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chapter 9
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Introduction

This chapter describes the collaborative effort of introd
ucing the method of video

reflexivity on a neonatal intensive care unit (I~IICU) 
in the Netherlands, As a

specialised facility for the care and treatment of newborn
s the NICU admits babies

when then condition requires close attention and careful 
monitoring, due to, for

example, prematurity or life-tlueatening complications 
at bu-th. This tertiary care

unit provides the most advanced level of care. If for more th
an 20 years critical care

units such as emergency departments and ICUs have serve
d as empirical contexts

of my research,' the NICU, as ahigh-density zone of unc
ertainty, vulnerability

and technology, has fascinated me as a scholar in parti
cular. Over the years my

presence on this ward has changed from doing classical 
ethnographic research to

being an active member of one of its project groups, the
 video team.

To discuss my collaboration with the clinicians of the 
neonatology ward,

it is first relevant to take a closer look at different as
pects of collaboration as

discussed in .the literature? Studies of collaboration 
refer to a diverse set of

relevant characteristics, such as interrelationships a
nd interaction, exposure

and. exchange, shared or diverse interest, diversity an
d complementarity of

expertise, parity regarding responsibility and outcome
, enhancement of quality

and/or quantity, autonomy of partners and ownership, 
the importance of trust

and the potential for tensions 3 Whether these characteris
tics are present and in

1 Topics of analysis were, for example, uncertainty, ethical con
cerns, patient safety,

spatial analysis, reflections on method, and collaboration among c
are providers. For studies

on collaborative practices in critical care, see Mesman (2007; 
2008; 2010; 2012b).

2 The notion `clinicians' refers to health care practitioners 
and as such involves

doctors as well as nurses.
3 See for example Amabile et al. (2001), Clark et al. (1996), F

ortun and Cherkasy

~~^^^~ _~--- --a ~~r....+:., iioo~~ ,„~ M~rr~c and Hebden (2008).
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what form depends on the kind of collaboration. For example, a project based
on ̀horizontal collaboration', that is among peers (Paules, Woodside and Ziegler,
2010), has another distribution of responsibility and ownership than one based on
amore hierarchical relationship. Furthermore, it also makes a difference whether
pairticipants either share the same objective and work together towards a common
product (Maienschein, 1993) or ̀cooperate', that is work together without a shared
objective (Shrum, Genuth and Chompalov, 2007).

In order to organise my argument in this chapter I will first discuss motives
for collaboration and how they can be different and similar at the same time.
Next I will describe the constitution of the core elements of the collaborative
framework involved that is the content and the key players. This will also show the
importance of actors who are not always directly involved. After this description
of the selection process of the topic and the diversity of the actors, my argument
in the fifth section shifts towards the effects of the outcome of the collaborative
project on the collaboration process itself, revealing not only the entanglement
of health care practice, research practice and collaborative practice, but also that
the output is not always on the level of the selected topic. Collaboration, as the
sixth section wi11 discuss, turns out to be self-replicating because it generates
more collaboration, In the final section I address collaboration as a ̀ doing', as
something that intervenes. As such collaboration requires attention not only on
the level of its content, but also as organisational form of work. Before discussing
these various aspects of collaboration, however, I will first present the context in
which my collaboration with the neonatology ward originated.

The 1@TIC~J as a ~ont~xt of dare, rCompe~encies and a Camera

NICUs are characterised by high technology, high-intensity and high-reliability.
This sa-called `high-3 work environment' (Owen, Wacicers and Béguin, 2009)
exemplifies very well the complexity of medical practices and the prominent role
of technologies. Notwithstanding the presence of advanced technology and highly
trained personnel, NICU staffis well aware that their work is a form of ̀tightrope
walicing'. Many of their medical interventions come with the potential of turning
into tricky problems because a range of technological advances in medicine have
made it possible to treat ever-smaller patients. More and more NICU patients have
a birth weight of around 500 grams and are born just after 25 weeks of gestational
age. This vulnerability turns NICU work into `risky business' that requires a
careful management of the delicate balance between providing ̀ safe care' and
providing ̀ effective treatment', Finding and maintaining this balance positions
patient safety in the foreground of attention of NICU staff.

For some years now patient safety has had my full atténtion. Whereas in
health care the focus of patient safety research is on the absence of safety, that is
(potential) errors and mistakes, I study the presence of safety instead. As argued
elsewhere, improvement of patient safety benefits not only from the aUsence of
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risks and mistakes but also from a thorough understanding of the presence of

safety (Mesman, 2012). After all, if complex practices are imperfect Uy nature, it

is not farfetched to expect incidents to occur. This made me wonder why things

do not go wrong more often. Why do we see not more errors and incidents on the

NICU? How do clinicians on the NICU manage to maintain an adequate level of

safety despite the complexity of their tasks? To work with fallible technologies

and sometimes unrealistic rules or incompatible procedures while at the same

titre providing safe care is an accomplishment that warrants not only more

appreciation, but also investigation. Apart from the intended formal measures such

as built-in alarm systems, the double check of medication and a strict protocolised

way of working, patient safety also involves an unarticulated —and perhaps even

unplanned yet effective —set of actions and initiatives. If we are to understand the

vigour and success of NICU practices, we have to explicate these non-intentionally

built-in processes and structures as well as the contextual contingencies, which

contribute to the constitution of patient safety. Understanding the full spectrum of

ingredients of safety, then, requires an explication of the ̀ hidden' competencies of

clinicians and their informal resources.

Identifying already existing.—but often overlooked orforgotten—competencies

and resources can be considered an act of ̀exnovation'. Exnovation foregrounds

the implicit and hidden aspects of practices (Iedema, Mesman and Carroll, 2013;

Mesman, 2012; de Wilde, 2000). With its focus on ways of doing and reasoning

that have gone out of sight, it acknowledges that also the mundane is crucial in the

accomplishruent of — in this case —reliable and safe care practices. This invisible

work is of utmost importance in maintaining an adequate level of safety.4 Unlike

innovation, exnovation does not intend to bring new elements into some practice

but aims to explicate and use the already available resources.

