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Abstract
Objectives To understand identity tensions experienced
by health professionals when patient partners join a quality
improvement committee.
Design Qualitative ethnographic study based on
participatory observation.
Setting An interdisciplinary quality improvement
committee of a Canadian urban academic family medicine
clinic with little previous experience in patient partnership.
Participants Two patient partners, seven health
professionals (two family physicians, two residents, one
pharmacist, one nurse clinician and one nurse practitioner)
and three members of the administrative team.
Data collection Data collection included compiled
participatory observations, logbook notes and semi-
structured interviews, collected between the summer of
2017 to the summer of 2019.
Data analysis Ghadiri’s identity threats theoretical
framework was used to analyse qualitative material and
to develop conceptualising categories, using QDA Miner
software (V.5.0).
Results All professionals with a clinical care role and
patient partners (n=9) accepted to participate in the
ethnographic study and semi-structured interviews
(RR=100%). Transforming the ‘caregiver–patient’
relationship into a ‘colleague–colleague’ relationship
generated identity upheavals among professionals.
Identity tensions included competing ideals of the ‘good
professional’, challenges to the impermeability of the
patient and professional categories, the interweaving
of symbols associated with one or the other of these
identities, and the inner balance between the roles of
caregiver and colleague.
Conclusion This research provides a new perspective
on understanding how working in partnership with
patients transform health professionals’ identity. When
they are called to work with patients outside of a simple
therapeutic relationship, health professionals may feel
tensions between their identity as caregivers and their
identity as colleague. This allows us to better understand
some underlying tensions elicited by the arrival of
different patient engagement initiatives (eg, professionals’
resistance to working with patients, patients’ status and
remuneration, professionals’ concerns toward patient
‘representativeness’). Partnership with patients imply
the construction of a new relational framework, flexible
and dynamic, that takes into account this coexistence of
identities.

Strengths and limitations of this study
►► The methodology used (participatory ethnographic

approach) was carried out over a period of more
than 2 years, enriched the understanding of the phenomenon under study, allowing researchers to have
access to informal discussions that helped uncover
identity tensions that were not obvious in individuals’ interviews.
►► The important contribution of this methodology is
to import an identity analytical framework from the
business literature to help understand challenges
of patient partnership implementation and to provide an interpretive reading that is different from
the current literature, shedding light on issues frequently encountered in the field (eg, professionals’
resistance to working with patients, patients’ status
and remuneration, professionals’ concerns toward
patient ‘representativeness’).
►► Because the ethnographic approach was used in a
single setting, the analysis focused more on professionals’ individual identity, whereas a multiple case
study in several types of professional environments
would have made it possible to contrast the impact
of relational changes on professionals’ collective
identity.
►► To uncover as many potential issues as possible, we
chose to study a team undergoing its first experience of working in partnership with patients.
►► Working with a team that was relatively new to the
subject was potentially more conducive to exposing the identity shock that resulted when relationships were transformed from caregiver–patient to
colleague–colleague.

It is in these roles that we know each
other; it is in these roles that we know
ourselves.1

Introduction
Over the past decades there have been
growing calls for greater patient and public
involvement (PPI) in healthcare systems
around the world.2–5 The PPI movement is
today one of the main vectors for creating
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Methodology
Objective
The objective was to understand the identity tensions
experienced by health professionals when partnering
with patients on a quality improvement committee.

