge and experience, inclusive leadership, informal relationships, and support 

enhanced all three dimensions. This study revealed a fourth dimension as shown in 

Chapter 5, Table 5.2., the dimension of equality.  

 

Recent qualitative studies by O’Donovan et al. (2021) and Remtulla et al. (2021) 

highlighted the importance of staff’s perception of being valued and the influence of 

this on PS. A large body of studies reported  power, hierarchy, and poor leadership as 

barriers to team collaboration and PS (Appelbaum et al., 2020; Barr et al., 2019; 

Edmondson & Lei, 2014; Grailey et al., 2021; Gurtner et al., 2022; Haines et al., 2018; 

Marshall et al., 2019; Orovwuje, 2008; Petit dit Dariel & Cristofalo, 2018; West et al., 

2012).  Appelbaum et al. (2020) found that when perceived power distance was low, 

PS grew. The TI and the medical model of bureaucracy provide power distance 

between professions. Perceiving power distance in this study as a TES raises the 

possibility to change perspectives. The focus should not be on lowering perceived 

power distance because it is so deeply anchored in the culture of forensic in-patient 

hospitals in Germany (Feißt et al., 2022; Hollweg & Saimeh, 2013; Müller-Isberner et 

al., 2000). The findings from this study indicate that the focus should be on enhancing 

the perceived equality, the meaningfulness, and ability of individual staff and the 

professions of the MDT, because that must grow first to diminishes the perceived 

power distance, before PS as a TES can thrive in MDT collaboration. It is 

recommended that a culture of equality and meaningfulness in MDT collaboration is 

consciously created. 
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6.7 Limitations of the study 

 

This study has limitations that must be considered when interpreting the results of the 

study. Some of these limitations are a direct consequence of the strengths of the study. 

The dense description of every stage of the study, has made every aspect of the 

research repeatable. For example, the review of the literature (see Chapter 2); the 

dense description of the setting; questioning the decisions that I made throughout the 

study; the design of the study such as the purposively chosen setting and participants 

and the methods used in the fieldwork (see Chapter 3). The process of data analysis 

bottom-up as a participant driven TA (see Chapter 4) that led to the four central themes 

that were constantly informed by the qualitative, symbolic interactionist ethnographic 

methodology (see Chapter 3), made the findings as presented in Chapter 5 credible, 

and, therefore, the study can be used to obtain theoretical knowledge. Yet, any other 

ethnographic researcher who repeats this study, when starting from the same ontology 

and epistemology, will ask different questions, observe other findings or literature, and 

interpret the findings differently due to a different background, different professional 

knowledge, and experience.  

The complexity in the findings of the study underscores that the study never intended 

to present one single truth. The findings are historically, socially, and culturally situated 

and much affected by the historical circumstances of forensic mental health care in, 

NRW in Germany. The study provides new knowledge and insights into how MDT 

collaboration becomes meaningful, and about factors that enhance or create barriers 

to the contribution of staff members to MDT collaboration and the role of PS that are 

related to the culture.  
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My involvement in the topics of the study and lived experience in forensic mental health 

care in both the Netherlands and Germany, including the history of supervision with 

this MDT in the hospital under study, made joining and deeply understanding this MDT 

in their daily life behind the 5.5-meter-high fence possible and enabled me to interpret 

the findings as l did. Simultaneously, the deep connection with the subjects and the 

participants, which informed the ontology and epistemology of the study, are also 

limitations of the study. The previously established relationships with most of the 

participants could have led to a bias in the behaviour of staff members during the 

observations and in the interviews (see Chapter 5) and also in how, for example, the 

findings around PS emerged as they did. The hospital board allowed me to continue 

my study and even talk to staff members about their behaviour and feelings after the 

incident had become public knowledge. The former experiences in the relationship l 

had with the participants and the ward manager may have influenced how participants 

talked to me about MDT collaboration and PS and how l asked questions, which 

potentially created a bias in the findings.  

Through the reflexivity, the dense description, and the relationships with participants 

being made transparent, they became a source for understanding and interpreting the 

data in addition to the bottom-up participant driven TA. Yet, it was my background, 

history, knowledge, and relationships with forensic mental health care, this hospital, 

PS, and the participants that made the interactions during the fieldwork safe, or not, 

and informed the data collection, the analysis, and the interpretation of the data. Apart 

from the supervisory team, there was no other researcher involved to reflect or 

evaluate with. This must be considered in the generalisation of the findings.  

The limitations related to the ethnographic methodology are to be considered in the 

interpretation of the findings. The strength of the ethnographic methodology was that 
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the study was conducted in one high-secure forensic in-patient hospital in NRW that 

was organised and operated from a medical model of care, with one MDT for a longer 

period. Yet, the strengths also provide the limitations of the study’s results. In a 

different hospital, in a different state, with a different MD and patient population, the 

collaboration can be informed by a model of care or methods of risk-assessment that 

could lead to different findings around the influence of professional knowledge, the 

MDT collaboration, informal relationships and PS,  the dependencies on the knowledge 

between the professions and the perceived interpersonal feeling of PS, belonging, 

value and the capability of the various professionals to engage in the collaboration in 

the MDT. 

 

Another limitation is related to the MDT collaboration and the methods of data 

collection. The participating MDT was large with an average of 16 staff members 

present in meetings, which constantly changed in compilation. Through triangulation, 

that is, the combining of multiple sources, the study gained richness, depth, breadth, 

complexity, and rigour (Denzin & Lincoln, 2018; Liamputtong, 2012). The study 

purposively used different methods of data collection: observations, interviews, 

informal conversations, field notes, reflexivity, and different sources for the data such 

as the whole MDT, different professions, different hierarchical positions, individual staff 

members and sub-teams of the MDT. However, with a small sample size, caution must 

be applied because the findings may not be generalisable to other MDTs in the same 

or different hospitals in different states. Focus groups were deliberately omitted as a 

data-collection method due to the possible influence of hierarchy and power on the PS 

of the participants in the focus groups. In particular, the findings around the different 

experiences of PS in the observed MDT meetings on the ward and in the Visite 
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debriefing meetings with the MD present need further exploration with, for example, 

the use of mono-professions or/and multi-professional focus groups.  

 

6.8 Chapter summary  

 

MDT collaboration matters to staff members of all professions. MDT collaboration 

happens in every interaction between staff and is self-evidently a way to handle day-

to-day life in the work with patients. It is the place where staff find support, develop 

ideas, and reflect on situations they encounter in their daily work of providing care and 

custody in a complex environment. This study provides knowledge about the culture 

of MDT collaboration and the role of PS in a high-secure forensic in-patient hospital. 

The chapter discussed the key findings and sharpened the four central themes 

discovered influencing the culture of MDT collaboration on four levels in the 

organisation: the macro level, the meso level, the micro level, and the personal level 

(see Figures 5.1 and 5.2 Chapter 5). 

 

It was discussed how the perceived power issues by staff within the medical model 

maintained a culture of inequality. This influenced the social construction of knowledge 

sharing between professions in daily collaboration and was referred to as perceived 

power distance. Defined in the literature as the individual perception of a situation 

demonstrating the existing inequity between professions (Appelbaum et al., 2020).  

The overarching theme, the hierarchy of professional knowledge, was critically 

explored and related to the influence of the medical model, and the influence of 

knowledge and PS on feelings of safety in the social construction of MDT collaboration 

(Grailey et al., 2021; Lovell et al., 2014; Marshall et al., 2019; O’Donovan et al., 2021; 
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Remtulla et al., 2021). It demonstrated how professional knowledge, or the lack of it, 

influenced staff perceptions of ‘being able’ to understand a need for knowledge, of 

‘belonging’ to the MDT and ‘being valued’ for their contribution to MDT collaboration. 

Strong personalities, experience, and knowledge lowered the power distance between 

professions and enhanced staff feeling safe to contribute.  

 

In Chapter 5 the theme: the approach to treatment and care was described as:  

 

A shared strategy to treatment and the purpose of MDT collaboration was 

missing but were essential factors to define the collaboration and the 

contribution of staff. The purpose and goals of the MDT collaboration were not 

consciously discussed. Some professions had doubts about what to contribute, 

the importance of their contribution, the professional knowledge needed, and 

the role of the profession in the treatment of patients (Chapter 5, paragraph 5.1). 

 

The absence of a shared philosophy of care was discussed in the context of the TI 

(Feißt et al., 2022), the medical model of bureaucracy (Hollweg & Saimeh, 2013) and 

contemporary models of care (Kennedy, 2021; Seppänen et al., 2018).  

 

The discussion demonstrated this theme originates from the conceptual organisational 

level and deeply penetrates the daily collaboration in the MDT and the perception of 

PS (see Figure 5.2 the macro-organisational level). The medical model of bureaucracy 

was dominant in the hospital under study and the model determined the construction 

of the hierarchical organisation, the roles, and the knowledge of the professions. All 

the (safety) rules, regulations and procedures, and the formal construction of MDT 

collaboration of staff were informed by the medical model. The traditional demarcation 
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between the staff responsible for the individual treatment and the staff responsible for 

the care of patients on the wards and occupational therapy (Goffman, 1961) nurtured 

the perceived power distance between professions. The impact of the social 

environment on the well-being of patients and the experienced safety by staff was 

discussed related to contemporary models of care which integrate the three levels of 

security in forensic hospitals (Baird et al., 2019; Bowers et al., 2014, 2014; Löhr et al., 

2018; Völlm et al., 2018). The absence of a shared approach to treatment and 

collaboration enhanced personal interpretations of the meaning and purpose of MDT 

collaboration. The discussion provided insight into how the four totalities of the medical 

model and the absence of social therapeutic influences, enhanced the non-medical 

staff ‘feelings of uncertainty’ about their role, their ‘meaningfulness’ to the treatment 

and the meetings, and not ‘belonging’ to the MDT. This influenced the contribution of 

the supporting staff during the meetings on the ward. 

 

The theme: Leadership and hierarchy and power is defined in Chapter 5 as: 

The interactions in the meetings were constantly influenced by the interpretation 

of the power of personalities, the approach to treatment, leadership styles, the 

status of professions and professional knowledge, and the formal power of the 

hierarchical medical model of bureaucracy in the hospital. Inclusive behaviour 

of the experienced, knowledgeable staff members and of the professions high 

in the hierarchy, and inclusive leadership diminished the influence of the formal 

hierarchy and the power of the medical professions in the collaboration (Chapter 

5, paragraph 5.1). 

 

The discussion of the TI and medical model, provided insight into the deeply embedded 

culture of hierarchy, power, and demarcation between professions and knowledge that 
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created the power of distance between professions. The hierarchy, and the roles that 

accompanied the medical model were not always defined as the problem in MDT 

collaboration. They were, although they did not enhance equal MDT collaboration, 

mentioned as factors that enhanced clarity in the responsibilities, and accountability 

and in the expectations to the different roles of the professions in the treatment of 

patients. The theme originates in the behaviour of staff in the various positions in the 

medical model, therefore, leadership, hierarchy and power directly influenced the 

experienced culture of MDT collaboration. The different forms of influence exerted by 

the professions high in the hierarchy, were examined alongside the literature on power 

and leadership (Appelbaum et al., 2020; Baird et al., 2019; Grailey et al., 2021; Raven, 

2008; Raven & French, 1958). The critique demonstrated the differences between the 

legitimate position power of the MD and the expert power of the therapists (Raven, 

2008) and the motivation behind the chosen form of power. It revealed how both forms 

of power differently influenced the perceived power distance between individual staff 

and the professions within the culture of the MDT collaboration (Grailey et al., 2021; 

Rapp et al., 2021). The discussion identified perceived power distance among staff as 

a TES and how the individual perception of staff emerged into the social construction 

of daily collaboration in the MDT. The different forms of power also led to different 

forms of leadership styles; inclusive and autocratic, which were considered in terms of 

their effectiveness (Brueller & Carmeli, 2011; Edmondson & Lei, 2014; Findlay et al., 

2021; Grailey et al., 2021; Nembhard & Edmondson, 2006; Petit dit Dariel & Cristofalo, 

2018; Rapp et al., 2021; Remtulla et al., 2021; Shore & Chung, 2021). Inclusive 

leadership and inclusive behaviour were found to be a personal style informed by 

relationships and highly effective in MDT collaboration. It diminished perceived power 

distance, enhanced feelings of safety and feelings of belonging and equality, especially 

among the supporting staff. Inclusive and inviting behaviour and leadership by staff 
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high in hierarchy and knowledgeable with the aim to support and share knowledge with 

staff lower in hierarchy, constructed a culture where the MDT members developed a 

perception of ‘equality’ between professions, of ‘meaningfulness’, and ‘belonging’ to 

the MDT, which enhanced an environment where staff felt safe enough to engage in 

collaboration.  

According to participants, autocratic leadership and behaviour related to the high 

position in the hierarchy, with the aim to determine the outcome of the decisions, lead 

to fear for speaking up in meetings and made staff reticent in engaging in discussion 

about patients. Autocratic leadership was found to strengthen the perceived power 

distance among all staff, so that staff did not feel they belonged or were acknowledged 

for their contributions in the meetings. 

Inclusive leadership and non-punitive behaviour informed by informal relationships 

between staff enhance MDT collaboration and diminished the inequality between 

professions, staff experience a feeling of belonging to and being meaningful to the 

MDT.  