Moving from my research focus (doing safety) to the notion of e~ovation,

leads me to my final step in explaining the relationship between patient safety

and collaboration: the method. What method is needed to identify ̀ the missing

masses' of safety?5 Let me first summarise my argument. It is my claim that the

preservation of an adequate level of safety requires `more' than well-trained

clinicians, high technology and protocols. This begs the question: what is this

`more'? To e~ovate these existing resources we have to focus on the ordinary,

the usual, and the regular aspects of practice. Since clinicians hardly discuss those

aspects of their work that go well and are safe, standard ethnography will not serve

us as the most adequate route. To exnovate the hidden resources of strength in the

NICU practice, it has no use to embark on a trajectory that teaches me to see the

practice ̀ through the eyes ofthe insiders', because they themselves have ceased to

4 For more on ̀invisible work' see Star (1991).

5 The idea of the ̀ missing masses' of safety is inspired on the article of Bruno Latour

`Where are the missing masses2 The sociology of a few mundane artifacts' (1992) in which

he argues that the missing masses of morality and law that control human behaviour can be

found in technology.
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see these resources. Such a ̀practical blindness', however, does not imply that the
NICU clinicians have become ̀useless' in this respect. On the contrary, employing
these resources implies they have access to it. As such, clinicians can act as a
passageway to the ̀ more' that is assumed to be present. But this requires them to
be able to identify their own hidden strengths. In other words, I need them and I
need a method that dissolves their ̀ practical blindness'.
A route that facilitates e~ovation is the method of ̀video-reflexivity' (Iedema,

Mesman and Carroll, 2013).6 The main principle of this method is that clinicians
view video footage of their own everyday work. This re-presentation of their daily
routines creates a distance that enables them tó see things they have forgotten or
remained opaque, in new ways (Iedema et al., 2006; Carroll, 2009; Carroll, Iedema
and Kerridge, 2008). Viewing and discussing video footage together generates
new ways of seeing their own daily routines. By watching video fragments that
display interactions at the micro-level and discussing these processes of ̀health-
care-in-action' that they normally take as given, clinicians can now identify
their strengths (and $aws). This form of ̀video-reflexive ethnography' (Carroll,
Iedema and Kerridge, 2000 requires not only familiarity with the goings-on of
this ward, but also knowledge of the socio-historical context of the presented
video fragments (for example the unanticipated side effects of protocols). Also
required is insider's lmowledge of the specificities of the context's meso-level (for
example arganisational and financial facilitators and barriers) and macro-level (for
example the organisational structure of hospital, professional values, insurances,
health care system). In other words, I need them to help me open up their practice.
Likewise, they need me to open up theirs. To describe this position, Iedema and
Carroll (2011) have coined the concept of ̀clinalyst', which is shorthand for
`outsider-analyst-catalyst' (176). A clinalyst generates insider's knowledge by
asking outsider's questions.

In general the method of video-reflexivity includes several cycles of data
collection and analysis. The first one involves data collection by indicating and
filming relevant situations, What is considered as a relevant topic is decided, for
example in the project on the neonatology ward, by the members of the video team
which consists of six nurses, a physician's assistant and myself. Yet, it is agreed that
all clinicians on the neonatology ward can suggest topics to be filmed. For the NICU
staff situations become relevant whén they are essential to infection prevention,
such as proceedings related to intravenous systems. The video-recordings of these
situations are analysed and edited on the basis of thee• usefulness for the reflexivity
meeting, resulting in the selection of short, representative clips. Again, it is up to the
members of the video team to select the footage that will be presented during the

6 This methodology was developed in the course of the HELiCS project (Iedema and
Merrick, 2008) aiming to enable clinicians to improve their own communication practices.
Observing and discussing their own handover practices on the basis of video footage of
local handover situations enabled the clinicians to evaluate and redesign if necessary their
handover practice.
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refle~vity meetings. This selection is based on several criteria such as level of detail,
clear visibility, routine or exceptional case, diversity of task execution, to name a
few. Then the selected footage ís replayed to then colleagues during video-reflexivity
meetings in which they discuss these visualisations of their own daily practices. A
compilation of the proposed suggestions for improvement is evaluated and this will
act as a point of departure for quality and safety improvements. But every stage of
collecting (empirical, montage and social) and analysis (recordings, footage, notes)
has implications for the form and intensity of the collaboration involved.
My collaboration with the neonatology ward started many years ago. After

being introduced to the method of video re$exivity by Rick Iedema and Katherine
Carroll,' I started to film the doctors and nurses on the Dutch NICU that I studied
as part of my research on patient safety. I selected the footage, organised and
chaired the reflexivity meetings and taped their discussions, thus malting visible

'` 9'' the unintended and unplanned patterns of backstage processes of ̀doing safety',
which subsequently the clinicians could explicitly articulate. Yet, their discussions
proved not only relevant for my research project. They also provided NICU staff
an opportunity to improve their practice. In this way I had something to offer
as well: a tool to improve patient safety on a tailor-made basis. Due to other
obligations (for example teaching) I could not always be present on the ward.
During these weeks the reflexivity meetings had to be cancelled because I could
not prepare and organise them. The reflexivity meetings were clearly dependent
on my time and presence on the NICU. To matte them independent of my presence
and involvement, the method had to become theirs. A year later I was in the

~: middle of translating the reflexivity method together with a team of clinicians
into a síructural part of their practice. Today the re$exivity meetings on the NICU
take place independently of my presence on the ward, a result that required a
collaborative effort and quite some patience.

In the remainder of this chapter I will re$ect on this collaborative project, in
which collaboration can be found on every level and in multiple forms, especially
as object of reflection and analysis. This pertains to analysis of the collaborative
activities as observed and discussed by those present during the reflexivity
meetings, as well as my own analysis of the collaborative activities captured
by the camera. Furthermore, as part of my research project I also analysed the
actors' collaborative knowledge production during reflexive meetings while they
discuss the footage in order to exnovate the ̀ missing masses' that constitute a safe
practice. Finally, there is reflection on our collabaration in this chapter. In this
respect I will not discuss results of the e~cxiovation of the ̀ missing masses' itself.
Rather, I will focus on different aspects of the collaborative process in which the
reflexive meeting turned from ̀just' a ̀research instrument' into ̀ a structw~al part
of the ward's improvement practices'. In the next section I will first focus on the
motives that buttressed our collaboration.

7 I participated in their video-reflexivity project about handovers on an emergency
ward in New South Wales, Australia.
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~lura9is~n as a strategic 1Zesouree$

There are as many different reasons for collaboration as there are forms of
collaboration. In the literature, different social and iníellectual motives are
described for groups or individuals to work together. For example, there maybe a
need for a specific kind of expertise or simply just ̀ more hands'. In these cases we
encounter notions like ̀ leverage', ̀ combining' and ̀ capitalizing' (Lasloer, Weiss
and Miller, 2001: 180). Other reasons might relate to an increase in output in tei7ns
of efficiency, creativity or the reduction of costs (ibid.: 184; Parker, Vermeulen and
Penders, 2010), or to access to data or an increase of acceptability and credibility
of the project. Also the creation of a (disciplinary) community, a (personal)
network or the visibility of íhe project is considered as an important motive for
collaborative projects. Last but not least collaboration is considered as a way to
enhance the quality of work and output through capitalising on complementary
strength by cross-fertilisation of intellectual ideas and transfer of lmowledge and
skills (for example Katz and Martin, 1997). Whatever reason, all of the above
refer to the underlying principle of ̀more-heads (and-hands)-are-better-than-one'
(Maienschein, 1997: 167). Forten and Cherkaslcy (199 )describe collaboraíion as
something that ̀ draws people with different interests, perspectives and skills into
a synchronised effort to accomplish something that could not be accomplished
individually' (146). According to them, collaboration is all about ̀ diversity' in
which we have to understand ̀ pluralism as a strategic resource' (ibid.). Others,
like Lasleer, Weiss and Miller (2001), stress this aspect of diversity as well. For
them collaboration is about ̀ synergy'; combining perspectives, resources and
skills (ibid.: 183). This is re$ected etymologically in the roots of the concept of
collaboration: to collect, colour and to labour (Forten and Cherlcasky, 1998: 145).
In other words, it refers to ̀ co-labouring'. According to Maienschein (1993), this
brings in the minimal condition of ̀working together toward a common product'
(168) in order to be labelled as collaboration.'o