Conceptual model
This study was based on the conceptual model of identity threats developed by Ghadiri (2014). Sacha Ghadiri’s
work was particularly interesting for our research question as it proposed a model to understand resistance to
change resulting specifically from identity tensions.
Identity answers the fundamental question, ‘who am
I?’.41 Identity changes and is transformed in response to
several factors: personal characteristics, context, sense of
belonging, relationships with others and how others view
us.41 Individuals or social groups are strongly attached to
their identity. Change, however small it may seem, may
threaten the identity of an individual or group.31 33 If that
identity is threatened, individuals and groups will defend
it strongly, whether consciously or not.
To facilitate the implementation of any change in an
organisation, Ghadiri proposes to undertake an identity analysis of the issues involved. To do so, he suggests
focusing particularly on certain manifestations of identity
that he calls ‘identity markers’: stories, ideals, balances,
categorisations and symbols. These markers are manifestations of identity that are more susceptible to tension
when change occurs and can generate resistance when
they are shaken up.
Stories are ways in which the identity of the group or
individual is told. Individuals may be threatened when,
for example, a change prevents them from identifying
with a story that was particularly dear to them. Ideals
are conceptions or aspirations that we wish to achieve.
A change can be experienced as a threat if it poses an
obstacle to attaining this ideal. An individual or group
may have several concurrent identities, which coexist in a
sometimes delicate balance. A change can be experienced
as a threat if it disrupts this balance. Categorisations are
labels explicitly or implicitly associated with an individual
or group of individuals. They are manifested, among
other things, by the ways in which individuals are valued
or treated according to the category to which they belong.
Finally, symbols can be manifested in elements such as
attire, access to premises and so on. Identity can be threatened, ‘whether by eliminating symbols, disrupting them,
eroding them, replacing them, denying access or making
their expression difficult…’. (Ghadiri, p43)30

Design
The study followed a participatory ethnographic
design.34–38 In this ethnographic approach, M-
PC
(family medicine resident), PK (family physician) and
GR (patient partner) acted as participant observers,39 40
participating both as members of the quality improvement committee and members of the research team.
Two additional investigators (AB and ML) were
non-participants.

Study context
In 2017, a family medicine clinic created an interdisciplinary quality improvement committee. The clinic was
a large academic primary care group practice located in
Montreal, caring for approximately 13 500 patients in
collaboration with 80 health professionals. This clinic has
a longstanding tradition of interprofessional care, but no
previous experience with patient involvement in quality
improvement. The quality improvement committee functioned from summer 2017 to summer 2019, a meeting
lasting 2 hours approximately each 2 months. Its mandate
was to optimise the management of laboratory results
at the clinic. Patient partners (PP) involved on the
committee were recruited by the clinic staff during the
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different initiatives and new models of care.6–11 Despite
the problematic context of the COVID-19 pandemic,
many new initiatives are now recruiting patients to help
rethink policies12 13 and medical education.14
Studies conducted in the wake of PPI initiatives have
identified the emergence of several barriers and resistances. Questions have arisen about patients’ status within
teams,15 16 the legitimacy of their knowledge and contribution,16–18 the impacts on care quality3 19 and the new
power relationships being formed within healthcare teams
and the health system.20 21 While some have attempted to
understand the issues raised by such experiences,17 21–23
no study, to our knowledge, has focused on understanding
the potential identity tensions for professionals when they
are called to interact with patients outside of a simple
therapeutic relationship. This is important as many new
care models posit that patients should be integrated as
partners to contribute to quality improvement, medical
research, teaching programmes and health institution
governance.8 19 22 24 25 These initiatives seek to involve
them in all stages of decision-making.26 However, professionals and patients’ identities are historically based on a
caregiving relationship in which professionals are responsible for caring for the patient.27 Therefore, for health
professionals, working with patients not as caregiver, but
as partner, directly affects the traditional way of doing
and viewing oneself, as health professional.28 This could
explain some barriers and resistances experienced on the
field.
The present study thus examined identity changes that
can arise when patients and health professionals begin
working together as partners. Understanding success
or failure of organisational change from an identity
perspective has so far mainly been used in the business
literature.29–33 Uncovering these tensions and how these
tensions are experienced by health professionals could
bring a deeper understanding of professional barriers
and resistance to PPI,17 and potentially reorient implementation strategies.

Open access
process and of the data collection, as described in participatory ethnography methodologies.34 43–46

Study participants
The committee consisted of two PPs, seven health professionals (two family physicians, two family medicine residents, one pharmacist, one nurse clinician and one
specialised nurse practitioner), one secretary, one receptionist and one manager. All members of the committee
were invited to participate in the ethnographic process.
Of these members, only health professionals and PPs
were invited to participate in individual interviews, as our
project focused on health professionals’ identities with a
clinical care role. Three members of the committee were
also members of the research team (M-PC as a resident
in family medicine, PK as a family physician, and GR as
a PP).