The formal structure of the MDT meeting and its influence on the micro processes of 

power in a meeting were discussed. The meetings on the ward were owned and 

chaired by the nursing staff, the nursing staff and occupational therapists were the 

largest group present and focussed on support and therapy. This social construction 

of the meetings enhanced equality in MDT collaboration, therapeutic discussions, and 

supportive knowledge sharing. A meeting owned and chaired by the medical director, 

with a majority of doctors, therapists, and a minority of NSt and OTs present, enhanced 

inequality between professions, and discussions informed by power that came with 

positions. The expert power of the therapists was discussed with reference to the 

unique local construction of the observed meetings on the ward. 
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The theme: Relationships and support is defined in Chapter 5 as: 

All participants indicated that the support and relationships between staff 

members enhanced the sharing of professional knowledge between professions 

and solving conflicts. Some professions were highly dependent on the 

professional knowledge of other professions. The relationships enhanced the 

feelings of equality between the professions, the feelings of belonging, the 

status of professions and the status of the individual staff members and 

supported safe contributions and interactions in the collaboration (Chapter 5, 

paragraph 5.1). 

 

The strength of and dependency on supportive relationships was discussed in relation 

to the literature on relationships in sub-teams, recent qualitative studies on PS and 

theory building studies on PS (Brueller & Carmeli, 2011; Haines et al., 2018; Kahn, 

1990; Lovell et al., 2011; Marshall et al., 2019; O’Donovan & McAuliffe, 2020; Petit dit 

Dariel & Cristofalo, 2018; Remtulla et al., 2021; Roussin et al., 2016; Schalast et al., 

2008; Shore et al., 2018).  

 

The supportive relationships between staff were the oil in the engine of MDT 

collaboration. They were highly protective in the hierarchical unequal organisation and 

MDT collaboration and the good relationships invited staff to engage in MDT 

collaboration. Yet, the supportive relationships also concealed negative processes 

within the MDT and sub-teams. The discussion provided deep insight into how the 

relationships between staff members directly informed and determined the culture of 

daily MDT collaboration and were most influential on an interpretative personal level 

of staff, as shown in the overarching model of the construction of PS in Figure 5.2. 

Informal relationships – and calling each other (no matter what professions) by the first 
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name - led to ‘feelings of equality’ between professions, knowledge about how the 

‘other’ is going to respond, ‘belongingness’ to the MDT, ‘meaningfulness’, and feeling 

‘knowledgeable’. The relationships supported staff to engage in the MDT collaboration 

on the ward regardless of their role, their position or profession. The relationships, 

especially among the NSt and OTs demonstrated a work style based on personal 

beliefs and values off staff, which established, often competitive, sub-teams. The 

members of these sub-teams supported each other in sharing ideas and experiences 

during the meetings. Related to the literature on sub-teams it was discussed how the 

relationships concealed the dependencies between professions and their knowledge 

due to the inequalities in the MDT, which could lead to negative outcomes in the 

collaboration. Relationships were critically explored as a form of power; the sub-teams 

could include or exclude staff members and they determined the direction of the 

discussions in the meetings and reinforced the power distance sometimes even within 

professional groups. The personal relationships between the professions created a 

safe atmosphere to collaborate. The discussion demonstrated how the relationships 

camouflaged the dependency of the supporting staff on the knowledge of the 

therapists. 

 

Theme: PS influenced by all influences all is defined in Chapter 5 as: 

PS became meaningful through interactions with the environment and with the 

people in the environment. The decision on whether or not the situation was 

safe enough to contribute and share ideas, worries, or observations was made 

and acted upon after interaction with the participant’s own history, previous 

experiences, and knowledge, and the possible personal consequences and 

consequences for others they were close to. PS could be different for all and a 
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feeling of PS in a sub-team did not always lead to positive supportive 

collaboration (Chapter 5, paragraph 5.1). 

 

PS was critically discussed in this chapter in relation to the theory building studies 

(Baer & Frese, 2003; Edmondson, 1999; Kahn, 1990; Schein & Bennis, 1965), and 

along recent literature on the personal/relational level of influence on staff perceived 

‘equality, belonging and meaningfulness’ to the MDT collaboration  (O’Donovan et al., 

2021; O’Donovan & McAuliffe, 2020; Remtulla et al., 2021).  

 

PS is an individual feeling experienced by staff, which develops through staff 

perceptions of equality, meaningfulness, belonging, and ability, and emerges through 

social interaction. This perception is set against staff personality, background, 

experience, and professional knowledge. How staff behaved according to their own 

PS, influenced the interaction with others in the MDT and, therefore, influenced their 

interpretation and the culture of collaboration. The discussion informed an extended 

definition of PS. Perceived equality in MDT collaboration is a fourth dimension of 

influence, which influences the personal feelings of safety of staff (Kahn, 1990). The 

critical exploration demonstrated how PS became a TES in the MDT and interacts with 

other TESs and the environment. Various TESs define the culture of collaboration 

(Marks et al., 2001; Rapp et al., 2021). The culture of collaboration changed constantly 

due to the different staff present and chairing the meetings. It was critically reviewed 

how high PS within a sub-team did not automatically mean high PS in the whole MDT 

nor did it the other way around. PS, as visualised in Figure 5.2, was not only influenced 

by all factors of the environment, the discussion provided insight into how PS also 

influenced all in the environment.  
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The detrimental effect of high PS in the sub-teams was examined. High PS in a sub-

team supported by strong personal relationships did not always lead to a positive 

outcome when organisational expectations and values on ethical behaviour were not 

clearly defined. This was discussed in relation to three earlier studies on possible 

negative effects of high PS (Deng et al., 2019; Pearsall & Ellis, 2011; Stühlinger et al., 

2021). The analysis of MDT collaboration and the detrimental effects of PS revealed 

how the four themes are interrelated.  

 

Themes related 

 

In this chapter MDT collaboration and PS were elucidated as socially constructed and 

highly dynamic due to the constantly changing composition of the MDT (Kozlowski & 

Chao, 2018). Therefore, the interaction with and interpretation of the environment and 

the people in the environment led to different cultures of MDT collaboration and PS. 

The discussion of the findings not only sharpened the distinction between the themes 

in how they exerted their influence from different levels in the organisation. The 

discussion also demonstrated the interrelation between the four themes as presented 

in Figure 5.1 and 5.2 in Chapter 5. The absence of a multidisciplinary shared model of 

care and the presence of a medical model of bureaucracy, kept the features of the total 

institution (TI) and the totality of the medical model: the traditional inequality and power 

issues between the professions responsible for the treatment and their knowledge, and 

the supporting staff, in place. Which created barriers to effective MDT collaboration, 

knowledge sharing, and staff feelings of PS. The locally constructed meeting chaired 

by the nursing staff, the relationships, support, sub-teams, and inclusive leadership 

and behaviour enhanced both MDT collaboration and PS as a team emergent state 

(TES), they promoted a culture of equality, belonging and perceived value.  
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It was discussed that a shared model of care gives direction to the knowledge, the 

processes, the (safety) rules and regulations and the professional roles and needed 

knowledge of staff (Kennedy, 2021; Seppänen et al., 2018). Without a shared model 

of care, MDT collaboration and PS became arbitrary, it was dependent on the personal 

interpretations of the goal and purpose of the collaboration and meetings, the 

interpretation of the behaviour of power by the staff high in hierarchy, the relationships, 

the experienced equality, the sense of belonging, the ability to engage, and the 

perceived value of their profession and contribution. The holistic interactional approach 

of this study provides deep insight into why PS was influenced by all and influenced all 

visualised in Figure 5.2. PS is an interpersonal feeling and becomes meaningful 

through the interaction with, and interpretation of, the context, the processes, and the 

people in the environment. The discussion of the detrimental effects of PS related to 

the incident revealed how the four themes are interrelated. Without a shared model of 

care to provide direction and meaning for staff, the experienced safety by staff 

dependent on the strong informal relationships in sub-teams, the complex power 

constructions, staff personalities and personal ethical frameworks.  

 

Finally, the limitations of the study were discussed. The strengths of ethnographic 

research were reported, and it was explained how they were also the limitations of the 

study. In this section I demonstrated how l acknowledged and overcame the limitations 

of ethnographic research to provide rigor in this study.  

 

Having discussed the findings of the study in relation to the literature, the thesis moves 

to its final chapter, in which it draws overall conclusions, contemplates the 

dissemination of the research, the recommendations, and provides a final reflection on 

the study.  
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Chapter 7 Conclusion  

 

7.1 Introduction  

 

MDT collaboration is seen as essential in providing forensic mental health care, yet 

practice and research have concentrated more on the law, public opinion, patient 

safety, and the outcome of collaboration than on the collaboration itself (Connell et al., 

2019; Haines et al., 2018; Sampson et al., 2016; Seppänen et al., 2018; Völlm et al., 

2018). How the culture of MDT collaboration develops and is perceived by staff in day-

to-day life in the unequal, restrictive high-secure environment has received little 

research attention. Within deeply embedded hierarchical structures, staff with different 

roles, responsibilities, and positions must feel safe enough to share knowledge to 

discuss patients’ treatment progress, make decisions about patients’ freedom, give, 

and seek feedback, and be creative in providing custody and care.  

 

This research was conducted to gain knowledge of the social world of MDT 

collaboration and the role of PS in forensic mental health care, and sought to give a 

voice to staff members’ experiences of day-to-day life in this complex work field. When 

conducting this study, it was important to have background knowledge of the field in 

order to be able to gain more knowledge of the field. The symbolic interactionist, 

ethnographic approach was appropriate for the study’s aims, and the methods ensured 

a thorough exploration of MDT collaboration and PS in a high-secure forensic in-patient 

hospital. This final chapter presents a summary of what the research provided and 

discusses the dissemination of the study. Moreover, it provides recommendations and 

suggestions for further research. The chapter closes with a reflection on my journey 
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and the profound impact this study has had on my personal and professional 

development.  

 

7.2 Summary of what the study provided 

 

Five decades ago, there was no collaboration between individuals from the different 

professions in high-secure hospitals. The hierarchy and power differences that existed 

between the professions was blatant and lived openly (Goffman, 1961). The social 

system of the high-secure forensic hospital, with its internal and external processes 

and roles, have become more complex over time. MDT collaboration is acknowledged 

as a model that supports staff in handling their biggest challenge: finding the balance 

between custody and care (Barr et al., 2019; Haines et al., 2018; Lovell & Skellern, 

2020; Marshall & Adams, 2018; Mason, Coyle, et al., 2008). This study reveals that 

the features of the TI, the dominant medical paradigm, the needs of patients and the 

complexity of the setting, evolved into an inconsistent organisation with an unequal 

and sometimes unsafe culture that discouraged staff from engaging in MDT 

collaboration. This environment forms barriers to staff handling their biggest challenge 

collaboratively.  

 

Without a multidisciplinary model of care to give direction and clarity, the MDT 

collaboration at the hospital has taken on a rationale of its own when it comes to 

handling the four totalitarian factors of the environment in day-to-day MDT 

collaboration (Feißt et al., 2022; Goffman, 1961). The collaboration is beyond the 

control of the individual or even the collective MDT. No one, except the medical 

director, really owns the forensic hospital, the treatment, or the collaboration. The MDT 

collaboration is a self-regulated locally negotiated status quo. The unequal distribution 
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of power and knowledge between staff employed at the hospital may have become 

more subtle, but it is still present, and it influences every aspect of the culture.  

 

The call for a model of care that integrates different levels of security is becoming more 

urgent, because a stable, consistent organisation with less political stress and tension, 

enhances PS (Carvalho Chinelato et al., 2020; Kahn, 1990). Furthermore, treating staff 

in all positions and professions, and their abilities with equal importance is necessary 

to overcome the power distance between professions and enhance PS. A collaborative 

shared approach to care and treatment could give direction to the circle of research, 

development, teaching, and training that supports staff in gaining professional 

knowledge.  

 

PS is socially constructed and interpreted by staff based on their own individual history, 

knowledge, and experience, as well as a TES. The data enabled the creation of a 

portrait that reveals the social construction of PS, and the complexity of this construct 

and how it interacts with all other factors of the environment and other TESs. The 

individual staff members and the TESs determine the culture and the effectiveness of 

the MDT collaboration.  

 

In times of high employee turnover and a shortage of professionally trained and 

experienced staff members, the data provide insight into the importance of staff 

experiencing support, equality, and feelings of being valued and belonging to a team. 

This encourages staff to feel safe enough to learn from each other, and allows them to 

provide custody and care for patients collaboratively. Because the distribution of 

professional knowledge and equal and safe collaboration provide staff with the support 

to handle daily life with patients, MDT collaboration must be consciously developed.  
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The research shows that high PS in sub-teams did not automatically lead to PS for the 

whole MDT; similarly, PS in the MDT did not mean that the sub-teams experienced 

high PS. Moreover, high PS did not automatically lead to positive outcomes in handling 

ethical issues. Particularly because of the relevance to forensic hospitals, the 

restrictive, hierarchical environment and power dynamics between individual staff 

members and professions must be considered in MDT collaboration. The findings 

enabled deep insight into how these power dynamics create barriers to staff 

collaboratively discussing ethical issues.  

 

MDT collaboration that aims to socially construct knowledge and share information 

about patients through communication in meetings is not possible without first 

consciously creating an organisational culture and local context that overcomes the 

power distance between professions. The local context needs strong relationships and 

inclusive leadership to support collaboration within a culture that embraces the 

equality, value, and meaningfulness of all professions, and fosters an overall sense of 

belonging to the MDT.  