What about us, the clinicians and me? Did we work together towards a common
product? What about my motives for working together with the neonatology staff?
And what was their motive for working with me7 Did we actually have the same
objective while working side-by-side on the video reflexivity project? What made
me want to collaborate in another way with the clinicians that I had studied for so
many years already? The answers to these questions vary with the level to which
we wish to zoom in. First, as described in the previous section, it was my aim to
gain access to ̀ hidden competencies' in order to understand the accomplishment

i8 This heading is a quote from Forten and Cherlcasky (1998: 146).
9 On different motives for collaboration, see for example Cheek (2008), Katz and

Martin (1997), Lasleer, Weiss and Miller (2001), Maienschein (1993), Reeves et al. (2010)
and Roper (2002).

10 Yet to talk about true or full collaboration requires, according to Maienschein
(1943), equal partnership (compare section 4).
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of adequate levels of safety in a complex work environment such as an intensive

care unit for newborns. This objective is based on my academic project on the

phenomena of practical knowledge whereby patient safety serves as a case study.

To be more precise, I consider the video-reflexivity meeting as a ̀lmowledge-lab'

where situations are reflected upon explicitly and as a collective activity. For my

research project these meetings act as a detour for data collection because these

meetings are one of the few places where safety (instead of incidents and errors)

is articulated. The collaboration was thus meant to create a corridor to inside

knowledge (Pinch, Collins and Carbone,1996), allowing me to follow safety as an

actor's category as a way to gain in-depth insight into the diversity of meanings and

experiences of safety in practice, Secondly, patient safety is hardly a neutral issue

of course, as it is about preventing harm and saving a patient's life. As such it has

a normative appeal one cannot and, in my opinion, should not resist. Accordingly,

gaining insight into the preservation of adequate levels of safety should not only

be used for the salve of theory building, but should also have a direct or indirect

practical application." In other words, I collaborated with the neonatology staff

because I sought to make a d~erence on the ward considering patient safety.

According to Zuiderent (2005), collaboration with clinicians provides' a basis

for ̀ preventing implementation' (12). With this notion Zuiderent aims io move

beyond the classical distinction between phases of design, implementation and

evaluation of results. Instead of presenting an outsider's assessment report, one

acts from within to make a difference. Making a difference fiom within is closely

related to Lynch's notion of ̀local-interactional spaces' (Lynch, 2009). Lynch

encourages us to try to create local-interactional spaces in which we question the

taken-for-granted, such as the social and the technical as distinct entities or the

dominant images of practices, and tries to make the practitioners to (re)imagine

their world.12 This methodological approach is considered a form of on-going

reflection that has its focus on the specific conceptualisation and framing of

everyday practice (ibid.). We may consider the discussions in the meetings on the

ward as a local interactional space in which I acted as a clinalyst and questioned

(breaching) then• dominant ways of understanding patient safety. In this way I

use the video-reflexivity meetings to increase the ̀ safety sensibility' of clinicians

and to offer alternative images of patient safety in order to improve patient safety.

Thirdly, my collaboration was also motivated, in other words, by my aim to build a

platform were clinicians are allowed to take the time to sit down and reflect on ̀the

general logic of their ways of working' and ̀ develop practice-relevant insights'

11 As such I also have to serve two audiences: a more theoretical one (with its

academic audience of STS-scholars, medical sociologists and anthropologists and) and

a more practical one (with its practice-based audience of doctors and nurses, hospital

managers and policy makers).
12 The strategy of using local interactional spaces was proposed by Michael Lynch

in the context of the debate about the ̀ market value' of STS during a workshop at the Saïd

Business School at Oxford University (30 June 2004).
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and develop a language for addressing these complexities in their daily routines
(Iedema, Mesman and Carroll, 2013). With this more emancipatory-motivated
oUjective I aim to contribute to the critical competence of the practitioners
(Penders and Radstake, forthcoming) in order to turn them into constructive
`critical participants' (Downey, 2009) of their own practice.

The improvement of patient safety is a motive for collaboration that I shared
with the neonatology staff. They too want to improve patient safety of course.
They too want to make a difference: by further lowering the level of infection
rates. With a patient population as fragile as theirs, infection prevention is part of
every activity on the ward. Especially for premature babies an infection can have
serious —even lethal —consequences. Therefore, the neonatology staff take every
opportunity to minimise the risk of infection, even if in such indirect way as video
refle~vity. From the very first day the video reflexivity was introduced on then•
ward the staff explicitly stated that infection prevention had to be the topic to begin
with. The importance of infection prevention made it easy for them to select it as
a focus for the project. Besides their own standard improvement trajectories, such
as the hand hygiene protocol, they recognised the potential of video-reflexivity
for patient safety and infection prevention in particular. To them our collaboration
also acted as a con•idor: to an instrument they wanted to malse their own. They
expressed then• frustration that there were no reflexivity meetings during my
absence. My input provided them with a way to acquire the ltnowledge needed to
turn this method into a structural part of their enhancement practices. This would
imply that the application of the method becomes independent of my presence
on the ward as our collaboration was targeted to riain them using the method of
video reflexivity. Besides wanting to malse a difference regarding infection rates
and making the method their own, the clinicians had another motivation: they
too wanted to build a platform. For them the reflexivity meetings could serve as
a platform where they could discuss issues that frustrated them. In other words,
the selection of the topics and the footage was á way to get things on the agenda.