Data analysis
Qualitative ethnographic analysis by conceptualising
categories as described by Paillé47 was used. Data were
compiled using QDA Miner software (V.5.0). Analysis
was begun alongside data collection and used iteratively
to enhance the data collection itself. All data collected
from participatory observations, logbook notes and semi-
structured interviews was coded and grouped around
major emerging categories by the principal investigator
(M-PC) and by ML as a second coder to enhance trustworthiness. The analysis was then entirely refined by AB and
PK. It was then finally refined again by all the research
team (M-PC, PK, GR, ML and AB). The socioprofessional
background of every researcher was different (resident
in family medicine, psychologist, physicians and patient).
The research team therefore discussed and compared
each other’s ideas and interpretations until a consensus
was obtained among all researchers, giving the opportunity to enrich the final analysis.

Data collection
Data collection began in 2017, when the committee was
officially created, and ended in winter 2019. It consisted of
participatory observations in a logbook, semi-structured
interviews and the principal investigator’s personal diary.
Participatory observations included involvement in the
recruitment of PP and attendance of all committee meetings by M-
PC, PK and GR. Participatory observations
captured summaries of participants’ interventions during
the meetings and the decisions taken by the committee.
The participatory observations also included a summary
of all informal discussions among participants and the
research team concerning the implication of a PP in
the committee. First, after each meeting, participants
were met informally over the following days by one of
the research team members to gather feedback on the
committee. A summary of these informal ‘corridor discussions’ was collated by M-PC in the logbook. Also, M-PC, PK
and GR met one or two times a month to debrief between
meetings and to collect their different observations from
their different perspectives. M-PC took notes of all these
different debriefs in the logbook.
Semi-
structured interviews, lasting between 90 and
120 min, were conducted by M-PC with professionals and
PPs around the end of the committee’s mandate. PK and
GR were also officially interviewed by M-PC as participants in the committee. The questions in the interview
guide were developed on the basis of Ghadiri’s identity
markers (eg:—Did you feel any tensions or conflicts
during the process?—What is an ideal PP?—What is the
role of the PP?—What is your role in the committee?).
Ghadiri’s conceptual framework was used during all the
data collection process to build our interview guide and
to help us guide our field observations.
The principal investigator M-PC was herself interviewed
by ML (who was not present during meetings) using clarifying interview techniques. A personal diary also testified
to the principal investigator’s impressions and feelings
as a family medicine resident throughout the process.
These data were analysed to ensure the plausibility of the
Codsi M-P, et al. BMJ Open 2021;11:e045520. doi:10.1136/bmjopen-2020-045520

Patient and public involvement
One patient partner (GR) was involved at several stages
of the study, at the same level of the others co-researchers
(PK, ML and AB). All the project’s important decisions
were discussed and decided in partnership with the
patient. All the co-researchers met on a regular basis for
the duration of the project. GR was involved in the discussion and writing of the study protocol, the ethics procedures, the data collection and analysis and the present
article’s manuscript. GR contributed to the dissemination
plan through being a co-presenter for congress abstract
presentations and through the coauthoring of this
present article.

Results
Participants
All participants (n=12) agreed to contribute to the participatory ethnographic process. Of these participants, all
health professionals and PPs (n=9) agreed to participate
to individual interviews (RR=100%).
Identity markers
Stories: pioneers threatened in their image of excellence
In interviews, professionals reported a shared collective
story that their clinic had always been known for its strong
focus on innovation and quality of care. They all thought
that this new experience of partnering with patients was
thus in line with the clinic’s tradition, being rooted in
a collective identity of innovation. All concurred that
patients had been integrated as full members of the team
during the committee’s work. In their initial comments, no
conflicts or tensions were reported: a committee in which
their professionals’ collective identity story of innovators
was enhanced and did not seem to have been disrupted
3

BMJ Open: first published as 10.1136/bmjopen-2020-045520 on 9 July 2021. Downloaded from http://bmjopen.bmj.com/ on July 13, 2021 by guest. Protected by copyright.

fall of 2017 using the Centre of Excellence for Patient and
Public Partnership recruitment methodology.42
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Identity markers