 

This study provides the insight that MDT collaboration defined as follows (see Chapter 

2) was not possible within the context of this study:  

 

A model of health care professionals working together in a team, sharing a 

common philosophy of care, and working together to serve the needs of the 

individual patients, with the collaboration being interdependent, and making the 

knowledge about patients socially constructed and accessible to all the 

professions through communication in meetings (Appelbaum et al., 2020; 
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Brueller & Carmeli, 2011; Haines et al., 2018; Oborn & Dawson, 2010; 

Orovwuje, 2008).  

 

The main reasons for this were found in the absence of a shared common philosophy 

of care, the power of the TI, and the medical model that caused not only a demarcation 

between professions, but also hierarchy and a demarcation in professional knowledge. 

This made the culture of collaboration circumstance dependent, sometimes unsafe 

and not always about making the knowledge about patients accessible to all, but about 

who had the right knowledge at the right time and felt safe enough to share it.  

 

Untill recently there was no knowledge based on evidence of what is meant by ‘forensic 

knowledge’ and ‘expertise’ (Clercx et al., 2020). Clercx et al. (2020) studied the 

meaning of the Dutch concept of Forensic Vigilance (FV), translated from the Dutch 

words “forensische scherpte”, which if translated into English would literally be 

“forensic sharpness”. FV indicates a central competency or behaviour that all forensic 

professionals of all professions need in order to be successful in their job and what 

differentiates them from professionals in general civil psychiatry (Weeda, 2019, cited 

in Clercx et al., 2020, p. 3). The competency determines the behaviour of professionals 

in the constant balancing act between custody, care, risk assessment, and safety, and 

it is closely linked to making decisions in daily practice. Clercx et al. (2020) surveyed 

700 professionals working in the forensic field asking with an open what FV meant to 

them. Based on the analysis, the authors proposed the following definition of FV:  

 

“Forensic vigilance is anticipating a possible escalation of a situation before it 

happens by actively observing your surroundings and colleagues and knowing 

when an observation requires action. Forensic vigilance requires awareness of 
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the patient(s), their mental disorder, criminal history, and awareness of the 

context of a forensic setting. It is being able to recognise even subtle signs of 

possible escalation, the capacity to communicate with colleagues about 

observations, doubt, uncertainty or gut feelings, and the willingness to act when 

necessary.” (Clercx et al., 2020, p. 14) 

 

Gaining FV might enhance the feeling of being secure and in control of the work for all 

staff members of all professions, it might also give direction to the training programmes 

for new and current members of staff and encourage equal MDT collaboration between 

professions. It could enhance the feelings of being able to contribute and being 

meaningful for all professions of the MDT. Gaining FV competency is likely to diminish 

the power of distance between the professions because it is a multidisciplinary skill 

that can be taught across disciplines and increase the feelings of belonging to a MDT. 

Staff of all professions get to know each other, which strengthens the informal 

relationships. For the untrained or inexperienced forensic professionals learning FV 

could be important for their development, to feel skilled, in control of their work, safer, 

and able to contribute in meetings on an equal professional level. Particularly when 

there is a high turnover of staff and less specialised and trained staff in all professions, 

FV could be a competency for all that takes the discussion away from a hierarchy in 

knowledge and lacking ability, towards equality and a shared level of expertise for all 

staff members in their work with patients. 

 

Overall, the findings of this study suggest that carefully designing a setting for MDT 

collaboration creates opportunities to diminish the influence of the deeply embedded 

unequal power culture of the TI and its medical structure. The setting should promote 

a multidisciplinary philosophy, one that includes a shared approach to care and the 
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needed knowledge of the professions, inclusive leadership, and informal relationships, 

which encourages a culture of MDT collaboration and learning without fear of personal 

consequences for its members.   

 

7.3 Dissemination of the research 

 

Since 2014, I have presented every stage of the study to my peers. These 

presentations have occurred 10 times in monthly lunch seminars and seven times for 

a broader audience at annual Postgraduate research conferences organised by the 

University of Chester’s Faculty of Health and Social Care. Since 2020, they have been 

held online, the most recent one in May 2022. One presentation was made at the 

‘Network forensic’ of the BFLK, the federal association of senior management in 

forensic mental healthcare, during the pre-fieldwork phase of the study. Two 

presentations were made at the hospital where the research was conducted, in 2021 

and 2022. I intend to publish the study in both German and English research journals 

and present it at national and international conferences. I aim to establish contact with 

the Ministry of Work, Health, and Social Care in NRW Germany to disseminate the 

study in German forensic hospitals. 

 

7.4 Recommendations  

 

7.4.1 Recommendations for practice 

 

- The first recommendation is to install a progressive model of care that is 

informed by research and evidence-based in practice, which supports all staff 

in working together. Ideally, this model of care is continually updated based on 
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the current literature to provide relevant knowledge of the various professions 

of the MDT. This would ensure the transferability of the knowledge both in- and 

outside of the MDT meetings and reduce the knowledge inequality and disparity 

between professions.  

 

- The findings in this study support the notion to introduce a fourth personal level 

of security: the personal level of PS for both patients and staff and the 

integration of PS in a progressive model of care.  

 

- In-house multidisciplinary training is recommended to support collaboration and 

knowledge sharing based on the definition of MDT collaboration provided by 

this study (see Chapter 2). Ideally, this would support staff members’ feelings 

of safety, equality, and ability to engage in this complex knowledge 

environment.   

 

- In-house training and supervision of the MDT should focus on creating an 

environment that enhances PS. 

 
- Forensic vigilance offers grand possibilities to build forensic awareness, which 

supports staff of various professions in their constant search for balance 

regarding safety, treatment, care, and collaboration. The implementation of in-

house training based on FV is paramount, because shared professional 

knowledge could support the MDT in the social construction of knowledge and 

enhance equal MDT collaboration in the hierarchical, restricted environment of 

the TI. 
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- Close attention should be given to the construction of the MDT meetings, 

because this construction is a decisive factor in the experience of equality, value 

and belonging for staff of all professions. 

 

- The provision of practical supportive training on inclusion and inclusive 

leadership and how this contributes to the PS of all staff is recommended. 

 
- The hospital is advised to create opportunities to build informal relationships 

with and between the staff, so that staff members form strong social ties, and 

can understand and anticipate what makes colleagues feel psychologically safe 

or unsafe. 

 

- Finally, this study promotes the development of guidelines that reflect the 

desired behaviour of staff members. This would support staff in their constant 

ethical debates about the treatment and care, as well as the safety and security 

of their patients, colleagues, the hospital, and broader society. This should be 

anchored in an organisational code of ethical conduct. It is recommended that 

ethical issues are discussed regularly in a moderated open, non-threatening 

forum that includes all disciplines. 

 

7.4.2 Recommendations for education 

 

- Health care education, including forensic, medical, nursing, psychological, 

psychotherapeutic, and social health care, is advised, which is designed with 

modules on MDT collaboration, MDT leadership, the role and meaning of PS, 

reflection of professional roles and collaboration, and ethical conduct. The 
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interpersonal feeling of PS is a starting point and thrives when staff members 

experience equality, feelings of belonging, and that their professions are valued 

within the culture of the MDT. 

 

- It is recommended that education adopts the definition of MDT collaboration 

provided by this study to educate students on the meaning of MDT collaboration 

in day-to-day life. It is also recommended that students are provided with 

multidisciplinary supervision. 

 

7.4.3 Recommendations for future research 

 

- The demarcation between professions that is created by the still present 

features of the TI and the medical model of care on an organisational level lead 

to difficulties in collaboration between professions. More research is needed to 

understand how MDT collaboration evolves in daily life within various forensic 

settings. This should be done through a combination of observational and 

survey research, as well as focus groups. 

 

- This study illustrates that PS is a dynamic feeling that evolves through one’s 

interpretations of their interactions with the environment and the relationships 

with individuals within and outside of this environment. The way staff members 

acted upon their interpretation had consequences for everyone else in the 

environment. This supports the notion that a contemporary definition of 

psychological safety should be developed, which would reduce the ambiguity of 

future research and encourage the creation of methods that improve PS in 

relation to other TESs.  



 

 
 

 

328 

 
- PS did not always lead to a positive outcome in this study. This could be 

associated with staff members fearing to damage their relationships with others 

on which they depend for their own safety in their daily work with patients and 

within the MDT collaboration. This topic needs further exploration, especially in 

institutions that are separated from the outside world in a highly restrictive 

environment.  

 
- This study suggests a positive relationship between a model of care that 

enhances professional knowledge and shares it among professions, and the 

individual PS of staff members. To support generalisation, further ethnographic 

mixed methods research is recommended to investigate this relationship in a 

larger sample and with more diversity in methods, to support generalisation.   

 

7.5 Application of the research 

 

The application of the research will focus on current practitioners. Awareness of MDT 

collaboration and the role of PS will be further raised through presentations for 

conferences internationally and locally in Germany. Secondly, l will discuss the 

research with education providers in Germany and internationally. Furthermore, I will 

promote MDT collaboration and PS via my work in my own business in- and outside 

forensic psychiatry and health and social care. Fourthly, l will contact the Ministry of 

Work, Health, and Social Care in NRW, Germany, to explore the possibilities of 

designing standards for MDT collaboration and leadership in high-secure forensic in-

patient hospitals. Finally, contact has already been established with professionals who 

play a key role in the implementation of the “Safewards model” in forensic hospitals in 

Germany.  
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7.6 Reflection on the research 

 

Qualitative research often has a personal impact. Therefore, l use this opportunity to 

reflect on my learning process (Bloomberg & Volpe, 2019; Davies, 2008; Hammersley 

& Atkinson, 2007; Liamputtong, 2012). When this journey started in 2014, l considered 

myself an expert in the field, with many years of experience in working with and in 

MDTs in various countries in forensic mental health care. l found that my experience, 

knowledge, and access to the field were helpful, but being an academic, conducting 

research, and writing a thesis on a doctoral level was a completely different 

experience. My knowledge and experience in the field did provide me with confidence 

that made it possible to conduct an ethnographic study from a broad, open perspective 

without theories, research questions, or clearly defined topics to study (Davies, 2008; 

Hammersley & Atkinson, 2007). My experience also gave me personal insight into the 

staff l studied and the understanding that they were a vulnerable group. They are 

subject to constant scrutiny and judgement by society, the law, patients, and their own 

colleagues and are rarely heard or represented in the quantitative, top-down research 

culture of Germany. I feel satisfied that the ethical process of this study provided the 

necessary safety for the participants and myself to conduct this research in a secure 

environment and to disseminate the findings without doing harm. 

 

The symbolic interactionist ethnographic approach to studying the daily life of the MDT 

aligns with my own views on life, cultures, and people, thus the skills to become an 

ethnographic researcher in the fieldwork came very naturally to me. The journey to 

incorporate the fieldwork into the academic demands of a PhD was intense, especially 

learning to critically analyse, review, and question the literature, the data, the data 
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analysis and findings, and ultimately myself as I conducted this process and wrote it 

all up in this thesis.  

 

In an early stage of this part-time PhD journey, l realised that conducting the study in 

a different country – in a different language other than English or my native language 

Dutch – while being a mother, a wife, and business owner, was going to be demanding. 

Being separated from the academic world in day-to-day life and the physical distance 

from the University made becoming an academic a goal that guided me throughout the 

study. Every stage in the past eight years was accompanied by excitement and 

learning and sometimes despair and insecurity, as I constantly encountered areas that 

l had little knowledge of, or l did not know how something was to be done. But l grew 

and acquired academic skills and enjoyed every bit of the learning. The reflexive 

approach in this study not only supported my academic growth, but also supported me 

in critiquing my own position my professional role and influenced how l approached 

leadership and organisational development as social constructs. This was necessary 

to conduct the study in my real world and benefited both the study and my work.  

 

In February 2020, the COVID-19 pandemic and subsequent lockdown made my 

business collapse and brought, like for so many others, existential issues to my family. 

Since the summer of 2021, my business has recuperated wonderfully. However, since 

2020 the pandemic has prevented me from visiting the University. Retrospectively, l 

can say that this had a major impact on my learning of academic skills in writing a 

thesis on this level. As a symbolic interactionist ethnographic researcher, l need people 

around me to talk about the process and share thoughts in order to learn. The final two 

years were, from an academic perspective, lonely and sometimes shaped by 

insecurity. In my experience, it is necessary to be part of an academic culture, not only 



 

 
 

 

331 

to learn to speak the academic language and critically think and discuss ideas on a 

doctorate level, but also to develop multidisciplinary studies with peers and different 

departments within a university.  

 

Finally, this unique, original research was not only of high importance to me, but it was 

also highly appreciated by the participants. There is a great need for equality and 

acknowledgement for all professions in this complicated, sometimes difficult, but 

incredibly important work, especially for staff lower in the hierarchy. I aimed to give my 

participants a voice, and l am proud to provide a small contribution of insights into the 

complexity of the participants’ daily life in MDT collaboration. If the dissemination of 

this study supports one MDT in equal collaboration, l am happy.  

 

Lettie Theunissen-Schuiten,  

June 2022  
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Appendix A. What does the online library search, search?  