Levels of Objectives

Both the clinicians and I aspired to create a corridor, build a platform and malse
a difference but we did not pursue this in the same way. In the literature oii
collaboration there is much attention for different ambitions within a collaborative
project. In most cases they are discussed as potential causes of conflict.13 In the case
of the reflexivity project the clinicians and I shared the same motives to collaborate
and there was no confiict. We all wanted to use the video re$exivity method in a
way that it became independent of my involvement. In literature there are many
references to collaborative projects in which the partners had a shared ambition

13 See for example Dooner, Mandzuk and Clifton, 2007; Hackett, 2005; Morris and
Hebden, 2008; Paulus, Woodside and Ziegler, 2010; Roper, 2002; Shrum, Genuth and
Chompalov, 2001.
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and perspective, but nevertheless ended up in a conflict. A possible explanation for
she smoothness of the collaboration between the clinicians and me was not only
the fact that it was at their own request that the ward adopted the method. A crucial
factor in this regard is the longstanding relationship between the NICU clinicians
and myself after more than 20 years of ethnographic research. Over time we have
built up a relationship that is based on mutual respect and familiarity with each
other's work and ambitions. This, of course, raises the question: to what extend
does this longstanding cooperation between the clinical team and me explain the
lack of difficulty? After all, the hospitality of the ward for more than 20 years
reflects the existence of a good relationship. Moreover, my long-term presence has
contributed to my understanding of then• (verbal and bodily) language, which is
crucial for interpreting their responses to the project. It is, for example, important
to sense when to stop filming during the day as to prevent overkill. But what
about the position of a researcher who would be introduced as completely new and
relatively unknown into a group of clinicians?14 To reduce potential difficulties a
bottom up approach is essential: the introduction of video reflexivity should be on
request of the ward and with approval of the majority of the clinicians. Introducing
this method as a top down decision is an invitation for problems. Having said
this, a bottom up approach does not provide a guarantee for an unproblematic
collaboration.

If we move to another analytical level, however, the idea of a shared objective
dissolves. Then we may identify academic aspirations (inside knowledge) on the
one side and practice-related objectives (appropriation of a method) on the other
side. Also the political ambition related to the project is diverging now into one
that is profession-related (empowerment of clinicians) and one that is related to
the goings-on of the ward (form of agenda-setting in order to discuss practice
issues). The shared aim to improve the practice is located at a different level as
well: a more general one (patient safety) and a specific one (infection-prevention),
In other words, on the level of the neonatology ward there was a common aim:
that video reflexivity would evolve into a structural part of their practice. Yet,
on the level of the reflexivity meetings our aims diverged. Their objective was
to learn from each other with the -help of video and, if needed, adjust their ways
of working. For this reason their focus was on the content of the footage and the
practical implications of their discussion. My objective, on the other hand, was
on the content of their discussion while they discuss why things go well in order
to identify their competencies. While their notes are about which actions to be
taken, mine refer to the particularities of lrnowledge building and then• sharing and

14 During the writing of this chapter I started to work with a video team on another
ward. On this ward I am a complete stranger. So far there have been no problems, but it
is still too soon to qualify this collaboration as one without conflicts. Also on this ward
I follow the strategy of ̀planned obsolescence', meaning a gradual withdrawal from the
position of being in charge of the video reflexivity method in order to hand it over to the
clinicians of this ward.
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applying of know-how in the daily routines of a complex heath care practice. On
this level, then, there was clearly neither a common goal, nor a common output
and a common preparation or follow-up.

Weick (1997) views different ambitions merely as a temporal incongruence
that in the end will dissolve when all ambitions converge into one.ls Such a linear
perspective seems to assume that convergence is an inherent characteristic of
collaboration. In the video reflexivity project, however, motives for collaboration
were diverse and they will always be so given that some of them are linked rather
disparately while others overlap. Our ambitions will never evolve into one common
goal that rules out differences. Moreover,. as described above, the presence or
absence of a common goal also depends on the level on which one wishes to zoom
in. On a more general plane the different actors may have a shared objective, while
on a more detailed level their objectives may differ in so many ways. Despite these
differences, in the case at hand there have been no conflicts within the video team
so far. A possible explanation might precisely be the presence of different levels
of objectives: we shared some of them while others we did not share. Levels of
objectives might create just enough suppleness to prevent tension from building,
while also providing options for switching whenever needed.1ó

In general, however, adopting this reflexive instrument involves more than
good intentions. It also needs room to position itself in the texture of the practice.
To create this room, as I discuss in the next section, a great deal offine-tuning and
commitment is required.

wilding the ~ollabor~tive Texture

The ambition is to turn the video reflexivity method into a structural part of the
organisation of the neonatology practice. This requires the meetings to transform
from ̀an occasional happening' into ̀ the normal Monday meeting'. It has to become
just as normal as the daily rounds or the tune schedule of the different shifts. This
proved no easy task because the existing practice was already overloaded with
an array of tasks that had to be performed during particular moments' of the day
(for example observation of the patients by the nurses every two hours or the
examination of the babies by the doctors before the daily round, or the daily round
by doctors and nurses before noon) in specific places (for example at the bedside,
in the meeting room). In other words, adopting the method means opening up the
socio-geographical structw•e of the ward. This, however, involves a boundary-
spanning engagement that goes beyond the simple notion of a collaborative act

15 Karl Weick's model of ̀means convergence' as discussed by Dooner, Mandzuk
and Clifton (2008) is a good example of this idea of linearity. This framework describes four
developmental stages of collaborative practices: diverse ends, common means, common
ends and diverse means.

16 One can compare it to a family house with different rooms and floors.
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between a researcher and a hospital ward. A closer look reveals that in order to
create the necessary socio-geographical space for the re$exivity method requires
multiple collaborations and they differ substantially in nature. Hackett (2005)
stresses that collaboration itself should be viewed as asocio-geographical practice
that changes over time. Moreover, during the project the collaboration expanded
much like a stone thrown into the pond; more and more groups got involved. In this
section I will discuss the thematic focus of the project, the extent and heterogeneity
of the collaborative process by describing the different steps that in this particular
case were taken to implement the video reflexivity method on the ward.

Redefining the Thematic Focus of Collaboration

My successful meeting with one of the managing directors of the hospital, as
described in the previous section, resulted in a contractual agreement between
the hospital and the university. The next step to be taken was to meet with the
management team of the neonatology ward in order to discuss with them the
possibility of adopting the video reflexivity method. During a meeting with
members of the management team —the head-nurse, one of the neonatologists,
and one of the nurse unit managers — it was immediately clear that they wanted to
give it a go. Their enthusiastic response was based on a shared frustration about
the fact that during my absence on the wud video reflexivity meetings were not
possible. This was due to the fact that up until then it was just me who did all
the filming, imported them on my pc, selected and edited the footage, organised
and chaired the meetings. For them the question whether or not video reflexivity
should become a structural part of the ward was not an issue at all. Everyone
in the room saw it as an excellent opportunity. But we still had to decide on the
content of the collaboration. To prevent ̀ just filming anything that moves', a
clear focus was required. At the same time, the video material also had to be of
interest to both pasties. Considering my research project on patient safety and their
vulnerable patient population it was agreed that infection prevention would serve
as the overall focus with special attention for those moments and activities that
are prone to ̀ line infections'.17 Therefore clinicians' work should be performed
with maximal cleanliness. Notwithstanding their efforts, infections are like a