Citations and observations collected

1. Stories

a. Citation: “I see everyone is comfortable. I don't feel that… there’s any discomfort. I find there’s not
really any… people aren’t holding back, because I know them, and what they’re saying, it’s what they
say in general in their everyday life. It’s in the spirit of the times… It wasn't something that… we were
against. No one was against that.”—Professional A
b. Citation: “Well, I don’t think anyone said…. It’s not conscious, but to a certain extent, we’re afraid of
each other.”—Professional M
c. Citation: “When we explained our internal problems [in front of patients as partner], it was a little
embarrassing, because normally we’re supposed to be perfect. That’s how it is, in fact, it’s like a
perfect image. Then, there, we took them behind the scenes…. So then it was a bit embarrassing [to
admit] “we're not perfect, you know.””—Professional S

2. Ideals

Citation: “This is a departmental priority. Besides that, it’s become a priority for the [health authority],
it’s become a priority for everyone…. They all feel there’s a lot of pressure for us to be endorsed by the
“patient partner” brand.”—Professional P

3. Balance

a. Citation: “We may well be colleagues, but still, they’re patients, and I always feel the… urge to
provide care, and then we said: ‘we want them to be happy, and do well in there, and feel valued.’”—
Professional P
b. Citation: “I’d say that, when it’s a colleague, I feel more able to confront him…. But when it’s a
patient… you have to wear… in my thinking, anyway… because he represents the good folks, you
have to treat them with kid gloves more often.”—Professional A
c. Citation: “(…) At the same time, I see it as a bias, because we’re working with two patients who are
used to work on committees.”—Professional S

4. Categorisation

a. Citation: “The most important thing for me is to clarify the role, what we’re doing around the table,
and why we’re all here.”—Professional P
b. Citation: “Then, because everyone is also a patient… I think that’s why… but our patient is more of a
patient than we are, his role is to bring that… You know, us, it’s not really our role to bring our role as a
patient there, either… ”—Professional M
c. Observations: certain situations helped increase the PP’s legitimacy and clarify the boundaries
between PP’s and professional’s identity.
I. when PP surprised the team with information or suggestions based on their own care experience
that none of the professionals had previously experienced or considered.
II. when PP contradicted a preconceived notion held by professionals regarding patients’ experience.
III. when PP were able to touch team members emotionally with their personal experience of care.

5. Symbols

a. Citation: “If I were asked to be a patient partner, I’d like to be paid. Just to say you have a value. It’s
not just volunteering. It’s crazy, because we have a system [in which] basically, after all… it seems that
your salary is your worth.”—Professional A

PP, patient partners.

in any way (cf table 1.1.a). However, when probed deeper,
particularly in corridor conversations, professionals
indicated that the PP’s inclusion was not accomplished
without fear or apprehension (cf table 1.1.b).
During the field observations, there was a level of
anxiety felt by professionals during the first interactions
with PP. When certain quality problems were discussed,
professionals were particularly attentive to the PP’s reactions, as these discussions were threatening professionals’
collective story of clinical excellence (cf table 1.1.c). If PP
expressed surprise or disappointment, some professionals
quickly sought to minimise the impact of the problem or
defend the professionals’ reality.
The way in which the professionals spontaneously
described their experience was in line with their collective
identity story of innovators, working in a pioneer primary

care practice. However, corridor discussions revealed a
fear that PP’s presence in the ‘backstage’ of professional
practice could uncover ‘imperfections’ or ‘shortcomings’
that would undermine professionals’ identity story of
excellence.
Ideals: partnership with patients, a new professional ideal
All professionals concurred that working in partnership is the new ‘right thing to do’ (cf table 1.2). The
professionals therefore worked to ensure the success
of the experience to be ‘good’ partners. Professionals
mentioned that their relationship with patients should
not be hierarchical, but rather built on reciprocity and
transparency. Disagreements should be expressed freely
and without filters. Our field observations showed that
professionals and patients working together felt a need
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Table 1 Identity markers: citations and observations collected
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Caregiver—patient relationship