 

Retrieved from Chester online library on the 09.08.2019 

 
Library Search searches most of our online resources, as well as the library catalogue, 

e-books and the University Repository.  It searches the majority of our full-text online 

journal collections at an article level  

 

(e.g. ABI/Inform Global, Art and Architecture Complete, ATLASerials, EBSCO 

Business Source Elite, Cambridge Collections Online, Cambridge University Press 

Journals, CINAHL Plus with Full Text, Criminology Full-Text Collection, Education 

Source, Emerald, Hospitality and Tourism Complete, JSTOR, Project MUSE, 

ProQuest Nursing and Allied Health Source, ProQuest Religion, PsycARTICLES, 

ScienceDirect, SocINDEX with full text, SportDiscus with Full Text, Taylor & Francis 

Online (formerly Informaworld) Wiley Online Library).   

 

What’s missing from Library Search? 

Library Search doesn’t search all of our online resources.  It knows that they all exist, 

but it doesn’t know what’s in some of them – examples of these resources would be 

Datamonitor 360, Gale Newsvault, JISC Historic Books, and Naxos Music Library.  

You can find these if you search Library Search, but you need to go to them to search 

them – they’re not searched if you just use the Library Searches.
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Appendix B. Literature Search Recording Sheets 2019/2020 
 
 

Search question: What is MDT teamwork what factors influence MDT work and 

what is the role of PS in teams in high-secure forensic in-patient hospitals  
 
Table B.1  
 
Search question is composed of the following topics 
 
 

Topic 1 Topic 2 Topic 3 Topic 4 
 

Multidisciplinary 

teams 

Factors influencing 

MDT work 

PS forensic  

 

Synonyms, alternative terms, alternative spellings, etc. for each topic 

 

Interdisciplinary  Enhancing MDT 

work 

PS in brackets Forensic psychiatry 

Multidisciplinary  effectiveness  Forensic mental 

health 

Interprofessional  

 

Factors influencing 

teamwork 

 Forensic hospitals  

Teamwork  Teams in the 

workplace 

 Forensic treatment 

 
The searches till 27.10.19 were snowball searches.  

From 3.11.2019 structured literature searches 

Databases Searched & Results: till 3.11.2019 total of 337 selected  

Databases Searched & Results: 05.11.2019 total of 131 selected to review 

Databases searched & results combined 3.11.19 Factors influencing teamwork and 

the searches 5.11 on MDT, IDT, IPT, MPT and forensic /psychiatry + the search on 

teamwork and PS.  First screening for doubles/no use on 18.11.19 followed 25.11.19 

leaves a total of 168 abstracts to screen start 26.11.19 
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Contemporary literature search 
 

Table B.2 
 

Database: Cinahl, PsychInfo, SocIndex, Pubmed  

 
Date: 3.11.19 

Terms Searched Limits Set Total No. No. Selected Double selected abstract Critical analysis 
Cinahl: factors influencing 
teamwork 
 
 

English – 
German 
Academic 
Journal  
2015 - now 

7 4 2 excluded 
2 abstracts 

Barr 
Kozlowski 
 
2 

  Kozlowski S.W.J., (18) Barr L., (19)   
 
PsychInfo: factors 
influencing teamwork 
 

idem 6 2 0 

  Kozlowski (18 double) Barr L (19 
double) 

double 

 
Pubmed: factors 
influencing teamwork 
 
 

idem 55 
Related 
articles 
162 

13 
 
34 

9 excluded 
No double  
4 left abstracts  
 

  Martin A., (18) Lyons (16) Van Dijk-
de Vries (17) Van Dongen (16) O 
Leary (16) West (15) Smith (18) 

 
38 left to screen abstract 
18.11.2019 

 
Johnson 
Martin 
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Nelson-Brantley (18) Johnson (18) 
Kim (17) Mulvale (16) Sims (Jan.15) 
Nancarrow (15)  
 
related from here 
Tilden (16) Farell (18) Verhaegh 
(17)  Sims (May 15) Agreli (17) 
Fiscella (17 look up if double no 
double) Baird (19) Golom (18) 
Parker-Tomlin (17) Kowalski (18 
look if double) Liaw (19) Agreli (17) 
Fehr (18) Salas (18 double) 
Tomizawa (17) Klemenc-Ketis (18) 
Center (18) Ulrich (17) Kossaify (17) 
Schmutz (17) Sifaky-Pistolla (19) 
Vitadello (18) Jain (16) Eichbaum 
(18) Gross (16) White (18) Bell (18 
double) Schabram (18) Oates (16) 
Delice (19) Keats (19) Wiese (19) 
Kelly Costa (19) WeiNStein (18) 

Mulvale 
O Leary 
Sims January  
Smith 
Van Dongen 
 
 Agrelli 
Agrelli, Tomizawa 
Baird  
Bell 
Center 
Farell 
Golom 
Salas 
Schabram Delice 
Sifaki-pistolla 
Jain  
Ulrich  
Verhaegh 
 
24 

 
SocIndex: factors 
influencing teamwork 
 
 

idem 49 21 10 excluded 
No doubles  
11abstract 

 

  Le Zhou (19) Petit dit Dariel (18) 
Laulié (16) Xiauo (16) Von Treuer 
(18) Hofhuis (18) Havig (18) Gilson 
(19) Lam (16) Avgar (15 ) Wolfson 
(18) Stone (19) Maynard ( 15) Rapp 
(19) Chung-Chang (15) Regts (19) 

 
11 left to screen abstract 
18.11.2019 

Margolis-Gilson, 
Wolfson, Rapp, 
Thornton, Salas, 
De Jong, 
 
6 



 

 
 

 

361 

Voltanen (19) Thornton (18) Salas 
(18 double ? ) De Jong (16) Nielsen 
(17)  

Pubmed: Teamwork and 
PS in Brackets 
 

idem 50 10 
 

  

  Albritton (19) Kang (19) Baik (19) 
Salas (18) double Eichbaum (18) 
Floren (18) Lee (18) Jain double 
(16) O’Leary (16) double  Tawick 
(17) 

3 double Baik,  
 
1 

 
Library search UoC  
factors influencing 
teamwork 

idem 60703 
excluded a lot 
in disciplines 
and subject 
terms reduced 
till 3314 

8 
 
 
Library search: 
Ramsdal (19) Cole 
(18) Song (19) 
Kakar (17) Barr 
(19 double ? ) 
Toader (18) 
Ballangrud (19) 
Mariano (17) 
 

1 double 
 
5 left for abstracts 

1 Ramsdal, 
Abstract for 
conference, ask 
for publication 

  A.P. 22 all 2018 Mc Daniel S.H., 
Mathieu J.E., Goodwin G.F., Driskell 
J.E., Bell S.T., Thayer A.L., Feitosa 
J., Shuffler M.L., Rosenfield S., 
Kniffin K.M., Rosen M.A., Fiscella 
K., Ervin J.N., Power N., Spitzmuller 
M., Allen J.A., Lacerenza C.N., Hall 
K.L., Tebes J.K., Blackwell Landon 
L., Kozlowski S.W.J., Salas E.,  

American psychologist  
 
22 for abstract 

Matthieu, Driskell, 
Bell, 
Thayer,Feitosa, 
Rosen, Fiscella, 
Ervin,  
Lacerenza,  
 
9 
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   Total: 114   
 
Table B.3  
 
Database:  Cinahl 

 
Date: 5.11.2019 

Terms Searched Limits Set Total 
No. 

No. Selected Double selected 
for abstract 

Selected for critical 
analysis 

 
“multidisciplinary team” 
AND forensic 
 

English – 
German 
Academic 
journal 
2015 – till 
now 

12 3 
Marshall (18) Johnson (17) 
Nic a Bhaird (16) 

3 abstract Marshall, Nic a Bhaird 
 
 
 
 
-- 
 
 
 
 
 
 
 
Dallimore, Haines 
 
4 

     
 
“Multidisciplinary team” OR 
“Interdisciplinary team” OR 
“multiple professional team” 
AND forensic  
 

 
idem 

59 6 
Doody (19) 
Comerford (19) Janssen 
(18) Cross (15) Burden (18) 
Malek (18) 

6 abstract 

     
 
MDT team OR ID team OR 
MP team AND forensic 
psychiatry OR forensic 
psychology without the 
brackets 

 
idem 

215 5 
Proctor (19) 
Dallimore (16) O Hara (19) 
Haines (18) Nic a Bhaird 
(16) (double) 

1 double 
4 Abstract 
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Multidisciplinary team AND 
“PS” 
 

 
idem 

10 7 
White (19) O’Shea (19) 
Rosenbaum (19) O’Leary 
(16) Singer (15) O’Donovan 
19) Albritton (19) 

2 double 
7 abstract 
 
 

O shea, Rosenbaum, 
O Donovan 
 
3 

 
Team AND “PS” 
 

 
idem 

36 17 
White (19 double) Shao 
(17) Baik (19) Rosenbaum 
(19 double) Brown (16) 
O’Leary (16 double) Mao 
(19) Aranzamendez (15) 
Spoelma (17) Liu (15) Hu 
(18) Singer (15 double) 
Koopmann (16) Pfeifer (19) 
O’Donovan (19 double) 
Alingh (19) Albritton (19 
double) 

6 double 
11abstract 

Brown & Mc Cormack, 
Alingh 
 
2 
 

   Total : 38   
 

Table B.4  
 
Database:  PsychInfo 

 
Date: 5.11.2019 

Terms Searched Limits Set Total 
No. 

No. Selected Double selected 
for abstract 

Selected for critical 
analysis 

 
“Multidisciplinary team” OR 
“Interdisciplinary team” OR 

 
Idem 

No 
forensic 
hits 

- -  
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“multiple professional 
team” AND forensic  

 
 
 
 
------ 

 
“multidisciplinary team” 
AND forensic 
 

 
idem 

 
21 

 
3 
Haines (18 double) Nic a 
Bhaird (16 double) A.A & 
M.R. (17) 

2 double 
1 Abstract 

 
Multidisciplinary team AND 
“PS” 
 

 
idem 

 
0 

- - 

 
Team AND “PS” 
 

 
idem 

65 37 
Kolbe (16 German) Li (18) 
Liu (16) Raes (15) Xu (17) 
Liu (15 double) Shao (17 
double) Baik (19 double) 
Luan (16) Chen (16) Aubin 
(15) De Hoogh (15) Lee 
(18) Peng (18) Men (18)Tu 
(18) Brown (16 double) 
O’Leary (16 double) Mao 
(19 double) Spoelma (17 
double) Anicich (15) Yi (17) 
Behfar (16) Hu (18 double) 
Hjertø (17) Koopmann (17 
double) O’Neil (18) Meng 
(16) Shea (18) Flestea (17) 
Triplett (18) Gonçalves (17) 
Roussin (17 already used, 
Key) Salas (18 double) 
Creon (19)  Salas (18 

11 double 
26 for Abstract 

Kolbe, Liu(16), Raes, 
Liu(15), Koopman, Shea, 
Roussin, Salas (no 2 from 
18) Bang 
 
 
9 
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double) Bang (17) Chen 
(17) 

   Total: 42   
 

Table B.5  
 
Database:  SocIndex 

 
Date: 5.11.2019 

Terms Searched Limits Set Total 
No. 

No. Selected Double selected 
for abstract 

Selected for critical 
analysis 

 
“Multidisciplinary team” 
AND forensic 
 

 
Idem 

 
6 

 
- 

-  
 
 
 
 
----- 

 
Multidisciplinary team AND 
“PS” 
 

 
idem 

 
0 

- - 

 
Multidisciplinary AND “PS” 
 

 
idem 

 
0 

- - 

Team AND “PS” 
 

idem 9 7 
Spoelma (17 double) Liu Wu 
(15 double) Hu (18 double) 
Koopmann (16 double) Hao 
(16) Johnson (19) Smith 
(18) Wang (18 double)  

5 double 
2 abstract 

Johnson  
 
1 

   Total: 7   
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Table B.6  
 
Database:  Pubmed 

 
Date: 5.11.2019 

Terms Searched Limits Set Total 
No. 

No. Selected Double selected 
for abstract 

Selected for critical 
analysis 

 
“Multidisciplinary team” AND 
forensic 
 

 
Idem 

 
40 

 
2 
Haines (18 double) Tully 
(16) 

-  
 
-- 
 
 
 
 
 
 
 
 
 
----- 

 
“Multidisciplinary team” OR 
“Interdisciplinary team” OR 
“multiple professional team” 
AND forensic  

 
Idem 

 
50 

 
4 
All doubles 
 

- 

 
MDT team OR ID team OR 
MP team AND forensic 
psychiatry OR forensic 
psychology without the 
brackets 
 

 
idem 

 
80 

 
9 
Kip (19) Haines (18 double) 
Nitschke (18) Briken (17) 
Kodolitsch (16) Tully (16 
double) Cole (18) Simpson 
(15) O’Shea (15)  

2 double 
7 abstract 

 
Team AND “PS” 
 

 
idem 

 
56 

 
29 
Appelbaum (19) Pfeifer (19 
double) Harvey (19) 
Stühlinger (19) Albritton (19 
double) Aufegger (19) 

17 double  
12 abstract 

Appelbaum, Harvey, 
Stühlinger, Smith, 
Aranzamerendez 
 
5 
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Rosenbaum (19 double) 
Smith (18) Wang (18 
double) Hu (18 double) Baik 
(19 double) Alingh (19 
double) Salas (18 double) 
Shea (18 double) Buljac-
Samardzić (18) Eichbaum 
(18 double) Hu (18 double) 
Catalano (18) Henricksen 
(17) Spoelma (17 double) 
Torralba (16) Brown (16 
double) Koopmann (16 
double) O’Leary (16 double) 
Aubin (15 double) Singer 
(15 check) Anicich (15 
double) Aranzamerendez 
(15 check) 

   Total: 44   
 
Review of articles found on the 5th of November total of 131 adding the articles found on factors influencing teamwork on the 3rd of 

November 104 make N = 235. For a first screen on doubles and after that screening by abstract. 