17 Very ill or premature newborns lack the strength to feed themselves. Therefore,
a small polyurethane tube is inserted into the baby's bloodstream. This catheter provides
access to the baby's body to administer medication and parental nutrition. Central catheters
are used when it is expected that the baby needs intravenous infusions for an extended
period of time. In this way, they can avoid the stress and discomfort of repeated needle sticks
because these central catheter's lines can stay in as long as three weeks. Unfortunately, the
deployment of this technique is not without risk. Intravenous access can cause infections,
the so-called catheter-related bloodstream infections (CRBSIs). Vascular• infections make
up a huge part of the hospital-acquired infections and contribute substantially to hospital
morbidity and mortality rates.
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`permanent resident on the NICU.18 Persevering in their ambitions, the IVICU — of the clinicians on the floor.2' After all, their involvement is needed on every
staff uses every opportunity to improve their practice and lower the infection rates. level: they have to allow being filmed in action and they need to reflect on the
The video reflexivity project was one of those opportunities. It was decided to pay footage that is presented to them during the reflexivity meetings. This is why
attention to two procedures in particular because they involve an obvious potential having them on my side was more than important: it was crucial. For this reason I
risk regarding line infection: the insertion of a central venous catheter and the started with a contextual exploration for two weelcs.22 During this time I was on the
renewal of intravenous systems.19 Of course, it was st~•essed, other issues related to ward during different shifts in order to inform the NICU staff about the purpose
infection prevention would also fall within the scope of the project. and process of being filmed. Additionally, I explained to them their own role and

With the approval of the project and selecting a focus, forme the first meeting their rights. For example, they had the right not to participate or to refuse being
was an instant success. The main challenge, however, was to make myself filmed 23 Participation and being filmed were voluntary, and anyone could decline
superfluous, because others had to take over the project. Furthermore, clinicians' to be filmed at any time. In close collaboration with the hospital's legal advisor I
willingness to collaborate and take the video project seriously was the critical ~ also prepared a document which stated that none of the video material would be
factor in the project's success. This required a collaborative relationship with the ~ shown to people not involved in the project or used for individual assessment.
clinicians on the ward. ~ This proviso is an integral part of standard ethics approvals, and it was particularly

i important to emphasise its relevance given the NICU context, with its demanding
The Key Players ! and complex work routines.

This preparatory stage hardly involved aone-way flow of information. As
To be able to use the method independently of my presence on the ward, a video ~ much as I informed the clinicians about the project, they provided advice to me
team had to be established. It was decided to involve those nurses who were about what and when to film regarding infection prevention. They came up with
already familiar with filming due to a project related to videomg parent—child ~ a host of topics, such as hand hygiene, use of personal protective equipment, but
interaction. Moreover, considering our focus, the nurses who participated in the ~ also the ̀ spaghetti' of lines behind the incubator that complicated their work.
working group on infection prevention were regarded as a logical choice. Aside Based on their suggestions I made a topic list and, where possible, I added the
from nurses, a medical staff member was also supposed to join the team. It was timeslots in which these situations occurred or particular procedures wére likely
decided that the neonatologist in charge of infection prevention who also attended to be performed. In this way I sought to create a platform for collaboration —for
this first meeting would be the one. The two physician assistants (PA) on the ward then• support, advice and involvement,
would be invited to join as well 20 Like the residents, PAs are present on the NICU Different kinds of ̀technologies of collaboration' (Hackett, 2005) are required
all day and do much of the work. Unlike residents, PAs don't leave the ward after to maintain the texture in which the lcey players work together. For example, an
just afew-months, but belong to the ward. ~ infrastructure of communication had to be established because the outcomes of the

Furthermore, the method of video-reflexivity required not only the approval reflexivity meetings had to be communicated to the wider community of clinicians.
and commitment of the management of the warél, but also —and even more so We developed two distinct lines of communication: one for the doctors (mailing

group) and one for the nurses (their weekly meetings). In addition, we needed to

18 Estimations present figures of around 50,000 to 100,000 bloodstream infections organise communication within the video team since most of its members, and

per year in the United States alone. Ninety per cent of these infections u~e related to central
venous catheters (Sheretz et al., 2000). To prevent CRBSI, several strategies have been 21 An application was sent to the ethical committee of the hospital to ask for their
developed, ranging from finding the best insertion site, skin preparation with chlorhexidine, approval. However, the members of the committee decided that this project did not require
maintaining proper nurse staffing levels and the use of catheters with anti-infective coatings their approval because it did not involve any invasive interaction with patients. Nevertheless,
or antibiotic impregnated catheters to the use of maximal barrier precautions (MBP). The with the help of the hospital's legal department, I did develop and use an informed consent
optimal safety strategy is to use all of these strategies (Rubinson and Diette, 2004; Rizzo, form for the parents. Besides informing them and asking for their permission, the letter
2005). Whatever the strategy, the various preventative actions áll aim to keep the germs out stressed that their rejection would not affect the treatment of their child. It also provided
by working with sterile instruments in a sterile environment, the opportunity for parents to withdraw after having given their approval already. Also the

19 This is a medical procedure that is done under sterile conditions by a doctor who 'r clinicians were informed by a letter about their rights and about the fact that none of the
is assisted by a nurse. Also the renewal of the closed intravenous system every 72 hours by footage would be used for the purpose of their individual assessment.
the nurses would be at the centre of attention. In order to renew this device, the so-called - 22 For an elaborate reflection on the need to start with a contextual exploration and
`Octopus', the closed system has to be opened, and this creates amoment ofpotential infection. without a camera, see Carroll and Mesman (2011).

20 Although not fully trained as a medical doctor, physician assistants u'e allowed, to 23 See also Nugus et al., 2012 on the ethical requirements regarding participation in
a limited extent, to execute medical procedures, but only under supervision of a physician. collaborative projects.
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nurses in particular, do not work together during the same shift. Different forms
were designed to inform each other on the topics to be filmed, what was already
filmed, by whom and when, what footage was edited, which topics were discussed
dieing which reflexivity meeting, etc. It was also decided that the team would
come together for an all-day meeting four times a year to evaluate and, if needed,
to re-organise things, as well as to discuss the next steps to be taken.

While the video team (including me) was using the video reflexivity method it
was adjusted to the specificities ofthe neonatology ward. The video team designed an
extensive infrastructure of communication. The team design a set of different forms
in order to communicate between the members of the video team. In this way they
could keep track of what was filmed, by whom, when and if it was already saved and
edited. This infrastructure allowed for a smooth collaboration between the members
of the video team who most of the time worked during different shifts. Besides the
internal communication the team also made sure to tap in existing communication
lines in order to inform both the nursing staff as the medical staff about the outcomes
of the refle~vity meetings, lilce changes in ways of working. Two members of the
team took up the responsibility to act as ̀ liaison officer', while someone else took
up the role as chair or took care of the minutes of the meetings of the video team.
With the development of forms and the assignment of roles and responsibilities the
method was firmly situated in the particularities ofthe neonatology ward, On basis of
experience the method was constantly refined in order to find the best fit to the ward's
needs and dynamics. For example, the organisation of work (shifts and rotation)
resulted in different teams every other week. To collect comments and suggestions
from many colleagues it was decided to show the same footage for at least 10 weeks
in order to discuss it with as many clinicians as possible. Additionally, the projectwas extended with the use of the video material for creating a visual aid to the
written protocols for nursing care procedures. All these forms of contextualisation
imply that the video reflexivity method did not only change practices on the ward,
but was an object of change itself as well, Or to be more precise, the method has a
$e~bility that allows for tailor-made adjustments.