Colleague—colleague relationship

Identity of physician
Identity of patient

Caregiver
Recipient of care

Colleague
Colleague

Relational distance

Asymmetrical

Symmetrical

Relational objective
(for the professional)
Responsibility

Care

Work

Carried mainly by professionals

Shared

to show stronger connections between each other than
what usually occurs in clinical care. For example, the use
of informal terms of address (eg, using first names), the
sharing of personal stories and demonstrations of camaraderie between patients and professionals were methods
routinely used to demonstrate that they were not in a
caregiver relationship, and to illustrate that the professionals were successful in embodying this perception of
the new non-hierarchical relationship ideal.
Even as professionals strive to attain the ideal of partnership, they also hold another pre-existing, strong and
deeply entrenched relational ideal: that of the ‘good caregiver’ looking after patients. Particularly present among
the physicians in the committee, this ideal is embodied in
the image of the caring doctor responsible for his or her
patients’ well-being. One of the most important objectives for caregivers is to protect the patients’ trust in their
professionals. Professionals will oppose anything that
could jeopardise the trust needed for the care relationship. They are afraid to become too familiar or to reveal
flaws or imperfection and believe that, in order to prevent
this, they must maintain a professional ‘healthy distance’.
This identity ideal is also reinforced by the code of ethics
to which professionals adhere.48 Our results, summarised
in table 2, showed that these two relational models are
based on identity ideals with potentially conflicting
requirements.
Balance: identity tensions between patients as colleagues and
people being cared for
Data suggests that, in the committee, professionals had
two competing identities (colleague and caregiver), with
which they had to deal with simultaneously. Even as the
professionals aimed to consider PP as colleagues, interviews showed they also viewed them as innocent, vulnerable beings that they felt responsible for (cf table 1.3.a).
After all, professionals consider that the PP who joins
the committee is still a patient of the clinic and, as such,
a recipient of care. Consequently, professionals find
confronting the PP very uncomfortable, at least openly
(cf table 1.3.b).
If professionals see PP as full members of the team,
they will distance them from the ‘ordinary’ patient and
consider that they are all part of the same ‘professional
family’. However, this was also seen as a negative element
by the professionals, since the PP would no longer be able
to adequately embody the identity of an ordinary patient
Codsi M-P, et al. BMJ Open 2021;11:e045520. doi:10.1136/bmjopen-2020-045520

and would be too far removed from the ‘real world’ (cf
table 1.3.c). This issue was repeatedly expressed by professionals as a concern regarding the insufficient ‘representativeness’ of the PP.
Corridor conversations and direct observations also
revealed another identity tension among professionals
regarding the balance between their identity as colleague
and as caregiver: if a PP asked for a medically-related
personal service (eg, help getting an appointment with
a doctor, medical advice or a referral), the professional
felt uncomfortable and hesitated about the correct way
to respond to this request (as a doctor? A colleague? A
friend?).
Categorisation: the newcomer, boundaries to be defined
The data shows that the boundaries between PP and
professional’s identity are sometimes blurred and that,
for professionals, the definition of the PP’s role remains
ambiguous. This complicated the way professionals
viewed the PP’s category (cf table 1.4.a) and, as such,
the proper way to work with them. Some professionals
noted that if the discussion touched them personally, they
tended to recall their own experiences as a patient. Thus,
they considered that the ‘patient’ label could be applied
to them as well. Professionals therefore expected PP to
bring to the table knowledge that was different from that
of other team members (cf table 1.4.b).
Moreover, we observed that certain situations helped
increase the PP’s legitimacy and clarify the boundaries
between PP’s and professional’s identity (cf table 1.4.c).
Such cases help the professional establish an identity
boundary that categorises the PP as ‘colleagues with a
different expertise’.
Symbols: remuneration, as a symbolic identity issue
Several identity symbols were challenged by PP involvement in the committee. Notably, PP’s remuneration
raised not only financial questions, but also questions
around roles and status. Beyond its practical implications
(Should they be paid? How much? Who should pay?),
remuneration debates crystalised identity questions (eg,
Did a salary imply employee status? How does it distinguish patient partners with professionals’ roles?). Most of
the professionals concluded that, as they all shared the
same identity within the committee, they should all be
paid. However, when questioned on the salary PPs should
obtain, professionals showed discomfort. Their opinions
5
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Discussion
This study reports and interprets how working with
patients is a new way of entering into relationships and
how this transforms the identity of professionals. Even
if, in this study, all participants agreed that the experience was a success in terms of partnership with patients,
transforming the ‘caregiver–patient’ relationship into a
‘colleague–colleague’ relationship generated identity
upheavals among the professionals, relating to the ‘good
professional’ ideal, the impermeability of the patient and
professional categories, the interweaving of the symbols
associated with these identities and the inner balance
between the roles of carer and colleague. Professionals
struggle with this dual identity and transfer this ambiguity to their perception of the patient’s identity as a ‘real
patient’ or not. This could explain some professionals’
perception of PP identity mentioned in the literature as
ambiguous and poorly defined.15 49
Given the coexistence of multiple identities, striking
a balance between them brings many challenges for
the professional. While balancing identities is complex,
professionals cannot relinquish either of their identity
ideals without consequence. On one hand, if professionals perceive the patient as sufficiently distanced from
this image of care receiver, they will feel comfortable to
work in a colleague–colleague relationship. The energy
will be focused more on productivity than on creating a
positive relational experience. On the other hand, if the
professional sees the PP as too far removed from what is
considered an ‘ordinary patient’ identity, the professional
will consider the person’s presence to be less legitimate,
even irrelevant. This is mainly because the professional
grants the person legitimacy on the basis of a patient
identity, while giving the person access to real relational
reciprocity on the basis of a coworker identity.
The important contribution of this study is to import
an identity analytical framework to help understand
challenges of PP implementation. This provides an
interpretive reading that is original and different from
the current literature, shedding light on certain issues
frequently encountered in the field (eg, professionals’
resistance to working with patients, merely symbolic
6