After doubles check on 18th and 25.11.19 – open for abstract screening: 

3.11 factors influencing teamwork: 2+4+38+11+7+22+5 = 89 

5.11 MDT, IDT, IPT, MPT and forensic: 3+6+4+1+7 = 21 

5.11 MDT, IDT and teamwork and PS: 7+11+26+2+12 = 58 

Total of 168 articles to screen start 26.11.19 

After abstract screening till 18.2.2020 – open for critical appraisal: 60 after screening (20) 17 articles critically reviewed with 
use of data extraction table.   
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Appendix C. Quality appraisal of studies found in the literature search 
 
Table C.1  
Quantitative studies and literature review quality assessment 

 
Study Explicit 

aims 

Sample size 

justification 

Research 

independent of 

routine 

practice 

Well 

described 

sample 

Representative 

sample 

Explicit 

inclusion/ 

exclusion 

criteria 

High 

response 

rate 

(50%+) 

Questionnaire 

development 

described 

Validity 

and 

reliability 

justified 

Question 

wording 

available 

Discussion of 

generalisability 

Statement 

of funding 

source 

De Jong et al. (2016) 

Review of studies + - + + + + - - + - - + 

Frazier et al. (2017) 

Review of theoretical 

and empirical works + + + + + + - - + + + - 

Newman et al. (2017) 

Literature review + + + + + + - - + + + + 

Perrier et al. (2016) 

Literature review + - + + 
 

+ - - + + + - 

Roussin et al. (2016) + - + - - - - - - + + - 

Schabram et al. (2018) + + + + + + + + + + + + 

Sifaki-Pistolla (2019) + + + + + + + + + + + + 

Stühlinger et al. (2019) + + + + + + + + + + + + 

Tapp et al. (2016) + + + + + + - + + + + + 

Note. Adapted from “Mental health nurses’ attitudes, behaviour, experience and knowledge regarding adults with a diagnose of borderline personality disorder: systematic integrative literature review,” by 
G.L., Dickens, E. Lamont, and S. Gray, 2016, Journal of Clinical Nursing, 25, p. 1853. 
Note. + is present in this article, - is not present or not applicable for this article and Lit. review means article is a review of mostly qualitative literature.



 

 
 

 

369 

Table C.2  
Qualitative studies and literature review quality assessment 

Study Explicit 

aims 

Qualitative 

method  

Design  Sampling 

strategy  

Setting of 

data 

collection 

described 

Data 

collection 

methods 

clear 

Questions/ 

schedule 

included 

Ethics  Consent  Description 

of analysis 

Relationship 

considered 

Clear 

statement 

of the 

findings 

Clarity of 

themes 

Research 

valuable 

Barr et al. 

(2019) 

+ + + + + + - + + + + + + + 

Baird et al. 

(2019) 

Discussion  

+ + - - - - - - - - + + + + 

Choi et al. 

(2006)  

Lit. review 

+ + - + - + - - - + + + + + 

Choi et al. 

(2007)  

Lit. review 

+ + - + - + - - - + + + + + 

Kolbe et 

al. 

(2016)  

Lit. review 

+ + - - - - - - - - - - + + 

Marshal & 

Adams 

(2018) 

+ + + + + + + + + + + + + + 

Salas et 

al. (2018)  

meta– 

analytic 

review 

+ + - - - + - - - - + - + + 

 
Note. Adapted from “Mental health nurses’ attitudes, behaviour, experience and knowledge regarding adults with a diagnose of borderline personality disorder: systematic integrative literature review,” by 
G.L., Dickens, E. Lamont, and S. Gray, 2016, Journal of Clinical Nursing, 25, p. 1854. 
Note. + is present in this article, - is not present or not applicable for this article and Lit. review means article is a review of mostly qualitative literature. 
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Table C.3  
Mixed method studies quality assessment 

 
Study Explicit 

aims 

Mixed 

method 

design 

appropriate 

Mixed 

method 

design 

justified 

Design for 

mixing 

methods 

described 

Role 

clear 

Method 

described 

Method 

appropriate 

Representative 

sample 

Clear 

inclusion/ 

exclusion 

criteria 

Recruitment 

strategy 

appropriate 

Relationship 

with the data 

considered 

Integration 

of the data 

relevant 

Consideration 

of limitations 

of integration 

Haines et 

al. (2018) + + + + + + + + - + + + - 

 
Note. Adapted from “Mental health nurses’ attitudes, behaviour, experience and knowledge regarding adults with a diagnose of borderline personality disorder: systematic integrative literature review,” by 
G.L., Dickens, E. Lamont, and S. Gray, 2016, Journal of Clinical Nursing, 25, p. 1854. 
Note. + is present in this article, - is not present or not applicable for this article.   
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Appendix D. Example of a data extraction table and critical appraisal 
 
Extraction Table D.1 date 29.2.2020  
 
Author (Year) Theoretical/ 

Conceptual 
Framework 

Research 
Question/ 
Hypotheses 

Methodology Relevant 
Findings 

Strengths & 
Limitations 

Implications Themes 

Reference  Philosophy Aims  Sampling 
Data collection 
Primary / 
Secondary 
Quant / Qual / 
Mixed 

Answers to your 
research 
question 
State statistical 
level  

Critical 
appraisal 

For future 
research / 
practice  

Will help link 
studies  

Barr L., et al 

(2019) 

promoting 

positive and 

safe care in 

forensic mental 

health in-patient 

settings: 

evaluating 

critical 

factors…. 

Qualitative 

research 

inductive 

content 

analysis  

Document 

nurses 

experiences, 

articulate their 

perceived 

unique skillset 

to manage 

challenging 

patient 

behaviour 

determine how 

Three stage 

process of 

preparation, 

organizing and 

reporting to 

analyse and 

interpret data 

using a 

systematic and 

objective 

approach 

Four categories -

working in 

challenging 

interesting 

environment – 

specialty 

expertise 

(education and 

training) -

exposure to 

aggression and 

Australia, small 

number careful 

with broader 

generalisations 

Only nurses 

Findings 

confirm 
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Author (Year) Theoretical/ 
Conceptual 
Framework 

Research 
Question/ 
Hypotheses 

Methodology Relevant 
Findings 

Strengths & 
Limitations 

Implications Themes 

their 

experiences 

and skill set 

can inform 

practice 

changes to 

reduce the use 

of restrictive 

practices. 

 

32 nurses Semi 

structured 

interviews 

resilience as 

protective factor – 

effective 

teamwork and 

leadership being 

confidence and 

trust in 

colleagues 

foundations for 

staff to feel 

physically and 

psychologically 

safe unit culture 

is the core factor 

in influencing the 

use of restrictive 

practise (Muir-

Cochrane 2018) 
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Author (Year) Theoretical/ 
Conceptual 
Framework 

Research 
Question/ 
Hypotheses 

Methodology Relevant 
Findings 

Strengths & 
Limitations 

Implications Themes 

Haines A., et al 

(2018) MDT 

functioning and 

decision making 

within forensic 

mental health 

 

**** 

Mixed method  Aim is to 

investigate the 

operation of 

MDT meetings 

within a 

forensic 

hospital in UK 

Constantcompar

ison technique 

of Grounded 

theory and 

ethnography  

Decisions taken 

in MDT are 

unequally shaped 

by professional 

and personal 

values and 

assumptions of 

those involved, 

power dynamics 

linked to 

knowledge and 

responsibility od 

each member, 

patient 

involvement is 

marginal, linked 

to a long tradition 

og paternalism 

Small cohort, 

small number of 

meetings 

 

Shown inter and 

intra 

professional 

cultural and 

power issues in 

complex world 

try democratic 

decision making 

Further 

ethnographic 

research is 

needed to 

explore the 

nuances of 

interactions 

between MDT 

professionals 
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Author (Year) Theoretical/ 
Conceptual 
Framework 

Research 
Question/ 
Hypotheses 

Methodology Relevant 
Findings 

Strengths & 
Limitations 

Implications Themes 

Marshall A. L., 

Adams E.A. 

(2018) Building 

from the ground 

up: exploring 

forensic mental 

health staff’s 

relationships 

with patients 

 

*** 

Constructivist 

qualitative 

approach 

To understand 

therapeutic 

relationships 

within a 

recovery 

oriented 

forensic setting  

Explores and 

begins to fill 

the gap on 

forensic 

mental health 

frontline 

workers’ 

perceptions 

and 

experiences 

with 

therapeutic 

relationships  

Part of larger 

study semi-

structured 

interviews 

recovery 

orientated 

facility broad 

interdisciplinary 

team of 

psychology, 

psychiatry, 

social work, 

pharmacy, 

occupational 

therapy, 

recreational 

therapy, and 

behaviour 

therapy 88 staff 

members 65 

The dual nature 

of staff members 

role (requires a 

balance between 

custodial and 

relational care 

(Mason Lovell) 

 

2010 lit review 

two key views on 

staff-patient 

relationships 1) 

paternalistic and 

behaviour 

changing care 

and 2) and 

personal quality 

depending care 

(use in findings 

One forensic 

setting, solely 

staff perception 

Look for 

Askola et al 

2017  

How to build 

relationship 

uses Mason, 

Lovell and 

Coyle 

2010 lit review 

Gildberg 

 

Use in mamas 

and papas 

view on 

patient care 

3 major 

themes: 1. 

developing a 

major 

therapeutic 

relationship 2. 

Traits in a 

recovery 
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Author (Year) Theoretical/ 
Conceptual 
Framework 

Research 
Question/ 
Hypotheses 

Methodology Relevant 
Findings 

Strengths & 
Limitations 

Implications Themes 

females, 23 

males. 64 

nurses remain 

pharmacy and 

psychiatry allied 

professions 

 

Thematic 

analysis Braun 

and Clarke 2006 

mothers and 

fathers??)  

 

Being open, 

honest and 

respectful and a 

social approach 

in communication 

 

Collaboration is a 

key trade 

focused 

relationship 3. 

Future 

relationships  
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Appendix E. Mails ethical procedure Germany 
 

Sehr geehrte Frau Theunissen – 1.10.2015 

  

Ihre untenstehende Anfrage wurde mir zur Bearbeitung zu geleitet. Hier kommt 

meine Antwort: 

  

Wenn Sie Ihr Forschungsvorhaben (im empirischen Teil) in Deutschland 

durchführen, kann unsere Ethikkommission dieses im Prinzip bewerten – unklar 

bleibt indes, wieso Ihre eigene Universität in England, die ihrerseits eine 

Ethikkommission hat, dieses Vorhaben nicht auch begutachten kann. Kurzum: 

Inwiefern wäre ein Votum durch uns „wünschenswert“ (siehe unten)? 

  

Zudem ist es bei uns üblich, dass im Falle von Qualifizierungsarbeiten (incl. 

Dissertationen) nicht (nur) die Studierenden einen Antrag stellen, sondern dieser 

zumindest in Kooperation mit dem betreuenden Professor eingereicht wird (oder von 

diesem alleine)– das müsste ich auch in Ihrem Falle so erbitten (der Antragstext 

könnte durchaus in Englisch sein – die Unterlagen für die Teilnehmer müssten 

natürlich in deutscher Sprache vorliegen). Dazu müssen Sie aber vorab klären, (1) 

ob aus Sicht des Betreuers ein Ethikvotum erforderlich ist, (2) ob Ihre Universität in 

England ein solches Votum überhaupt verlangt und (3) ob ein Votum der 

Ethikkommission der Deutschen Gesellschaft für Psychologie seitens der Universität, 

an der Sie promoviert werden sollen, akzeptiert wird. 

Wenn diese drei Punkte zweifelsfrei mit „ja“ beantwortet werden, können Sie 

gemeinsam mit dem betreuenden Professor (oder kann /sollte dieser Wissenschaftler 

alleine) den Antrag gerne via Transmit einreichen. Beachten Sie dazu ggf. die 

anfallenden Gebühren für Nicht-Mitglieder der DGPs. 

  

Freundliche Grüße 

Prof. Dr.  

Vorsitzende der DGPs-Ethikkommission 

Universität Trier – Fb I Psychologie 

D – 54826 Trier 
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October 2015 

 

‘Dear Ms. Theunissen-Schuiten, 

 

I am sorry for the delayed response, but I have been too busy. 

With regard to your question: 

In Germany freedom of research is a constitutional right, and it is only allowed 

to limit it in case other constitutional rights are at risk by the research project. 

For physicians (M.D.) there is a code of professional conduct too to comply with 

the Declaration of Helsinki. Having said that I think there is no legal requirement 

to consult an Ethics Committee (EC). Actually, it even may be difficult for you to 

find a competent EC, as the ECs in Germany have to work with a legal 

framework, and research per se is free, most EC will not see a legal basis to 

review your project. As far as I understood your project you do some social 

research via observation, interviews and questionnaires. That is ok in my 

opinion. This is the daily work of many consulting companies too, and they never 

ask for an EC review, neither do opinion researchers ever do that. Thus I would 

not worry about that. 

You have however to comply with the German Data Privacy Laws and 

Regulations, which basically means that you have to ask for written Informed 

Consent in case you collect, store, process, analyze or publish personal or 

pseudenonymised data. If you do your research in a larger institution it may be 

advisable to contact the works council (Betriebs- Personalrat) beforehand. 