The Ivey players, such as the members of the video team and the other
clinicians of the ward, are to be considered `primary collaborators', meaning
`those who are clearly responsible because they have participated in defining the
project and because they accept the project as valuable and as at least partially
their responsibility' (Maeinschein, 1993: 171). But what about the `secondary
collaborators', those ̀ who contribute to the project but do not also fully participate
in the project' (ibid.)?z5 Although they do not contribute directly, these non-users
matter in their own way. Who were the secondary collaborators in the video
re$exivity project?

24 This becomes very clear since I am involved in the introduction of the method onanother ward.
25 Compare the weak and strong definition of collaboration of Katz and Martin(1997: 7).

Boundary-Spanning Engagements on a Neonatal Ward 185

How Non-Users Matterzb

Since almost 80 per cent of the clinicians' work directly involves patients,

following clinicians with a camera implies that patients appear on the video as

well. Although they are not directly involved in the method, these non-users do

matter. Regardless of the fact that they are too ill and too small to realise what

is happening, their privacy is at stalre. Therefore an informed consent of their

parents, then legal representatives, was required and obtaining it was crucial.

Unlike the clinical staff, the parents of NICU patients come and go (after a

few days, a few weeks or, in exceptional cases, several months). This cohort of

parents that is ̀ moving tluough' the ward needs to be informed about their role

and rights as well. They were also guaranteed that refusal on their part would

háve no effect on their child's treatment. Although patients and parents do not

actively participate in the project, they play a decisive role in the process of

video reflexivity. Thus, it is crucial not only to have clinicians on your side, but

also to convince the parents about the purpose of the project and the limited use

of the footage. Some parents agreed instantly after explaining that the project

was pant of an internal patient safety improvement trajectory. Others were

hesitant because they were not sure who would have access to the footage. Over

time only a few parents refused, inmost cases because they knew their baby was

dying and in a few other cases because the timing proved unfortunate (when

asked they were in complete stress because of their baby's sudden admission to

the NICU). Later on in the project it was decided that parental consent would be

asked during the official intake.
Who is considered to be involved is potentially an issue of dispute. This is not

just a matter of ̀taking a careful look around', but also, in the words of Hackett

(2005), of the ̀ understandings of collaboration' (669). Collaborative activities are

embedded in organisations with thee• own local power structures, policies and

traditions. One should be aware of this while the social boundaries of the project

are defined. For example, every project related to infection prevention should be

discussed with the hospital's infection prevention officers. The fact that the project

is an initiative of the ward does not malse a difference. However, while we were

setting up the collaborative texture everyone's focus was on the situation within

the walls of the neonatology ward. One day one of the officers visited the ward

while someone was filming. After-being respectively surprised and upset she went

to the head nurse to complain about not being niformed about the project, which

was underway for many months already. This example underscores the role of

particular parties within the larger organisational structure, even if they do not take

part directly in the collaborative activity as such.

26 This heading is inspired by Nelly Oudshoorn's and Trevor Pinch's How Users
Matter: The Co-Construction of Users and Technologies. Cambridge, MA: The MIT Press,
2003.
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Re-engineering Stages, Structures and ~ol~aboration

In the previous section I described the establishment of a ̀practice-improvement
collaborative', discussing several aspects of collaboration such as the focus and
the heterogeneity of the actors. Hackett (2005) has also indicated other dimensions
of collaborative projects such as their intensity, velocity and output. These
components refer to ̀ collaboration-in-action'. In the context of this chapter this
raises the question of how the development of the video reflexivity project effects
collaboration between the clinicians and my own role as actor. In Phis respect,
the project was designed to malse me superfluous. My position can be considered
as a kind of ̀planned obsolescence'. In order to hand over the ownership of the
project, roles and responsibilities had to change. Although I had visions of gradual
retreat, in the NICU practice gradualness does not exist. As will become clear
below, health care practices, research practices and collaborative practices are
strongly intertwined. To dissect this entanglement I discuss the development of
the collaborative project and its velocity and intensity in particular. I will argue
that collaboration is the outcome of a continuous co-construction of relations and
internal re-engineering.

In practice the use of the video reflexivity method required a continuous
`internal reengineering' (Carise, Cornely and Gurel, 2002) to make the project
fit the structure and workflow of the ward. Yet, the continuous reengineering had
an effect on the collaboration. For instance, the official planning turned out to be
completely useless and generated feelings of discomfort.

I anticipated the most intensive part of the project to false place in the first two
months. By that time I expected to have trained the video team in how to select
and edit video footage, as well as in chairing the reflexivity meetings' discussions.
I had planned on spending the rest of the assigned time on anchoring the method
on the ward by strengthening the support of the clinicians and the expertise of the
video team. In this second stage my presence would not be required as often as
in the first stage. However, this is not what happened. On the contrary, the first
three months there was not a single day that allowed the clinicians to take the time
to sit down and participate in a reflexivity meeting, Not one single day! During
these months the NICU was overloaded and most of the patients~were critically ill
patients who required complex care and all the attention of the clinicians. While
such a patient population provides many opportunities to film issues related to
line infection, such as the insertion of a central catheter, the prolonged hectic
circumstances on the NICU did not leave any window of opportunity to do
something with this material.

The impossibility of organising reflexivity meetings influenced not only the
velocity of my research output on patient safety (that is there were no reflexivity
discussions to analyse), but also íhat of my collaboration with the clinicians. First,
it resulted in an overall uneasiness. The clinicians felt uncomfortable that they
could not malse time for me, even though they strongly supported the project.
Although there was no need for it, they apologised almost every day. I too
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felt uncomfortable because I was not able to show them anything while I had
already been filming them for three months. This lack of time also revealed the
assumptions that were implicitly written in the project's planning and structure.
As if this critical care practice would allow room for an additional activity, such
as filming colleagues, editing the video recordings and discussing the footage,
without any compensation, or as if the workload on an NICU would be stable, no
matter the number of admissions and the level of complexity of the patients. In
other words, the whole setup of the project assumed a fixed stable practice that
would open up easily to incorporate additional actions. In reality, however; the
IVICU pracíice is rigid in its structure and erratic in its workload. The moment I
was about to give up and return my assignment to the management, the head-nurse
saved the project by officially allocating time to the project. This decision was
not initiated by a request of me, but based on then own frustration. The effect
of this intervention was huge. Now at least the muses of the video team had the
opportunity to get actively engaged in the project.27 Secondly, time and again the
meetings were rescheduled until the best day of the week, time of day and place
on the ward were found. It was important to avoid strong competition with other
activities, like medical rounds ar nursing observation rounds, because it would
jeopardise the commitment of the clinicians, since these activities are at the heart
of their professional duties. Thirdly, there was also no time for the members of the
video team to learn how to film, edit and select the footage. This delay obstructed
the transition of the project's ̀ ownership'; after three months it was still my project
instead of theirs. My planned obsolescence concerning my ówn position seemed
out of reach and thus the project appeared doomed. The allocation of time to the
nurses to work on the project was crucial in order to shift the ownership. It had to
become theirs in order to define it as a ̀success'.