involvement of patients, remuneration, patients’ status
and unequal power relationships between professionals
and PP, professionals’ concerns toward patient ‘representativeness’)3 15–18 21 22 49–52 that could be indicative of
underlying identity tensions between patients and health
professionals.
Strengths, limitations, and future research
The methodology used (participatory ethnographic
approach) carried out over a period of more than 2 years,
enriched the understanding of the phenomenon under
study, allowing researchers to have access to informal
corridor discussions that helped uncover identity tensions
that were not obvious in formal interviews. This methodology follows in the footsteps of recent literature striving
for the study of complexity in health services.53–56
Observations were conducted by multiple observers
(two family doctors and one patient) on the same meetings which is, in our opinion, a strength for the analysis
process. However, because the ethnographic approach
was used in a single setting, the analysis focused more on
one primary care team identity, whereas a multiple case
study in several types of professional environments would
have made it possible to contrast the impact of relational
changes on professionals’ collective identity. Also, to
uncover as many potential issues as possible, we chose to
study a team undergoing its first experience of working in
partnership. It would be interesting to see whether similar
results would emerge with a more experienced team, in
which the balance and tensions between different identities might have already stabilised to some extent over
time. On the other hand, working with a team that was
relatively new to the subject was potentially more conducive to exposing the identity shock that resulted when
relationships were transformed from caregiver–patient
to colleague–colleague. Future research is also needed to
better understand identity issues experienced by patient
partners.
Finally, some might conclude that this research calls
for ways to help professionals minimise these identity
tensions. However, it is important to consider whether, in
essence, creating identity tensions is not the very strength
of working in partnership with patients. This would
perhaps need to be questioned yet again if ambiguity and
relational discomfort were to disappear and be replaced
by a relationship that is too ‘complacent’.

Conclusion
This research provides a new perspective on understanding how working in partnership with patients transform health professionals’ identity. When they are called
to work with patients outside of a simple therapeutic relationship, health professionals may feel tensions between
their identity as caregivers and their identity as colleague.
This allows us to better understand some underlying
tensions elicited by the arrival of different patient engagement initiatives (eg, professionals’ resistance to working
Codsi M-P, et al. BMJ Open 2021;11:e045520. doi:10.1136/bmjopen-2020-045520
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were divided because different professions were paid
a different hourly rate for their participation. Some of
them expressed their beliefs that PPs should not be paid
more than the lowest paid participant around the table.
At the same time, they expressed concern about the fact
that PPs should not be the lowest paid participant since
they felt someone’s value was somewhat reflected in their
salary (cf table 1.5.a).
Other symbols have raised questions rooted in the
professionals’ perception of the PP’s dual identity as
colleagues and users of care. For example, granting PP
clinic access card and the nature of their confidentiality
obligations were the subject of several discussions in the
committee.
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