Further detail about that should be provided by the hospitals, where you do the 

research. 

I hope this answers your question. 

Kind regards 

 

Prof. Dr. med. ...  

Vorsitzender, Arbeitskreis Medizinischer Ethik-Kommissionen in der 

Bundesrepublik Deutschland e.V.  

Web: http://www.ak-med-ethik-komm.de/ 
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Appendix F. Letter of ethical approval FRESC 
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Appendix G. Participant information sheet and informed consent forms English 
version 
 

 
Participant information sheet  

 

Title of study 
 
PS (PS) within the Multidisciplinary Team 
(MDT) in forensic in-patient hospitals in 
Germany 

 
You are being invited to take part in a research study. Before you decide, it is important for 
you to understand why the research is being done and what it will involve. Please take time to 
read the following information carefully and discuss it with others if you wish. Ask us if there is 
anything that is not clear or if you would like more information. Take time to decide whether or 
not you wish to take part.  
 

Thank you for reading this. 
 
What is the purpose of the study? 
The purpose of this study is to find out what a MDT needs to be successful. I am especially 
interested in the view of professionals working with forensic psychiatric patients with the § 63 
sentences on a secure ward, secure department or in a secure hospital.1 Organisational 
culture and team-leadership are also of influence on the development and the behaviour of 
MDTs. This study aims to identify and explore the factors that contribute towards or create 
barriers to effective functioning of the MDT in forensic hospitals. Edmondson (2012) identified 
PS (PS) as an important factor in effective MDT working, describing it as, a climate in which 
people feel free to express relevant thoughts and feelings. PS is also defined as a shared 
belief that the team is safe for interpersonal risk-taking (Edmondson 1999). This study will 
explore the meaning of PS for you as a MDT member in your daily work. It will also analyse 
how the interpretation of PS influences the PS within teams and the learning behaviour of the 
MDT. The aim of this study is to learn, observe and experience your feelings, ideas and 
opinions about PS and the MDT within the prescribed high level of security in the service.  
 
This study is about: 

 
1 In Germany there is no distinguish made in low, medium or high-secure wards, departments or hospitals)   
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PS within the multidisciplinary team in forensic mental health care:  
1) What skills and competencies you think you need to work in your multidisciplinary 

team (MDT) that is responsible for the treatment of forensic patients with § 63 
sentences.  

2) PS (PS) in your team, how you experience PS and how PS influences the 
collaboration and learning in your MDT 

 
 
Why have I been chosen? 
You have been chosen because you work with § 63 patients in a multidisciplinary team in a 
high-secure forensic hospital. For the interviews it is also important you work for at least three 
years in a MDT in forensic mental health care with §63 patients 
 
Do I have to take part? 
It is up to you to decide whether or not to take part.  If you decide to take part you will be given 
this information sheet to keep and be asked to sign consent forms. It is possible for you to 
participate in both the interview and the observations or in only the observations or in only the 
interview that is your decision. If you decide to take part you are still free to withdraw at any 
time and without giving a reason. The interview can be withdrawn up to the point of the final 
report being drawn up. The data of the observation sessions will be used until the observation 
session stopped. A decision to withdraw, or a decision not to take part, will not affect your work 
in any way. You can choose from two consent forms, one for the interview and one for the 
observation or decide to participate in both and sign both forms. 
 
What will happen to me if I take part? 
If you decide to take part, you will be given this information sheet to keep and asked to sign 
the consent form(s). This will give your consent for the researcher Lettie Theunissen-Schuiten 
to contact you to invite you and to set a date for an interview or observation team meeting. 
During the interview or team observations, you will have the opportunity to raise and discuss 
your views and experiences relating to the multidisciplinary team and the culture in your 
organisation. The interviews and observations will be digitally recorded. The interview will take 
place together with the researcher. The observations will be with the members of your 
multidisciplinary team during regular treatment progress meetings. The interview will take a 
maximum of two hours of your time. The observations will be conducted over a period of time 
(at least six months), with meetings once a month. If at the beginning of an observations 
session you or one of the MDT members decides to withdraw, the observation session will not 
take place. The researcher doesn’t want to effect the treatment of patients or your or your 
colleagues’ position at work or in your team in any form. If you decide to withdraw during an 
observation session, you need to know that the data collected/recorded till then cannot be 
removed. Depending on the situation it will be the researcher leaving the team session 
because the treatment of patients needs to go on. 
It is very important for you to know that no one will be identifiable in the final report. 
 
What are the possible disadvantages and risks of taking part? 
There are no disadvantages or risks foreseen in taking part in the study. Participating might 
mean that you experience feelings of distress during or after the interview or observation. The 
researcher is experienced in dealing with such scenarios in professional settings, but she will 
also provide additional support. The clinical supervisors of the hospital will be informed about 
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the research taking place, if you feel distressed or feel the need to talk to somebody else 
besides the researcher you can contact her/him but of course you can talk to anybody you 
want to. Also your works-council has been informed and has given its consent to this research. 
You can always contact them as well. 
 
What are the possible benefits of taking part? 
As a staff member it is possible that you may welcome the opportunity to share and discuss 
your views and experiences with other colleagues.  By taking part, you will be contributing to 
the development of multidisciplinary teamwork in forensic mental health care. By sharing your 
views, this will hopefully benefit staff members and team development in the future. Additional 
knowledge of the factors affecting the effective functioning of the MDT will promote greater 
understanding of individual, conceptual and organisational adjustments that are needed to 
promote the health, wellbeing, and humanitarian practise of forensic mental health 
professionals. Ward and therapy managers and MDTs will benefit from the research by 
developing more strategies, techniques, and effective use of resources to promote quality 
standards and assurance within the MDT. This has potential for designing new approaches 
related to leadership and team development. 
 
What if something goes wrong? 
This research reviewed by an independent group of people called a research ethics committee 
to protect your safety, rights, wellbeing, and dignity. Also, your hospital board and works 
council gave their approval to this research.  
 
The University of Chester in England, Professor Andrew Lovell supervises this research. There 
is no financial payment to anyone taking part.  
 
If you have any questions about the research, please do not hesitate to contact the researcher 
Lettie Theunissen-Schuiten. By telephone 0049 177 3040252 or e-mail contact@lettie-
theunissen.com 
 
If you have any questions, complains or concerns about any aspect of the way you have been 
approached or treated during the course of this research, please do not hesitate to contact:  
 
Professor Annette McIntosh-Scott Tel. +44 1244 513386   a.mcintosh@chester.ac.uk 
Executive Dean of the Faculty of Health & Social Care University of Chester 
Riverside Campus, Castle Drive, Chester, Cheshire, CH1 1SL 
 
Lettie Theunissen-Schuiten  +49 177 3040252 contact@lettie-theunissen.com 
 
Professor Andrew Lovell  +44 1244 511631 a.lovell@chester.ac.uk 
 
Dr. Andrew Mitchell   +44 1270612331 a.mitchell@chester.ac.uk  
 
Dr. Hazel Chapman   +44 1244 511626 h.chapman@chester.ac.uk 
 
If you are harmed by taking part in this research project, there are no special compensation 
arrangements.  If you are harmed due to someone’s negligence (but not otherwise), then you 
may have grounds for legal action, but you may have to pay for this.   
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Will my taking part in the study be kept confidential? 
All information collected during the course of the research will be kept strictly confidential, only 
the researcher carrying out the research, her supervisory team and a translator will have 
access to the information but not to any names or persons.  All the data will be coded, and 
names will be invented, your name will not be used in any records or reports. If you know the 
researcher and you want to take part in this study, you need to know that the researcher will 
talk about this in the supervisory team. Depending on their advice the researcher will decide if 
you can participate or not. 
 
What will happen to the results of the research study? 
The results of the research will be written up into a report for the examiners of my study. I also 
hope the findings may be used to improve the guidance and support of multidisciplinary teams 
by organisations, managers, and HR departments. Therefore, l will write about the study to 
have the results published in journals and presented at conferences so other organisations 
can learn and use the findings to improve the functioning of multidisciplinary teams and their 
members. Every Individual who participates in this study will not be identified in any 
subsequent report or publication. 
 
Who is organising and funding the research? 
The research is not funded by any trust or university.  
 
Who may I contact for further information? 
If you would like more information about the research before you decide whether or not you 
would be willing to take part, please contact: 
 
Lettie Theunissen-Schuiten +49 177 3040252 or  
E-mail; contact@lettie-theunissen.com 
 
Thank you for your interest in this research. 
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Consent form limited participant observations 

 
 

Title of Project: PS within the multidisciplinary team in forensic in-patient 
hospitals in Germany 
 
 
 
Name of Researcher: Lettie Theunissen-Schuiten 
 
 
 
 

Please initial box 
 

 
1 I have read and understood the participant information sheet and have 

had the chance to ask questions. 
 
 

2 I understand that my participation is voluntary and that I am free to  
withdraw ore stop the session at any time, without giving any reason.  

 
 

3 I understand that the observations will be audio-recorded and that the 
data recorded until a session is stopped or my withdraw will be used.  

 
 

4 I understand that the data will be written up as part of a report, journal 
articles or conference presentations and that I will not be able to be 
identified in the report. 

 
 
5 I agree to take part in the above study. 

 
 
 
___________________                _________________   _____________ 
Name of Participant Date  Signature 
 
 
 
   
Researcher Date Signature 
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Consent form Interview 
  

 
Title of Project: PS within the multidisciplinary team in forensic in-patient 
hospitals in Germany 
 
 
 
Name of Researcher: Lettie Theunissen-Schuiten 
 
 
 
 

Please initial box 
 

 
1. I have read and understood the participant information sheet and have had 

the chance to ask questions. 
 
 
2. I understand that my participation is voluntary and that I am free to withdraw 

at any time, without giving any reason up until the final report is drawn up. 
 
 
3. I understand that the interview will be audio-recorded.  
 
 
4. I understand that the data will be written up as part of a report, journal articles 

or conference presentations and that I will not be able to be identified in any 
of the reports. 

   
 

5. I agree to take part in the above study. 
 
 
 
___________________                _________________   _____________ 
Name of Participant Date  Signature 
 
 
 
   
Researcher Date Signature 
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Appendix H. Participant information sheet and informed consent forms 
Germany version - Table H.1 signed consent forms 

 
Informationsblatt 

 

Titel der Studie 
 
Psychologische Sicherheit im multidisziplinären Team 
in geschlossenen Kliniken des Maßregelvollzuges 
nach §63 in Deutschland. 

Hiermit lade ich Sie ein, an einem wissenschaftlichen Forschungsprojekt 

teilzunehmen. Bevor Sie sich für eine Teilnahme entscheiden, möchte ich Sie darüber 

informieren, warum diese Forschung durchgeführt wird und was sie beinhaltet. Ich bitte 

Sie, sich die Zeit zu nehmen, die folgenden Informationen durchzulesen. Wenn Sie 

mehr Informationen möchten oder etwas nicht klar ist, zögern Sie nicht und fragen Sie 

mich.  

 

Was ist das Ziel dieser Studie? 
Das Ziel dieser Studie ist mehr darüber zu erfahren, was ein multidisziplinäres Team 

braucht, um erfolgreich zu sein.  Dabei geht es um die Exploration und Identifikation 

hemmender und stimulierender Faktoren für die effektive multidisziplinäre Teamarbeit 

im geschlossenen Rahmen des Maßregelvollzugs.  

Edmondson (2012) hat in ihrer Forschung über Teams Psychologische Sicherheit als 

einen wichtigen positiven Faktor für effektive Teamarbeit identifiziert. Sie beschreibt 

Psychologische Sicherheit als ein Klima, in dem Menschen sich frei fühlen, ihre 

relevanten Gedanken und Gefühle zu äußern. Psychologische Sicherheit wird 

beschrieben, als ein im Team geteilter Wert, dass dieses Team sicher genug ist, um 

ein persönliches Risiko einzugehen (Edmondson 1999).  

Diese Studie erforscht die Bedeutung von Psychologischer Sicherheit ihn Ihrer 

tagtäglichen Arbeit als Mitglied eines multidisziplinären Teams im Maßregelvollzug. 

Durch Observationen und Interviews möchte die Forscherin Ihre Ideen, Ihre 

Meinungen, Ihre Gefühle und Ihr Verhalten bezüglich Psychologischer Sicherheit 

erfahren. Sie möchte von Ihnen lernen, wie Psychologische Sicherheit sich entwickelt 
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und wie multidisziplinäre Teamarbeit optimiert werden kann. Da Organisationskultur 

und (Team) Führung Einfluss haben auf das Verhalten und die Entwicklung von 

Teams, sind diese auch Teil der Forschung.  

 

Warum sind Sie ausgewählt worden? 
Dieser Studie richtet sich an Mitarbeiter im Maßregelvollzug, die in einer 

geschlossenen Klinik im multidisziplinären Team mit § 63 Patienten arbeiten.  

Sie sind ausgewählt worden, weil Sie im multidisziplinären Team, mit §63 Patienten in 

einer geschlossenen Maßregelvollzugsklinik arbeiten.  

 
Müssen Sie teilnehmen? 
Sie entscheiden, ob Sie teilnehmen oder nicht.  Wenn Sie entscheiden teil zu nehmen, 

bekommen Sie, neben diesem Informationsblatt, zwei Einverständniserklärungen zum 

Unterschreiben. Es ist Ihre Entscheidung, ob Sie sowohl an den Observationen, als 

auch an den Interviews teilnehmen, oder nur an einem von Beiden. 