Part of the initial plaruiing was based on some of my other responsibilities (for
example teaching). These responsibilities could not be moved to another date.
Now I had to leave the ward for some weeks while the project was not even in
her first stage. In order to keep in touch, I did send emails to the members of the
video team. Some of them read them and sometimes only after several days and I
received just a few replies. During this time it became clear to me how different
our professional cultures are. As a scholar I almost ̀ live in my mailbox' and its
one of my main foi7ns of communication. Tn this I differed fiom the members of
the video team. Checking emails during working hours was not considered part
of their job. Doing so might elicit responses from colleagues or even the parents
while visiting their child: So, once in a while I went back to discuss matters face
to face. It became immediately clear that the infrastructures of communication

27 Other changes that helped the project to survive concerned the frequency, day
and time for the reflexivity meetings. It was decided to have weekly meetings. This would
prevent the project from losing the attention of the clinicians when a meeting had to be
cancelled due to lack of time. Now it would only take a week until the next possibility for
a meeting would occur.
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within the team should not be based on email exchange. Instead a folder with
forms was created.

The tluee months of delay also created some unforeseen changes in the
distribution of roles and responsibilities. Part of the initial planning was based on
some of my other responsibilities (for example teaching) that could not be moved
to another date. Due to these obligations for some weeks I had no time to be on
the ward. Yet, my compelling teaching schedule turned out to be a blessing in
disguise as it had a very positive effect on both the project and the collaboration
between the video team and myself. During my absence the video team became
very active and made the project theirs. Instead of me, now they took care of all
the arrangements and practicalities required to maintain the project. For example,
the meetings were chaired by one of them and they had developed all kinds of
forms and procedures for communication within the team as well as with their
medical and nursing colleagues on the ward?$ The collaboration had moved
fiom me being on the one side (a researcher who tried to do ̀ her thing') and
the ward/video team on the other side, meanwhile reaching out towards each
other on the basis of our good intentions, to a situation of being one team in
which we all shared the hope that there would be enough time for a meeting, the
joy if it worked out well and the frustration if it didn't. Sharing our ambitions,
commitments and, perhaps even more so, frustrations turned out to be strong
social glue 29 My absence, as it turned out, had not hindered the project. On the
contrary, it created room for a re-distribution of roles and responsibilities, which
in its own way benefited the effectiveness of the project. It is only in hindsight
that we can judge whether particular situations or certain dévelopments are
opportunities or obstacles for collaboration.

The processes described above demonstrate the entanglement of health
care practices, research practices and collaborative practice. Collaboration is
always a contextualised collaboration. Whereas most studies on collaboration
understandably highlight the importance of the organisational context in which the
collaboration takes place (for example Nugus et al., 2012), I prefer a wider focus.
In other words, not only the organisation where the project is located is a factor
of influence. The context that influences the relationship between the párticipants
is constituted by all involved organisations. Both the NICU, with its fluctuating
number and complexity of admissions and corresponding workload, and the
university with its academic calendar• bring in their own institutional ecologies
that constitute a specific framework that affects the velocity and intensity of the
collaborative processes in the video project.

28 This dramatic change also underlined the fact that one's intensive .presence will
not always contribute to the progress of a project, but instead may leave no room for others
to act.

29 Needless to say that joining the competition and winning the Patient Safety Prize
2012 of the hospital also contributed to the teambuilding.
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The Collaborative Space: A Stone in the Pond

After some time the socio-geographical space in which the method was used

expanded beyond the walls of the neonatology ward. The video team realised that

filming on the NICU was not enough to capture the issue of infection prevention

and the insertion of a line in particular. It also required, for example, filming in

the surgery department where the patients are handed over after being born by

a Caesarean. Also here the neonatology team had to act safely. Likewise thei
r

presence in the delivery room required the attention of the video camera. In

other words, the need to follow NICU doctors and nurses is not limited to the

neonatology ward but is extended to other parts of the hospital as well.

Moreover, the video project on the neonatology ward unexpectedly

catalysed all kinds of new collaborations. First, it resulted in collaboration with

the Midwifery Department. Some of their researchers asked me to join their

brainstorm session for a research project on communication and collaboration

between midwives and obstehicians. Together we designed a PhD project on

this topic in which video reflexivity sessions witli midwifes and obstetricians, as

well as sessions that also include parents (to be), act as the core method of data

collection. Furthermore, the project also had a focus on why communication and

collaboration went well while the notion of e~ovation was one of the central

concepts. Secondly, due to the video project on the NICU T became involvéd

in the supervision of a bachelor thesis for a programme at one of the Belgian

universities of applied sciences at the other side of the border. It was one of the

1vICU nurses on the video team who proposed to use the foótage as a visual aid

to the protocols. By using a hyperlink nurses could see how to do the procedure

correctly. While this idea was very positively received on the ward, she also

turned it into a research topic as part of her Bachelor training in order to become

a manager of care and I was asleed to act as her local supervisor. Thirdly, the

neighbouring ward, Paediatrics, also showed an interest in video reflexivity. After

some exploratory tallcs and a presentation to the team the first contours of a second

video team are emerging. It was decided that I would train them on how to use

this method, implying that I will spend considerable time on the paediatric ward

and the Paediatric intensive care unit (PICU). Fourthly, I started to collaborate

with one of the researchers from the Quality and Safety Division of the hospital.

We met on a ̀fair' organised by the hospital where everyone could display his or

her good ideas for patient safety as part of a contest for the ̀ best idea on patient

safety' (which we won). She was impressed by the video reflexivity method but

criticised the fact that we did not measure its impact. Realising she was right I

contacted her afterwards and now we are working together with the aim to find

a way to get the required resources for an extensive project that concentrates on

the video reflexivity method as object of analysis. What started as a collaborative

project on the neonatology ward linked me up with the Department of Midwifery,

the Paediatric Department, the Department of Quality and Safety and a Belgian

university of Applied Science. Collaborarion never comes alone. Instead, it opens
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doofs and creates passageways in which the involved parties can travel in both
directions.

Collaboration, it turns out, may well act as aself-replicating phenomenon.
Before you know it, you are entangled in a web of commitments, multiple
ambitions, fine-tuning, choices and decisions, as well as expectations, (potential)
disappointments and satisfaction. The growth of collaborative engagements also
exemplifies their resourcefulness. The strength of collaboration has turned it into
an almost undisputed way of organising work. However, collaboration, as I will
discuss in the final section, always requires a valuation of its necessity.