 

Wenn Sie teilnehmen, können Sie ohne Angabe von Gründen jederzeit aus der 

Forschung aussteigen. Wenn am Anfang einer Observation Sie oder eines der 

Teammitglieder sich gegen die Teilnahme entscheiden, findet die Observation nicht 

statt. Die Forscherin möchte den Behandlungsprozess von Patienten auf keinen FaIl 

behindern. Auch möchte sie Ihre Position oder die Ihre Kollegen im multidisziplinären 

Team nicht unter Druck setzen. Wenn Sie sich während einer Observation 

entscheiden, sich zurückzuziehen, ist es wichtig, dass Sie wissen, dass die bis dahin 

aufgenommene Data nicht gelöscht werden kann. Abhängig von der Situation ist es 

die Forscherin, die den Raum verlassen wird, damit der Behandlungsplan-prozess 

fortgesetzt werden kann. 

 

- Beim Interview können Sie sich bis zu dem Punkt, dass die Data in der 

Doktorarbeit niedergeschrieben wird, zurückziehen.  

- Bei den Observationssitzungen wird die Data, die bis zu dem Zeitpunkt, dass 

Sie sich zurückziehen aufgenommen ist, benutzt.  

Wenn Sie entscheiden sich zurückzuziehen oder nicht (mehr) teilzunehmen, hat dies 

keinerlei Einfluss auf Ihre Arbeit.  
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Was passiert, wenn Sie teilnehmen? 
Wenn Sie teilnehmen, werden Sie gebeten die Einverständniserklärungen zu 

unterschreiben. Ihr Name wird direkt anonymisiert. Ihre Identität wird niemals 

weitergegeben. Ihre Teilnahme bleibt von Seite der Forscherin immer anonym.  

Mit Ihrer Unterschrift geben Sie der Forscherin, Lettie Theunissen-Schuiten, die 

Erlaubnis mit Ihnen und Ihrem multidisziplinären Team Kontakt aufzunehmen für die 

Festlegung von Terminen. 

Die Interviews und Observationen werden digital aufgenommen.  

Ein Interview wird mit der Forscherin Lettie Theunissen stattfinden und dauert maximal 

zwei Stunden. Die Observationen finden gemeinsam mit Ihrem multidisziplinären 

Team, während regulären Behandlungsplankonferenzen, über eine Periode von 6 

Monaten mit einer Sitzung im Monat, statt.  

 
Was sind mögliche negative Auswirkungen, wenn Sie teilnehmen? 
Mit Ihrer Teilnahme sind keine negativen Auswirkungen zu erwarten. Es kann 

passieren, dass Sie sich während oder nach einem Interview oder 

Observationsmoment vielleicht unwohl fühlen. Die Forscherin ist erfahren in Umgang 

mit solchen Situationen. Die Supervisoren der Klinik werden über das Stattfinden der 

Forschung informiert damit, wenn Sie mit jemand anderem als der Forscherin 

sprechen möchten, Sie Kontakt aufnehmen können. Auch Ihrer Mitarbeitervertretung 

ist über das Forschungsprojekt informiert und hat dieser zugestimmt.  

 
Gibt es Vorteile, wenn Sie teilnehmen? 
Während der Interviews oder Observationen haben Sie die Möglichkeit Ihre Ideen, 

Erfahrungen und Erwartungen bezüglich Ihres multidisziplinären Teams und der Kultur 

in Ihrer Organisation zu besprechen. Mit Ihrer Teilnahme tragen sie zu der Entwicklung 

von multidisziplinärem Zusammenarbeiten in der forensischen Psychiatrie bei.  

Zusätzliches Wissen über die Faktoren, die das effektive Funktionieren von 

multidisziplinären Teams beeinflussen, unterstützt die individuelle, konzeptionelle und 

organisationale Entwicklung. Diese Entwicklung trägt bei, die Gesundheit, das 

Wohlgefühl und die tagtägliche Arbeit von Professionals in der forensischen 

Psychiatrie zu verbessern. Organisationen mit Ihren Führungsebenen 

(Stationsleitungen, therapeutische Leitungen) und multidisziplinäre Teams als Ganze 

profitieren von dieser Forschung durch die potenzielle Entwicklung von neuen 
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Strategien und neuen Ansätzen im Bereich (Team)Führung, Mitarbeiterentwicklung 

und Teamentwicklung. 

 
Ethik 

Dieses Forschungsprojekt ist, um Ihre Sicherheit, Rechte, Wohlbefinden und Würde 

zu schützen, von einer unabhängigen Ethikkommission beurteilt worden. Im Votum der 

Ethikkommission der Universität von Chester (UK) wurde bestätigt, dass hinsichtlich 

der Forschung keine ethischen Bedenken bestehen.  

Die Betriebsleitung und Ihre Mitarbeitervertretung sind informiert und haben ihre 

Zustimmung gegeben. Auch der Landesbeauftragte für den Maßregelvollzug, Herr 

Dönisch-Seidel, ist informiert und unterstützt diese Studie.  

 

Diese Studie wird von der Universität von Chester in England, in der Person von 

Professor Andrew Lovell, supervidiert. Für die Teilnahme an der Studie gibt es keine 

(finanzielle) Vergütung.  

 

Wenn Sie Fragen, Sorgen oder Beschwerden haben, können Sie Kontakt aufnehmen 

mit:  

Professor Annette McIntosh-Scott Tel. +44 1244 513386   a.mcintosh@chester.ac.uk 

Executive Dean of the Faculty of Health & Social Care University of Chester 

Riverside Campus, Castle Drive, Chester, Cheshire, CH1 1SL 

 

Professor Andrew Lovell  +44 1244 511631 a.lovell@chester.ac.uk 

 

Dr. Andrew Mitchell   +44 1270612331 a.mitchell@chester.ac.uk  

 

Dr. Hazel Chapman   +44 1244 511626 h.chapman@chester.ac.uk 

 

Wenn Sie doch das Gefühl haben, von der Studie beschädigt zu sein, gibt es keine 

Ausgleichsregelungen. Wenn Sie wegen jemandes grober Fahrlässigkeit Schaden 

erlitten haben, haben Sie möglicherweise Grund zur Klage, es kann sein, dass Sie 

diese selbst bezahlen müssen.  
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Ist die Teilnahme an der Studie anonym? 
Alle Data, die im Laufe der Studie gesammelt wird, wird komplett vertraulich und 

anonym behandelt. Nur die Forscherin, ihr Team von Supervisoren der Universität, 

und eines unterstützenden Übersetzers haben sehr eingeschränkt Zugang zur Data, 

jedoch nicht zu Namen und oder Personen. Sobald Sie Ihrer Teilnahme zustimmen, 

wird ein fiktiver Name verwendet und alle Data wird kodiert.  Ihr Name wird in keinem 

einzigen Dokument veröffentlicht. Wenn Sie die Forscherin persönlich bekannt sind, 

wird dieses mit dem Team der Supervisoren der Universität besprochen. Abhängig 

von deren Beratung werden Sie dann teilnehmen oder nicht teilnehmen können.  

 

Was passiert mit den Ergebnissen der Studie? 
Die Ergebnisse dieser Forschung werden in einer Thesis zur Examinierung 

aufgeschrieben. Auch besteht die Möglichkeit, dass die Ergebnisse der Studie von 

Organisationen, Führungskräften, Personalentwicklern und Personalabteilungen 

benutzt werden, um die multidisziplinären Teams zu unterstützen und zu entwickeln. 

Dazu wird die Forscherin über die Studie in Fachzeitschriften publizieren und die 

Ergebnisse auf Konferenzen präsentieren. Kein Teilnehmer in diese Studie wird jemals 

in einem Dokument identifizierbar sein. In Ihrer Klinik werden die Ergebnisse vor Ort 

präsentiert. 

 
Wer organisiert und finanziert dieser Studie? 
Dieses Forschungsprojekt wird von Lettie Theunissen als PhD Student der Universität 

von Chester (UK) organisiert. Es gibt kein Sponsoring oder andere Finanzierung für 

diese Studie. 

 

Wen können Sie für weitere Informationen kontaktieren? 
Wenn sie, bevor sie sich entscheiden teilzunehmen, weitere Informationen über das 

Forschungsprojekt möchten, nehmen Sie gerne Kontakt auf: 

Lettie Theunissen-Schuiten telefonisch; +49 177 3040252 oder  

E-Mail; contact@lettie-theunissen.com 

 

 
Danke für Ihr Interesse an diesem Projekt!  
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Einwilligungserklärung für die Observationen 

 
 

Titel des Projektes: Psychologische Sicherheit in multidisziplinären Teams in 
geschlossen Kliniken des Maßregelvollzuges nach §63 in Deutschland  
  
 
 
Forscherin: Lettie Theunissen-Schuiten 
 
 
 
 

Bitte ankreuzen 
 

 
1. Ich habe das Informationsblatt gelesen und verstanden, und ich habe die 

Möglichkeit bekommen Fragen zu stellen. 
 

 
2. Ich habe verstanden, dass meine Teilnahme freiwillig ist und dass ich mich 
      jederzeit ohne Angape von Gründen, aus den Observationen zurückziehen     
      kann. 
 
3. Ich bin darüber informiert, dass die Observationen digital aufgenommen 

werden und die Data, welche bis zu diesem Moment aufgenommen ist, 
benutzt wird.  

 
4. Ich habe verstanden, dass die Ergebnisse der Studie als Teil einer 

Promotionsstudie niedergeschrieben werden, auf Konferenzen präsentiert 
werden oder in Fachzeitschriften als Artikel erscheinen, und dass meine 
Person und mein Arbeitsbereich nicht identifizierbar sind. 

 
 

5. Ich stimme der Teilnahme an Observationen zu. 
 
 
 
___________________                _________________   _____________ 
Name des Teilnehmers Ort, Datum  Unterschrift 
 
 
 
   
Forscherin Ort, Datum Unterschrift 
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Einwilligungserklärung für Interviews 
  

 
Titel des Projektes: Psychologische Sicherheit im multidisziplinären Team in den 
geschlossenen Kliniken des Maßregelvollzuges nach §63 in Deutschland  
 
 
Forscherin: Lettie Theunissen-Schuiten 
 
 
 
 

Bitte ankreuzen 
 

 
2. Ich habe das Informationsblatt gelesen und verstanden und ich habe die  

Möglichkeit bekommen Fragen zu stellen. 
 
 
6. Ich habe verstanden, dass meine Teilnahme freiwillig ist und dass ich mich 

jederzeit ohne Angabe von Gründen, bis zu dem Zeitpunkt, dass der finale 
Rapport erstellt ist, aus der Befragung zurückziehen kann.  

 
 
7. Ich bin darüber informiert, dass das Interview digital aufgenommen wird. 
 
 
8. Ich habe verstanden, dass die Ergebnisse der Studie als Teil einer 

Promotionsstudie niedergeschrieben werden, auf Konferenzen präsentiert 
werden oder in Fachzeitschriften als Artikel erscheinen, und dass meine 
Person und mein Arbeitsbereich nicht identifizierbar sind.  

   
 

9. Ich stimme der Teilnahme an Interviews zu. 
 
 
 
___________________                _________________   _____________ 
Name des Teilnehmers Ort, Datum  Unterschrift 
 
 
 
   
Forscherin Ort, Datum Unterschrift 
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Table H.1 

Signed consent forms per profession 

Profession                   Signed consent forms 

Total  Observation Interview 

Psychiatrists 3 3 1 

Psychologists/Psychotherapist  3 3 3 

Social worker  2 2 1 

Teacher 2 2 1 

Nursing staff including WM 21 21 15 

Occupational therapists 5 5 4 

Sport therapist 1 1  

Practical year/interns 
 

12 12  

Note. Practical year/interns were staff in their training 1 occupational therapist, 2 

social workers, and 9 psychologists or psychotherapists.                                      

Note. Professions are presented in hierarchical order. 
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Appendix I. Process description treatment meeting – English version 
 
Stand 02/2017 
 
 
Process Treatment team meeting 
Goals è In terms of content the BTB is therapy-goal oriented 

è Therapy progress and therapy goals are compared by all 

staff involved in the course of the patients’ treatment 

è Discussion of processes 

è Development of a common language 

è Participation of shared knowledge 

è Establishing, promoting, and maintaining greater equality  

è Responsibility sharing 

è Transparency (all decisions made, resolutions etc.) 

è Guarantee of continuous information transfer 

è Therapy goal orientation limits the content to be discussed, 

it reduces the risk of exceeding the length of time allocated 

for the meeting 

Responsible 
(High level 
process 
owner) 

Nursing director (ND) 

Scope All wards of the hospital/names of wards 

Co-applicable 
documents 

è Form to prepare a BTB/Document no.1 

Abbreviations 
of terms used 
(Abbreviation 
of German 
followed by 
the English 
meaning 

è ND – Nursing director 

è BTB – Treatment team meeting  

è Station – Ward 

è BPK – Treatment plan conference (every six months) 

è AT / ET – Occupational therapy and co-therapy 

è PQM – Process and quality Management 

è BZP – Primary care person 

è SL – Ward manager 

è SSL – Deputy ward manager 
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General 

è The BTB takes place on the wards once a week from 1 pm till 2 pm. The 

resulting additional workhours is taken into account by the Ward manager in 

the wards shift plan. 