~ou~cluding I~eYnar~s

Zittoon et al. (2007) has stressed how working together can generate two different
kinds of lrnowledge: scientific knowledge and collaborative knowledge. This
book, including this chapter, focuses on the latter kind. In the previous sections
I reflected on my boundary-spanning engagement wifih the neonatal ward. These
reflections made me realise the amount of years I spent on the rTICU without
collaborating with the clinicians. This all changed due to the method of video
reflexivity that acted as an infrastructure for collaboration. Without the method
I was probably still on the ward, but just doing ̀ my own business'. In this way
the video reflexivity method acted as a form of ̀pragmatic trial' (Janssen, 2012).
Pragmatic trials provide an infrastructure for the implementation of change based
on collaboration between the researcher and the practitioners.?0 In other words, the
method of video reflexivity enabled me to change my identity from an individual
researcher into a team member of the ward. It enabled me to learn together with
the peopla I had studied for so many years, about NICU practice.

The reflections in this chapter made me also aware how similar and different
we are in our ambitions. My collaboration with~the neonatology staff was
motivated by multiple reasons and concerns of a quite different nature, such
as epistemological curiosity, safety concerns, emancipatory intentions as well
as patient care, power struchues and quality improvement. They are related to
my research project and their work environment, to the patients in the hospital
and the professionals who take care of them. To achieve our ambitions we work
together. Zittoon et al. (2007) considers collaboration as a system of development
(210). To approach `collaboration' as a system they stress the dynamical
character. Things change in the collaboration and may lead to new practices,
new relationships, new goals and new perspectives (212). In other words,
collaboration has concrete effects. This implies that collaboration is also a form

30 Pragmatic trials can be considered as evaluation studies that are adjusted to the
specificities of particular daily practices of care. Being critical about the pragmatic level
of the existing trials, Janssen (2012) pleas for more pragmatism in order to close the gap
between the evaluation of practices and the practices themselves.
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of intervention. By definition, according to Zuiderent-Jerak and Jensen (2007),

intervention does not mean one-way causation, but should be considered a form

of ̀artful contamination' (231) that tolces place in a hybrid space in which all

involved parties are subjected to the forces of interaction. From this perspective

collaboration becomes a form of opening up and allowing intrusion on different

levels: agenda setting, and distribution of tasks, responsibility and credits, just

to name a few. Caswill and Shove (2000) have pointed out that collaboration is

not free of dangers. For example, as described in the third section, my agenda

only partly overlapped with those of the neonatology ward. This in itself didn't

have to be a problem. Nevertheless, there is always the ríslc of one's research

agenda being appropriated by other actors. When ís ̀ giving in and being flexible'

becoming a threat to one's own ambitions? There is the danger of co-optation,

including the risk of ending up playing no significant role and losing every space

for genuine research and interaction?' Can close collaboration with the clinicians

result in the abandonment of my research aspirations or in getting aligned with

sheer managerial agendas? How can I prevent my project from evolving beyond

recognition? Instead of answering these questions I would like to call attention to

the issue of collaboration itse1f.32

Some authors, like Morse (2005), advocate a more critical stance towards

collaboration, especially in the area of qualitative research. Nowadays, accordí~g

to Morse, team research is fast becoming the lcey to successful grant applications

(3). Morse's worries about this development concern qualitative research in

particular. Her worry is that research assistants (RA) will collect the data while

the principal investigator (PI) will do the analysis. In~ these cases the contextual

knowledge, which is essential to be able to analyse the data properly, will get lost

in the transition from RA to PI. This is a concern about the quality of qualitative

research projects. Although my collaborative work with the clinicians worked

out very well for both sides, I acknowledge Janice Morse's plea to reflect on

collaboration beyond íhe standard questions of how, with wham and about what.

But instead we first need to focus on questions about why to collaborate and its

consequences for data collection and analysis andthe wider research context. There

seems to be a tendency simply to ignore the question of whether there is actually

a need to collaborate. Cheek (2008) even refers to ̀ an imperative to collaborate'

(1599). The well-known phrase ̀ publish or perish' might soon be replaced by

`partnership or perish' (ibid.). Notwithstanding this plea for caution in order not

to fall into the trap of ̀collaborating solely for the purpose of being involved into
collaboration', this chapter testifies how collaboration between different parties

can result in a structural practice improvement. This improvement could not have

been accomplished without the active engagement of all actors involved.

31 For the different possible positions in intervening, see Downey and Dumit (1997).
32 For an attempt to answer these questions, see Mesman (2007).
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chapter 1 ~

~~al~h c~a~°~ c~~~~~.1~~~~.~~~~ ~~t~veen

~áti~nt~ ~~~ I~~~~~~~~~~

Benjamin Lewin

The interactions that occur between patients and physicians dwing medical visits
are an essential point for the enactment of health care. The aim of this chapter
is to bring attention to the role that patients play, as collaborative agents, during
interactions with physicians ín the practice of health care. While some chapters in
this book have discussed collaboration in health care, as opposed to collaboration
in health research, the collaborative potential of individual patients in the context
of health care settings has yet to be explored. The lack of attention to patients in
the context of health care at the interactional level is reflected in the STS literature
outside of this book as well. The invisibility of patients as collaborative agents in
STS literature leads to the conclusion, intended or not, that the patients are passive
recipients of medical care. This is reflective of a larger cultural phenomenon that
has its roots in the professional dominance of medical experts (Starr, 194).

Traditionally, much of the literature on scientific .collaboration that came
fi•om STS and neighboring disciplines focused on collaboration between
professionals. However, Stephen Epstein (2008) notes that since 1990, the study
of public participation in medicine has "mushroomed." This observation is noted
in a chapter of the third edition of The Handbook of Science and Technology
Studies, which includes an entire section on "Politics and Publics." Although the
handbook is not limited in scope to medical research, this section does include
substantial discussion related to public participation in medicine. In the same
section of this handbook, Bucchi and Neresini (2008) define public participation
as, "the diversified set of situations and activities ... whereby nonexperts become
involved, and provide their own input to, agenda setting, decision-malting, policy
forming, and knowledge production processes regarding science" (p. 449). It is
clear that they had macro-processes in mind when conceptualizing the role of the
public (nonexperts). Phrases such as "agenda setting" and "policy forming" are
suggestive of social movements and nonexpert interest groups. The focus on large-
scale phenomena is coupled with a focus on aggregates instead of individuals
ín the STS literature. Epstein (2008) explains the increased attention to patient
groups and health movements as a result of numerous factors: 1) Patient groups
and health movements have become more prolific over the last few decades.
2) There is also more literature on the subject because STS has expanded its
focus beyond traditional laboratory settings. 3) Also, increased attention to health
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