è All early, late, and cross-shift colleagues from the nursing staff of the ward, 

the responsible doctors and therapists, the occupational/co- therapists and 

the social workers are present 

è It is always possible to invite guests in advance  

 
Implementation measures   

No. Process step Responsible staff 

members 

Notes and other applicable 

documents 

1 Preparation of 

the BTB 

The employee who 

is on night duty the 

night before the 

BTB 

 

 

 

 

All staff members 

who are involved 

in the therapy and 

process of the 

patients and 

SL/SSL of the 

respective ward 

 

Staff assigned to 

the ward 

 

 

Staff of the ward 

The content of the BTB must be 

prepared (during the night duty 

before the meeting) using the form 

‘Preparing a BTB’ with a summary 

of all events/information considered 

relevant: the process documentation 

in .. serves as an aid for this 

 

Disturbances have priority – 

disturbances are to be viewed in 

relation to the current objectives of 

the BPK, not only with regard to the 

aspects of the current problem 

 

Corresponding invitations can be 

sent (via Outlook or e-mail) 

 

The common area or the meeting 

room will be prepared accordingly 
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SL/SSL Review of the submitted 

applications by patients, and if the 

situation is clear, pre-processing 

 

2 Implementation 

of the BTB 

SL/SSL 

 

 

 

 

 

 

 

The staff assigned 

to the wards or the 

left- or right-hand 

side of the ward on 

the day of the BTB 

 

If possible, a 

participant of the 

respective BPK 

 

 

 

 

 

 

 

 

 

 

 

The patients of the ward are 

discussed in terms of treatment 

content; the BTB meeting is to be 

guided and the focus here is on the 

structural management of the BTB 

and keeping an eye on the clock – 

the time manager 

 

Contents are presented and the 

content of the usual shift handover 

flow into it 

 

 

 

Presentation of the current therapy 

goals; if within the BPK, new goals 

are formulated, these are presented 

in the BTB meeting. 

The introductory contributions of the 

day give everyone involved in the 

patient’s treatment process the 

opportunity to make verbal 

contributions to the setting of 

objectives in which the focus is on 

treatment goals, progressions, 

observations, anomalies, and 

content they which to share about 

the respective patient 
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Staff assigned to 

the ward and 

therapist 

 

 

 

 

Staff assigned to 

the ward 

Joint processing by all staff of the 

applications submitted by the 

patients – patient applications are 

presented and directly linked in with 

the discussion taking place on the 

respective patient.  

 

The content of the meeting is 

recorded in a written protocol 

3 Follow-up to the 

BTB 

Staff assigned to 

the ward 

 

 

Staff assigned to 

the ward/therapist 

Following the BTB, the discussed 

content is promptly documented in 

the system as a progress report 

 

The necessary signatures are 

obtained if this has not been done 

during the BTB meeting 
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Appendix J.  Information sheet role researcher – German version 

 

 
Informationsblatt zu den Observationen  

 

Titel der Studie: Psychologische Sicherheit im 
multidisziplinären Team in geschlossenen Kliniken des 
Maßregelvollzuges nach §63 in Deutschland. 

 
Was ist das Ziel dieser Studie? 
 
Das Ziel dieser Studie ist mehr darüber zu erfahren, was ein multidisziplinäres Team braucht 
um erfolgreich zu sein. Dabei geht es um die Exploration und Identifikation hemmender und 
stimulierender Faktoren für die effektive multidisziplinäre Teamarbeit im geschlossenen 
Rahmen des Maßregelvollzugs.  
 
Diese Studie erforscht die Bedeutung von Psychologischer Sicherheit in Ihrer täglichen Arbeit 
als Mitglied eines multidisziplinären Teams im Maßregelvollzug. Durch Observationen und 
Interviews möchte die Forscherin Ihre Ideen, Ihre Meinungen, Ihre Gefühle und Ihr Verhalten 
bezüglich Psychologischer Sicherheit erfahren. Sie möchte von Ihnen lernen, wie 
Psychologische Sicherheit sich entwickelt und wie multidisziplinäre Teamarbeit optimiert 
werden kann.  
Die Forscherin möchte dabei den Behandlungsprozess von Patienten auf keinen FaIl 
behindern. Auch möchte sie Ihre Position oder die Ihrer Kollegen im multidisziplinären Team 
nicht unter Druck setzen.  
 
Verhalten der Forscherin: 
 
Viele von Euch kennen die Forscherin in ihrer Rolle als Supervisorin, in der Begleitung, 
Entwicklung und Veränderung im Vordergrund stehen. Die Rolle als Forscher ist aber eine 
komplett andere.  
Während der ersten Observationssitzung ist der Forscherin aufgefallen, wie schwer es ihr 
fällt nicht in die Rolle des Unterstützers, Nachfragers und Feedbackgebers zu verfallen. Um 
so gut wie möglich Forschen zu können ist es aber wichtig nicht in dieser Form involviert zu 
sein. Die Aufgabe der Forscherin besteht darin zu observieren und zu beschreiben.  
Aus diesem Grund wird sie während der Observationen außerhalb der Runde sitzen und 
keine Kommentare zum Ablauf oder was sie sieht oder erlebt geben.  
 
 

Herzliche Grüße 
Lettie Theunissen 
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Appendix K. Screenshots of the thematic analysis  
 
 
Screenshot K.1 

Total coding in MAXQDA 

 

Note. The left upper segment includes all the transcripts, the left bottom segment lists all the codes and code groups.  

The right-hand segment gives an overview of the text segments that are linked to the code. 
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Screenshot K.2 

Total coding and memo observations in MAXQDA 

 

Note. Left side shows the observation session and the segment in the recording. The right side is the memo written about the selected recording. 
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Screenshot K.3 

From codes to patterns 

 

Note. The pattern in the German language is called Arbeitsweisen/Einfluss Subgroepen,  

it is translated into the English language as Ways of working/influence of sub-teams. 
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Screenshot K.4 

Code cloud  

 

 

Note. Code cloud of the pattern in the German language is called Anders sein darf man,  

it is translated into the English language as Being different is allowed. 
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Screenshot K.5 

Visual mapping 

 

Note. Visual mapping of patterns in English and German languages.  
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Appendix L. Example of used German quotes translated into English 
 
 
Abstract quotes used in the Thesis theme 1 
 
 
 
Quote Source 

Int.= Interview 

Obs.= 

Observation 

F = Field notes 

 

Theme 1:  

shared approach to treatment/Value of professions 

  German English Lettie English translator 

 Int. Rachel  

 

So von wegen, es wäre ganz 

schön, wenn dann halt etwas 

irgendwie ich sage es mal, 

verordnet werden würde. Und 

dann geht ihr zur Arbeit. Und das 

die Arbeit dann halt auch den 

gleichen Stellenwert sich jetzt mal 

bekommt oder vielleicht auch bei 

manchen vielleicht auch höheren 

Stellenwert bekommt.  

it would be nice if work therapy would 

be ordered to patients somehow. Like 

then you go to work and not to another 

therapy or on leave, so work therapy 

then gets the same status or maybe 

gets more status for patients and 

colleagues.  

 

Yes indeed, it would be really good if 

occupational therapy would be 

prescribed for patients in some way. 

Right, now you will be working (and not 

going to another type of therapy, or on 

leave). That way occupational therapy 

would get the same status or, for some 

people, possibly a higher status. 

You added ‘work therapy’ and a bit of 

explanation – was that for readability 

(based on your knowledge of the 

situation)? 
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Same question but now of course 

reading ‘occupational therapy’. 

 Int. Rachel Manchmal habe ich so das Gefühl, 

man erwähnt was und es wird 

nicht darauf eingegangen. 

Sondern wird halt so irgendwo zur 

Kenntnis genommen. Aber dann 

direkt weiter gesprochen ist 

zwischen Klammern nur AT 

Sometimes l have the feeling you say 

something and it is not discussed it is 

just notified and people continue to talk, 

as if that is, in brackets “only work 

therapy” 

Sometimes l have the feeling you 

mention something and it doesn’t get 

picked up. It’s just noted, and people 

carry on talking, as if it’s quote-

unquote “only occupational therapy”. 

 Int. Mark HTh.  

German 

therapeutical 

knowledge of 

NSt. Int. Mark 

HTh.  

Eng. 

therapeutical 

knowledge of 

NSt. 

Wenn es jetzt darum geht 

Fachlichkeit im Sinne von was 

wissen die über Theorien, die es 

gibt. Was wissen die über 

Bindungsmodelle, und so weiter 

und so fort. Dann würde ich 

sagen ist die Fachlichkeit nicht 

übertrieben hoch.... Das merken 

wir zum Beispiel auch immer, 

wenn es darum geht, dass sie 

schriftlich was erstellen müssen. 

Es ist oft eine Katastrophe.  

When it comes to professionalism in 

the sense of what they know about 

theories, what do they know about 

attachment models and so on and so 

forth. Then l would say the 

professionalism is not exaggeratedly 

high…. We notice that for example 

whenever they have to write something. 

It is often a disaster. 

When it comes to expertise in the 

sense of knowing about theories or 

knowing about attachment models 

and so on, then l would say the level 

of expertise is not overly high…. We 

notice that, for example, when they 

have to put something in writing. It is 

often a disaster. 

D Int. Mark Hth.  

German 

Im Prinzip ist meine 

Hauptaufgabe nicht die Patienten, 

In principle, my main task is not the 

patients treatment but the team here on 

In principle, my main task doesn’t 

involve the patients directly. It’s more 
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Role to 

enhance 

professional 

therapeutic 

behaviour 

 

English 

Role to 

enhance 

professional 

therapeutic 

behaviour of 

the other 

professions in 

the MDT 

sondern das Team hier vor Ort, 

die dazu zu bringen, dass sie sich 

im Kontakt mit dem Patienten so 

verhalten, dass der besser 

werden kann. Entscheidend ist 

das, was täglich passiert. Und 

insofern diesen ganz engen 

Kontakt auch, um wirklich direkt 

immer wieder auch zu schauen 

läuft das gut, läuft das nicht gut, 

und das mit denen zu reflektieren. 

Und im Prinzip müsste ich jetzt 

überall sein. Ich müsste auf den 

Ergotherapien mit dabei sein. Ich 

müsste beim Sport mit dabei sein, 

um hier Fachlichkeit zu fördern. 

site, to get them to behave in the 

contact with the patients in such a way 

that they (the patients) can get better.  

 

 

 

 

 

And l have no other approach because 

I feel only then l can really notice what 

happens. In principle I should be 

everywhere now. I would have to be 

part of the occupational therapy of the 

sport therapy in order to promote 

professionalism. 

getting the team here on site to 

interact with the patients in such a 

way that they (the patients) can get 

better.  The key thing is knowing what 

happens on a day-to-day basis, and 

that relates to the very close contact 

as well, so that I can see directly what 

works well, or what doesn’t work well, 

and reflect on that with the team. In 

principle I would need to be able to be 

everywhere. I would need to be part 

of the occupational therapy, and of 

the sport therapy, in order to increase 

the level of expertise. 

 

 

D Int. Walter Ed.  

Discussion are 

about 

behaviour of 

patients in daily 

life you do not 

need 

Du meinst, dass jemand, der 

weniger Fachwissen hat sich 

weniger traut den Mund 

aufzumachen? Einfach weil es 

hier ganz oft um den Alltag mit 

den Patienten geht. Darum, was 

jemand erlebt hat, und das eben 

You mean that someone who has less 

specialist knowledge does not dare to 

open their mouth? Simply because 

here (in the BTB) it is often about 

everyday life with the patients. You do 

not even need specialist knowledge for 

that. And you can just say this and that 

You mean that someone who has less 

specialist knowledge doesn’t dare to 

open their mouth? Simply because 

here (in the BTB meeting) it is often 

about everyday life with the patients. 

You don’t need specialist knowledge 

for that. And you can just say “this 
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Note. The first row contains original data, the second row the initial translation by the researcher and the third row contains the 
professional translations.

professional 

knowledge to 

report about 

that.  

zu berichten. Dafür braucht man 

das Fachwissen ja nicht mal. Und 

da kann man einfach sagen „Der 

und der war heute so und so 

drauf. Hat sich völlig 

danebenbenommen.“. Und das 

kann man auch sagen ohne 

Fachwissen. 

was going on. Or today he behaved 

completely wrong and you can say that 

without specialist knowledge. 

and that was going on”, or “today his 

behaviour was completely out of 

order”. That doesn’t require any 

specialist knowledge. 

 Int. Henry NSt. 

Including Wth. 

actively 

…. die Ergotherapeuten und 

fragen nach ihrer Meinung. Das 

da wirklich mal was von den, nur 

von den kommt. Das ist, glaube 

ich, eher ganz große Ausnahme. 

Man muss sie schon persönlich 

ansprechen. Und ich versuche 

die locker wirklich ganz bewusst 

mit reinzubringen, weil … der 

Meinung bin, dass in der lockeren 

Atmosphäre neigt man eher 

immer was auszusagen. 

…the occupational therapists and ask 

for their opinion. So something comes 

really from them, only from them. That 

is, l belief more a very big exception. 

You have to address them personally. I 

try to involve them loose and 

consciously because… the opinion that 

in an easy loose atmosphere people 

tend to say something. 

…the occupational therapists and ask 

for their opinion. So, for once, 

something really comes from them, 

and only from them. I think that would 

really be very unusual. You have to 

speak to them personally. I make a 

deliberate effort to involve them, in a 

relaxed way… I believe that people 

are much more likely to speak up in a 

relaxed atmosphere.  
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